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Clinical  Appraisal  Of 
Esophagogastroscopy 


Peroral  endoscopy  has  become,  more  or  less,  rou- 
tine in  many  clinical  groups.  Skeptics  have  undoubted- 
ly been  influenced  by  the  mysticism  practiced  in  some 
clinics  where  simple  endoscopy  is  limited  to  the  op- 
erating room  and  performed  by  the  "chief”.  Enthusi- 
asts have  been  more  impressed  by  simple  techniques 
whereby  combined  esophagoscopy  and  gastroscopy  may 
be  pursued  in  the  office  or  hospital  room.  These  pro- 
cedures may  be  done  with  or  without  sedation  and  top- 
ical anesthetics  at  the  discretion  of  the  examiner. 

As  the  techniques  can  now  be  considered  to  be 
both  simple  and  practical,  esophagoscopy  becomes  an 
integral  portion  of  the  physical  examination  under  the 
following  circumstances:  ( 1 ) the  investigation  of 
swallowing  function,  ( 2 ) the  determination  of  esopha- 
gitis, (3)  the  investigation  of  indeterminate  barium 
examinations,  and  ( 4 ) the  localization  of  upper  gastro- 
intestinal hemorrhage.  Gastroscopy  further  compli- 
ments the  examination  with  the  following  informa- 
tion: (1)  the  definition  of  mucosal  or  rugal  irregular- 
ities, (2)  the  investigation  of  hemorrhage,  (3)  aiding 
the  determination  of  malignant  ulceration,  and  (4) 
the  investigation  of  indeterminate  barium  examina- 
tions. 

Peroral  endoscopy  provides  direct  diagnostic  data 
contrasted  with  indirect  data  supplied  by  tubes,  bal- 
loons, pressure  devices,  and  chemical  tests.  Naturally, 
it  may  be  necessary,  at  times,  to  obtain  as  many  of  these 
studies  as  possible  to  delineate  a particular  problem. 
With  extension  of  training  facilities,  the  future  may 
find  many  physicians,  other  than  gastroenterologic 
internists,  using  esophagogastroscopy  with  ease  and 
accuracy.  In  fact,  the  greatest  danger  in  this  instrumen- 
tation is  not  the  procedure  itself,  but  rather  the 
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misinterpretation  of  histology.  As  the  observer 
becomes  experienced,  then  necessary  endoscopy 
is  as  important  as,  or  more  important  than, 
radiography  or  the  routine  blood  count. 

Diagnostic  studies  and  therapy  programs,  in 
order  to  survive  the  "test  of  time",  must  con- 
stantly answer  the  questions  of  need,  practical- 
ity, application,  and  economy.  The  direct  visu- 
al approach  to  the  esophagus  and  stomach 
would  appear  to  be  answering  these  criteria  in 
the  affirmative.  Until  an  easier,  more  accurate, 
and  more  economical  approach  can  be  devel- 
oped, esophagogastroscopy  should  become  more 
acceptable  in  routine  examination  of  the  upper 
gastrointestinal  tract. 

— O.  Roger  Hollan,  M.D.,  San  Antonio. 

The  Selection  of 
Medical  Students 

The  selection  of  students  is  a problem  of 
great  concern  at  each  of  the  86  medical  schools 
of  the  United  States,  since  the  faculties  and 
their  committees  entrusted  with  this  responsi- 
bility recognize  that  the  educational  standards 
of  the  school,  the  effectiveness  of  its  program, 
and  the  quality  of  future  physicians  are  pro- 
foundly affected  by  the  caliber  of  the  students 
that  it  enrolls.  Further,  each  student  who  is  ad- 
mitted to  medical  school  represents  a major 
investment  of  tax  funds  or  of  endowments, 
since  costs  of  medical  education  far  exceed  the 
tuition  paid  by  the  individual  students. 

The  number  of  students  applying  for  admis- 
sion to  medical  schools  of  the  United  States 
reached  a post-war  high  of  24,242  in  1948- 
1949,  and  since  that  time  there  has  been  a 
progressive  decrease  in  the  number  of  appli- 
cants, interrupted  only  by  a small  increase  in 
1955-1956  and  1956-1957.  Applicants  for  the 
class  of  1 956- 1957  numbered  15,917,  and  the 
number  decreased  to  14,397  for  the  class  of 
1961-1962.  Through  this  period  the  number  of 
students  accepted  increased  progressively  from 


8,262  to  8,682.  This  means  that  the  percentage 
of  applicants  accepted  increased  from  51.9  to 
60.3  per  cent.  Data  for  the  class  of  1962-1963 
on  a nationwide  scope  are  not  yet  available,  but 
it  is  known  that  there  was  a decided  increase  in 
the  number  of  applicants  for  admission  to  the 
medical  schools  of  Texas.  It  is  anticipated  that 
there  will  be  further  increases  for  the  next  sev- 
eral years. 

The  selection  of  students  is  made  on  as  nearly 
a competitive  basis  as  possible.  Admissions 
committees  are  concerned  with  the  selection  of 
the  student  who  can  cope  with  the  rather  rig- 
orous curriculum  of  medical  school,  and  who 
has  those  personal  qualities  which  will  enable 
him  to  make  successful  use  of  a medical  educa- 
tion in  one  or  more  of  the  many  areas  for 
which  such  an  education  prepares  him.  Since 
there  are  diverse  areas  of  endeavor  for  which 
a medical  education  prepares  one,  schools  are 
not  desirous  of  uniformity  in  their  students,  but 
there  are  certain  personal  qualities  or  character- 
istics which  are  considered  essential.  Fortu- 
nately, students  who  are  intellectually  well  en- 
dowed, and  who  actually  demonstrate  sustained 
high-level  academic  performance,  usually  also 
possess  integrity,  compassion,  habits  of  scholar- 
ship, and  the  other  personal  qualities  desirable 
in  a medical  student  and  essential  to  the  physi- 
cian. 

The  criteria  on  which  competition  for  a place 
in  medical  school  are  judged  are  both  objective 
and  subjective.  The  chief  objective  criteria  are 
the  scholastic  performance  in  college  and  the 
scores  on  the  Medical  College  Admissions  Test. 
Of  these  two,  the  former  is  at  most  schools 
much  more  heavily  weighted.  The  evaluation 
of  a college  record  is  not  a simple  matter.  Some 
cognizance  must  be  taken  of  the  grading  stand- 
ards at  the  college  at  which  premedical  courses 
have  been  taken,  and  possibly  the  best  indica- 
tion of  this  is  the  medical  school  record  of  re- 
cent students  from  the  school  in  question.  The 
course  load  of  the  student  and  his  extracurricu- 
lar activities  while  he  was  compiling  his  schol- 
astic record  are  also  of  importance,  but  not 
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always  readily  evaluated.  Of  course,  the  grade 
curve  is  likewise  considered  significant,  particu- 
larly if  the  student  appears  to  have  entered  col- 
lege handicapped  by  poor  high  school  training. 
An  admissions  committee  is  unfavorably  im- 
pressed when  the  student  has  moved  to  a weak- 
er college  to  take  the  more  difficult  courses  in 
the  summer,  or  who  makes  an  outright  transfer 
without  good  reason.  The  applicant’s  choice  of 
a major  field  of  study  is  not  generally  consid- 
ered to  be  important,  but  he  should  have  shown 
a competence  in  science  courses  which  is  com- 
parable to  his  overall  performance  in  other 
areas. 

There  is  no  predetermined  grade  point  aver- 
age for  admission  since  there  are  a definite 
number  of  places  to  be  filled  by  open  competi- 
tion. The  character  of  the  competition,  there- 
fore, determines  the  scholastic  record  necessary 
for  one  to  be  admitted.  Contrary  to  opinions 
frequently  heard,  a straight  "A”  record  is  sel- 
dom presented  by  an  applicant,  and  a "B” 
average  combined  with  credentials  comparable 
in  other  respects  puts  the  applicant  in  the  com- 
petitive range. 

All  medical  schools  require  applicants  to 
take  the  Medical  College  Admissions  Test. 
This  affords  a comparison  of  the  performance 
of  all  applicants  on  the  same  test.  Scores  on 
the  test  commonly  parallel  the  scholastic  record 
and  the  two  are  considered  together  since  they 
complement  each  other.  Numerous  statistical 
studies  attest  to  the  fact  that  the  Medical  Col- 
lege Admissions  Test  affords  a worthwhile  cri- 
terion of  what  may  be  expected  of  the  appli- 
cant, and,  in  general,  the  scores  are  reproduc- 
ible when  the  test  is  retaken.  There  are,  of 
course,  some  exceptions  which  may  or  may  not 
be  recognizable  in  advance,  and  in  some  in- 
stances the  student  may  be  advised  to  retake 
the  test. 

Subjective  criteria  which  are  used  in  consid- 
ering the  applicant  are:  the  evaluation  of  the 
applicant’s  fitness  by  his  premedical  advisory 
committee;  opinions  expressed  by  responsible 
persons  who  know  the  applicant  personally; 


and,  finally,  the  knowledge  of  the  applicant 
gained  through  personal  interviews  by  the  ad- 
missions committee.  The  evaluation  of  the  ap- 
plicant’s fitness  by  the  committee  of  his  col- 
lege commonly  represents  the  composite  opin- 
ion of  a number  of  his  teachers  who  have  had 
an  opportunity  to  observe  him  over  the  period 
of  his  college  experience.  The  interviews  sup- 
plement the  information  from  other  sources 
and  also  serve  to  give  the  applicant  an  op- 
portunity to  see  and  evaluate  the  facilities  of 
the  medical  school. 

Through  these  means,  an  admissions  com- 
mittee hopes  to  learn  of  the  applicant’s  stabil- 
ity, his  motivation,  his  tenacity,  his  moral  char- 
acter, his  poise,  his  industry,  his  intellectual 
integrity,  his  ability  to  communicate,  his  social 
consciousness,  and  so  forth.  These  personal 
qualities  are  of  great  importance,  but  must  be 
combined  with  motivation  and  an  intellectual 
capacity  capable  of  meeting  scholastic  stand- 
ards. A poor  scholastic  record  in  college  is 
hardly  compatible  with  a combination  of  good 
motivation  and  intellectual  competence.  If  the 
student  is  married,  the  committee  wants  to 
know  the  attitude  of  the  spouse  regarding  the 
undertaking  of  medical  study,  and  in  any  case, 
it  is  important  that  the  applicant  have  a real- 
istic plan  for  financing  his  medical  education. 
Only  an  exceptional  student  can  spend  much 
time  in  outside  employment  without  seriously 
compromising  his  scholastic  performance. 

From  the  applicant’s  standpoint,  the  visit  to 
the  campus  of  his  prospective  medical  school 
is  important.  It  affords  him  a chance  to  inspect 
the  physical  facilities;  to  meet  and  learn  some- 
thing of  at  least  a few  members  of  the  medical 
school  faculty;  to  talk  with  and  gauge  the  spirit 
of  medical  students  in  their  own  environment. 
Further,  students  may  be  able  to  supply  the 
applicant  with  information  and  answer  ques- 
tions which  he  is  hesitant  to  ask  of  others.  Since 
the  trip  to  the  medical  school  campus  for  inter- 
views frequently  involves  considerable  expendi- 
ture of  time  and  money,  the  applicant  is  in- 
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vited  only  when  other  criteria  indicate  that  he 
has  at  least  some  chance  of  meeting  the  com- 
petition for  a place  in  the  class. 

The  competition  for  places  varies  somewhat 
from  school  to  school;  the  concept  of  the  ideal 
medical  student  also  varies  with  the  programs 
of  the  various  schools.  Because  of  these  consid- 
erations, it  behooves  the  prospective  medical 
student  to  learn  as  much  as  he  can  about  the 
schools  which  it  might  be  practicable  for  him 
to  attend,  and  then  to  apply  to  several  if  there 
is  any  doubt  of  his  ability  to  meet  the  competi- 
tion at  the  one  which  may  be  his  first  choice. 

— Robert  W.  Lackey,  M.D.,  Assistant 
Dean  for  Student  and  Curricular 
Affairs,  The  University  of  Texas 
Southwestern  Medical  School,  Dallas. 

Learn  Now-Live  Later 

One  of  the  most  vital  responsibilities  of  those 
in  the  health  services  field  is  to  provide  effi- 
cient services  in  the  event  of  nuclear  disaster. 
This  involves  planning,  research,  and  the  train- 
ing of  persons  who  will  give  medical  and  health 
care  to  the  public. 

The  Texas  Medical  Association  and  the  Tex- 
as State  Department  of  Health  are  sponsoring 
a training  course  for  physicians  Feb.  22  and  23 
in  Austin.  The  program  appears  on  page  52  of 
this  Journal.  Every  physician  now  has  the  op- 
portunity to  prepare  himself  for  such  an  emer- 
gency. Dr.  Ben  Merrick,  chairman  of  TMA’s 
Committee  on  Emergency  Medical  Service,  has 
expressed  the  hope  that  every  county  medical 
society  will  send  at  least  one  of  its  members  to 
take  advantage  of  the  training  course  and  re- 
port back  to  members  of  the  society. 

Should  nuclear  disaster  strike,  a physician,  to 
give  effective  aid,  must  know  what  to  do  and 
must  have  a vast  store  of  knowledge  about  how 
to  accomplish  various  objectives  under  the  most 
difficult  circumstances.  If  he  does  not  already 
have  that  knowledge  when  disaster  strikes,  it 
will  be  too  late  to  learn  it  well. 


Let’s  Give  Teen-agers 
Facts  About  Smoking 

Let’s  let  go  of  the  horns  of  this  dilemma, 
grab  the  bull  by  the  tail,  and  look  at  the  facts! 

The  most  popular  subject  related  to  cigar- 
ette smoking  is  cancer  of  the  lung,  which  is 
now  the  most  frequent  malignancy  among  U.S. 
males.  Of  25  studies  made  here  and  abroad  on 
the  relationship  between  smoking  and  cancer 
none  has  been  negative! 

Earlier  death,  not  only  from  lung  cancer, 
but  also  from  many  other  crippling  and  ulti- 
mately killing  diseases,  is  certain  for  a high 
percentage  of  heavy  cigarette  smokers. 

Three  diseases  related  to  chronic  lung  irrita- 
tion are  chronic  bronchitis,  emphysema,  and 
bronchiectasis.  All  cripple  long  before  they  kill. 

The  fight  to  get  enough  air  to  carry  on  rou- 
tine duties  and  pleasures  is  one  of  the  pitiable 
sights  we  behold  at  social  gatherings  these  days. 
It  is  exhausting  for  some  of  these  victims  to 
carry  on  ordinary  conversation. 

We  physicians  have  no  hesitancy  in  actively 
pushing  preventive  measures  in  other  fields, 
such  as  poliomyelitis,  smallpox,  and  diphtheria. 
These  procedures  are  directed  mostly  toward 
children — and  the  pay-off  is  terrific,  as  we  all 
take  for  granted. 

Why,  then,  do  we  procrastinate  in  the  face 
of  the  available  well-documented  evidence  of 
the  bad  effects  of  cigarette  smoking. 

Let’s  waste  no  time  in  trying  to  teach  new 
tricks  to  the  old  dogs.  But  we  must  make  the 
effort  to  inform  teen-agers  of  the  facts,  and  let 
them  make  up  their  own  minds — they  will  do 
that  anyway.  Most  of  them  are  intelligent 
enough  to  come  to  sensible  conclusions  about 
smoking,  even  if  their  parents  are  not. 

I believe  that  the  Texas  Medical  Association 
should  be  among  the  first  to  help  put  these 
facts  before  all  Texas  teen-agers. 

— Delphin  von  Briesen,  M.D.,  El  Paso. 


4 


TEXAS  State  Journal  of  Medicine 


Opinions 

and 

Views 

It's  Your  Money  --  Think! 


THE  MEDICAL  profession  and  other  groups  of 
self-employed  individuals  have  been  given  tax 
relief  for  the  purpose  of  providing  for  retirement 
income.  Let’s  examine  the  courses  open  to  doctors 
who  wish  to  provide  for  retirement  with  the  assur- 
ance that  their  investment  plans  will  yield  the  maxi- 
mum possible  return  consistent  with  sound  financial 
expectations,  and  with  the  additional  assurance  that 
maximum  tax  benefits  will  be  gained.  The  much 
discussed  Keogh  Law  provides  that  the  Internal 
Revenue  Service  judge  the  acceptability  of  the  mech- 
anisms of  a retirement  fund  before  income  tax  de- 
ductions are  permitted.  The  law  also  enumerates  the 
various  funding  mechanisms  which  may  be  used  in 
setting  up  the  retirement  plan.  Articles  in  the  recent 
issues  of  the  Texas  State  Journal  of  Medicine  have 
included  most  of  the  details  of  the  requirements  of 
the  new  law. 

In  the  enormous  mass  of  written  material  on  the 
technicalities  of  the  Keogh  Law,  a simple  but  per- 
haps not  so  obvious  point  may  be  overlooked;  a 
retirement  fund  is  essentially  an  investment  made 
with  a particular  objective  in  view.  The  fundamental 
principle,  "investigate  before  you  invest’’,  is  appli- 
cable here,  and  may  be  joined  with  its  corollary,  "seek 
the  help  of  the  professional”. 

The  Keogh  Law  became  operative  on  Jan.  1,  1963. 
Government  regulations  will  probably  be  forthcom- 
ing which  will  define  with  some  precision  the  me- 
chanics of  the  law  and  the  way  in  which  it  will  be 
administered.  In  one  sense,  the  new  law  is  an  exten- 
sion of  existing  legislation  on  employee  retirement 
funds,  and  the  Internal  Revenue  Service  will  un- 
doubtedly fashion  its  administration  in  respect  to 
previous  experience.  What,  then,  are  the  channels 
open  to  the  self-employed  doctor  who  is  anxious  to 
provide  for  retirement  and  tax  shelter? 

Most  forms  of  investment  are  available  according 
to  the  new  law — stocks,  bonds,  mutual  funds,  an- 
nuities, endowment  policies,  and  other  investments. 

The  self-employed  individual  can  control  his  plan’s 
investment  program.  This  program  will  determine 
which  form  will  be  most  efficient  for  him — a simple 
custodial  account,  direct  purchases  of  annuities  or 
bonds,  or  a highly  flexible  trust  arrangement. 

There  are  many  and  varied  vehicles  for  funding 
a retirement  plan  under  this  act.  Historically,  there 
are  two  basic  types  of  retirement  plans — pension 
and  profit  sharing.  The  pension  plan  calls  for  a defi- 
nite formula  that  spells  out  the  retirement  benefits. 


However,  under  a profit  sharing  plan  the  employer’s 
contribution  comes  strictly  from  profits,  therefore  no 
profits,  no  contributions.  It  seems  to  follow  that  the 
only  practical  retirement  program  for  the  self-em- 
ployed person  would  be  a direct  purchase  which  re- 
quires a specific  contribution  of  dollars  for  the  pur- 
chase of  a retirement  benefit. 

The  objectives  of  the  retirement  plan,  in  plain 
language,  are  few  and  obvious: 

1.  The  invested  fund  should  provide  a retire- 
ment income  with  the  greatest  income  and  the 
least  degree  of  risk. 

2.  The  plan  should  make  provision  for  disposi- 
tion of  the  fund  in  the  form  of  lump  sum  pay- 
ment, retirement  annuity,  or  payment  to  the  estate 
in  the  case  of  death  or  disability  of  the  participant 
prior  to  retirement. 

3.  The  funding  mechanism  should  take  maxi- 
mum advantage  of  existing  income  tax  regulations 
under  the  new  law  and  in  view  of  any  subsequent 
changes  in  the  law. 

The  first  objective  incorporates  the  classic  contra- 
diction of  investing.  How  does  one  get  the  maximum 
return  when  the  very  concept  of  return  is  associated 
with  risk?  The  answer  of  course  is  diversification 
of  the  invested  funds  through  various  forms  of  in- 
vestment. Diversification  implies  size  and  supervi- 
sion. Obviously  the  larger  the  fund  the  more  eco- 
nomical and  efficient  can  be  its  management  and  the 
more  effective  can  be  its  return.  Also,  the  diversifi- 
cation of  the  larger  fund  can  be  broader  and  thus 
lessen  the  degree  of  risk  while  still  providing  the 
best  possible  return.  Supervision  implies  professional 
counseling  and  administration — the  professional  serv- 
ices of  a trustee. 

Any  plan  must  be  flexible  enough  to  take  into 
consideration  that  each  investor  has  unique  problems 
and  will  want  to  establish  an  individual  program. 
This  could  be  accomplished  through  one  of  the  sev- 
eral types  of  trusteeship  which  are  recognized  by 
the  retirement  fund  regulations  of  the  Internal  Reve- 
nue Service. 

Diversification  is  extremely  important  because  it 
offers  the  only  realistic  solution  to  the  problem  of 
return  versus  risk.  Sound  investment  practice  begins 
with  the  provision  of  an  estate,  which  is  ordinarily 
taken  to  mean  life  insurance  protection.  Other  forms 
of  insurance  can  provide  a guaranteed  retirement 
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income  for  life.  Policies  are  available  which  provide 
options  for  lump  sum  payments  or  annuities  upon 
retirement.  Annuities  are  continuing  to  increase  in 
price.  With  the  proper  insurance  contract  in  force, 
however,  an  annuity  may  be  purchased  at  the  time 
of  retirement  at  a cost  in  effect  at  the  beginning  of 
the  fund  life.  This  guarantees  tomorrow’s  annuities 
at  today’s  prices. 

With  a base  of  income  provided,  the  investor  may 
then  provide  some  inflationary  hedge.  This,  of  course, 
is  the  standard  approach  to  the  development  of  a 
securities  portfolio.  Constant  supervision  of  the  port- 
folio for  capital  protection,  continued  protection 
against  inflation,  and  the  provision  of  growth  re- 
quires knowledge  and  experience.  In  a portfolio  of 
any  size,  adequate  administration  and  supervision  is 
absolutely  essential.  Between  the  extremes  of  abso- 
lute safety,  as  exemplified  by  the  fixed  life  income, 
and  the  "gamble”  involved  in  providing  protection 
against  inflation,  lie  the  many  investment  media  such 
as  savings  and  loan  plans,  investment  in  bonds,  and 
so  on.  Any  sensible  plan  which  pretends  to  take  into 
consideration  the  needs  and  wishes  of  the  individual 
investor  must  contain  provision  for  selection  among 
these  several  means. 

The  payment  of  the  retirement  benefits  is  an  im- 
portant consideration  in  the  establishment  of  a re- 
tirement fund.  Another  important  consideration  is 
the  determination  of  the  disposition  of  the  funds 
in  the  event  of  death  or  disability  of  the  participant 


before  retirement  age.  Obviously  the  fund  will  have 
a continually  increasing  face  value  as  contributions 
and  compound  interest  accrue.  The  basic  protection 
of  life  insurance  will  provide  a death  benefit  which 
is  not  available  in  the  other  mechanisms  of  invest- 
ment. Thus  the  establishment  of  a retirement  pro- 
gram which  includes  all  avenues  of  investment  auto- 
matically assumes  the  establishment  of  an  immediate 
value  for  the  participants,  and  life  insurance  is  the 
fundamental  means  for  the  establishment  of  this 
value.  Let  us  point  out  that  the  new  law  incorporates 
the  possibility  of  either  a lump  sum  payment  upon 
retirement,  or  payment  as  an  annuity.  The  benefits 
depend  upon  the  existing  conditions  at  the  time  of 
retirement.  Because  of  changes  in  personal  financial 
condition,  new  tax  legislation,  matters  of  physical 
health,  and  other  circumstances  surrounding  his  re- 
tirement, the  physician  may  wish  a sum  of  money 
for  investment  purposes  or  he  may  see  tax  benefits 
at  the  time  in  accepting  a guaranteed  annuity  for 
the  rest  of  his  life.  This  will  depend  upon  the  indi- 
vidual at  the  time  of  retirement,  and  individuals  are 
unique.  Various  methods  of  planning  for  retirement 
are  illustrated  in  Fig.  1. 

The  establishment  of  a diversified  fund  for  the 
protection  of  capital  and  to  make  provision  for 
growth  demands  continued  supervision,  active  admin- 
istration, and  considerable  knowledge.  There  is  an- 
other aspect  here  which  must  be  considered.  That  is 
the  continuing  growth  and  development  of  income 
tax  legislation,  regulations,  and  decisions.  It  has  not 
been  generally  pointed  out  that  the  Keogh  Law  car- 
ries with  it  certain  changes  in  existing  corporate 
employee  retirement  plans.  The  point  is  that  continu- 
ing study  of  the  changing  tax  laws  is  just  as  impor- 
tant as  continuing  supervision  of  the  investment 
portfolio. 

Investing  is  highly  personalized,  and  the  investor 
would  do  well  to  consider  himself  unique.  However, 
few  persons  are  well  enough  informed  or  have 
enough  time  to  supervise  a securities  portfolio,  con- 
duct a joint  trusteeship,  supervise  an  insurance  pro- 
gram, and  study  income  tax  laws  and  decisions — and 
still  conduct  a profession  and  provide  the  money  for 
all  this. 

The  retirement  fund  which  gives  all  factors  due 
weight  while  providing  flexibility  for  individual 
needs  and  desires  is  the  one  which  will  ultimately 
provide  the  most  beneficial  results.  No  one  funding 
media  is  inherently  better  for  all  purposes  than  any 
other;  each  has  its  own  benefit. 

The  principal  benefit  of  the  combination  approach 
is  that  it  will  provide  the  greatest  return  with  the 
minimum  risk  while  still  being  flexible  enough  to 
maintain  individual  responsibility  for  the  investment 
program. 

— L.  B.  "Red”  Herring,  III 

Herring  Insurance  Agency,  Austin. 


6 


TEXAS  State  Journal  of  Medicine 


North  Lamar  Boulevard  • Austin,  Texas  • GReenwood  7-6704 


A Misleading  Accusation 


Proponents  of  the  Administration's  Medicare  program  have 
charged  that  the  State  of  Texas  has  not  implemented  the  Kerr- 
Mills  Act.  This  is  a half-truth. 

The  State  of  Texas  has  implemented  Old  Age  Assistance  (OAA),  the 
first  portion  of  the  Kerr-Mills  Act.  Approximately  30  per  cent 
of  the  aged  persons  in  Texas  are  covered  by  this  program  which 
embraces  surgical  and  medical  hospital  care  as  well  as  nursing 
home  benefits.  More  than  223,000  recipients  of  OAA  have  been 
provided  with  a Blue  Cross  health  insurance  policy.  These  poli- 
cies have  been  purchased  by  the  Texas  Department  of  Public  Wel- 
fare. The  federal  government  foots  about  75  per  cent  of  the  bill. 

Old  Age  Assistance  is  limited  to  coverage  of  those  extremely 
needy  persons  whose  assets  total  $300  or  less.  The  program  has 
been  operating  efficiently  and  effectively,  and  has  been  ex- 
tremely well  received  by  those  who  are  covered.  More  than  7,500 
persons  are  being  hospitalized  monthly  under  the  provisions  of 
the  program.  The  average  hospital  stay  is  9.1  days.  Benefits 
have  been  carrying  92  per  cent  of  the  hospital  bill  for  recipi- 
ents who  are  hospitalized  for  14  days  or  less. 

The  second  portion  of  the  Kerr-Mills  Act,  Medical  Aid  for  the 
Aged  (MAA) , has  not  been  implemented  in  Texas.  It  is  designed 
to  help  those  with  marginal  resources  who  may  be  able  to  provide 
housing  and  sustenance  for  themselves,  but  who  cannot  provide 
for  their  own  medical  needs.  The  act  limits  assistance  to  those 
with  incomes  of  less  than  $1,800  annually;  states  may  establish 
lower  levels. 

The  Executive  Board  of  the  Texas  Medical  Association  went  on 
record  in  September,  1962,  in  support  of  a proposal  to  be  brought 
before  the  1963  Texas  Legislature  which  would  make  possible  the 
implementation  of  the  MAA  program.  This  legislation  calls  for 
the  submission  of  a constitutional  amendment  to  the  voters  of 
Texas.  Regardless  of  the  ultimate  fate  of  MAA  legislation,  it 
should  be  emphasized  that  almost  all  of  the  aged  in 
Texas  who  need  and  want  help  now  are  receiving  it 
through  the  OAA  program. 

The  House  of  Delegates  of  the  Texas  Medical  Associ- 
ation has  supported  the  principle  of  assisting  all 
who  really  need  help.  That  thought  is  not  objec- 
tionable to  members  of  the  TMA.  The  Kerr-Mills  Act 
should  be  given  its  chance  before  serious  consider- 
ation is  given  to  such  proposals  as  Medicare. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


Five  Year  Survival  in  Patients 
With  Bronchogenic  Carcinoma 


THE  INCREASING  number  of  patients  with 
bronchogenic  carcinoma  has  stimulated  interest  in 
the  possibility  of  long  term  survival  of  these  patients, 
not  only  among  chest  physicians  and  surgeons  but 
among  other  physicians  as  well.  There  have  been 
numerous  reports  dealing  with  the  results  of  treat- 
ment of  carcinoma  of  the  lung  by  various  meth- 
ods.2"14 We  have  made  an  analysis  of  80  patients 
who  survived  five  years  or  longer  after  diagnosis  to 
gain  information  which  will  help  us  to  recognize 
which  cases  are  apt  to  have  a favorable  prognosis. 
Also  it  is  a means  of  assessing  the  relative  effective- 
ness of  the  types  of  therapy  we  have  used,  with  the 
hope  of  improving  results  of  treatment. 

Material  and  Data 

This  discussion  is  based  on  an  analysis  of  1,077 
cases  of  bronchogenic  carcinoma  seen  by  my  associ- 
ates, Drs.  Robert  Shaw  and  Donald  Paulson,  and  by 
me  prior  to  March,  1957.  Out  of  this  group  of  1,077 
cases,  80  patients  or  7.5  per  cent  have  survived  from 
5 to  17  years  after  diagnosis.  Seventy-three  of  the  80 
five  year  survivors  had  resections  ( Fig.  1 ) . When 
compared  by  the  life  table  method  with  the  total 
number  of  resections  performed  in  this  period 
( 384 ) , this  gives  a 22  per  cent  five  year  survival 
in  all  patients  who  had  a resection.  Three  of  the  five 
year  survivors  were  found  to  have  nonresectable  le- 
sions at  the  time  of  thoracotomy,  and  they  were  given 
irradiation  therapy.  Four  of  the  long  term  survivors 
were  considered  to  have  inoperable  disease  on  clin- 
ical grounds,  and  were  given  irradiation  therapy 
without  being  subjected  to  exploratory  surgery. 

Of  the  80  long  term  survivors,  72  were  males  and 
8 females,  a 9:1  ratio  which  was  also  found  in  the 
total  group  of  bronchogenic  carcinoma  cases.  The 
average  age  was  55  years.  There  were  six  nonsmokers 
in  the  group.  Of  these,  three  had  an  adenocarcinoma, 
one  an  alveolar  cell  tumor,  one  an  epidermoid  car- 

From  the  Thoracic  Surgery  Section,  Baylor  University 
Medical  Center,  and  Department  of  Surgery,  Southwestern 
Medical  School,  Dallas. 


cinoma,  and  one  a small-cell  undifferentiated  carci- 
noma. 


Symptoms  and  Their  Duration 

In  the  group  of  long  term  survivors  there  were  19 
patients  who  were  asymptomatic.  Eighteen  of  these 
had  rumors  seen  on  roentgenograms  as  pulmonary 
nodules,  and  one  had  a hilar  lesion.  Cough  was  the 
most  common  symptom  and  was  the  complaint  in  47 
cases.  Over  one  third  of  the  patients  gave  a history 
of  hemoptysis,  in  most  instances  described  as  the 
coughing  of  small  amounts  of  blood  or  blood-streaked 
sputum.  Eighteen  patients  had  noticed  a wheeze,  and 
16  had  an  area  of  pneumonitis  associated  with  a 
tumor  blocking  a bronchus.  Sixteen  patients  com- 
plained of  shortness  of  breath,  caused  in  a few  cases 
by  loss  of  function  of  one  lung  because  of  an  ob- 
structing hilar  tumor;  but  in  most  instances  the 
dyspnea  was  attributable  to  emphysema  and  chronic 
bronchitis.  Twelve  patients  had  chest  discomfort  or 
actual  pain.  Two  of  these  had  extension  of  their 
tumor  into  the  chest  wall  requiring  resection  of  a 
portion  of  the  chest  wall  with  the  lesion,  and  one 
had  a superior  sulcus  tumor  treated  with  preoperative 
irradiation  therapy  followed  by  en  bloc  resection  of 
the  tumor  and  its  extension  into  the  chest  wall.  Eight 
patients  gave  a history  of  weight  loss,  and  three  had 
arthritic  symptoms  associated  with  their  tumor.  Only 
one  patient  in  the  entire  group  gave  a history  of 
hoarseness.  This  patient  was  a man  who  had  chronic 
laryngitis  and  cough  productive  of  foul  purulent 
sputum  but  no  evidence  of  paralysis  of  a vocal  cord. 

Over  half  of  the  long  term  survivors  were  either 
asymptomatic  or  had  had  symptoms  for  two  months 
or  less.  On  the  graph  showing  duration  of  symptoms 
( Fig.  2 ) the  number  of  long-term  survivors  decreases 
sharply  after  the  three  month  group  and  does  not 
increase  until  one  reaches  the  group  of  patients  who 
had  symptoms  for  one  year  or  longer.  This  probably 
indicates  that  there  are  two  different  groups  of  favor- 
able cases  from  the  standpoint  of  long  term  survival. 
One  group  includes  the  cases  diagnosed  and  treated 
early  before  they  have  had  time  to  metastasize  or 
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Eighty  patients  who  have  survived  five 
years  after  diagnosis  of  bronchogenic  carci- 
noma are  analyzed  in  regard  to  clinical 
findings,  treatment,  and  course. 


cause  symptoms  for  very  long,  and  the  second  group 
is  composed  of  patients  with  tumors  with  a long 
natural  course  which  grow  very  slowly,  and  although 
they  may  have  been  present  and  symptomatic  for  a 
year  or  more,  are  still  localized  and  treatable.  It  is 
interesting  to  note  that  if  one  compares  Bignall’s 
resectability  rate  with  duration  of  symptoms  one 
finds  a very  similar  distribution.1  The  highest  re- 
sectability rate  is  found  either  in  asymptomatic  pa- 
tients (or  those  with  symptoms  of  short  duration) 


John  L.  Kee,  Jr.,  M.D. 


or  in  patients  who  have  had  symptoms  for  a long 
time  (a  year  or  more). 

Location  of  Lesions 

The  upper  lobes  were  found  to  be  the  most  fre- 
quent sites  of  the  tumor  with  35  patients  in  which 
the  right  upper  lobe  was  involved  and  20  patients 
with  tumors  in  the  left  upper  lobe.  Eight  patients 
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Fig.  2. 


had  left  lower  lobe  lesions,  seven  right  lower  lobe 
tumors,  and  four  had  a tumor  in  the  middle  lobe. 
There  were  3 6 pulmonary  nodules,  38  hilar  lesions, 
and  6 peripheral  tumors  (Fig.  3).  Of  the  38  hilar 
lesions,  16  were  visible  by  bronchoscopy.  In  the 
group  of  six  peripheral  tumors,  two  had  invaded  the 
chest  wall;  one  was  a superior  sulcus  tumor  and  was 
the  first  such  lesion  to  be  treated  by  combined  ther- 
apy with  preoperative  irradiation  followed  by  resec- 
tion.13 

T reatment 

Seventy-three  of  the  80  long  term  survivors  had 
surgical  resection  of  their  carcinoma.  In  47  cases 
lobectomy  was  performed  (Fig.  4).  Six  of  these 
ibectomies  were  done  as  bronchoplastic  procedures; 
four  by  resection  and  end-to-end  anastomosis  of  the 
resected  main  stem  bronchus;  and  two  by  wedge 
resection  of  the  main  bronchus.10,  11  In  comparing 


the  five  year  survival  rate  of  patients  who  had 
bronchoplastic  procedures  with  those  who  had  a 
conventional  lobectomy,  it  is  interesting  to  note  that 
patients  who  had  the  bronchoplastic  procedures  have 
a somewhat  higher  five  year  survival  rate  ( 36  per 
cent)  than  the  routine  lobectomy  patients  (30  per 
cent).  Four  of  the  patients  who  had  a lobectomy 
performed  had  extension  of  their  tumor  into  the 
chest  wall,  and  resection  of  a portion  of  the  chest 
wall  with  the  involved  lobe  was  required. 

Twenty-one  of  the  73  resections  performed  were 
done  by  pneumonectomy.  Total  removal  of  the  lung 
has  been  performed  only  in  cases  where  it  was  im- 
possible to  remove  the  tumor  by  lobectomy  or  bilob- 
ectomy. Every  possible  effort  has  been  made  to  pre- 
serve lung  tissue  by  careful  selection  of  the  type  of 
resection  and  utilization  of  bronchoplastic  procedures 
where  indicated.10, 11  It  has  been  our  strong  convic- 
tion that  survival  alone  is  not  the  only  aim  in  the 
surgical  treatment  of  lung  cancer.  One  has  achieved 
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LOCATION  OF  LESION  IN  80  PATIENTS  WITH  BRONCHOGENIC  CARCINOMA 
WHO  SURVIVED  5 YEARS  OR.  LONGER 


(16  visible  by  bronchoscopy) 
Fig.  3. 


Fig.  4. 
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FIVE  YEAR  SURVIVAL  — Kee  — continued 


the  desired  result  of  surgical  treatment  when  the  pa- 
tient not  only  is  free  of  his  tumor  but  also  is  left 
with  sufficient  lung  tissue  to  permit  him  to  maintain 
an  acceptable  level  of  activity. 

Five  of  the  patients  in  this  group  had  segmental 
resections.  Three  of  these  cases  had  very  small 
peripheral  lesions  which  could  be  removed  with  a 
wide  margin  of  lung  tissue  by  segmental  resection. 
In  one  of  these  patients  the  diagnosis  of  tumor  was 
not  certain  on  examination  of  a frozen  section.  The 
diagnosis  of  alveolar  cell  carcinoma  was  made  only 
after  the  permanent  sections  had  been  examined.  One 
of  these  patients  had  had  a carcinoma  of  the  cervix 
treated  by  irradiation  six  years  before  and  it  was 
suspected  that  her  lesion,  a nodule  in  the  left  upper 
lobe,  might  be  a metastatic  one.  The  third  patient 
in  this  group  had  had  roentgenographic  evidence  of 
a granulomatous  lesion  in  the  right  upper  lobe  for 
several  years.  It  had  enlarged  very  slightly  in  the  year 
preceding  operation,  although  the  changes  in  the 
roentgenographic  appearance  were  not  very  impres- 
sive. This  lesion  was  removed  largely  because  of  the 
anxiety  experienced  by  the  patient  after  she  had  been 
told  by  her  physician  of  the  possible  significance  of 
the  changes  in  her  roentgenogram.  This  patient  had 
a very  small  alveolar  cell  carcinoma  in  the  area  of 
the  old  granulomatous  lesion.  One  of  the  patients 
who  had  a segmental  resection  of  a small  peripheral 
lesion  has  survived  five  years  but  has  had  a local 
recurrence  treated  by  irradiation  therapy  and  pneu- 
monectomy. The  fifth  patient  who  had  a segmental 
resection  was  one  who  had  a superior  sulcus  tumor 
treated  by  irradiation  therapy.  Resection  of  the  lesion 
was  done  because  of  persistent  pain  in  the  chest  and 
right  arm.  This  tumor  was  removed  with  a portion 
of  the  chest  wall  including  parts  of  the  first,  second, 
third,  and  fourth  ribs  and  a portion  of  the  bodies  of 
the  vertebrae.  Because  of  the  excellent  result  in  this 
case,  preoperative  irradiation  followed  by  surgical 
excision  was  adopted  as  the  routine  treatment  for 
superior  sulcus  tumors.13  Although  segmental  resec- 
tions have  been  performed  in  five  cases,  we  believe, 
as  do  many  other  surgeons,5  that  lobectomy  is  the 
operation  of  choice  for  bronchogenic  carcinoma.  It 
is  thought  that  lobectomy  results  in  adequate  removal 
of  the  lymph  nodes  which  may  have  metastatic  tumor 
cells  in  them  without  the  unnecessary  sacrifice  of 
vital  lung  tissue.  In  most  instances,  a patient  who 
can  tolerate  a segmental  resection  can  also  tolerate 
a lobectomy  from  the  standpoint  of  function. 

Three  patients  of  the  80  long  term  survivors  had 
exploration  only;  their  lesions  were  found  to  be  non- 
resectable,  and  they  were  given  irradiation  therapy. 
One  of  these  patients  had  invasion  of  the  trachea  by 
a squamous  cell  carcinoma.  He  was  given  deep  irradi- 
ation therapy  following  which  he  sloughed  out  a 


considerable  portion  of  his  right  upper  lobe.  This 
man  died  eight  years  later  from  a cerebrovascular  ac- 
cident. The  second  patient  in  this  group  was  a 39 
year  old  woman  found  to  have  a tumor  15  by  8 by  6 
cm.  in  size  in  the  anterior  portion  of  the  left  upper 
lobe;  the  tumor  had  invaded  the  pericardium  and 
mediastinum.  The  nodes  in  the  mediastinum  were 
matted  and  stony  hard.  Biopsy  of  this  tumor  showed 
a small  cell  undifferentiated  carcinoma.  The  patient 
was  given  deep  irradiation  therapy  and  is  still  living 
17  years  after  the  exploration.  There  is  no  evidence 
of  recurrence.  The  third  patient  was  found  at  opera- 
tion to  have  an  undifferentiated  small  cell  carcinoma 
involving  the  hilum  of  the  left  lung,  with  extension 
into  the  esophagus  and  the  pulmonary  artery.  Fol- 
lowing exploration  this  patient  also  was  treated  with 
irradiation  therapy.  He  was  well  until  nine  years 
later  when  he  developed  a carcinoma  of  the  larynx 
which  caused  his  death  1 1 years  after  the  exploration. 

Four  of  the  80  survivors  had  lesions  which  were 
considered  inoperable,  and  were  treated  with  irradia- 
tion without  having  a thoracotomy.  One  of  these 
patients  was  a 64  year  old  man  with  an  epidermoid 
carcinoma  which  was  found  at  bronchoscopy  to  have 
invaded  the  larynx  and  trachea.  Three  of  the  inop- 
erable group  had  the  diagnosis  made  on  the  basis  of 
typical  roentgen  and  clinical  findings,  but  without 
tissue  proof.  All  had  small  lesions  which  were  con- 
sidered inoperable  on  the  basis  of  their  pulmonary 
function.  Two  of  them  were  in  their  late  70’s.  Fol- 
lowing irradiation  therapy  the  lesions  were  seen  to 
clear  on  roentgenograms.  This  improvement  in  the 
roentgen  findings  was  associated  with  clinical  im- 
provement in  the  two  symptomatic  patients.  Al- 
though there  always  will  be  some  ground  for  doubt- 
ing the  existence  of  tumor  in  these  three  cases  in 
which  there  was  no  tissue  proof  of  the  diagnosis,  it 
was  felt  that  the  diagnosis  was  justified  on  clinical 
grounds  alone.  Their  clinical  course  and  roentgen 
findings  following  irradiation  therapy  were  consistent 
with  this  diagnosis.  It  was  thought  in  each  instance 
that  thoracotomy  was  not  indicated  to  establish  the 
diagnosis  in  these  cases  which  were  inoperable  be- 
cause of  associated  disease. 

Tumor  Cell  Type 

In  this  group  of  80  long  term  survivors  the 
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majority,  55,  had  squamous  cell  tumors  (Fig.  5). 
In  this  group  of  tumors  we  have  included  the  large 
cell  undifferentiated  carcinomas  because  we  believe 
that  they  are  closely  related  variants  of  the  squamous 
cell  tumor.  Fifteen  patients  had  adenocarcinomas 
and  four  had  alveolar  cell  tumors.  Contrary  to  previ- 
ous belief,  an  alveolar  cell  carcinoma  may  arise  as 
a single  tumor  and  be  completely  removed  by  sur- 
gical resection.  Three  patients  had  a small  cell  un- 
differentiated tumor,  usually  a rapidly  fatal  tumor 
in  spite  of  all  therapeutic  measures.  The  sections  on 
all  these  tumors  have  been  reviewed  by  several  path- 
ologists who  agree  on  the  diagnosis  in  spite  of  the 
unusual  subsequent  clinical  course.  Two  of  these  pa- 
tients underwent  exploratory  surgery,  at  which  time 
resection  was  not  possible.  They  were  given  irradia- 
tion therapy.  These  have  already  been  discussed.  The 
third  patient  in  this  group  had  an  asymptomatic 
pulmonary  nodule  removed  by  lobectomy.  She  was 
not  given  postoperative  irradiation  because  it  was 
thought  that  the  tumor  had  been  completely  removed 
by  operation.  Two  of  the  three  patients  with  small 
cell  undifferentiated  carcinoma  are  alive  and  without 
evidence  of  tumor  17  and  9 years  after  exploration 


or  resection.  One  patient  died  1 1 years  after  explora- 
tion and  irradiation  therapy  with  a primary  carci- 
noma of  the  larynx. 

Irradiation  Therapy 

Seven  out  of  the  80  long  term  survivors  have  re- 
ceived irradiation  therapy  alone. 

Eleven  patients  in  the  total  group  have  received 
irradiation  therapy  at  some  time  in  their  course  of 
treatment.  Lesions  in  four  patients  were  considered 
inoperable,  and  irradiation  therapy  without  explora- 
tory surgery  was  given.  Two  of  these  patients  were 
treated  with  conventional  deep  irradiation  therapy 
and  two  with  cobalt.  Three  of  the  patients  receiving 
irradiation  therapy  were  those  found  to  have  non- 
resectable  lesions  at  thoracotomy.  All  of  these  had 
conventional  irradiation  therapy  after  thoracotomy. 
Two  patients  were  given  irradiation  therapy  follow- 
ing lobectomy  because  of  the  surgeon’s  suspicion 
that  resection  might  not  have  removed  all  of  the 
tumor.  One  patient  was  given  cobalt  therapy  for  a 
recurrence  of  the  tumor  in  the  right  hilum.  Only  one 
of  the  eleven  cases  received  preoperative  irradiation. 
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FIVE  YEAR  SURVIVAL  — Kee  — continued 

This  was  the  patient  with  a superior  sulcus  tumor, 
who  was  treated  elsewhere  with  preoperative  irradi- 
ation in  an  attempt  to  alleviate  his  pain.13 

Present  Status 

Out  of  the  group  of  80  long  term  survivors,  58 
are  known  to  be  living  and  well  without  evidence 
of  recurrence.  Three  patients  cannot  be  located  for 
follow-up  after  five  years,  and  seven  have  died  of 
causes  unrelated  to  their  carcinoma.  Three  patients 
have  died  of  unknown  causes  after  five  years,  and 
three  have  died  of  other  pulmonary  disease  (cor 
pulmonale,  emphysema,  pulmonary  insufficiency). 
Five  have  died  after  five  years  with  recurrent  car- 
cinoma, three  with  local  recurrence  and  two  with 
metastatic  lesions.  One  patient  lived  11  years  after 
having  a right  pneumonectomy,  and  died  of  a second 
primary  tumor  in  his  left  lung. 

Discussion 

It  is  apparent  from  a study  of  these  cases  that 
lung  cancer  can  be  successfully  treated  by  pneumo- 
nectomy, lobectomy,  segmental  resection,  or  irradia- 
tion therapy  depending  on  the  tumor  cell  type  and 
stage  of  development.  Early  diagnosis  and  treatment 
are  important  in  the  successful  treatment  of  broncho- 
genic carcinoma,  although  it  is  recognized  that  other 
factors  such  as  the  biological  characteristics  of  growth 
and  invasive  tendencies  dependent  on  the  individual 
differences  inherent  in  each  tumor  influence  the 
prognosis.  From  the  standpoint  of  prognosis  it  ap- 
pears that  the  most  favorable  cases  are  those  patients 
who  have  squamous  cell  tumors  which  are  localized 
and  asymptomatic  or  have  caused  symptoms  for  less 
than  two  months.  A tumor  which  appears  as  an 
asymptomatic  pulmonary  nodule  which  can  be  re- 
moved by  lobectomy  has  a more  favorable  prognosis 
than  a hilar  lesion  or  a peripheral  lesion  which  has 
invaded  the  chest  wall.  Cases  with  lymph  node  me- 
tastases  or  chest  wall  or  brachial  plexus  invasion 
carry  a less  favorable  prognosis,  but  these  have  also 
been  treated  with  satisfactory  results.  Although  it 
is  rare,  patients  found  to  have  nonresectable  disease 
at  operation  have  survived  five  years  following  ir- 
radiation therapy.  Five  year  survival  in  patients  with 
a small  cell  undifferentiated  carcinoma  is  unusual 
also,  but  this  has  occurred  in  patients  treated  by  ir- 
radiation alone  or  surgery  alone. 

This  group  of  cases  is  too  small  to  allow  one  to 
draw  definite  conclusions  regarding  therapy,  but 
there  are  some  findings  which  suggest  ways  in  which 
results  may  be  improved.  At  the  present  time  we 
have  two  methods  of  therapy  available,  surgery  and 
irradiation,  both  proven  to  be  effective  in  properly 
selected  cases.  There  is  strong  indication  that  com- 
bined therapy  using  preoperative  irradiation  fol- 
lowed by  resection  will  give  better  over-all  results 


than  either  modality  alone.12, 13  The  effectiveness  of 
this  form  of  therapy  has  been  established  in  the 
superior  sulcus  tumors  and  is  now  being  applied  to 
hilar  lesions  and  other  tumors  where  there  might  be 
metastatic  spread  of  the  tumor  beyond  the  limits  of 
resection.  It  is  impossible  to  say  at  the  present  time 
just  how  extensively  one  should  apply  the  use  of 
irradiation,  but  the  study  of  resected  specimens  has 
definitely  established  the  effectiveness  of  preop- 
erative irradiation  therapy  in  destroying  the  periph- 
eral extensions  of  tumor  cells  as  well  as  metastatic 
cells  in  lymph  nodes. 

Malignancies  of  the  lung  are  as  varied  in  their 
behavior  as  are  the  patients  who  produce  them.  In 
some  cases  inoperable  or  metastatic  bronchogenic 
carcinoma  may  be  a slowly  progressive  disease  which 
may  respond  favorably  for  a time  to  irradiation  ther- 
apy or  chemotherapy.  These  modes  of  treatment  may 
prove  to  be  of  increasing  value  in  the  future  in  pro- 
longing a useful,  productive  life  even  in  patients  who 
cannot  be  cured  of  their  disease. 

Summary 

Eighty  patients  with  bronchogenic  carcinoma  who 
have  survived  five  years  or  more  after  treatment  are 
discussed  in  regard  to  clinical  findings,  treatment, 
and  course.  Surgery  and  irradiation  therapy  both 
have  been  proven  to  be  effective  methods  of  treat- 
ment in  patients  with  this  disease,  and  it  is  thought 
that  in  the  future  properly  combined  therapy  with 
preoperative  irradiation  followed  by  surgery  may 
give  better  over-all  results  than  has  been  obtained 
with  either  modality  alone. 
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Emphysema:  The  Pulmonary  Enigma 


William  T.  McCoy,  M.B.,  B.S.,  and  Laurence  L.  Robbins,  M.D. 


EMPHYSEMA  is  one  of  today’s  foremost  medical 
problems.  With  advances  in  medical  science,  more 
and  more  people  are  living  long  enough  to  have 
emphysema,  and,  with  antibiotics,  they  are  being 
rescued  from  what  formerly  would  have  been  lethal 
pulmonary  infections.  Advances  in  thoracic  surgery, 
especially  in  regard  to  the  management  of  carcinoma, 
have  made  it  of  the  utmost  importance  that  emphy- 
sema be  recognized  and  that  the  ability  of  a patient 
to  tolerate  resection  be  accurately  predicted. 

The  term  "emphysema”  is  used  by  chest  physicians, 
physiologists,  pathologists,  and  radiologists  for  a wide 
variety  of  conditions  with  little  agreement  among 
the  specialties  as  to  basic,  well-defined  criteria  for 
diagnosis.  Actually  the  term  implies  a disease  state 
in  which  there  is  dilatation  of  all  or  part  of  the  pul- 
monary acinus  with  abnormalities  of  pulmonary  ven- 
tilation and  perfusion,  gaseous  distribution,  and  al- 
veolar-capillary diffusion. 

The  disease  occurs  in  acute  and  chronic  forms.  It 
may  be  localized  to  a segment  or  lobe  or  be  general- 
ized from  the  start.  In  this  paper,  only  forms  of  gen- 
eralized emphysema  will  be  discussed. 

The  problem  will  be  approached  from  four  dif- 
ferent viewpoints:  clinical,  physiologic,  radiologic, 
and  pathologic. 

Clinical  Viewpoint 

Clinically,  chronic  diffuse  emphysema  is  divided 
broadly  into  two  categories — -obstructive  and  non- 
obstructive. The  obstructive  form  is  a disease  of  the 
fifth  and  sixth  decades;  is  more  common  in  men; 
and  is  characterized  by  dyspnea  on  exertion,  chronic 
cough,  asthmatic  attacks,  and  cyanosis.  The  disease  is 
aggravated  by  frequent  pulmonary  infections.  Physi- 
cal signs  include  a large,  barrel-shaped  thorax,  usually 
hyper-resonant  percussion  note,  reduced  breath  sounds, 
and  distant  heart  sounds.  There  may  be  a variable 
degree  of  bronchospasm  and  signs  of  right  heart 
failure  if  cor  pulmonale  has  supervened.  Clubbing 
of  fingers  may  be  noted  especially  in  the  presence  of 
chronic  inflammatory  processes  such  as  bronchiectasis. 


The  nonobstructive  form  of  the  disease  is  that 
which  occurs  in  elderly  people  as  a result  of  a de- 
generative aging  process.  There  is  usually  a marked 
dorsal  kyphosis  and  the  thorax  is  fixed,  assuming  a 
barrel-shaped  deformity,  and  shows  a reduced  respir- 
atory excursion.  Dyspnea  is  not  prominent  and  evi- 
dence of  airway  obstruction  is  minimal.  In  its  mildest 
form,  emphysema  probably  is  normal  in  elderly  peo- 
ple, and  it  has  been  termed  the  "aging  lung”.  Occa- 
sionally, the  development  of  true  obstructive  emphy- 
sema supervenes. 


Physiologic  Viewpoint 

The  pulmonary  physiologist  has  made  great  strides 
in  his  ability  to  diagnose  the  type  of  physiologic  ab- 
normality associated  with  emphysema  and  to  differ- 
entiate between  the  obstructive  and  nonobstructive 
forms.  The  tests  employed  are  complicated  and  re- 
quire skill  and  special  training  in  their  execution  and 
interpretation.  Only  a brief  outline  of  the  basic  types 
of  physiologic  abnormality  encountered  will  be  given. 

The  major  abnormalities  occur  in  gaseous  venti- 
lation, distribution  and  diffusion,  and  vascular  per- 
fusion. 

Air  flow  is  reduced  because  the  lung  is  maintained 
in  a hyperinflated  state  and  has  lost  its  normal  elas- 
ticity. It  is  impeded  further  by  obstruction  of  flow 
due  to  bronchospasm  and  the  presence  of  excess  se- 
cretions. Vital  capacity  and  maximal  breathing  ca- 
pacity are  reduced;  as  the  lung  is  maintained  in  a 
hyperinflated  state,  the  functional  residual  capacity 
is  increased.  The  degree  of  obstruction  is  calculated 
by  measuring  the  expiratory  flow  rate  (such  as  the 
timed  vital  capacity ) which  is  reduced,  and  it  can 


As  people  tend  to  live  longer,  more  will  fall 
victim  to  the  disease  state  of  emphysema. 
Presented  here  is  a four-way  approach  to 
this  condition  which  is  often  seen  and  not 
too  well  understood. 
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Fig.  1.  A posteroanterior  film  of  a patient  with 
moderately  severe  centrilobular  emphysema.  The 
diaphragm  excursion  was  reduced.  Multiple  blebs 
were  visible  in  the  upper  lung  fields.  See  Fig.  2. 


Fig.  2.  Close-up  of  the  right  upper  lung  field  of  the 
film  in  Fig.  1 demonstrating  the  sparse  peripheral 
vascular  shadows  and  the  large  thin-walled  blebs, 
especially  those  at  the  apex. 


Fig.  3.  Photograph  of  a gross  autopsy  specimen 
(x  0.044)  which  has  been  inflated  with  formalin. 
There  is  advanced  centrilobular  emphysema  with 


development  of  large  blebs.  Around  the  periphery  of 
the  cystic  spaces  there  ore  some  areas  of  relatively 
normal  lung  tissue. 
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be  shown  as  a rise  in  the  end  expiratory  position  on 
the  spirogram  during  the  performance  of  the  maxi- 
mal breathing  capacity.  The  proportion  of  obstruc- 
tion due  to  bronchospasm  can  be  ascertained  by  the 
use  of  bronchodilator  drugs  before  performance  of 
the  maximal  breathing  capacity  or  timed  vital  ca- 
pacity tests. 

Distribution  of  air  is  uneven  in  emphysema  be- 
cause of  the  existence  of  localized  areas  of  air  trap- 
ping and  the  development  of  blebs. 

Vascular  perfusion  is  also  abnormal  because  of  the 
eventual  fragmentation  and  occlusion  of  pulmonary 
artery  radicles,  and  matters  are  made  worse  due  to 
the  development  of  secondary  polycythemia  which 
may  increase  the  likelihood  of  thrombosis.  With  this 
overall  reduction  in  the  pulmonary  vascular  bed,  pul- 
monary hypertension  develops  and  cor  pulmonale 
eventually  occurs.  Areas  of  ventilated  lung  which  are 
poorly  perfused  contribute  to  an  increased  physio- 
logic dead  space,  and  areas  which  are  perfused  but 
poorly  ventilated  cause  venous  admixture  to  the  pul- 
monary circulation  and  contribute  to  the  oxygen  and 
carbon  dioxide  imbalance. 

Gaseous  diffusion  is  hindered  because  of  thicken- 
ing of  the  alveolar  capillary  membrane  due  to  alveo- 
lar destruction  and  fibroblast  proliferation  plus  actual 
reduction  in  the  size  of  the  capillary  bed.  The  degree 
of  impairment  is  ascertained  by  measuring  the  ability 
of  carbon  monoxide  to  diffuse  across  the  membrane, 
and  a reduction  in  diffusing  capacity  is  used  as  a 
bad  prognostic  sign. 

With  the  development  of  severe  disease,  decreased 
oxygen  saturation,  increased  carbon  dioxide  tension, 
and  respiratory  acidosis  result. 

Radiologic  Viewpoint 

The  radiologic  diagnosis  of  emphysema  is  difficult 
and  often  impossible.  The  stigma  of  emphysema  (or 
very  often  emphysema  and  fibrosis)  is  made  far  too 
often  in  those  affected  with  asthma,  and  in  thin, 
asthenic  individuals  or  because  of  the  translucency 
of  the  lung  fields  or  the  hyperaeration  of  the  lungs 
as  seen  with  a particularly  deep  inspiration.  The  ra- 
diologist has  an  opportunity  to  study  two  aspects  of 
abnormality,  functional  and  anatomic. 

Fluoroscopy  offers  a unique  opportunity  to  ob- 
serve altered  ventilatory  dynamics.  Motion  of  the 
diaphragm  actually  may  be  absent  in  severe  cases; 
but  in  those  less  severely  affected,  its  excursion  is 
reduced  and  its  ascent  particularly  slowed,  depending 
on  the  degree  of  obstruction  to  air  flow  present.  Lo- 
calized areas  of  air  trapping,  indicating  gaseous  dis- 
tribution abnormality,  can  be  observed  as  regions  of 
hyperlucency  which  persist  on  expiration.  If  the  air 
trapping  is  severe  and  predominantly  on  one  side, 
shift  of  the  mediastinum  to  the  opposite  side  and 
inequality  in  movement  of  the  leaves  of  the  dia- 
phragm may  occur.  Paradoxical  widening  of  the  me- 
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diastinum  and  hilar  descent  with  inspiration  are  other 
findings  observed  during  fluoroscopic  examination. 
With  the  development  of  pulmonary  hypertension, 
prominence  and  increased  pulsations  of  the  hilar  vas- 
cular shadows  are  observed  and  right  ventricular  en- 
largement is  noted. 

Chest  radiography  offers  the  best  available  method 
for  studying  pulmonary  anatomy  in  life.  The  signs 
associated  with  emphysema  are  well  known  and  often 
quoted,  but  extreme  care  must  be  used  in  making 
the  diagnosis  from  the  radiograph  alone.  There  is 
hyperlucency  of  the  lung  fields,  particularly  of  the 
bases  and  in  the  retrosternal  space.  The  diaphragm 
is  low  in  position  and  shows  a flattened  contour.  The 
hilar  vascular  shadows  are  prominent  and  very  dis- 
tinct due  to  sharp  contrast  with  the  large  volume  of 
surrounding  air,  and  the  peripheral  vascular  shadows 
are  distinct  and  widely  separated.  The  cardiac  sil- 
houette is  relatively  small  and  elongated  due  to  the 
hyperinflated,  barrel-shaped  thorax.  Nodular  and  lin- 
ear densities  are  noted  throughout  the  lung  fields 
dependent  on  the  degree  of  interstitial  fibrosis  pres- 
ent. Widening  of  the  trachea  and  bronchi  occurs  in 
emphysema,  and  tracheal  widening  can  be  well  dem- 
onstrated on  the  chest  film.  When  large  blebs  are 
present,  there  invariably  is  extensive  pathologic  em- 
physema, so  the  identification  of  blebs  on  the  chest 
radiograph  is  important  and  is  probably  the  only 
single  radiographic  finding  on  which  a positive  di- 
agnosis can  be  made.  (This  does  not  apply  to  the 
finding  of  isolated  subpleural  apical  blebs  sometimes 
seen  in  young  people.)  Blebs  in  emphysema  appear 
first  in  the  periphery  of  the  lung,  at  the  apex  and 
base,  and  gradually  extend  inwards  as  the  disease 
progresses. 

The  pulmonary  artery  circulation  can  be  well  dem- 
onstrated by  venous  angiocardiography  utilizing  a 
rapid  change  serial  filming  apparatus.  Such  a tech- 
nique offers  an  excellent  method  of  studying  the 
vascular  dynamics  present  in  emphysema. 

Pathologic  Vewpoint 

In  the  past,  the  diagnosis  of  emphysema  on  the 
post-mortem  table  has  often  been  based  on  uncertain 
grounds.  The  main  reasons  for  this  are  a lack  of 
knowledge  of  normal  lung  dimensions  as  seen  in 
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old  age  and  the  difficulty  in  simulating  on  the  dis- 
secting room  table  the  same  conditions  as  were  pres- 
ent in  life.  Recent  techniques  have  greatly  increased 
knowledge.  Whole  lungs  can  be  inflated  with  for- 
malin and  thin  slices  mounted  as  permanent  records. 
Photographs  of  thin  lung  slices  taken  through  a dis- 
secting microscope  show  very  clearly  the  distorted 
anatomy,  and  from  these,  measurement  of  anatomic 
structures  easily  can  be  made. 

The  pathologist  recognizes  three  main  types  of 
widespread  emphysema.  First  are  the  changes  which 
occur  in  the  lung  as  a normal  aging  process  in  which 
there  is  a dilatation  of  the  whole  acinus.  The  main 
difficulty  in  this  diagnosis  is  in  determining  the  de- 
gree of  dilatation  which  should  be  regarded  as  normal 
and  it  is  on  this  point  that  more  investigation  is 
needed.  The  second  type  is  panacinar  emphysema  in 
which  there  is  unselective  dilatation  of  the  whole 
acinus  beyond  that  expected  as  the  result  of  the  nor- 
mal aging  process.  In  the  early  stages  there  is  little 
alveolar  destruction,  and  in  the  later  stages  bleb  for- 
mation is  minimal.  The  changes  are  usually  greater 
in  the  lower  lung  fields.  There  is  a fine  line  which 
divides  the  normal  "aging  lung”  from  the  mildest 
form  of  panacinar  emphysema,  and  it  is  possible  that 
all  people  would  present  symptoms  of  true  emphy- 
sema if  they  lived  long  enough.  The  third  type  is 
centrilobular  emphysema  in  which  there  is  first  di- 
latation of  the  respiratory  bronchiole  leaving  rela- 
tively normal  surrounding  lung.  In  this  type  there 
is  a tendency  to  extensive  destruction  of  lung  paren- 
chyma and  bullous  formation.  The  process  is  greater 
in  the  upper  lung  fields. 

Many  authors  have  attempted  to  correlate  the 
pathologic  types  with  specific  etiologic  agents  and 
clinical  symptoms.  Coughing,  smoking,  bronchiolitis, 
pneumoconiosis,  and  chronic  bronchitis  have  all  been 
incriminated  as  etiologic  agents  and  may  play  a role 
in  individual  cases,  but  there  is  no  general  agreement 
as  to  even  the  major  etiologic  factors.  Different  patho- 
logic types  of  emphysema  are  seen  in  the  same  lung 
and  appear  to  show  little  relation  to  the  degree  of 
disability. 

The  major  reason  for  the  variance  between  the 
viewpoints  of  clinicians  and  pathologists  is,  of  course, 
that  the  pathologist  measures  anatomy  and  the  clin- 


ician measures  air  flow.  Signs  and  symptoms  of  em- 
physema are  produced  because  of  varied  degrees  of 
anatomic  and  physiologic  abnormality,  and  until  there 
is  some  method  of  determining  the  anatomic  defect 
in  life,  there  will  not  be  accurate  clinicopathologic 
correlation. 


Conclusions 

Emphysema  is  a prevalent  disease  about  which 
there  is  a wide  diversity  of  knowledge  and  under- 
standing. 

The  best  available  method  for  studying  live  pul- 
monary anatomy  is  by  roentgen  ray,  and  it  is  hoped 
that  with  further  study  better  radiologic  interpreta- 
tion will  be  possible. 

Only  by  close  cooperation  and  investigation  by 
the  clinician,  physiologist,  radiologist,  and  patholo- 
gist will  knowledge  of  pathogenesis,  accuracy  of  di- 
agnosis, and  effectiveness  of  treatment  be  increased. 
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ANY  PATIENTS  with  chest  disease  exhibit 
hemoptysis  sometime  during  the  disease  proc- 
ess. It  is  so  common  and  usually  so  innocuous  as  to 
be  regarded  with  relative  indifference  merely  as  a 
sign  of  chest  disease.  Nevertheless,  pulmonary  hem- 
orrhage, with  or  without  hemoptysis,  may  be  a direct 
cause  of  death. 

With  massive  bleeding,  early  and  accurate  locali- 
zation of  its  origin  is  of  utmost  importance  to  facili- 
tate surgical  treatment.  Localization  of  the  bleeding 
site  may  present  no  difficulty  in  the  case  of  uni- 
lateral disease,  particularly  when  it  is  limited  to  one 
lobe  or  segment  of  a lobe.  When  pulmonary  disease 
is  bilateral,  however,  selection  of  the  proper  hemi- 
thorax  for  the  surgical  treatment  may  be  difficult. 
Bronchoscopy  may  be  of  help  in  determining  the 
bleeding  site,  but  not  infrequently  no  bleeding  is 
found.  In  other  cases,  blood  may  be  found  bilaterally 
as  a result  of  overflow  from  the  bleeding  segment. 

In  such  circumstances,  the  roentgenograms  may 
provide  information  valuable  to  the  therapeutic  pro- 
cedure. The  purpose  of  this  article  is  to  emphasize 
the  serious  potential  of  massive  pulmonary  cavitary 
hemorrhage  and  to  indicate  roentgenographic  fea- 
tures which  can  permit  diagnosis  and  the  correct 
localization  of  its  origin. 

Three  patients  who  had  massive  bleeding  from  a 
pulmonary  cavity  are  reported.  They  demonstrated 
roentgenographic  findings  which  permitted  localiza- 
tion of  the  bleeding  source.  Two  patients  died  with- 
out surgical  intervention,  whereas  the  third  under- 
went successful  resection  of  the  segment  containing 
the  bleeding  cavity.  Two  of  these  have  been  reported 
previously.3 

Report  of  Cases 

Case  1. — A 42  year  old  chronically  ill  white  man  was 
admitted  to  the  hospital  Sept.  9,  1958,  because  of  left 
chest  pain,  productive  cough,  and  fever  of  four  days’  dura- 
tion. His  temperature  was  101  F.  and  bronchial  breath 


sounds  with  rales  were  heard  over  the  left  mid-lung  field. 
The  white  blood  count  was  7,650  per  cu.  mm.;  hemoglobin 
was  8.8  Gm.  per  100  cc.;  hematocrit  was  28  volumes  per 
cent. 

The  first  roentgenogram  of  the  chest  (Fig.  1)  demon- 
strated a large  area  of  rather  circumscribed  infiltration  in 
the  left  upper  lung  field,  containing  numerous  radiolucen- 
cies  thought  to  represent  numerous  small  cavitations  or  a 
collection  of  blood  and  necrotic  material  within  a large 
cavity.  A lesser  degree  of  infiltration  extended  into  the 
left  lower  lobe.  Nine  days  later,  re-examination  of  the 
chest  (Fig.  2)  showed  a huge  cavity  having  smooth,  sharp- 
ly demarcated  walls  and  containing  an  elongated  oval, 
somewhat  lobulated  mass  along  with  some  smaller  densities. 
The  infiltration  in  the  left  lower  lobe  had  increased  in 
degree  and  had  a rather  homogenous,  hazy  appearance. 

The  laboratory  studies  included  sputum  examinations, 
which  were  negative;  but  a pure  culture  of  staphylococci 
sensitive  to  Achromycin  was  obtained  and  treatment  with 
this  drug  was  begun.  Because  of  the  low  hemoglobin,  the 
patient  was  given  1,500  cc.  of  blood. 

Transfer  to  another  hospital  was  recommended,  and  the 
patient  was  allowed  to  return  home  until  readmission  could 
be  arranged.  On  the  day  prior  to  transfer,  however,  the 
patient  noted  some  blood-streaked  sputum  for  the  first  time 
and  was  readmitted  to  the  hospital.  Thirty  minutes  later 
he  experienced  a massive  pulmonary  hemorrhage  and  died 
suddenly. 

At  autopsy,  the  entire  tracheobronchial  tree  was  filled 
with  blood.  The  source  of  bleeding  was  a branch  of  the 
pulmonary  artery  which  measured  6 mm.  in  diameter  and 
extended  across  the  large  abscess  in  the  superior  portion  of 
the  left  lower  lobe.  The  density  within  the  cavity,  which 
had  been  apparent  on  film,  contained  clotted  blood.  Gram 
positive  cocci  were  demonstrated  in  smears  taken  from  this 
abscess. 

This  is  an  example  of  exsanguinating  pulmonary  hemor- 
rhage which  could  not  have  been  anticipated  from  the 
minimal  warning  signs  and  symptoms.  Although  blood  loss 


The  importance  of  early  and  accurate  local- 
ization of  the  bleeding  site  in  massive  pul- 
monary hemorrhage  is  stressed.  When  cavita- 
tion is  present,  such  hemorrhages  are  potential- 
ly fatal,  and  early  surgical  resection  is  recom- 
mended. Three  cases  are  presented,  and  specific 
radiographic  features  are  indicated. 
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Fig.  1.  Ci  rcumscribed  density  in  the  left  upper  lung 
field  appears  to  contain  numerous  small  cavities. 
This  actually  represents,  for  the  most  part,  a large 
blood-filled  cavity.  The  infiltration  in  the  lingula  and 
left  lower  lobe  is  largely  aspirated  blood. 


was  suggested  by  the  low  hemoglobin  (8.8  Gm.  per  100 
cc.  on  admission),  only  mild  hemoptysis  occurred  and 
this  was  a few  hours  prior  to  death.  Nevertheless,  had  the 
patient  survived  the  first  major  hemorrhage,  it  would  have 
been  possible  to  localize  the  source  of  bleeding  to  the  large 
cavity  by  the  radiographic  changes  which  occurred.  Life- 
saving resection  of  this  portion  of  the  lung  would  then 
have  been  feasible. 

Case  2. — This  41  year  old  white  man,  known  to  have 
had  active  pulmonary  tuberculosis  two  years  ago,  was  ad- 
mitted to  the  hospital  because  of  hemoptysis  on  Jan.  8, 
1959.  Pulmonary  infiltration  was  roentgenographically 
demonstrable  in  both  upper  lobes.  A large  cavity  was  shown 
in  the  superior  segment  of  the  right  lower  lobe  as  well  as 
a smaller  one  noted  in  the  left  upper  lobe  (Fig.  3).  Cul- 
tures were  positive  for  tubercle  bacilli,  and  the  patient  was 
started  on  sodium  PAS,  pyridoxine,  and  isoniazid.  He  con- 
tinued having  daily  hemoptysis  of  200  to  300  cu.  cm.  of 
blood  and  improved  only  temporarily  following  an  induced 
pneumoperitoneum.  Approximately  one  pint  of  blood  was 
required  each  week  to  maintain  hematocrit  levels. 

The  large  cavity  on  the  right  had  enlarged  by  March  2, 
1959,  and  contained  a rounded  mass  which  filled  all  of 
the  cavity  except  for  the  superior  portion,  where  a small 
amount  of  air  gave  the  appearance  of  an  "air  cap”  (Fig. 
4 ) . Eleven  days  later,  the  cavity  had  become  completely 
filled  and  had  enlarged  considerably. 

The  radiographic  changes  suggested  that  the  source  of 
bleeding  was  the  large  cavity  which  first  contained  some 
clotted  blood  and  air,  giving  the  "halo”  effect,  and  later 
filled  completely  with  a clot,  giving  the  appearance  of  a 
solid,  enlarging  mass.  Bronchoscopy  was  performed  in  an 
attempt  to  localize  the  bleeding  site,  but  no  fresh  blood 
was  present  in  the  tracheobronchial  tree. 
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Fig.  2.  A large  portion  of  the  blood  has  evacuated 
itself  revealing  a single  cavity.  The  density  in  the 
cavity  represents  blood  which  is  probably  clotted. 


Surgical  intervention  was  delayed  because  of  extensive 
bilateral  involvement  with  an  active  pulmonary  infiltration. 
However,  the  pulmonary  hemorrhage  gradually  became 
more  severe  and  resection  of  the  superior  segment  of  the 
right  lower  lobe  was  performed  on  March  26.  The  surgical 
specimen  contained  a large  cavity,  approximately  10  cm. 
in  diameter,  filled  with  dotted  blood.  Numerous  areas  of 
granulation  tissue  with  dilated  capillaries  probably  repre- 
sented the  source  of  the  intense  blood  loss.  Following  sur- 
gery, no  further  hemorrhage  occurred.  The  patient  con- 
tinued on  PAS  and  isoniazid  therapy. 

In  the  presence  of  bilateral  cavitation,  the  radiographic 
studies  were  extremely  important  in  localizing  the  source 
of  bleeding  and  in  making  it  possible  to  provide  effective 
surgical  treatment  with  removal  of  the  bleeding  area. 

Case  3 ■ — This  40  year  old  white  woman,  with  a past  his- 
tory of  treatment  at  a tuberculosis  sanitarium  in  1949  and 
again  in  1955,  presented  with  a three  weeks’  history  of 
anorexia,  night  sweats,  and  hemoptysis.  Her  tuberculosis 
was  considered  inactive  as  of  May,  1956. 

Two  days  prior  to  admission,  the  patient  experienced  a 
sudden  onset  of  profuse  hemoptysis  which  recurred  three 
times,  once  in  the  emergency  room  at  time  of  admission. 
Her  hemoglobin  at  this  time  was  8.5  Gm.  per  100  cc.  and 
the  white  blood  count  was  8,800  per  cu.  mm. 

The  chest  films  (Fig.  6)  showed  large  bilateral  cavities 
in  the  upper  lobes,  with  two  on  the  right  containing  air- 
fluid  levels.  There  was  relatively  little  parenchymal  infil- 
tration about  the  cavities  and  no  evidence  of  aspirated 
blood  in  either  lung  field.  The  patient  experienced  a sud- 
den exsanguinating  hemorrhage  five  hours  after  admission 
and  died  in  spite  of  efforts  of  resuscitation  including  blood, 
Adrenosem  Salicylate,  CL,  and  epinephrine.  No  autopsy 
was  obtained. 
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Fig.  3.  A large  cavity  in  the  apical  segment  of  the 
right  lower  iooe  is  shown.  A second  smaller  cavity 
can  be  seen  in  the  left  upper  lobe  with  infiltration 
in  both  upper  lobes. 


Fig.  5.  The  cavity  has  now  become  distended  with 
blood  resulting  in  further  enlargement. 


Fig.  4.  The  cavity  has  become  filled  with  blood  and 
there  is  air  above  it  forming  the  "halo"  sign.  Pneu- 
moperitoneum has  been  induced. 


Fig.  6.  B ilateral  pulmonary  cavitation.  At  least  two 
of  the  cavities  in  the  right  upper  lung  field  contain 
fluid  which  is  presumed  to  be  blood. 
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DIAGNOSIS  AND  LOCALIZATION  — Nathan  — continued 

The  need  for  close  medical  and  surgical  observation  of 
any  patient  who  develops  hemoptysis  in  the  presence  of 
cavitation  is  again  illustrated  by  this  case.  The  site  of 
bleeding  was  suggested  by  the  localization  of  fluid  levels  in 
the  cavities  of  the  right  lung. 

Discussion 

Massive  cavitary  bleeding  was  relatively  common 
prior  to  the  development  of  anti-tuberculosis  chemo- 
therapy. Approximately  5 per  cent  of  all  tuberculosis 
deaths  were  due  to  a fatal  hemorrhage1’  2-  5 usually 
associated  with  a cavity.  Since  the  introduction  of 
anti-tuberculosis  drugs,  however,  there  has  been  a 
sharp  decline  in  the  number  of  bleeding  cavities  in 
patients  with  pulmonary  tuberculosis.  Patients  who 
exhibit  bleeding  from  cavitation  are  almost  always 
those  who  have  discontinued  the  prescribed  medica- 
tion or  those  who  have  become  resistant  to  the  drugs. 

Careful  studies  of  tubercular  cavities  in  postmor- 
tem specimens  by  Rasmussen  and  others  often  re- 
vealed the  presence  of  a dilated  branch  of  the  pul- 
monary artery  transversing  the  cavity  wall.1,  2>  4’ 10 
These  vessels  are  known  as  Rasmussen’s  aneurysms 
and  may  rupture.  Before  the  advent  of  chemotherapy, 
surgery  was  rarely  undertaken  and  prompt,  accurate 
localization  of  the  lesion  was  not  mandatory.  The 
feasibility  of  resectional  management  of  such  cavitary 
bleeding  today,  together  with  chemotherapy,  was 
clearly  demonstrated  by  case  2 in  which  the  segment 
containing  the  bleeding  cavity  was  successfully  local- 
ized by  radiography  and  resected. 

More  than  50  per  cent  of  tuberculous  patients  who 
die  from  massive  hemorrhage  have  had  no  previous 
bleeding  episode  prior  to  the  fatal  one  and  others 
have  had  only  one  previous  episode.  Although  more 
than  one-third  of  patients  with  tuberculosis  have 
hemoptysis  during  the  course  of  the  disease,  fewer 
than  1 per  cent  experience  fatal  hemorrhage,11  so 
that  it  would  be  impractical  to  treat  all  of  them, 
with  or  without  cavitation,  with  surgical  intervention. 

Causes  of  massive  pulmonary  hemorrhage  other 
than  tuberculosis  include  bronchogenic  carcinoma, 
lung  abscess,  bronchiectasis,7  pulmonary  vascular 
malformation,  and  bronchial  foreign  bodies.  That 
massive  cavitary  bleeding  may  occur  in  association 
with  lesions  other  than  tuberculosis  is  illustrated  in 
case  1.  This  patient  had  staphylococcal  pneumonia 
which  progressed  to  necrosis  of  lung  parenchyma  and 
the  development  of  a huge  cavity  in  the  lower  lobe. 
Radiographic  changes  in  this  lesion  suggested  the 
accumulation  of  blood  within  the  cavity,  but  external 
evidence  of  blood  loss  was  lacking  until  shortly  be- 
fore fatal  hemorrhage  occurred.  This  case  demon- 
strates the  fatal  potential  of  such  lesions  and  indi- 
cates the  need  for  prompt  surgical  intervention  in 


the  management  of  cavities  associated  with  recurrent 
or  excessive  blood  loss.  This  is  true  regardless  of 
whether  the  cavity  is  caused  by  tuberculosis,  a pyo- 
genic infection,  neoplasm,  or  other  cause. 

The  mechanism  of  death  in  our  first  case  was 
hemorrhage,  shock,  and  suffocation.  The  same  cause 
is  postulated  in  case  3,  but  no  autopsy  was  obtained. 
Either  hemorrhage  or  suffocation  secondary  to  hem- 
orrhage may  be  the  cause  of  death.11  A third  explana- 
tion given  in  some  cases  of  tuberculosis  is  rapid 
spread  of  the  disease  process,7,  8 but  this  would  not 
explain  the  sudden  deaths  which  occurred  in  our 
cases. 

The  importance  of  the  radiographic  localization  of 
the  source  of  bleeding  is  apparent.  Obviously  a cav- 
ity always  should  be  considered  a potential  site  of 
hemorrhage,  but  several  cavities  may  exist  bilaterally, 
as  was  true  in  cases  2 and  3;  and,  when  surgery  is 
contemplated,  it  then  becomes  necessary  to  determine 
which  cavity  is  bleeding.  Lateralization  may  be  pos- 
sible when  signs  of  bleeding  are  seen  in  one  lung 
only.  Specific  localization  to  the  bleeding  cavity  is 
possible  when  the  radiographic  signs  of  intracavitary 
bleeding  are  recognized. 

In  some  cases,  hemoptysis  is  absent  and  intrapul- 
monary  hemorrhage  is  manifested  only  by  anemia 
and  clinical  signs  of  blood  loss,  or  by  the  radiograph- 
ic findings.  Three  of  Plessinger’s  26  patients  who 
died  from  massive  pulmonary  hemorrhage  with  no 
previous  episode  of  pulmonary  bleeding  had  no  ex- 
ternal evidence  of  hemorrhage  at  the  time  of  death.3 
Therefore,  the  radiographic  findings  of  pulmonary 
hemorrhage  may  be  the  major  method  of  diagnosis 
in  these  patients.  It  is  important,  therefore,  to  recog- 
nize the  radiographic  evidence  of  pulmonary  hemor- 
rhage. These  radiographic  signs  include  the  follow- 
ing: 

1.  The  strongest  radiographic  indication  of  pul- 
monary hemorrhage  is  the  finding  of  fluid  levels 
within  pulmonary  cavities  in  the  presence  of  hemop- 
tysis. In  the  absence  of  hemoptysis,  it  would  not  be 
certain  that  the  fluid  represented  blood,  but  a low 
hemoglobin  or  drop  in  hemoglobin  may  indicate 
intracavitary  bleeding.  When  more  than  one  cavity 
is  present,  the  one  containing  fluid  is  considered  to 
be  the  site  of  bleeding. 

2.  A rapidly  expanding,  sharply  demarcated  mass 
in  the  lung  may  be  caused  by  hemorrhage  into  a 
cavity,  cyst,  or  tumor. 

3.  The  presence  of  an  air  cap  or  pulmonary  menis- 
cus sign  suggests  hemorrhage  into  a cavity  or  cyst, 
but  differentiation  from  fungus  ball,  hydatid  cyst, 
and  an  abscess  containing  inspissated  pus  is  neces- 
sary. 

4.  Considerable  hemoptysis  may  occur  without 
any  radiographic  evidence  of  pulmonary  hemorrhage, 
and  the  pulmonary  cavity  may  contain  no  fluid. 
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However,  the  presence  of  a cavity  alone  suggests 
the  source  of  the  hemoptysis. 

5.  Bleeding  into  the  lung  with  aspiration  may 
show  generalized  haziness  or  ground-glass  appear- 
ance, tiny  nodular  densities,  or  large  fuzzy  nodules 
giving  a "cotton  wool’’  look;  occasionally  these  may 
be  rather  sharply  demarcated.  There  may  also  be 
long,  fine-to-coarse  reticulostriate  densities  in  the 
lung.  During  the  initial  attack,  however,  a diffuse 
increased  density,  homogenous  or  with  coarse  linear 
streaking,  is  most  often  found. 

6.  Another  indication  that  the  pulmonary  densi- 
ties are  caused  by  hemorrhage  is  the  rapid  resolution 
which  may  begin  within  a few  days  and  often  may  be 
completed  in  about  eight  days.  The  resolution  may 
be  incomplete  due  to  continued  bleeding,  but  increase 
in  the  lung  densities  suggests  that  the  lesions  may  be 
due  to  some  other  cause.'5 

7.  Atelectasis  may  be  caused  by  blockage  of  a 
bronchus  by  hemorrhage,6  although  this  is  an  un- 
common occurrence. 

8.  Location  of  the  lung  changes  may  be  of  some 
help  in  deciding  whether  or  not  pulmonary  hemor- 
rhage is  present,  in  that  the  lower  and  posterior  lung 
fields  tend  to  be  more  commonly  flooded.  The  in- 
volvement of  the  same  segment6  coincident  with  each 
episode  of  hemoptysis  or  drop  in  hemoglobin  levels 
suggests  the  bleeding  to  be  arising  from  the  same 
bronchus  each  time.  This  is  important  in  deciding 
on  the  location. 

9.  Chronic  effects  of  repeated  pulmonary  hemor- 
rhage may  result  in  linear,  nodular  fibrotic  densities 
usually  located  mainly  in  the  lower  lung  field  and 
giving  a reticulostriate  appearance. 

Summary 

Three  cases  of  massive  pulmonary  cavitary  bleed- 
ing are  presented  and  discussed  and  specific  radio- 


Dr. Nathan,  who  now  practices  in  Scottsdale,  Ariz., 
prepared  this  paper  while  he  was  assistant  professor  of 
radiology  at  Baylor  University  College  of  Medicine  in 
Houston. 


graphic  features  associated  with  pulmonary  hemor- 
rhage are  indicated.  The  origin  of  the  bleeding  in 
some  cases  of  bilateral  pulmonary  disease  may  be 
determined  only  by  the  roentgenographic  location 
of  the  blood  in  a lung  segment  or  cavity.  This  in- 
formation is  invaluable  whenever  thoracic  surgery  is 
indicated. 


Figs.  1-4  were  published  in  the  July,  1961,  issue  of 
Diseases  of  the  Chest. 
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They  won’t  let  you  ride  in  an  airplane  unless  you  fasten  your  seat  belt.  The 
airplane  mileage  death-rate  is  much  lower  than  the  traffic  death-rate.  So — fasten 
your  seat  belts  when  in  your  car. 
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Report  of  A Case 


Lipoma  of  the  Chest  Wall 


LIPOMA  OF  the  chest  wall  is  a rare  benign  tumor 
■ which  is  a fortuitous  finding  in  routine  roentgen- 
ray  examination  of  the  chest.  Lipomas  of  the  chest 
wall  may  be  situated  entirely  within  the  thoracic 
cavity  indenting  the  parietal  pleura;  they  may  be 
entirely  outside  the  thoracic  cavity  in  the  soft  tissues 
of  the  intercostal  space;  or  they  may  be  dumbbell  in 
shape  with  part  of  the  mass  outside  and  part  inside 
the  chest  wall  pushing  the  parietal  pleura  inwards. 

Case  History 

A 59-year-old  policeman  was  advised  to  consult  his  per- 
sonal physician  following  the  making  of  a routine  survey 
miniature  photofluorogram  of  his  chest.  The  patient  was  in 
good  health  and  had  no  symptoms  referable  to  the  chest. 


L.  C.  Doubleday,  M.D. 

M.  E.  Durham,  Jr.,  M.D. 

M.  E.  Durham,  Sr.,  M.D. 

(Deceased  March  7,  1962) 

He  was  muscular,  and  no  mass  was  palpable  externally  in 
the  subcutaneous  tissues  of  the  thoracic  wall. 

A posterior-anterior  radiograph  of  the  chest  ( Fig.  1 ) re- 
vealed a mass  lesion  of  soft  tissue  density  projecting  laterally 
into  the  left  mid-lung  field.  The  density  evident  in  the 
posterior-anterior  projection  was  ill-defined  in  the  lateral 
projection.  Tomograms  in  the  anteroposterior  and  lateral 
projection  were  made  (Figs.  2 and  3).  These  films  demon- 
strated a mass  lesion  of  soft  tissue  density,  measuring 
4 by  4 by  2.5  cm.,  projecting  into  the  thoracic  cavity  with  a 
well-defined  margin  and  closely  adherent  to  the  pleura, 


Fig.  1.  Mass  with  well-defined  margin  in  left  mid-lung  field  laterally. 
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A case  is  reported  in  which  a rare  benign 
tumor,  lipoma  of  the  chest  wall,  is  discovered 
from  a routine  survey  miniature  photofluoro- 
gram. 


situated  between  ribs  five  and  six  just  anterior  to  the  mid- 
axillary  line.  In  addition,  close  scrutiny  of  the  tomograms 
revealed  a well  circumscribed  area  of  diminished  density 
in  the  soft  tissues  immediately  adjacent  to  the  obvious  mass 
(Fig.  2). 

Surgical  exploration  revealed  a large  lipomatous  mass 
closely  applied  to  the  intercostal  muscles  between  ribs  five 
and  six.  When  this  mass  was  dissected  from  the  chest  wall 
it  was  evident  that  a cord  of  tissue,  measuring  approximately 
one-quarter  inch  in  diameter  penetrated  the  intercostal 
muscles.  Thoracotomy  was  performed  and  removal  ac- 
complished of  the  component  of  the  lipoma  projecting  into 
the  thoracic  cavity  but  outside  the  parietal  pleura. 


Discussion 

Hourglass  type  of  transmural  lipoma  of  the 
thoracic  wall  is  an  unusual  lesion.  Keeley  and  Vanna1 
found  ten  reported  examples  of  the  transmural  hour- 
glass type  of  thoracic  lipoma.  Ten  Eyck2  has  also  re- 
ported one  case  of  transmural  lipoma.  The  majority 
of  those  cases  reported  have  not  been  diagnosed  ac- 
curately preoperatively.  The  diagnoses  usually  con- 
sidered are  fibroma  of  the  pleura,  mesothelioma  of 


Fig.  2.  Tomogram  demonstrating  mass  projecting 
into  thoracic  cavity  and  the  relative  radiolucency  of 
the  extra-thoracic  component  of  the  lipoma. 


Fig.  3.  Lateral  tomogram  demonstrating  the  intra- 
thoracic  component.  A central  area  of  radiolucency 
was  identifiable  representing  the  cord  of  tissue 
passing  through  the  intercostal  muscles. 


Conclusion 


Dr.  Doubleday  is  director  of 
radiology  at  Heights  Hospi- 
tal and  consulting  radiol- 
ogist at  the  M.  D.  Anderson 
Hospital,  Houston.  Dr.  Dur- 
ham is  associated  with  the 
Durham  Clinic  in  Houston 
as  was  his  father,  the  late 
Dr.  M.  E.  Durham,  Sr. 


the  pleura  and  metastatic  neoplasm  involving  the 
pleura.  Only  air  has  greater  translucency  to  roentgen 
rays  than  fat.  A lipoma,  surrounded  by  aerated  lung, 
therefore  casts  a shadow  of  relatively  greater  density. 
This  is  typified  by  the  quality  of  the  shadow  of  the 
familiar  epicardial  fat  pad  seen  in  chest  films.  How- 
ever, lipomatous  tissue  when  situated  in  the  soft 
tissues,  such  as  muscle,  manifests  itself  as  an  area  of 
increased  radiolucency. 


The  radiolucency  of  a fatty  tumor  varies  accord- 
ing to  the  type  of  surrounding  tissue. 

Lipoma  surrounded  by  air  exhibits  an  opaque  ap- 
pearance in  a chest  radiograph;  lipoma  situated  in 
muscle  is  characterized  by  an  area  of  relative  ra- 
diolucency. 

Tomography  (body  section  radiography)  demon- 
strates exquisitely  these  principles  of  absorption  of 
roentgen  rays  by  body  tissues. 

Recognition  of  this  fact  should  permit  a positive 
preoperative  roentgen  diagnosis  of  "hourglass” 
lipoma  of  the  thoracic  wall. 
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Use  of  Tape  Instead  of  Sutures 
Reported  by  Surgical  Investigators 


Use  of  a new,  microporous  tape  to  close  wounds  will  reduce  the  incidence 
of  postoperative  infection  and  improve  the  appearance  of  the  scar,  reported  ten 
surgical  investigators  at  an  invitational  seminar  for  surgeons  held  in  Atlantic 
City  in  October. 

Trial  use  of  the  tape  instead  of  thread  sutures  on  more  than  6,000  patients 
showed  definite  advantages,  including  the  absence  of  infection,  good  approxima- 
tion of  skin  edges  and  wound  healing,  and  elimination  of  suture  removal.  Side 
benefits  were  observed  in  the  improved  mental  reaction  of  the  patients  when  they 
realized  there  were  no  stitches  to  be  removed;  as  the  surgeons  were  told,  tape 
closure  eliminates  the  "psychic  trauma”  that  makes  suture  removal  "worse  from 
the  patient’s  viewpoint  than  the  surgical  operation  itself”. 

Use  of  a skin  surface  material  to  close  wounds  is  not  new,  but  in  fact,  was 
described  in  the  oldest  known  medical  writings,  it  was  pointed  out.  Until  now, 
however,  adhesive  tape  had  irritated  the  skin  and  had  many  disadvantages. 

Development  of  the  chemically  inert  synthetic  adhesive  material  and  non- 
woven  backing  used  in  the  new  surgical  tape  required  over  ten  years  of  laboratory 
research.  The  tape,  which  can  be  laid  directly  across  a wound,  is  a product  of 
Minnesota  Mining  and  Manufacturing  Company  (3M)  and  is  marketed  under 
the  trade  name  "Steri-Strips”. 
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Pulmonary  Changes 
In  Non  penetrating  Thoracic  Trauma 


John  R.  Williams,  M.D., 
and 

Frederick  J.  Bonte,  M.D. 


PULMONARY  CHANGES  secondary  to  nonpene- 
trating trauma  may  be  numerous.  An  overall 
knowledge  of  the  existing  potentialities  is  necessary 
for  rhe  correct  diagnosis  and  treatment  of  these 
cases.  It  is  the  purpose  of  this  article  to  elaborate 
upon  the  radiographic  alterations  seen  in  the  early 
and  late  post-traumatic  period. 

The  entity  of  pulmonary  contusion  has  been  evi- 
dent for  many  years.  As  recorded  by  Taylor’s  Medical 
Jurisprudence  (1853  ed.),  "The  lung  may  sustain 
serious  injury  from  a blow  or  fall,  and  yet  there  may 
be  no  external  marks  of  violence  or  symptoms  indi- 
cative of  damage  for  some  hours.”16  Although  this 
entity  was  long  apparent,  a better  understanding  of 
the  mechanism  of  pathologic  changes  came  about 
during  World  War  II.  Of  particular  interest  during 
this  period  was  the  concept  of  contrecoup  effect  of 
trauma  in  the  chest  which  was  introduced  by  Os- 
born.9 Observations  on  postmortem  studies  revealed 
pulmonary  contusive  changes  posteriorly  even  though 
the  site  of  trauma  was  anterior  or  lateral.  Osborn 
theorized  that  the  lungs  are  more  stationary  posteri- 
orly compared  to  their  anterior  and  lateral  aspects; 
consequently  a major  portion  of  the  traumatic 
changes  would  be  localized  in  the  fixed  portion. 


Radiographic  Findings 

General  Considerations. — The  initial  chest  radio- 
graph following  the  traumatic  episode  may  reveal 
one  or  more  abnormalities  such  as  contusion, 
parenchymal  laceration,  hematoma,  torsion,  or  a com- 
bination of  these  entities.  Subsequent  studies  may 
show  other  findings,  namely  fat  embolism,  interlobar 
hematoma,  atelectasis,  emphysema,  and  post-trau- 
matic pneumonia.  Also,  the  subsequent  radiographs 

From  the  Department  of  Radiology,  The  University  of 
Texas  Southwestern  Medical  School  and  Parkland  Memorial 
Hospital,  Dallas. 


may  be  essential  to  the  diagnosis  of  parenchymal 
laceration  or  parenchymal  hematoma  formation,  as 
contusive  changes  on  the  initial  study  may  obscure 
these  entities. 

The  time  of  radiographic  study  in  relation  to  the 
traumatic  episode  is  an  important  consideration.  An 
initial  chest  film  always  should  be  obtained  when  the 
patient’s  trauma  has  been  sufficient  for  him  to  seek 
medical  assistance.  This  study  should  determine  the 
need  for,  and  frequency  of,  serial  studies.  Due  to  the 
variability  in  appearance  and  resolution  of  the  entities 
encountered,  a rigid  routine  follow-up  plan  is  not 
thought  advisable.  Subsequent  to  the  initial  study 
with  observation  of  abnormalities,  planned  serial 
filming  can  be  contemplated. 

Contusion. — -The  most  frequent  finding  within  the 
lungs  following  nonpenetrating  trauma  is  parenchym- 
al contusion.18’  21  These  changes  result  primarily  from 
interstitial  and  intra-alveolar  hemorrhage.  Radio- 
graphically an  opacification  and  peribronchiolar  or 
mottled  appearance  may  occur,  with  these  alterations 
being  either  diffuse  or  localized  ( Figs.  1 and  2 ) . 

An  important  difference  in  these  traumatic 
changes  as  compared  to  those  of  pneumonia  may  be 
the  lack  of  anatomic  conformity  to  the  lobes  and 
segments.  Serial  radiographs  will  show  progressive 
clearing  of  the  contusive  changes.  Even  in  cases  with 
diffuse  changes,  clearing  usually  occurs  within  a ten 
day  period. 

Parenchymal  Laceration. — The  connotation  of  the 
term  "parenchymal  laceration”  is  that  of  a tear  or 


Nonpenetrating  chest  trauma  results  in 
abnormalities  which  are  roentgenograph- 
ically  discernible.  This  serial  radio- 
graphic  course  and  the  anticipated  time 
needed  to  resolve  these  abnormalities 
are  emphasized. 
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Fig.  T.  Posterior-anterior  chest  roentgenogram  taken 
following  an  automobile  accident  reveals  fractures 
of  the  left  third  through  sixth  posterior  ribs.  The  left 
lung  field  reveals  homogeneous  opacification  repre- 
senting contusion,  the  result  of  either  intra-alveolar 
exudation  or  hemorrhage.  Clearing  of  the  contusion 
was  apparent  at  the  fifth  post-traumatic  day. 

laceration  of  the  lung  without  concomitant  rupture 
of  the  visceral  pleura.  The  laceration  is  apparently 
present  immediately  following  the  accident;  however 
its  presence  may  be  obscured  by  contusive  changes. 
Radiographically,  the  laceration  presents  as  a spherical 
or  lobulated  area  of  radiolucency.  It  is  usually  a few 
centimeters  in  its  greatest  diameter,  with  the  area  of 
radiolucency  surrounded  by  a visible  wall  which 
varies  considerably  in  its  thickness.  The  lacerations 
have  been  observed  to  vary  from  2 to  9 cm.  in  their 
greatest  diameter,  and  they  may  resolve  as  such  or, 
if  sufficient  hemorrhage  occurs,  a pulmonary  hema- 
toma may  be  formed  within  the  laceration. 

Due  to  the  marked  similarity  of  these  lacerations 
to  cavitations,  particularly  those  with  fluid  levels, 
it  is  important  to  know  that  their  natural  course  is 
that  of  resolution.  In  only  one  recorded  incident  has 
a complication  of  infection  been  apparent.4 

Pulmonary  Hematoma. — Pulmonary  hematoma, 
the  vanishing  lung  tumor,”  forms  within  the  site 
of  a pulmonary  parenchymal  laceration.  The  area  of 
radiolucency  becomes  progressively  opacified,  at 
times  with  the  opacification  originating  in  the 
periphery,  consequently  leaving  a central  or  eccentric 
zone  of  lucency  within  the  early  hematoma.  The  he- 
matoma becomes  discrete,  smaller,  and  more  dense  as 
contraction  occurs. 

Fig.  3 depicts  a pulmonary  hematoma  resulting 
from  nonpenetrating  injury  during  an  automobile  ac- 
cident. The  initial  chest  radiographs,  Figs.  3a  and  3b, 
show  obscuring  of  lung  parenchyma  in  the  right 


SL 


Fig.  2.  A close-up  of  a chest  roentgenogram  of  a 
patient  following  nonpenetrating  trauma  reveals  con- 
tusion within  the  right  lower  lung  field  presenting 
as  an  irregular  nodularity  indicative  of  peribronchial 
or  perivascular  hemorrhage. 


lower  lung  field;  this  represents  a hemothorax.  Frac- 
tures of  the  seventh  and  eighth  posterior  ribs  in 
their  lateral  aspect  are  noted.  Two  weeks  later, 
diminution  of  the  hemothorax  is  revealed  (Figs.  3c 
and  3d)  and  at  this  time  a spherical  density  meas- 
uring 8 cm.  in  its  greatest  diameter  is  delineated.  The 
anterior  aspect  of  this  density  appears  to  be  con- 
tiguous with  the  remaining  hemothorax.  Within  the 
posterior  inferior  aspect  of  the  density  there  is  a 
curvilinear  lucent  area  (Fig.  3d)  representing  the  air 
meniscus  sign,  which  is  seen  commonly  in  pulmonary 
hematomas. 

Most  hematomas  are  single,  smooth,  spherical 
densities;  however,  they  have  also  been  observed  to 
present  as  ovoid,  spindle-shaped,  and  infiltrative-ap- 
pearing densities,  measuring  a few  centimeters  in 
their  greatest  diameter.  Although  the  possibility  is 
certainly  present,  no  calcification  has  been  noted  in 
the  hematomas  reported.  Observation  of  the  hema- 
toma with  serial  radiographs  will  reveal  progressive 
and  complete  resolution.  Most  important  is  the  time 
when  discernible  diminution  in  size  of  the  lesion 
becomes  apparent.  In  the  cases  seen  by  the  au- 
thors,19'21 this  has  varied  from  1 to  10  weeks,  with 
the  average  being  5.2  weeks.  Complete  resolution  has 
been  apparent  from  3 to  24  weeks,  with  the  average 
being  16.5  weeks.  Since  the  hematoma  cannot  be 
differentiated  from  other  "coin  lesions”  after  contrac- 
tion has  occurred,  its  early  formation  and  longevity 
are  important  diagnostic  factors. 

Post-Traumatic  Pneumonia. — True  post-traumatic 
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Fig.  3a.  This  posterior-anterior  chest  roentgenogram  was  obtained  three  days  following  injury 
to  the  right  chest  which  occurred  during  a fall.  Fractures  of  the  seventh  and  eighth  posterior 
ribs  in  their  lateral  aspect  were  noted.  A homogenous  opacification  of  the  right  inferior  chest 
is  noted,  this  represents  hemothorax,  b.  Lateral  film  obtained  at  the  same  time  as  Fig.  3a 
shows  the  changes  of  hemothorax,  c.  Four  weeks  following  injury,  the  chest  roentgenogram 
shows  diminution  in  the  hemothorax  with  a 7 by  6 cm.  spherical  intrapulmonary  hematoma, 
presenting  within  the  right  lower  lobe.  d.  A lateral  study  taken  at  the  same  time  as  Fig.  3c 
reveals  the  spherical  density  lying  posterior  to  the  residual  hemothorax.  Within  the  posterior 
inferior  aspect  of  the  hematoma  there  is  a curvilinear  pneumatization  indicative  of  the  air 
meniscus  sign  frequently  seen  in  pulmonary  hematomas. 


pneumonia  occurs  infrequently.  The  radiographic 
diagnosis  of  this  entity  may  be  difficult,  considering 
the  presence  of  pulmonary  contusion  in  the  chest  ra- 
diograph. There  are,  however,  two  observations  on 
serial  chest  studies  which  are  helpful.  First,  lack  of 
progressive  clearing  of  the  parenchymal  contusion 
and  second,  increase  in  the  lung  involvement  as  com- 
pared to  the  initial  radiographic  study.  In  a series  of 
73  cases  of  pneumonia  following  nonpenetrating 


chest  trauma,  Phillips12  observed  that  67  patients  de- 
veloped pneumonias  within  six  days  of  the  traumatic 
episode.  Phillips  also  found  that  pneumonia  was 
more  frequent  in  those  cases  with  rib  fractures. 

Atelectasis. — Atelectasis  following  nonpenetrating 
trauma  is  secondary  to  either  intraluminal  bronchial 
blood  clots  with  subsequent  obstruction,  or  peri- 
bronchial hemorrhage  causing  compression  of  the 
adjacent  bronchus.  This  may  involve  an  entire  lung 
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or  lobe,  or  reveal  multifocal  areas  of  segmental  or 
subsegmental  collapse.  It  is  emphasized  that  larger 
areas  of  atelectasis  following  trauma  may  be  associ- 
ated with  bronchial  fracture.21 

Traumatic  Emphysema. — Marked  emphysematous 
expansion  of  the  right  middle  lobe  developing  sec- 
ondary to  a stenosed  bronchus  after  nonpenetrating 
trauma  has  been  presented  by  Haidak  and  Curd.5  As 
observed  in  cases  of  traumatic  atelectasis,  the  authors 
have  noted  emphysema  to  occur  within  or  peripheral 
to  the  site  of  pulmonary  contusion.  This  brings  forth 
the  possibility  that  the  emphysema  may  result  from 
intrabronchial  hemorrhage  with  a clot  acting  as  a ball 
valve  mechanism  until  such  time  as  the  intermittent 
obstruction  is  eliminated  by  coughing  or  other  means. 

The  emphysema  secondary  to  contusive  intra- 
bronchial hemorrhage  appears  several  days  after 
trauma  as  a lobulated  area  of  radiolucency  or  as  a 
pneumatocele  distal  to  the  area  of  intermittent  ob- 
struction. Relatively  dense,  compressed  lung  paren- 
chyma may  circumscribe  the  emphysematous  area. 
Resolution  is  commensurate  with  relief  of  obstruc- 
tion. 

Miscellaneous. — Torsion  of  the  lung  secondary  to 
trauma  is  an  extremely  rare  entity,  with  only  two 
cases  recorded  in  the  literature.10’ 15  During  the  trau- 
matic episode  the  lung  rotates  180  degrees  about  the 
transverse  axis  through  the  left  hilus.  The  apex  will 
then  lie  in  an  inferior  position  and  the  lung  base  oc- 
cupies the  superior  portion  of  the  hemithorax.  The 
chest  radiograph  reveals  an  inversion  of  the  lung 
vascular  markings,  with  these  forming  a mirror  image 
of  their  normal  position. 

Interlobar  hematoma  is  mentioned  only  for  com- 
pleteness, since  this  finding  is  not  only  extremely 
rare  but  the  correct  diagnosis  is  apparent.  This  form 
of  hematoma  apparently  represents  a loculation  of 
hemothorax  within  a lung  fissure.  Radiographically 
the  interlobar  hematoma  will  appear  as  an  ovoid  or 
rounded  density  within  a lung  fissure. 

It  is  common  knowledge  that  fat  embolization 
may  result  from  fracture  of  a large  bone.  Other  sites 
from  which  fatty  material  may  be  released  following 
trauma  are  the  subcutaneous  tissues  and  fractures  of 
smaller  bony  structures  such  as  the  ribs  and  patella. 


The  chest  roentgenogram  may  show  changes  of  fat 
embolism  after  a one  to  three  day  relay  following 
trauma.  Changes  within  the  roentgenogram  result- 
ing from  fat  embolism  are  a diffuse  bilateral  haziness, 
indiscrete  perivascular  nodularity  and  at  times  find- 
ings simulating  pulmonary  congestion. 


Summary 


The  potential  abnormalities  resulting  from  non- 
penetrating chest  trauma  have  been  discussed  in  re- 
gard to  their  basic  pathologic  change  and  roent- 
genographic  appearance.  The  correlation  of  these 
various  entities  in  regard  to  their  development  is 
elaborated  upon.  The  serial  radiographic  course  and 
anticipated  longevity  of  these  abnormalities  are  em- 
phasized. 
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An  Implantable  CARDIAC  PACEMAKER 
In  the  Management  of  Complete  Heart  Block 


Denton  A.  Cooley,  M.D.,  and  Stanley  G.  Christie,  M.D. 


THE  CLINICAL  manifestations  of  atrioventricular 
block  were  described  over  100  years  ago  by  Mor- 
gagni (1761),  Adams  (1827),  and  Stokes  (1846), 
but  no  pharmacologic  therapeutic  regimen  has  yet 
been  devised  to  alter  appreciably  the  short  longevity 
often  associated  with  this  syndrome.  It  is  frequently 
the  result  of  coronary  insufficiency  and  myocardial 
infarction  and  adds  considerably  to  the  gravity  of 
prognosis  of  the  underlying  disease  in  these  cases.  It 
also  occurs  very  rarely  in  rheumatic  heart  disease, 
during  the  course  of  various  other  myocardial  mal- 
functions, as  a result  of  excessive  digitalis  therapy, 
and  following  the  repair  of  congenital  septal  defects. 
The  prognosis  in  acquired,  complete  atrioventricular 
block  is  unpredictable  with  death  occurring  immedi- 
ately, within  a few  months,  or  in  several  years.  Rowe 
and  White5  noted  a mean  survival  time  of  slightly 
more  than  four  years  in  those  patients  whose  heart 
block  was  related  to  coronary  artery  disease.  Sudden 
death,  occurring  most  frequently  in  those  exhibiting 
Adams-Stokes  attacks,  is  encountered  in  approxi- 
mately 30  per  cent  of  the  patients.4  The  appearance 
of  Adams-Stokes  attacks,  often  preceding  the  electro- 
cardiographic evidence  of  heart  block  by  several 
months,  is  a terrifying  experience  for  the  patient 
and  usually  leaves  him  with  a premonition  of  immi- 
nent death. 

Patients  with  atrioventricular  block  usually  exhibit 
a slow  idioventricular  rhythm  and  may  be  clinically 
classified  according  to  the  degree  of  disability  caused 
by  the  conduction  defect.  One  group  of  patients  will 
be  free  of  symptoms  and  live  normal  or  nearly  nor- 
mal lives  despite  ventricular  rates  of  20  to  50  per 
minute.  There  is  considerable  disagreement  on 
whether  treatment  to  increase  the  heart  rate  in  this 
asymptomatic  group  is  advisable  or  not.  The  second 
class  of  patients  shows  moderate  to  marked  limita- 
tion of  physical  activity  contingent  on  a low  cardiac 
output.  The  variation  in  the  morbidity  rate  between 
patients  with  a relatively  stable  bradycardia  is  solely 
dependent  on  stroke  volume.  In  the  third  group,  rep- 
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resenting  between  35  and  40  per  cent  of  all  patients 
with  acquired  complete  heart  block,  Adams-Stokes  at- 
tacks occur.  This  syndrome  is  characterized  by  dizzi- 
ness, faintness,  and  sudden  unconsciousness  induced 
by  cerebral  ischemia  occurring  during  abrupt  periods 
of  ventricular  asystole,  tachycardia,  or  fibrillation. 
During  these  periods  cerebral  blood  flow  ceases  with 
a subsequent  loss  of  consciousness  usually  followed  by 
convulsions  in  about  ten  seconds.  With  spontaneous 
resumption  of  an  idioventricular  rhythm,  conscious- 
ness is  regained;  however,  death  will  ensue  if  an 
effective  ventricular  beat  does  not  recur  in  one  and 
one-half  to  two  minutes. 

Pharmacologic  management  of  symptomatic  heart 
block  has  not  been  entirely  satisfactory  since  results 
are  unpredictable,  and  sudden  death  remains  a con- 
stant threat  to  the  patient.  Sympathomimetic  amines 
(epinephrine,  ephedrine,  isopropylarterenol ) , vago- 
lytic agents  (atropine),  chlorothiazides,  and  cortico- 
steroids have  all  produced  beneficial  effects,  but 
rarely  remain  effective  over  long  periods  of  time. 

During  the  past  decade  considerable  interest  has 
existed  in  electrical  stimulation  of  ventricular  con- 
traction by  artificial  sources.  Electrical  impulses  de- 
livered through  electrodes  applied  to  the  anterior 
chest  wall  were  shown  by  Zoll  and  associates7  to  be 
an  effective  way  of  maintaining  a rhythmical  ventric- 
ular beat.  External  stimulation  of  this  nature  is  of 
little  benefit  over  a prolonged  period  because  of  pa- 
tient discomfort,  skin  damage  beneath  the  electrodes, 
and  the  cumbersome  equipment  that  is  required. 
Smaller  stimulating  currents  were  possible  when  the 
electrodes  were  placed  directly  within  the  myocardi- 
um and  led  out  through  the  skin  or  placed  within 
the  right  ventricular  cavity  by  catheterization  of  the 
jugular  vein.2, 6 In  both  methods  infection  at  the 


Electrical  stimulation  of  ventricular  con- 
traction by  artificial  sources  has  aroused 
considerable  interest  in  the  past  ten  years. 
Now  available  commercially  are  pacemaker 
units  small  enough  to  implant  within  the 
body  and  powered  by  batteries  designed  to 
last  about  five  years. 
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site  of  the  wire  exit  through  the  skin,  and  in  the 
latter  the  need  for  anticoagulant  therapy,  limited  the 
usefulness  of  these  techniques.  More  recently,  ad- 
vances in  the  field  of  electronics  have  permitted  con- 
struction of  pacemaker  units  small  enough  to  implant 
within  the  body  and  having  a long  enough  battery 
life  to  make  clinical  use  practical.1-  3-  8 

Internal  Cardiac  Pacemaker 

The  commercially  available  pacemakers  are  de- 
signed to  provide  maximum  security  against  mechan- 
ical failure  due  to  short  circuiting  or  breakage  of  the 
lead  wires.  All  units  are  similar  in  that  they  are 
composed  of  plastic  encased  transistorized  pulse  os- 
cillators which  draw  their  energy  from  lowdrain 
mercury  batteries  having  a life  expectancy  of  about 
five  years.  Lead  wires  of  stainless  steel  exit  from 
the  pacemaker  assembly  and  are  affixed  into  the 
left  ventricular  myocardium.  Two  types  of  commer- 
cially available  units  were  used  in  our  patients.  In 
five  patients  the  Electrodyne*  Pacemaker  electrode 
unit8  was  used.  This  unit  is  supplied  already  adjusted 
to  stimulate  ventricular  contractions  at  the  rate  of 
about  72  per  minute.  In  one  patient  the  General 
Electricf  cardiac  pacemaker3  was  used  which  delivers 
60  to  65  pulses  per  minute  and  utilizes  an  external 
frequency  control  to  increase  the  cardiac  rate  up  to 
120  beats  per  minute.  The  control  unit  is  comprised 
of  an  induction  coil  worn  on  the  skin  directly  over 
the  implanted  pacemaker  which  is  connected  to  a 
pulse  generator  having  a small  potentiator  knob  to 
adjust  the  rate  as  indicated.  The  pulse  generator  may 
be  carried  by  the  patient  in  a convenient  pocket 
much  as  a hearing  aid  is  worn. 

* Electrodyne  Co.,  Norwood,  Mass. 

fX-Ray  Department,  General  Electric  Co.,  Milwaukee  1, 
Wis. 


The  purpose  of  this  paper  is  to  report  six  cases 
of  complete  heart  block  exhibiting  Adams-Stokes 
seizures  which  were  successfully  managed  by  im- 
plantation of  an  internal  cardiac  pacemaker  (Table 
1). 

Case  Reports 

Case  1. — J.  R.,  a 32  year  old  Puerto  Rican  man  with  dia- 
betes, suffered  a myocardial  infarction  in  1951  following 
which  he  developed  complete  heart  block  with  an  idio- 
ventricular rate  of  32  to  36  per  minute.  Subsequently  the 
patient  experienced  angina  pectoris  occurring  on  exertion 
and  relieved  by  rest.  Three  episodes  of  sudden  syncope 
without  convulsions  had  occurred  during  the  past  six 
months,  a recent  attack  leading  to  the  present  hospital 
admission  on  Oct.  31,  1961. 

Physical  examination  showed  a blood  pressure  of  170/80 
mm.  of  mercury,  pulse  rate  and  heart  rate  of  36  per  min- 
ute, and  a soft  Grade  II  ejection  murmur  over  the  entire 
precordium.  Hemoglobin  was  19.7  Gm.  per  100  cc.  and 
the  hematocrit  was  60  per  cent.  Roentgenograms  of  the 
chest  showed  moderate  cardiac  enlargement  without  specific 
chamber  dominance.  Cardiac  catheterization  revealed  a 
resting  cardiac  output  of  5.08  L.  per  minute. 

On  Nov.  2,  1961,  an  internal  pacemaker  (Electrodyne) 
was  implanted  under  the  left  pectoral  fold  attaching  the 
wires  to  the  left  ventricle.  The  postoperative  course  was 
uncomplicated.  The  patient  was  discharged  nine  days  later 
and  remains  asymptomatic. 

Case  2.— G.  S.,  a 78  year  old  white  woman,  was  in 
fairly  good  health  until  August,  1961,  when  she  required 
hospitalization  for  an  acute  myocardial  infarction.  In  Oc- 
tober, 1961,  the  patient  began  having  syncopal  attacks  and 
convulsions  at  which  time  complete  heart  block  was  recog- 
nized. The  patient  had  been  bedridden  until  admission  here 
on  Dec.  7,  1961.  Adams-Stokes  seizures  occurred  consist- 
ently whenever  an  effort  was  made  to  help  the  patient 
to  sit  in  a chair.  Isopropylarterenol  hydrochloride  (Isuprel) 
and  atropine  were  ineffective  in  increasing  the  cardiac  rate 
above  40  per  minute. 

Physical  examination  revealed  a blood  pressure  of  170/80 
mm.  of  mercury,  and  heart  rate  and  pulse  rate  of  40  per 
minute;  there  was  a Grade  I apical  ejection  murmur  with 
a loud  third  heart  sound. 

Chest  films  revealed  generalized  moderate  cardiac  en- 
largement. 

On  Dec.  11,  1961,  an  Electrodyne  Pacemaker  electrode 


Table  1. 

Case 

Age 

Sex 

Cause  of 
complete 
heart  block 

Duration  of 
Adams-Stokes 
attacks 

Preoperative 

ventricular 

rate 

Type 

instrument 

Date  of 
operation 

Site  of 
implantation 

Postoperative 

complication 

1 

32 

M 

Myocardial 

infarction 

6 mo. 

32-36 

Electrodyne 

11-2-61 

Pectoral  fold 

None 

2 

78 

F 

Myocardial 

infarction 

2 mo. 

40 

Electrodyne 

12-11-61 

Pectoral  fold 

Left  pleural 
effusion 

3 

73 

M 

Myocardial 

infarction 

1 mo. 

40-60 

Electrodyne 

1-26-62 

Pectoral  fold 

None 

4 

65 

F 

Rheumatic 
heart  disease 

9 mo. 

20-44 

General 

Electric 

2-21-62 

Pectoral  fold 

Transient  left 
hemiparesis  & 
pulmonary 
edema 

5 

66 

M 

Myocardial 

infarction 

1 wk. 

30-40 

Electrodyne 

4-7-62 

Retroperitoneal 

None 

6 

77 

M 

Myocardial 

infarction 

7 wks. 

34-38 

Electrodyne 

4-20-62 

Retroperitoneal 

None 

32 


TEXAS  State  Journal  of  Medicine 


unit  was  inserted  using  the  left  pectoral  fold  for  the  battery 
control.  During  induction  of  anesthesia,  asystole  occurred 
requiring  external  pacing  while  the  thoracotomy  was  per- 
formed. The  convalescent  period  was  somewhat  prolonged 
by  physical  rehabilitation  because  the  patient  had  been 
bedfast  a long  time,  but  was  uncomplicated  except  for  left 
pleural  effusion  requiring  thoracentesis.  The  patient,  dis- 
charged five  weeks  after  surgery,  was  ambulatory,  feeling 
well,  and  free  from  symptoms. 

Case  3 . — J.  W.,  a 73  year  old  white  man,  suffered  an 
acute  myocardial  infarction  in  December,  I960,  which  was 
complicated  by  the  development  of  a conduction  defect. 
In  December,  1961,  complete  heart  block  became  evident, 
and  the  patient  began  having  repeated  asystolic  episodes 
with  syncope.  His  ventricular  rate  could  be  elevated  to  60 
per  minute  with  intravenous  and  sublingual  isopropylarter- 
enol  hydrochloride  (Isuprel),  but  the  Adams-Stokes  attacks 
persisted.  On  Jan.  26,  1962,  an  Electrodyne  Pacemaker  was 
implanted  establishing  a ventricular  rate  of  72  to  74  per 
minute.  Three  days  later  the  patient  was  out  of  bed  walk- 
ing, and  he  was  discharged  from  the  hospital  asymptomatic 
on  the  14th  postoperative  day. 

Case  4 ■ — M.  M.,  a 65  year  old  white  woman,  was  admit- 
ted on  Feb.  20,  1962,  with  a known  history  of  rheumatic 
heart  diease  and  heart  block  with  a slow  pulse  rate  since 
1925.  She  was  well  until  1945  when  atrial  fibrillation  and 
congestive  heart  failure  developed  which,  when  controlled, 
allowed  her  to  live  a fairly  active  life  with  a cardiac  rate  of 
20  to  44  per  minute.  In  May,  1961,  three  episodes  of  un- 
consciousness with  convulsions  occurred,  and  subsequently 
her  activities  were  restricted.  Frequent  periods  of  bed  rest 
were  required  because  of  feelings  of  unsteadiness  while 
walking  with  a tendency  to  sway  towards  the  right. 

Physical  examination  revealed  a blood  pressure  of  160/70 
mm.  of  mercury  and  an  irregular  cardiac  rhythm  with  heart 
rate  and  pulse  rate  of  44  per  minute.  There  was  a soft 
Grade  II  apical  systolic  murmur. 

Chest  films  showed  generalized  cardiac  enlargement  and 
mild  pulmonary  congestive  changes. 

The  electrocardiogram  was  interpreted  as  atrial  fibrilla- 
tion, conduction  defect,  subendocardial  injury,  and  left  ven- 
tricular hypertrophy. 

On  Feb.  21,  1962,  a General  Electric  internal  cardiac 
pacemaker  was  implanted  under  general  anesthesia.  The 
basic  postoperative  heart  rate  was  62  per  minute,  which 
was  increased  to  80  per  minute  using  the  external  control 
unit.  The  early  postoperative  course  was  smooth.  On  March 
5,  1962,  a transient  left  hemiparesis  and  aphasia  occurred 
which  cleared  completely  in  one  and  one-half  hours.  Anti- 
coagulant therapy  was  instituted,  and  the  symptoms  did  not 
recur.  Subsequently  digitalization  and  diuretics  were  re- 
quired for  congestive  heart  failure  of  a mild  degree. 

One  month  postoperatively  she  was  discharged  feeling 
well  while  fully  ambulatory. 

Case  5. — P.  B.,  a 66  year  old  white  man,  suffered  a 
myocardial  infarction  in  1950  from  which  recovery  was 
complete.  In  1958,  complete  heart  block  with  a ventricular 
contraction  rate  of  30  to  40  per  minute  was  discovered. 
For  two  years  prior  to  admission  his  physical  activity  had 
been  limited  by  shortness  of  breath  and  weakness  occurring 
after  walking  approximately  one  block.  During  the  week 
prior  to  admission  on  April  6,  1962,  the  patient  had  ex- 
perienced several  episodes  of  unconsciousness  and  transient 
episodes  of  partial  right  hemiparesis  and  aphasia. 

Physical  examination  showed  a blood  pressure  of  140/70 
mm.  of  mercury  with  the  pulse  rate  and  heart  rate  of  40 
per  minute.  A Grade  II  precordial  systolic  murmur  was 
audible  at  the  apex.  The  electrocardiogram  showed  a com- 
plete heart  block  with  an  idioventricular  rhythm,  rate  36 
per  minute. 

On  April  7,  1962,  an  Electrodyne  Pacemaker  was  im- 


planted in  a posterior  extraperitoneal  pocket  in  the  left 
upper  quadrant  increasing  the  ventricular  rate  to  70  per 
minute  (Fig.  1).  The  postoperative  course  was  smooth, 
and  the  patient  was  discharged  asymptomatic  on  the  eighth 
postoperative  day. 

Case  6. — S.  S.,  a 77  year  old  white  man,  had  an  acute 
myocardial  infarction  in  1954  following  which  he  devel- 
oped complete  atrioventricular  dissociation  with  a ventricu- 
lar rate  of  34  beats  per  minute.  He  remained  relatively 
asymptomatic  until  seven  weeks  prior  to  hospital  admission 
on  April  19,  1962,  when  he  began  experiencing  frequent 
dizzy  spells  with  weakness.  No  syncopal  episodes  occurred. 

Physical  examination  showed  a blood  pressure  of  140/70 
mm.  of  mercury  with  the  heart  rate  and  pulse  rate  of  34 
per  minute.  The  heart  was  not  enlarged,  and  its  sounds 
were  normal.  Hemoglobin  was  19-4  Gm.  per  100  cc.  with 
hematocrit  56  per  cent.  Chest  films  revealed  moderate  pul- 
monary emphysema.  Electrocardiogram  confirmed  the  atrio- 
ventricular dissociation  with  an  idioventricular  rhythm. 

On  April  20,  1962,  an  Electrodyne  pacemaker  was  im- 
planted extraperitoneally  in  the  left  upper  quadrant  estab- 
lishing a ventricular  rate  of  76  beats  per  minute  (Fig.  2). 
On  the  eighth  day  after  operation  syncope  occurred,  but 
the  patient  recovered  after  resuscitative  measures  (Fig.  3). 
He  remained  in  the  hospital  for  six  weeks. 

Discussion 

On  the  basis  of  this  experience  with  six  patients 
who  underwent  successful  implantation  of  a cardiac 
pacemaker  certain  recommendations  of  a technical 


PREOPERATIVE 
Stood,  pressure  z/^/90 
Jteart  JCate  3s 


POSTOPERATIVE 
Stood  Pressure  zoo// to 
JCeart  JBate  70 


Fig.  1.  Direct  pulse  tracings  and  electrocardiogram 
(Lead  I)  made  before  and  after  insertion  of  internal 
pacemaker.  Pulse  pressure  before  operation  was  125 
mm.  Hg  and  after  operation  was  90  mm.  Hg. 


Volume  59,  JANUARY,  1963 


33 


CARDIAC  PACEMAKER  — Cooley  & Christie  — continued 

nature  may  be  made.  Pre-anesthetic  medication  should 
consist  of  atropine  and  Demerol  Hydrochloride.  As 
ventricular  standstill  or  fibrillation  may  occur  during 
induction  of  anesthesia,  an  external  cardiac  pace- 
maker and  defibrillator  should  be  available  and  ready 
for  instant  use.  A left  anterolateral  thoracotomy  in- 
cision is  made  entering  the  fifth  intercostal  space 
( Fig.  2 ) . The  pericardial  sac  is  immediately  incised 
anterior  and  parallel  to  the  phrenic  nerve  so  that 
cardiac  action  may  be  observed  at  once.  A site  on 
the  anterior  aspect  of  the  left  ventricle  is  selected  for 
insertion  of  the  lead  wires.  The  wires  should  be 
placed  in  an  avascular  area  to  avoid  injury  to  cor- 
onary vessels  and  should  be  relatively  close  to  the 
atrioventricular  groove.  The  two  wires  are  inserted 
1 to  2 cm.  apart,  the  needles  are  removed,  and  the 
wires  are  held  in  place  by  sutures.  Kinking  of  the 
wires  is  avoided  by  leaving  some  extra  length  and 
supplying  a loop  outside  the  pericardium.  In  some 
instances  phrenic  nerve  stimulation  by  the  pacemaker 
is  noted,  and  diaphragmatic  contractions  occur  with 
each  pulse  of  the  stimulator.  Under  these  circum- 
stances the  phrenic  nerve  is  elevated  with  a strip 
of  attached  pericardium,  and  the  anterior  mediastinal 
fat  pad  is  sutured  between  the  nerve  and  the  left 
ventricle  insulating  the  nerve  from  the  electrical 
impulse. 

Several  sites  are  available  for  implantation  of  the 
pacemaker  unit.  Although  the  left  pectoral  fold  was 
used  in  the  first  four  patients,  we  now  recommend 
an  extraperitoneal  location  in  the  left  upper  quad- 
rant. A 6 cm.  oblique  muscle-splitting  incision  in 
the  upper  abdomen  is  used,  and  a pocket  is  created 
posterolaterally  just  large  enough  to  accommodate 
the  instrument  (Fig.  2).  This  hides  the  box  com- 
pletely, causes  no  external  bulge,  produces  no  local 
irritation,  and  is  convenient  for  external  stimulation 
and  possible  subsequent  replacement  when  the  bat- 
teries are  exhausted.  The  wires  are  threaded  through 
a perforation  in  the  diaphragm  near  the  costophrenic 
sulcus  (Fig.  3).  Meticulous  aseptic  technique  is  man- 
datory, and  prophylactic  antibiotic  therapy  is  advis- 
able for  five  to  seven  days  after  operation.  No  in- 
fections have  occurred  in  our  patients. 

Future  advances  in  electronic  engineering  undoubt- 
edly will  produce  smaller  batteries  and  oscillators 
with  a longer  life.  Indeed,  instruments  are  promised 
soon  which  will  receive  the  atrial  impulse  (P  wave) 
through  an  implanted  atrial  electrode  and  transmit  a 
larger  impulse  to  the  ventricle  through  another  elec- 
trode. When  this  becomes  available  for  clinical  use, 
the  heart  may  be  able  to  pace  itself  again.  Atrial 
fibrillation  in  patients  so  treated  may  present  serious 
problems.  The  experience  to  date  establishes  clearly 
the  efficacy  and  safety  of  artificial  electrical  pacing 
of  the  heart,  and  now  the  need  is  to  determine  indi- 


Fig.  2.  Photograph  of  incisions  used  in  implantation 
of  internal  cardiac  pacemaker  (Case  6).  Electrode 
wires  are  attached  to  the  left  ventricle  using  a sub- 
mammary fifth  intercostal  space  incision.  A separate 
oblique  upper  abdominal  incision  is  employed  for 
retroperitoneal  implantation  of  the  batteries  and 
oscillator. 

cations  for  the  insertion  of  the  pacemaker.  At  present 
the  pacemaker  is  indicated  in  all  patients  experienc- 
ing Adams-Stokes  seizures  and  periods  of  asystole. 
Perhaps  also  the  pacemaker  should  be  advised  in 
patients  with  significantly  limited  tolerance  to  exer- 
cise due  to  bradycardia  and  low  cardiac  output. 

On  interest  was  the  report  by  Rowe  and  White0 
in  which  patients  with  Adams-Stokes  attacks  actually 
lived  more  than  twice  as  long  on  the  average  than 
those  patients  whose  heart  block  produced  no  symp- 
toms. Obviously  numerous  factors  may  be  responsible 
for  this  observation,  but  if  it  is  valid,  perhaps  all 
patients  having  acquired  atrioventricular  block  with 
bradycardia  not  increased  by  drug  therapy  should  be 
considered  potential  candidates  for  an  artificial  car- 
diac pacemaker. 

Summary 

Complete  atrioventricular  dissociation  producing 
bradycardia  is  a serious  disease  frequently  leading  to 
sudden  death.  Adams-Stokes  seizures  produced  by 
periods  of  temporary  asystole  may  also  be  severely 
incapacitating  and  terrifying  to  the  victim  and  his 
relatives.  Although  medical  management  provides 
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satisfactory  control  of  symptoms  in  many  patients, 
others  may  desperately  need  artificial  electrical  stim- 
ulation of  the  heart  to  maintain  adequate  cardiac 
output. 

Development  of  a satisfactory  transistorized  in- 
ternal cardiac  pacemaker  has  provided  an  efficacious 
means  of  alleviating  symptoms  and  prolonging  life 
in  these  patients.  Six  patients  ranging  in  age  from  32 
to  78  years  were  successfully  treated  by  implantation 
of  a cardiac  pacemaker  with  symptomatic  relief. 


Addendum 

Since  this  paper  was  submitted,  the  patient  in  case 
4 died  five  months  after  operation  from  an  unknown 
cause.  Six  other  patients  have  had  a pacemaker  im- 
planted. The  youngest  was  a boy,  13  years  old,  who 
had  congenital  complete  heart  block;  he  made  a good 
recovery.  One  79  year  old  woman  died  at  home  three 
weeks  after  operation.  No  cause  of  death  was  ascer- 
tained. All  other  patients  are  enjoying  an  active  life. 
Spontaneous  breakage  of  the  electrode  wires  in  two 
patients  required  implantation  of  another  complete 
apparatus.  At  present  the  electrodes  using  a helical 
coil  spring  appear  to  be  the  most  dependable  in  pre- 
venting this  mechanical  failure. 
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Fig.  3a.  Roentgenogram  of  chest  made  two  weeks 
after  operation  in  Case  6 showing  internal  pace- 
maker and  lead  wires,  b.  Diagram  reveals  the  loca- 
tion of  the  pacemaker  and  attachment  to  the  left 
ventricle. 
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Evaluation  of  Modified  Lead  I Electrocardiogram 
As  a Single  Screening  Lead  for  Heart  Disease 


THE  USEFULNESS  of  the  12  lead  electrocardio- 
gram (ECG)  for  screening  purposes  when  per- 
formed on  adults  age  45  and  older  has  been  shown 
by  La  Rotonda  and  Guidotti.2  Sodeman  and  Logue4 
reported  the  usefulness  of  multiple  leads  for  screen- 
ing, but  their  study  revealed  that  no  one  single  lead 
now  in  use  had  a high  enough  sensitivity  to  be 
acceptable  for  this  purpose.  Since  coronary  heart  dis- 
ease is  a major  cause  of  mortality  and  morbidity, 
lead  I was  modified  and  studied  to  determine  its 
usefulness  as  a single  ECG  screening  lead. 

Procedure  and  Material 

The  technique  for  doing  a modified  lead  I (M-I) 
ECG  is  the  same  as  that  used  for  the  standard  lead  I 
except  that  the  left  arm  lead  wire  is  attached  to  a 
suction  electrode  in  the  V6  position  instead  of  to 
the  left  arm.  The  criteria  listed  in  Table  1 were 
established  after  studying  a collection  of  M-I  leads  on 
more  than  400  normal  adults  who  also  had  normal 
12  lead  ECG’s.  The  M-I  leads  were  made  at  the 
time  the  12  lead  ECG's  were  done.  Fig.  1,  which  is 
in  part  taken  from  Robb  and  Marks,3  illustrates  the 
types  of  S-T  segment  depressions  and  the  slur  of  the 
base  of  the  descending  limb  of  the  R wave. 

In  order  to  evaluate  properly  an  M-I  lead,  it  is 
essential  that  one  have  at  least  three  complete  com- 
plexes with  a stable  base  line.  In  borderline  cases  a 
magnifying  lens  and  a millimeter  ruler  with  black 
markings  on  a white  background  are  helpful  in 
measuring  the  width  of  individual  waves.  One  should 
place  the  ruler  just  above  the  wave  to  be  studied, 
align  the  onset  of  the  wave  with  a millimeter  mark, 
and  note  the  position  of  the  end  of  the  wave  in  rela- 
tion to  the  next  millimeter  mark.  If  it  appears  to  be 
exactly  midway  between,  then  the  wave’s  duration 
is  .02  seconds.  If  the  end  of  the  wave  is  definitely 
beyond  the  midway  mark,  then  its  duration  is  .03 
seconds  or  more  since  with  the  usual  electrocardio- 
graphic speed  each  millimeter  is  equal  to  a time 
interval  of  .04  seconds. 


During  1961  an  M-I  electrocardiographic  tracing 
was  obtained  on  any  patient  in  the  Veatch  Clinic, 
Pasadena  Medical  Hospital,  or  Pasadena  General 
Hospital,  whose  doctor  ordered  a 12  lead  ECG.  The 
12  lead  ECG  was  interpreted  by  several  members  of 
the  hospital  staff.  The  M-I  tracing  was  classified  as 
normal  or  abnormal  and  compared  with  the  inter- 
pretation given  the  corresponding  12  lead  ECG.  The 
results  are  enumerated  in  Table  2. 


Table  1. — Criteria  for  Interpreting  Modified  Lead  1 
ECG  as  Abnormal. 


P wave 

Inverted,  height  over  2.5  mm.  or  under 
.5  mm.  width  .12  sec.  or  over,  deep 
notching  at  apex,  or  biphasic. 

P-R  interval 

.2  sec.  or  over. 

Q wave 

.03  sec.  or  over,  or  depth  of  3 mm.  or 
more. 

QRS  interval 

. 1 1 sec.  or  over. 

R wave 

Height  27  mm.  or  over  or  under  5 mm.; 
slur  of  the  base  of  descending  limb  of 
R wave  of  over  .05  sec.  in  duration  if 
QRS  interval  is  .08  sec.  or  less,  but 
duration  of  .04  sec.  or  more  if  QRS 
duration  is  over  .08  sec. 

S wave 

Height  7 mm.  or  more,  or  ratio  of  R/S 
of  1 or  less. 

S or  SR' 

Duration  over  .05  sec.  if  QRS  interval 

wave 

is  .08  sec.  or  less  but  duration  of  .04 
sec.  or  more  if  QRS  duration  is  over 
.08  sec. 

S-T  segment 

.9  mm.  or  more  above  the  base  line, 
S-T  junction  depression  of  .5  mm.  or 
more;  or  ischemic  depression  of  .3  mm. 
or  more. 

Q-T 

Interval  clearly  prolonged  (Q-T  ratio  of 
over  1.08). 

T wave 

Inverted,  biphasic,  or  less  than  one-fifth 

amplitude 

the  height  of  the  R wave  when  R wave 
voltage  is  5 through  15  mm.  or  when 
R wave  voltage  is  over  15  mm.;  a T 
wave  which  is  definitely  not  over  3 mm. 

Rate 

120 /min.  or  over. 

Rhythm 

Atrial  fibrillation  or  flutter,  paroxysmal 
atrial  tachycardia,  paroxysmal  ventricu- 
lar tachycardia,  heart  block,  multifocal 
premature  systoles,  or  coupled  rhythm. 
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In  a series  involving  595  borderline  and 
abnormal  12  lead  electrocardiograms  it  ap- 
pears that  an  M-l  lead  alone  would  have  A.  B.  Vlahakos,  M.D. 

been  sufficient  to  classify  as  abnormal  all 
but  1.01  per  cent  of  these  tracings. 


Discussion 

The  collection  of  ECG’s  includes,  in  certain  in- 
stances, more  than  one  tracing  per  patient.  In  fact, 
two  of  the  false  negative  results  in  this  series  were 
on  one  patient  who  had  a small  posterior  myocardial 
infarction.  An  analysis  of  standard  lead  I for  this 
same  series  of  borderline  and  abnormal  12  lead 
ECG’s,  using  the  criteria  given  by  Dawber,1  revealed 
that  the  percentage  of  errors  for  this  lead  would 
have  been  17.98  per  cent.  The  diagnostic  classifica- 
tions of  the  abnormal  ECG’s  were  arbitrary  when 
more  than  one  abnormality  was  present. 

In  a general  survey  the  number  of  false  positive 
results  would  be  expected  to  be  less  since  this  study 
consisted  mainly  of  hospitalized  ill  individuals.  Fur- 
thermore, the  M-I  lead  seems  more  sensitive  than  the 
12  lead  ECG  in  screening.  Especially,  this  is  true  for 
left  venticular  hypertrophy  and/or  strain.  There  were 
eight  tracings  taken  on  patients  with  clinically  proven 
hypertensive  heart  disease  which  were  normal  with 
the  12  lead  ECG  but  abnormal  on  the  M-I  tracing. 
This  greater  sensitivity  would  be  helpful  in  finding 
more  of  these  individuals  susceptible  to  coronary 
heart  disease.  There  were  an  additional  ten  patients 


with  clinically  proven  heart  diseases  of  varied  etiol- 
ogy which  were  not  detected  on  the  12  lead  ECG  but 
were  classified  correctly  by  the  M-I  tracing.  Thirteen 
12  lead  ECG’s  which  had  minor  nonspecific  T wave 
changes  were  interpreted  as  normal.  These  were  in- 
cluded in  the  false  positive  series. 

To  make  this  lead  readily  adaptable  for  surveys, 
one  may  insert  the  ECG  cable  underneath  the  table 
to  be  used.  By  slightly  elevating  the  head  portion,  a 
wide  doctor’s  examining  table  could  be  used  in  this 
manner.  The  subject  lies  on  the  table,  and  suction 
cup  electrodes  are  connected  to  each  limb  lead  wire. 
Electrode  cream  is  rubbed  into  the  subject’s  skin  and 
the  electrodes  are  attached.  After  the  tracing  is  taken 
the  cream  may  be  removed  by  use  of  cleansing  tissue. 
The  suction  electrodes  are  cleaned  with  gauze  sponges 
soaked  in  an  antiseptic  solution.  In  this  manner, 
using  assembly  line  technique,  40  to  60  tracings  per 
hour  probably  could  be  taken.  Interpretation  would 
be  rapid  as  only  one  lead  per  person  is  involved. 

Summary  and  Conclusions 

A technique  for  taking  a modified  lead  I (M-I) 
electrocardiographic  tracing  is  described,  and  the 
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Ischemic  Types  of  S-T  Segment  Depression 

Fig.  1. 
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TABLE  2. — Comparison  of  12  Lead  and  M-I  Electrocardiograms. 


12  Lead  Electrocardiograms 

No. 

M-I  Electrocardiograms 

No. 

Abnormal  tracings 

531 

Abnormal  tracings 

527 

Borderline  tracings 

64 

Abnormal  tracings 

62 

Total 

595 

Total 

589 

% Errors  ( false  negatives ) 

1.01 

Normal  tracings 

903 

Normal  tracings 

687 

Abnormal  tracings 

216 

% Errors  (false  positives) 

23.94 

Classification  of  Abnormal  Tracings 

12  Lead  Electrocardiograms 

No.  of  M-I  Errors 

Acute  anterior  myocardial  infarction 

52 

0 

Acute  posterior  myocardial  infarction 

53 

2 

Old  anterior  myocardial  infarction 

19 

0 

Old  posterior  myocardial  infarction 

22 

1 

A-V  blocks 

16 

0 

Bundle  branch  blocks,  left 

20 

0 

Bundle  branch  blocks,  right 

34 

0 

Left  ventricular  hypertrophy 

58 

0 

Right  ventricular  hypertrophy 

5 

0 

Rhythm  disturbances 

47 

0 

Nonspecific  T wave  and  S-T  changes 

205 

1 

Total 

531 

4 

criteria  for  interpretation  of  this  lead  are  enumerated. 

of  a physical  examination, 

an  M-I 

tracing 

A series  involving  595  borderline  and  abnormal 

12 

done  quickly  and  inexpensively.  It 

is  impoi 

have  been  sufficient  to  classify  as  abnormal  all  but 
six  (1.01  per  cent)  of  these  tracings.  The  M-I  lead 
also  detected  abnormalities  on  several  patients  with 
clinically  proven  heart  disease  which  were  not  de- 
tected by  the  12  lead  ECG  taken  at  the  same  time. 

It  would  be  desirable  to  have  a routine  12  lead 
electrocardiogram  on  all  male  patients  age  30  or 
more  and  females  age  45  or  more.  Many  of  these 
patients  will  refuse  to  undergo  this  test  because  of 
the  time  or  expense  involved,  but  during  the  course 


note  that  23-9  per  cent  false  positives  were  encoun- 
tered; therefore,  explanation  must  be  given  to  per- 
sons undergoing  this  screening  test  that  any  abnor- 
malities detected  are  not  diagnostic  of  any  disease. 
As  indicated  by  the  person’s  physician,  a 12  lead 
ECG  and  other  studies  are  necessary  for  complete 
evaluation.  It  is  believed  that  this  single  lead  could 
be  used  satisfactorily  for  screening  adults  for  heart 
disease. 

REFERENCES 


Dr.  Vlahakos  is  in  general 
practice  in  Pasadena  where 
he  is  associated  with  the 
Veatch  Clinic. 


1.  Dawber,  T.  R.,  et  al.:  Electrocardiogram  in  Heart  Disease 
Detection.  Comparison  of  Multiple  and  Single  Lead  Procedures,  Cir- 
culation 5:559  (April)  1952. 

2.  La  Rotonda,  O.,  and  Guidotti,  F.  P. : Electrocardiographic 
Survey  of  Hotel  Employees  in  New  York  City,  Industr.  Med.  & 
Surg.  27:18  (Jan.)  1958. 

3.  Robb,  G.  P.,  and  Marks,  H.  H.:  Evaluation  of  Type  and 
Degree  of  Change  in  Postexercise  Electrocardiogram  in  Detecting 
Coronary  Artery  Disease,  Proc.  Soc.  Exp.  Biol.  Med.  103:450 
(March)  I960. 

4.  Sodeman,  W.  A.,  and  Logue,  J.  T.:  Evaluation  of  Selected 
Leads  in  Electrocardiographic  Screening,  JAMA  167:308  (May  17) 
1958. 

♦ Dr.  Vlahakos,  211  S.  Main,  Pasadena. 


38 


TEXAS  State  Journal  of  Medicine 


Differential  Diagnosis 

Collagen  Disease 
In  Children 


Earl  J.  Brewer,  Jr.,  M.D. 


IN  THE  DAILY  practice  of  pediatrics,  a major 
problem  is  to  decide  which  of  the  many  children 
examined  have  serious  disease  worthy  of  more  de- 
tailed studies.  Two  of  the  most  frequent  symptoms 
of  disease  in  children  are  fever  and  arthralgia.  Usual- 
ly the  cause  is  readily  apparent  after  physical  exam- 
ination. 

Patients  who  have  fever,  pain  in  muscles,  or  ar- 
thritis that  persists  or  recurs  for  no  apparent  reason 
over  a period  of  time  must  be  studied  carefully.  The 
first  consideration,  of  course,  is  to  rule  out  infectious 
disease  with  appropriate  cultures  and  serologic 
studies. 

In  this  type  of  illness,  the  diagnosis  of  a collagen 
disease  always  must  be  considered  even  though  the 
incidence  is  rare  in  relation  to  all  illnesses.  The  ap- 
proach to  the  differential  diagnosis  of  collagen  dis- 
eases presented  herein  is  not  intended  as  a complete 
description  of  these  capricious  maladies,  but  rather 
as  a guide  to  diagnosis. 

Rheumatic  Fever 

Rheumatic  fever  is  a collagen  disease  occurring 
most  commonly  in  children  over  five  years  of  age  and 
follows  an  acute  streptococcal  infection.  The  usual 
symptoms  and  signs  are  fever,  migratory  polyarthritis, 
collagen  rash  or  erythema  marginatum,  carditis,  sub- 
cutaneous nodules,  and,  occasionally,  chorea.  The 
antistreptolysin  titer,  leukocyte  count,  and  sedimenta- 
tion rate  usually  are  elevated  and  anemia  frequently 
is  present. 

The  temperature  often  is  spiking  in  nature  and 
rarely  exceeds  103  F. 

The  polyarthritis  is  migratory  in  nature  with  the 
weight-bearing  joints  most  commonly  involved.  The 
neck  almost  never  is  involved.  Fluid  in  the  joint  is 
common  in  rheumatic  fever.  The  joint  is  warm,  often 
red,  and  more  tender  than  the  involved  joint  of 


rheumatoid  arthritis.  Monarticular  arthritis  does  oc- 
cur in  early  rheumatic  fever. 

The  presence  of  a nonspecific  collagen  rash  or, 
more  specifically,  erythema  marginatum  is  helpful  in 
the  diagnosis.  Subcutaneous  nodules  in  children,  when 
present,  are  not  necessarily  indicative  of  rheumatic 
fever,  because  the  nodules  of  rheumatoid  arthritis 
and  systemic  lupus  erythematosus  are  similar  in  his- 
tologic structure  and  location.  An  elevated  antistrep- 
tolysin titer,  leukocyte  count,  or  sedimentation  rate 
do  not  justify  a conclusive  diagnosis  of  rheumatic 
fever. 

The  character  of  arthritis,  age  group,  carditis,  and 
rapid  response  to  salicylate  usually  are  the  most  sig- 
nificant findings  for  diagnosis.  Definitive  diagnosis 
always  is  based  on  clinical  findings  (Table  1). 

Rheumatoid  Arthritis 

Rheumatoid  arthritis  is  a collagen  disease  occur- 
ring most  commonly  in  girls  under  five  years  of  age, 
and  often  is  preceded  by  a respiratory  infection,  sur- 
gery, or  trauma  to  a joint.  A familial  history  is  ob- 
tained in  10  to  30  per  cent  of  patients.  The  usual 
signs  and  symptoms  are  fever,  polyarthritis,  collagen 
rash,  or  specific  "rheumatoid  rash”,  morning  stiffness, 
hepatomegaly  occasionally,  and  splenomegaly  rarely. 
Anemia,  leukocytosis,  and  increased  sedimentation 
rate  often  are  found. 

The  temperature  often  is  spiking  in  nature  and 


Collagen  diseases  are  poorly  understood  and  of 
unknown  etiology.  Differential  diagnosis  is  dif- 
ficult, but  persistent  or  recurrent  fever,  muscu- 
lar pain,  or  arthritis  indicate  a need  for  more 
detailed  studies  in  an  attempt  to  find  the  pri- 
mary cause  of  the  symptoms. 
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Table  1. — Differential  Diagnosis  of  Acute  Rheumatic 
Fever,  Acute  Rheumatoid  Arthritis,  and  Systemic  Lupus 


Erythematosus. 

Rheumatic 

Fever 

Rheumatoid 

Arthritis 

Systemic 

Lupus 

Erythematosus 

Age  Trend 

>5  years 

<5  years 

>5  years 

Sex  Ratio 

same 

girls  2 : 1 

girls  5:1 

Joint  findings 

Pain 

Swelling 

Tenderness 

severe 

severe  with 
fluid 

severe 

moderate 

periarticular 

moderate 

Bony  x-ray 

none 

frequent 

occasional 

changes 

Morning 

no 

yes 

occasional 

Stiffness 

Rash 

collagen 

erythema 

marginatum 

collagen 

rheumatoid 

arthritis 

rash 

usually 

specific 

Chorea 

yes 

no 

rarely 

Clinical 

+ 

rare 

late 

Carditis 

Laboratory 

Tests 

WRC 

normal  to 
high 

normal  to 
high 

decreased 

Latex 

— 

+ (10%) 

occasionally + 

Sheep  cell 

agglutination 

— 

+ (10%) 

— 

L.E.  cell 

preparation 

— 

— 

+ 

Biopsy 

Skin  rash 

nonspecific 

nonspecific 

diagnostic 

usually 

Nodules 

same 

same 

same 

Response  To 
Salicylates 

rapid 

slow  or 

none 

none 

not  infrequently  is  105  or  106  F.  Some  patients  have 
a low  grade  temperature  or  none  at  all. 

Polyarthritis  may  be  migratory  and  involves  large 
weight-bearing  joints  initially.  The  cervical  vertebral 
joints  and  sternoclavicular  joints  frequently  are  in- 
volved along  with  the  fingers  and  hands  later. 
Almost  any  joint  can  be  involved,  but  involvement 
of  the  thoracic  and  lumbar  vertebral  joint  is  rare. 
The  swelling  usually  is  periarticular;  pain  and  ten- 
derness are  less  intense  than  in  rheumatic  fever,  and 
significant  fluid  in  the  joint  is  uncommon.  Redness 
of  the  skin  is  rare.  Monarticular  arthritis  initially  is 
common.  Osteoporosis  frequently  is  found  in  joints 
involved. 

A collagen  rash  is  common  in  rheumatoid  arthri- 
tis and  is  nonspecific.  Some  physicians  believe  a 
specific  rheumatoid  rash  occurs. 

Morning  stiffness,  in  the  author’s  experience,  is 


an  important  differential  point  in  the  diagnosis  of 
rheumatoid  arthritis,  and  a careful  history  and  early 
morning  observation  are  necessary  at  times  to  elicit 
this  finding. 

Hepatomegaly  and  splenomegaly  are  not  common. 
Clinical  carditis  is  rare. 

The  laboratory  findings  of  anemia,  leukocytosis, 
and  increased  sedimentation  rate  are  not  specific  and 
are  not  always  present.  Unfortunately,  the  test  for 
rheumatoid  factor  is  positive  in  only  10  to  30  per 
cent  of  children  with  rheumatoid  arthritis.  The  sheep 
cell  agglutination  test  is  the  most  specific,  but  often 
is  negative  in  children  with  active  disease.  Patients 
with  lupus  erythematosus  can  have  a positive  latex 
test. 

The  response  to  salicylates  by  the  child  with  rheu- 
matoid arthritis  is  not  dramatic  or  rapid.  Morning 
stiffness,  periarticular  bilateral  polyarthritis,  osteo- 
porosis, cervical  spine  involvement,  and  poor  re- 
sponse to  salicylates  are  most  helpful  findings  for 
diagnosis  (Table  1). 

Systemic  Lupus  Erythematosus 

Systemic  lupus  erythematosus  occurs  predominant- 
ly in  girls  over  the  age  of  five  years,  and  is  less 
common  in  occurrence  than  rheumatic  fever  or  rheu- 
matoid arthritis.  A 10  to  30  per  cent  familial  inci- 
dence is  found.  The  frequent  beginning  signs  and 
symptoms  are  low  grade  fever,  migratory  polyarthri- 
tis, malaise,  "lupus”  rash  on  face  or  trunk  with  photo- 
sensitivity, myalgias,  occasional  morning  stiffness, 
weight  loss,  subcutaneous  nodules,  and  pleuritic  pain. 
Anemia  ( sometimes  hemolytic ) , leukopenia,  elevated 
sedimentation  rate,  abnormal  urinalysis,  positive  lupus 
erythematosus  cell  preparations,  positive  desoxyribose 
nucleic  acid  test,  biologic  false  positive  serologic  test 
for  syphilis,  and  occasionally  a positive  latex  test  are 
frequent  laboratory  findings. 

Polyarthritis  can  be  migratory,  and  principally  in- 
volves large  joints.  Bony  changes  in  roentgenograms 
are  unusual.  Morning  stiffness  can  be  present. 

The  lupus  erythematosus  rash  is  present  in  more 
than  one-half  of  patients,  and  is  located  on  the  face 
or  trunk.  Biopsy  usually  gives  accurate  diagnosis. 

The  finding  of  a definitely  positive  lupus  erythe- 
matosus cell  preparation  with  a positive  desoxyribose 
nucleic  acid  test  also  is  a positive  diagnostic  sign. 

There  is  no  response  to  salicylate  administration 
(Table  1). 

Dermatomyositis 

Dermatomyositis  in  childhood  is  characterized  by 
an  insidious  onset  of  marked  muscular  weakness  and 
atrophy  accompanied  by  a low  grade  fever,  violaceous 
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skin  rash  on  the  face,  scaling  induration  of  certain 
areas  of  skin,  pain  in  the  muscles,  and  periorbital 
edema.  Calcinosis  cutis  is  a late  finding. 

A definite  diagnosis  is  made  by  muscle  biopsy, 
electromyogram  (reveals  nerve  and  muscle  injury), 
elevation  of  serum  SGOT  and  increased  urinary 
clearance  of  creatine. 

Scleroderma 

Scleroderma  occurs  rarely  in  children  and  may  be 
localized  (morphea  and  linear  scleroderma)  or  dif- 
fuse. There  is  loss  of  skin  and  subcutaneous  tissue 
elasticity  with  hardness  of  subcutaneous  tissue  and 
a shiny  skin.  Linear  scleroderma  is  associated  with 
hemiatrophy. 

Diffuse  scleroderma  can  occur  in  almost  all  parts 
of  the  body  and  calcinosis  is  a late  finding. 

Biopsy  of  involved  areas  gives  positive  diagnosis. 

Polyarteritis 

Polyarteritis  is  a rare  collagen  disease  in  children, 
usually  boys,  that  is  characterized  by  multiple  system 
involvement,  fever,  skin  rash  leading  to  necrosis,  ab- 
dominal pain,  occasional  hypertension,  myositis,  and 
pyuria  or  albuminuria. 

Biopsy  of  involved  areas  reveals  necrotizing  vas- 
culitis of  the  media  and  subendothelial  tissues  with 
fibrinoid  changes  in  the  tunica  adventitia.  The  diag- 
nosis is  based  on  biopsy  and  history. 

Diseases  To  Be  Excluded 

Before  a definite  diagnosis  is  made,  the  following 
diseases  should  be  excluded  ( see  Table  2 ) : 

1.  Pyogenic  arthritis  usually  is  caused  by  staphylo- 
coccus infections,  but  other  organisms  occur.  Involve- 
ment occasionally  is  bilateral  and  a few  patients  with 
rheumatoid  arthritis  develop  pyogenic  arthritis.  The 
joint  pain  usually  is  exquisite,  redness  is  prominent, 
and  significant  fluid  usually  is  present.  Diagnosis  is 
by  smear  and  culture  of  synovial  fluid.  Characteristic 
destruction  of  joint  surfaces  as  shown  by  roentgeno- 
gram are  not  found  early  in  the  course  of  the  disease. 

Brucellosis  can  mimic  collagen  disease,  and  diag- 
nosis is  made  after  agglutination  titers  are  performed; 
occasionally  blood  or  bone  marrow  cultures  are  neces- 
sary. 

Tuberculosis  is  a rare  condition  now,  and  usually 
is  unilateral.  Diagnosis  is  established  by  tuberculin 
skin  test,  roentgenographic  changes,  and  occasionally, 
biopsy. 

2.  Sepsis  can  produce  high  fever  and  arthralgia, 
and  is  diagnosed  by  appropriate  blood  cultures. 

3.  Allergic  reactions  are  difficult  to  differentiate  at 
times,  and  history  and  course  of  the  disease  are  help- 
ful. 


Table  2. — Diseases  To  Be  Excluded. 

1.  Pyogenic  Arthritis 

A.  Staphylococcus  and  other  microorganisms 

1.  Synovial  fluid  culture  and  smear 

2.  Can  be  bilateral 

B.  Brucellosis 

1.  Febrile  agglutinations 

2.  Blood  or  bone  marrow  culture 

C.  Tuberculosis 

1.  Tuberculin  test 

2.  X-ray  changes 

2.  Sepsis— Blood  Culture 

3.  Allergic  Reactions — History 

4.  Leukemia 

A.  Bone  marrow  aspiration 

B.  Bony  x-ray  changes 

5.  Agammaglobulinemia 

A.  Occurs  in  boys 

B.  Serum  electrophoresis  diagnostic 

6.  Neoplasms — Hemangiomas 

A.  Biopsy 

B.  Joint  fluid  examination 

C.  Progressive  x-ray  changes 

7.  Trauma 

A.  Joint  fluid  examination 

B.  History 

8.  Gout— Rare  in  Children 

A.  Family  history 

B.  Initial  involvement  often  monarticular 

C.  Serum  uric  acid  above  8.0  mg.  % 

D.  Joint  fluid  examination  for  uric  acid  crystals 

9.  Plasma  Cell  Hepatitis 

A.  Plasma  cell  hepatitis — biopsy 

B.  Polyarthritis 

C.  Collagen  rash  resembling  L.E. 

D.  Abnormal  urinalysis 

E.  Absence  of  secondary  sexual  characteristics  and 
amenorrhea 

F.  Teen-age  girls 

G.  Negative  L.E.  cell  preparation  usually 

10.  Reiter’s  Disease 

A.  Occurs  in  older  children 

B.  Arthrips 

C.  Conjunctivitis 

D.  Urethritis 

11.  Farber’s  Disease 

A.  Weak  cry 

B.  Occurs  under  2 years  of  age 

C.  Mental  retardation 

D.  Polyarthritis 

E.  Fatal 


4.  Leukemia  can  produce  fever  and  joint  pain  be- 
fore the  peripheral  blood  is  abnormal.  Infiltration  of 
bone  as  demonstrated  by  roentgenograms,  and  bone 
marrow  aspiration  confirm  the  diagnosis.  At  times, 
several  bone  marrow  aspirations  must  be  performed 
before  changes  are  evident. 

5.  Agammaglobulinemia  with  polyarthritis  is  rare, 
and  occurs  in  boys  subject  to  severe  recurrent  infec- 
tions. The  arthritis  produced  does  not  cause  perma- 
nent joint  damage,  and  diagnosis  is  made  by  serum 
electrophoresis. 

6.  Neoplasms  such  as  hemangiomas  can  cause  re- 
current arthritis  that  is  diagnosed  by  history  of  per- 
sistent unilateral  joint  involvement,  progressive  soft 
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tissue  swelling  seen  on  roentgenograms,  and  biopsy. 

7.  Trauma  produces  hemarthrosis  and  is  diagnosed 
by  history  and  joint  aspiration  of  blood.  A linear 
fracture  near  a joint  can  be  confused  with  the  arthri- 
tis of  collagen  disease. 

8.  Gout  is  rare  in  children.  Pertinent  data  for  dif- 
ferential diagnosis  include  family  history,  serum  uric 
acid  above  8.0  mg.  per  100  cc.,  joint  fluid  examina- 
tion for  uric  acid  crystals,  and  a trial  treatment  with 
colchicine  if  indicated. 

9.  Plasma  cell  hepatitis  is  a rare  disease  occurring 
principally  in  teen-age  girls.  It  is  characterized  by 
amenorrhea,  absence  of  secondary  sexual  character- 


istics, polyarthritis,  skin  rash  resembling  lupus  erythe- 
matosus, plasma  cell  hepatitis,  and  negative  lupus 
erythematosus  cell  preparation.  Diagnosis  is  con- 
firmed by  biopsy  of  liver.  The  syndrome  can  occur 
in  younger  children. 

10.  Reiter’s  disease  is  characterized  by  urethritis, 
conjunctivitis,  and  polyarthritis.  It  is  rare  in  children. 

11.  Farber’s  disease  (disseminated  lipogranuloma- 
tosis)  is  a rare  condition,  fatal,  and  occurs  in  children 
under  two  years  of  age.  The  disease  is  characterized 
by  a weak,  hoarse  cry,  periarticular  swelling,  mental 
retardation,  and  systemic  involvement  including  sub- 
cutaneous nodules.  Diagnosis  is  by  biopsy. 

Summary 

The  differential  diagnosis  of  collagen  disease  in 
children  is  a perplexing  and  complicated  adventure 
through  a maze  of  poorly  understood  diseases  of 
unknown  etiology.  In  the  past,  the  preceding  ap- 
proach to  initial  diagnosis  has  been  of  some  benefit 
in  arriving  at  an  impression. 

♦ Dr.  Brewer,  Texas  Medical  Center,  6621  Fannin  Street, 
Houston  25. 


Basic  Cause  of  Mongolism 
May  Be  Infectious  Agent 

Immunization  against  mongolism  sounds  improbable,  but  two  Australian 
investigators  have  piled  up  clues  which  indicate  that  this  may  someday  be  possible. 

The  two  physicians  have  found  indications  that  mongolism,  which  appears  to 
be  firmly  linked  to  genetic  abnormalities,  basically  may  be  caused  by  an  infectious 
agent. 

From  their  study,  four  significant  facts  have  emerged.  First,  the  number  of 
mongoloids  born  in  Victoria,  Australia,  varies  year  by  year,  with  peaks  occurring 
roughly  five  years  apart.  Second,  more  mongoloid  births  occur  in  urban  than  rural 
areas.  Third,  there  is  a uniform  time  lag  of  one  year  between  "outbreaks”  in 
urban  and  rural  areas. 

Fourth,  40  per  cent  of  the  mongoloid  births  were  in  unusual  geographic 
"clusters”.  The  doctors  define  "clustering”  as  a group  of  from  2 to  25  mongoloids 
born  in  a restricted  geographical  area  within  24  months  of  each  other.  One  of 
these  clusters  occurred  in  a suburb  of  Melbourne  which  had  averaged  one  to  two 
mongoloids  a year.  In  1944,  however,  the  suburb  reported  seven  mongoloid  births 
in  seven  months,  and  four  of  these  were  born  in  the  same  week  within  a quarter 
of  a mile  of  each  other.  In  1959,  the  same  suburb  reported  five  mongoloid  births 
in  five  months  within  a half-mile  area,  with  two  births  occurring  in  the  same 
week. 

The  doctors,  in  a recent  issue  of  Medical  World  News,  said,  "any  infective 
agent  operating  in  the  etiology  of  mongolism  would  have  to  be  ubiquitous,  since 
the  disease  is  worldwide  in  distribution.  It  would  need  to  be  endemic  in  a popu- 
lation and  epidemic  at  times,  both  locally  and  generally.  It  would  have  to  reflect 
a slow  spreading  disorder  with  a long  incubation  period”. 

Infective  agents  present  in  streptococcal  infections,  infectious  hepatitis,  and 
influenza  are  all  under  suspicion  and  are  being  investigated  in  this  study. 
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Chronic  Progressive  Lung  Disease 
Of  Unknown  Etiology 


T.  Reedy,  M.D.;  J.  T.  Davis,  M.D.;  A.  C.  DeGraff,  M.D.; 
W.  F.  Miller,  M.D.;  M.  Ziff,  M.D.;  and  B.  D.  Fallis,  M.D. 


This  is  the  tenth  in  a series  of  clinicopathologic  confer- 
ences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  The  clinical  summary  is  by  Dr.  T.  Reedy, 
fellow  in  the  Department  of  Internal  Medicine.  Radiologic 
findings  are  by  Dr.  J.  T.  Davis  of  the  Department  of 
Radiology.  Drs.  A.  C.  DeGraff,  W.  F.  Miller,  and  M.  Ziff 
of  the  Department  of  Internal  Medicine,  present  the  clin- 
ical discussion,  and  Dr.  B.  D.  Fallis  of  the  Department  of 
Pathology  gives  the  pathologic  findings. 

Clinical  Summary 

Case  Presentation,  Dr.  T.  Reedy. — This  69  year 
old  white  man,  a home  design  consultant  with  a 12 
year  history  of  chronic  lung  disease,  was  admitted 
with  a two-weeks  history  of  progressive  weakness. 

He  was  apparently  entirely  well  until  12  years 
prior  to  admission,  when  he  had  an  episode  of  severe 
cough,  productive  of  a moderate  amount  of  muco- 
purulent sputum.  This  induced  him  to  quit  smoking 
the  two  or  three  packages  of  cigarettes  per  day  to 
which  he  had  been  accustomed  all  of  his  adult  life. 
His  cough  cleared  completely  over  a period  of  sev- 
eral days.  He  remained  well  until  eight  years  prior 
to  admission,  when  he  experienced  another  episode 
of  cough,  sputum  production,  and  subjective  fever 
of  several  weeks’  duration.  When  this  finally  cleared, 
he  then  remained  well  until  four  years  prior  to  ad- 
mission. At  that  time  he  developed  episodic  cough 
and  dyspnea  on  exertion.  During  the  ensuing  three 
years,  the  exertional  dyspnea  gradually  progressed. 
Intermittent  cough  continued,  but  there  was  little 
mucus  production. 


One  year  prior  to  admission,  his  dyspnea  became 
incapacitating,  and  it  was  also  noted  that  the  patient 
was  cyanotic  after  exercise.  He  was  hospitalized  else- 
where, and  it  was  observed  that  he  was  cyanotic  and 
had  harsh  breath  sounds  and  crepitant  rales  in  the 
lung  bases.  A chest  roentgenogram  showed  a reticular 
infiltrate  as  well  as  "hard”  lesions  scattered  through- 
out the  lungs.  Bronchoscopy  revealed  a "surprisingly 
normal  tracheobronchial  tree,  there  being  no  evidence 
even  of  bronchitis”.  Skin  tests  were  negative.  The  he- 
matocrit was  48  per  cent;  white  blood  count,  6,200; 
and  urine  normal  except  for  a trace  of  albumin.  The 
serum  proteins,  albumin-globulin  (A/G)  ratio,  cal- 
cium, and  phosphorus  were  normal.  Sputum  exam- 
inations for  acid-fast  bacilli  cultures,  cytology,  and 
special  stains  for  pulmonary  alveolar  proteinosis  were 
negative.  Special  studies  on  the  patient  at  this  time 
were  carried  out  at  Parkland  Memorial  Hospital. 
These  revealed  a restrictive  ventilatory  defect,  a 
marked  decrease  in  pulmonary  capillary  volume  and 
a very  reduced  diffusion  capacity.  Blood  gas  studies 
showed  a low  POo  at  rest  which  was  markedly  de- 
creased with  exercise.  An  open  lung  biopsy  was  car- 
ried out  and  a piece  of  the  right  middle  lobe  was  ob- 
tained. On  gross  examination,  the  specimen  looked 
like  a piece  of  "hobnailed  liver.”  Microscopic  exami- 
nation was  reported  to  reveal  diffuse,  chronic,  in- 
terstitial fibrosis  and  inflammation  of  undetermined 
etiology.  The  patient  was  started  on  inhalation  ther- 
apy which  was  followed  by  moderate  improvement. 
Steroid  therapy  was  instituted,  and  the  dyspnea  dra- 
matically improved.  The  patient  returned  to  work. 

Three  months  prior  to  admission  to  this  hospital, 


Progressive  weakness  and  dyspnea, 
occurring  after  a long  history  of  chronic 
lung  disease,  are  the  presenting  symp- 
toms in  this  case.  Radiographic  signs  of 
"hard"  lung  lesions,  and  evidence  of  a 
restrictive  ventilatory  defect  also  were 
present. 
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LUNG  DISEASE  — Reedy,  et  al.  — continued 

steroids  were  gradually  decreased  over  a period  of 
several  weeks  and  were  then  discontinued  altogether. 
Near  the  time  of  cessation  of  the  steroids,  the  patient 
noted  gradually  increasing  dyspnea  on  exertion  and 
developed  some  ankle  edema.  He  was  then  given  al- 
most continuous  40  per  cent  oxygen  therapy,  with  not 
much  change  in  his  condition.  After  digitalization 
and  mercurial  diuretics  no  change  was  apparent,  and 
steroid  therapy  (32  mg.  Aristocort  per  day)  was 
reinstituted.  He  again  noted  marked  improvement 
and  returned  to  work  one  month  prior  to  admission. 
However,  two  weeks  later,  peripheral  edema  was 
again  apparent  and  his  dyspnea  was  worse.  He  was 
given  Diuril  with  a subsequent  diuresis  of  10  pounds 
during  the  ensuing  72  hours.  About  that  time  he 
noted  marked  weakness.  Diuril  was  discontinued  and 
the  patient  was  treated  with  potassium  chloride  tab- 
lets. Nevertheless,  weakness  persisted.  He  had  had  a 
large  fluid  intake,  but  little  food  had  been  eaten. 
Copious  diuresis  persisted  in  the  absence  of  diuretics. 
One  day  prior  to  admission  he  had  emesis  of  in- 
gested fluids  on  three  occasions,  and  had  four  loose 
stools.  A blood  sample  revealed  lactescent  serum,  and 
the  blood  sugar  was  850  mg.  per  100  cc. 

The  patient  worked  in  a cement  plant  in  an 
atmosphere  of  heavy  cement  dust  from  1930  to  1944, 
but  denied  any  pulmonary  symptoms  during  that 
time.  He  denied  a past  history  of  hypertension, 
angina,  orthopnea,  paroxysmal  nocturnal  dyspnea, 
and  hemoptysis.  There  was  no  family  history  of 
diabetes. 

Physical  Examination. — The  patient  appeared 
chronically  ill  and  poorly  nourished,  and  there  was 
evidence  of  marked  muscle  wasting.  He  was 
tachypneic  and  cyanotic  whenever  oxygen  therapy 
was  discontinued.  Several  small  sacral  decubiti  were 
present. 

Temperature  was  97.6  F.,  pulse  130  and  regular, 
respirations  40  and  regular,  blood  pressure  110/70 
mm.  of  mercury.  The  optic  fundi  were  normal. 
The  neck  veins  were  flat.  Chest  expansion  was  re- 
stricted and  diaphragmatic  excursions  were  negligible. 
Marked  bilateral  crepitant  rales  were  present  at  both 
lung  bases  posteriorly  up  to  the  scapular  tips.  The 
cardiac  rhythm  was  regular  sinus  at  a rate  of  130, 
and  there  was  no  gallop.  The  point  of  maximum  im- 
pulse (PMI)  was  in  the  epigastrium  and  the  left 
border  of  cardiac  dullness  was  just  beyond  the  PMI. 
P2  was  accentuated  and  split  throughout  the  cardiac 
cycle.  The  liver  was  palpable  5 cm.  below  the  right 
costal  margin  and  was  moderately  tender.  He  had 
l-(-  pitting  presacral  edema  and  2-f-  soft  pitting 
edema  of  the  ankles  and  feet.  The  nailbeds  were 
cyanotic  when  02  was  not  being  administered.  Club- 
bing was  not  present.  He  was  mentally  alert  and 
oriented.  The  cranial  nerves  and  sensory  systems  were 
intact.  There  was  marked  muscle  wasting  in  the  ex- 


tremities and  total  areflexia.  Extreme  weakness  was 
detected  in  all  muscles  tested. 

Course. — The  hyperglycemia  was  corrected  with 
200  units  of  regular  insulin  over  a period  of  seven 
hours.  The  diabetic  state  was  subsequently  controlled 
on  30  units  of  NPH  insulin  daily.  Hyponatremia  was 
corrected  by  restriction  of  free  water.  Subsequent 
therapy  included  steroids  (40  mg.  prednisolone 
daily ) , digitalis,  antacids,  inhalation  therapy  by  face 
mask,  and  intermittent  positive  pressure  breathing 
assistance.  He  regained  strength  to  the  degree  that 
he  could  walk  approximately  20  yards  when  aided 
by  oxygen  from  a portable  unit.  Exercise  tolerance 
was  limited  at  that  point  by  profound  dyspnea  and 
occasional  substernal  chest  pain.  Areflexia  remained 
despite  vigorous  physiotherapy.  The  peripheral 
neuropathy  was  felt  to  be  induced  by  steroids. 
Prednisolone  dosage  was  reduced  from  40  mg.  to 
20  mg.  daily  on  the  4lst  hospital  day  in  order  to 
test  the  effect  of  reduced  dosage  on  the  peripheral 
neuropathy.  However,  the  patient’s  dyspnea  grad- 
ually progressed  in  severity  over  an  eight  day  period 
and  by  the  50th  hospital  day,  he  was  moderately 
dyspneic  at  rest  on  40  per  cent  oxygen.  Steroids  were 
then  increased  to  80  mg.  per  day,  but  the  downhill 
course  was  relentless  and  the  patient  died  suddenly 
on  the  51st  hospital  day. 

Clinical  laboratory  and  pulmonary  function 
studies  are  given  in  Tables  1 and  2. 


Radiologic  Findings 

Dr.  J.  T.  Davis. — We  have  a series  of  chest 
films  on  this  patient  dating  from  five  and  one-half 
years  ago  to  the  present  and  last  hospital  admission. 
The  earliest  chest  films  are  abnormal.  The  cardiac 
silhouette  appears  to  be  essentially  within  normal 
limits,  but  there  is  a shift  of  the  heart  and  medias- 
tinal structures  to  the  right.  A slight  increase  in 
interstitial  markings  is  apparent  in  both  bases.  On 
subsequent  films  there  is  a slow  but  relentless  pro- 
gression of  these  abnormalities.  There  is  increase  in 
reticular  and  later  in  coarsely  stranded  infiltrate  in 
both  bases.  This  is  perhaps  a little  more  marked  in 
the  right  lung  base  than  in  the  left.  There  is  pro- 
gressive shift  of  the  heart  toward  the  right  so  that 
on  the  final  chest  films  shortly  before  death,  the  shift 
is  quite  noticeable.  In  addition,  both  leaves  of  the 
diaphragm  have  become  progressively  higher  through- 
out the  series  of  films.  The  upper  lung  fields,  par- 
ticularly the  left,  are  quite  radiolucent  when  com- 
pared to  the  bases  and  a large  bullous  lesion  in  the 
anterior  segment  of  the  left  upper  lobe  is  apparent 
in  the  two  most  recent  films. 

A pulmonary  angiogram  made  in  September,  1961, 
demonstrates  well  the  shift  of  the  heart  and  the 
brachiocephalic  vessels  to  the  right  due  to  the  fibrotic 
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Table  1 

. — Laboratory  Studies. 

Hospital  Day 

1 

2 

7 

15 

28 

50 

Hemoglobin 

16 

14 

12.3 

12.0 

11.1 

Hematocrit 

48 

39 

38 

38 

White  blood  count 

6,000  10,750 

9,800 

5,000 

Polys 

84 

74 

Lymphocytes 

12 

22 

Blood  urea  nitrogen 

32 

26 

23 

26 

24 

28 

Creatinine 

1.1 

Blood  sugar 

860 

145 

240 

166 

181 

209 

Chloride 

87 

96 

96 

100 

97 

Sodium 

123 

126 

142 

139 

139 

Potassium 

5.1 

4.6 

5.0 

5.3 

5.4 

Total  protein 

6.4 

5.4 

Albumin 

3.3 

3.5 

Globulin 

3.1 

1.9 

COl*  content 

22 

28 

31 

28 

29 

Cholesterol 

340 

300 

Urine  sugar/acetone 

4+  / mod 

T/N 

N/N 

N/N 

N/N 

N/N 

Weight 

152 

150 

146 

150 

146 

147 

Venous  pressure 

10  cm. 

7.5  cm. 

Circulation  time 

18  sec. 

18  sec. 

Forced  vital  capacity 

2.0  (51%) 

2.3  (59%  ) 

Forced  expired  volume  0.5  sec. 

1.4  (70%) 

1.5  (65%) 

Forced  expired  volume  1.0  sec. 

1.6 

1.8 

ECG — Right  ventricular  preponderance — abnormal  P 

waves 

\ 

contraction  of  the  lungs,  which  is  more  advanced  in 
the  right  lung  base  than  the  left.  Both  right  and  left 
main  pulmonary  arteries  are  abnormally  wide,  but 
the  smaller  radicals  of  these  arteries  taper  rapidly, 
indicating  pulmonary  hypertension.  There  is,  in  addi- 
tion, a crowding  together  of  vascular  structures  in 
both  bases,  more  marked  on  the  right.  The  large 
rounded  air  cyst  in  the  left  upper  lobe  is  completely 
avascular  and  indeed  does  represent  a bullous  lesion. 

In  summary  then,  the  changes  are  those  of  pro- 
gressive, fibrotic  contraction  involving  primarily  both 
lower  lung  fields,  and  accompanied  by  changes  of 
compensatory  emphysema  and  bullous  formation  in 
both  upper  lung  fields. 


Clinical  Discussion 

Dr.  A.  C.  DeGraff. — I first  saw  this  man  as  a 
patient  at  the  time  of  the  exacerbation  of  his  illness 
following  discontinuance  of  steroids  about  four 
months  prior  to  his  death.  It  is  my  understanding 
that  steroids  had  been  carefully  reduced  to  a 
maintenance  dose  during  which  time  the  patient  did 
well.  However,  an  increase  in  symptomatology  was 
interpreted  by  the  patient  as  resulting  from  steroids, 
and  he  discontinued  them  on  his  own  initiative. 

This  man  was  entirely  well  until  12  years  prior 
to  admission,  at  which  time  he  developed  a bout  of 
pneumonitis.  This  recurred  eight  years  prior  to  ad- 
mission and  again  four  years  prior  to  admission. 
Following  the  last  bout  of  clinical  pneumonitis,  he 
experienced  progressively  increasing  dyspnea.  When 
examined  a year  prior  to  admission,  harsh  breath 
sounds  and  crepitant  rales  were  noted  in  both  lung 


bases.  The  pulmonary  function  studies  performed  at 
that  time  revealed  the  anticipated  restrictive  ventila- 
tory defect  and  evidence  of  diffusion  abnormality. 
All  measurements  of  lung  volumes  were  reduced, 
including  total  lung  capacity,  vital  capacity,  and 
residual  volume.  Diffusing  capacity  of  the  pulmonary 
membrane  for  carbon  monoxide  was  markedly  re- 
duced, indicating  an  increased  resistance  to  gas  dif- 
fusion across  the  alveolar  capillary  membrane.  The 
marked  fall  of  arterial  oxygen  saturation  during  mild 
exercise,  even  though  the  alveolar  oxygen  tension 
rose,  is  typical  of  such  an  abnormality  in  diffusion. 
Veno-arterial  admixture  was  slightly  above  normal 
(4  per  cent)  during  rest,  but  the  per  cent  of  ad- 
mixture was  not  increased  with  exercise.  Pulmonary1 
capillary  blood  volume  was  markedly  reduced  sug- 
gesting a marked  restriction  in  the  size  of  the 
pulmonary  capillary  bed.  This  restriction  of  the 
pulmonary  capillary  bed  may  account  in  part  for 
the  abnormally  small  increase  of  pulmonary  capillary 
flow  during  exercise. 

These  laboratory  findings  suggest  the  clinical 
syndrome  "alveolo-capillary  block”.  This  impression 
was  substantiated  by  the  finding  of  interstitial 
pneumonitis  and  fibrosis  in  a lung  biopsy.  Alveolar 
capillary  block  has  been  described  in  each  of  the  fol- 
lowing diseases: 

I.  Pulmonary  neoplasms 

A.  Metastatic  carcinoma  with  lymphogen- 
ous spread 

B.  Bronchiolar  carcinoma 

II.  Collagen-vascular  disorders  with  pulmonary 

involvement 

A.  Scleroderma 

B.  Periarteritis  nodosa 
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TABLE  2. — Pulmonary  Function  Studies  (6  Months  Prior  to  Last  Hospital  Admission). 


I. 

Blood  Gases — 9/1/61 

Rest 

Exercise 

room  air  100%  02 

room  air 

100%  o2 

pH 

7.42 

7.40 

7.47 

7.36 

C02  content  (mm./L.) 

18 

17 

PaC02  (mm.  Hg) 

36 

36 

32 

43 

Hematocrit 

54 

56 

02  capacity  (ml./ 100  ml.) 

20.71 

21.77 

02  content  (ml./ 100  ml.) 

19.85 

14.9 

02  saturation  ( % ) 

96 

68 

Pa02  (mm.  Hg) 

71 

596 

35 

518 

PA02  (mm.  Hg) 

113 

668 

119 

661 

PA02-Pa02  (mm.  Hg) 

42 

72 

84 

143 

Minute  volume  (L./min.) 

16.7 

17.0 

50.4 

26.4 

Respiratory  rate 

26 

38 

26 

02  consumption  (cc./min.) 

196 

609 

Respiratory  quotient 

1.10 

1.17 

II. 

Mechanical  Functions 

Predicted 

Found 

Total  lung  capacity  (TLC) 

5,580 

3,255 

Residual  volume  (RV) 

1,730 

690 

Functional  residual  capacity  (FRC) 

2,790 

1,780 

RV/TLC  ratio 

0.31 

0.21 

Forced  vital  capacity  (FVC) 

3,850 

2,620 

Forced  expiratory  volume  (FEV) 

0.5  sec. 

2,620 

1,720 

Forced  expiratory  volume  (FEV) 

1.0  sec. 

3,240 

1,880 

Forced  expiratory  flow  (FEF) 

6,550 

8,300 

Forced  mid  flow  (FMF) 

3,580 

2,180 

III. 

Distribution  of  Ventilation 

t • | 

7 min.  N2  washout 

<2.5% 

0.5% 

IV. 

Pulmonary  Capillary  Bed 

Capillary  blood  flow  (L./min.) 

3.93 

Pulmonary  tissue  volume  (ml.) 

807 

430 

Membrane  diffusion  capacity 

72 

14 

Capillary  blood  volume 

93 

26 

Interpretation. — These  measurements  indicate  a restrictive  ventilatory  defect  associated 
with  a severe  diffusion  defect.  It  would  appear  that  the  diffusion  defect  is  for  the  most 
part  a consequence  of  a severe  restriction  of  the  pulmonary  capillary  bed.  Both  pulmonary 
capillary  blood  volume  and  membrane  diffusing  capacity  are  reduced. 


C.  Lupus  erythematosus 

D.  Rheumatoid  arthritis 

III.  Pulmonary  vascular  stasis 

A.  Mitral  stenosis 

B.  Pulmonary  vein  thrombosis 

C.  Left  ventricular  failure 

D.  Pulmonary  embolism 

IV.  Infectious  diseases  of  lung 

A.  Miliary  tuberculosis 

B.  Virus  pneumonia 

V.  Inhalation  pulmonary  diseases 

A.  Mold  inhalation ( Farmer’s  lung) 

B.  Berylliosis 

C.  Silicosis 

D.  Thesaurosis 

VI.  Miscellaneous 

A.  Radiation  pneumonitis 

VII.  Unknown  etiology 

A.  Specific 

1.  Sarcoidosis 

2.  Pulmonary  eosinophilic  granuloma 

B.  Nonspecific 

1.  Hamman-Rich  syndrome 


All  of  the  above  diseases  may  ultimately  produce 
the  pathologic  picture  of  interstitial  fibrosis.  How- 
ever, some  of  these  disorders  have,  in  addition  to  the 
interstitial  fibrosis,  lesions  which  allow  the  patholo- 
gist to  state  the  specific  nature  of  the  disease.  The 
collagen  vascular  diseases  and  the  inhalation  diseases 
are  examples.  In  some  instances  the  history  of  ex- 
posure will  allow  a presumptive  diagnosis.  In  those 
cases  where  no  etiology  is  indicated  by  history  or  by 
pathologic  examination,  the  diagnosis  of  Hamman- 
Rich  syndrome  usually  is  made.  In  this  case,  by  his- 
tory and  biopsy,  it  is  possible  to  make  a diagnosis  of 
any  of  the  foregoing  known  causes  of  alveolo-capil- 
liary  block  unlikely.  Therefore,  the  diagnosis  of  Ham- 
man-Rich syndrome  was  made. 

Since  the  cause  or  causes  of  the  Hamman-Rich 
syndrome  are  unknown,  it  is  to  be  expected  that 
treatment,  which  is  nonspecific,  is  generally  unsatis- 
factory. 

Steroid  therapy  was  instituted  several  months  prior 
to  admission  in  the  hope  that  a significant  amount 
of  active  inflammation  was  present  and  would  be 
alleviated.  The  patient  noted  subjective  improve- 
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ment.  An  attempt  was  made  to  reduce  the  steroids 
to  a maintenance  level  and  everything  went  well 
until  the  daily  dose  reached  a level  of  approximately 
10  mg.  of  Triamcinolone,  which  was  discontinued  by 
the  patient.  Steroid  therapy  was  reinstituted  after  it 
had  been  established  that  other  modes  of  therapy 
were  ineffective.  Again,  a gratifying  temporary  re- 
mission followed. 

The  patient’s  illness  was  complicated  by  the  ap- 
pearance of  diabetes  and  muscular  weakness.  I would 
prefer  to  leave  the  discussion  of  the  steroid-induced 
diabetes  and  myopathy  to  others  who  are  better 
qualified  to  talk  about  these  entities.  I would  also 
like  for  someone  from  the  rheumatology  group  to 
comment  on  the  possibility  of  auto-immune  mech- 
anisms being  involved  in  the  development  of  the 
Hamman-Rich  syndrome. 

In  regard  to  steroid  therapy,  it  is  well  known  that 
once  patients  with  this  syndrome  are  placed  on 
steroids  the  abrupt  discontinuance  of  steroids  is 
marked  with  great  hazard.  It  can  be  estimated 
roughly  from  the  literature  that  in  those  patients 
where  steroids  were  tapered  or  stopped  suddenly, 
80  to  90  per  cent  had  a significant  relapse.  Further- 
more, a significant  portion  of  those  who  had  relapse 
died  in  spite  of  the  fact  that  massive  steroid  dosage 
was  immediately  resumed  when  the  physicians  were 
aware  that  the  patient’s  course  was  not  progressing 
satisfactorily.  At  the  present  time,  regarding  steroid 
therapy,  we  must  state  that  it  should  be  instituted 
with  great  reservations  to  carefully  selected  patients 
and,  until  there  is  evidence  to  the  contrary,  that  ster- 
oids once  started  should  be  continued  indefinitely. 
For  this  reason  steroid  therapy  is  contraindicated  in 
the  presence  of  nonprogressive  disease. 

Dr.  W.  F.  Miller. — It  is  probably  more  nearly  cor- 
rect to  refer  to  the  condition  under  consideration  as 
Hamman-Rich  syndrome  rather  than  Hamman-Rich 
disease  because  this  is  most  likely  a group  of  dis- 
orders of  several  different  etiologies.  This  disorder 
was  previously  thought  to  be  only  an  acute  illness. 
At  the  present  time,  most  observers  feel  it  is  usually 
a chronic  disease  in  which  an  acute  episode  repre- 
sents a terminal  phase. 

The  insidious  nature  of  the  disease  is  interesting 
but  quite  understandable  in  view  of  its  pathologic 
nature.  Since  the  alveolo-capillary  membrane  is  the 
principle  portion  of  the  lung  involved,  the  physio- 
logic disturbance  tends  to  be  very  mild  at  the  out- 
set. Only  when  considerable  lung  tissue  has  been 
involved  would  one  expect  the  patient  to  be  severely 
disabled,  either  by  the  diffusion  defect  or  by  the 
restrictive  ventilatory  defect. 

The  development  of  the  physiologic  defect  may  be 
summarized  as  follows:  At  first,  because  of  the  lesion 
in  the  alveolo-capillary  membranes,  there  is  inter- 
ference with  oxygen  diffusion  causing  hypoxia  with 
exercise  only.  Next  to  develop  is  some  degree  of 


alteration  in  the  mechanical  properties  of  the  lung 
and  interference  with  pulmonary  blood  flow.  This 
causes  uneven  distribution  of  ventilation  and  blood 
flow  which  tends  to  aggravate  the  hypoxia,  causing 
pulmonary  hypertension.  By  the  time  the  disease  be- 
comes symptomatic  the  lesion  may  be  anatomically 
advanced. 

At  this  point  I would  like  to  discuss  something, 
demonstrated  in  this  case,  which  is  often  confusing. 
On  several  occasions  the  patient  exhibited  consider- 
able variability  of  the  arterial  oxygen  saturation,  from 
the  low  80  s to  normal  levels  within  a very  short 
period  of  time,  without  major  changes  being  ap- 
parent in  his  clinical  condition.  Reference  to  the 
hemoglobin  oxygen  dissociation  curve  discloses  that 
a patient  who  has  an  increased  alveolo-arterial  oxygen 
tension  gradient  due  to  an  alveolo-capillary  block 
may  have  a normal  oxygen  saturation,  particularly  if 
the  patient  is  hyperventilating  and  has  a respiratory 
alkalosis.  There  is  a resultant  shift  of  the  oxygen 
dissociation  curve  to  the  left,  so  that  at  even  lower 
than  normal  arterial  oxygen  tension,  oxygen  satura- 
tions may  be  nearly  normal.  The  patient  is  in  a very 
precarious  situation  physiologically  because  he  is 
operating  on  the  steep  part  of  the  oxygen  dissociation 
curve.  Thus,  anything  that  lowers  alveolar  oxygen 
tension  a few  mm.  of  Hg.  may  cause  a precipitous 
drop  in  oxygen  utilization  in  excess  of  the  rate  at 
which  diffusion  can  occur.  Thus,  lowering  the  oxygen 
tension  a few  mm.  again  will  cause  a severe  drop  in 
oxygen  saturation. 

Another  confusing  finding  present  in  some  cases 
of  alveolo-capillary  disease  is  a variable  degree  of 
obstructive  ventilatory  defect.  Obstructive  disturb- 
ances may  appear  in  these  patients  as  a result  of 
superimposed  bronchitis  or  emphysema.  Character- 
istic diffuse  obstructive  or  degenerative  emphysema 
usually  is  not  part  of  this  picture,  but  emphysematous 
changes  are  seen  not  infrequently  in  these  patients. 
There  are  often  subpleural  bullous-like  lesions,  or 
pericicatricial  changes,  almost  as  if  the  contracting 
scars  had  pulled  the  lung  apart. 

An  exhaustive  review  of  all  the  cases  of  Hamman- 
Rich  syndrome  in  the  literature  was  published  by 
Donohue,  et  al.2  These  authors  called  attention  to 
the  fact  that  23  of  97  cases  had  a history  of  diffuse 
interstitial  fibrosis  in  other  family  members,  thus 
suggesting  an  inborn  metabolic  defect  as  a possible 
etiology.  The  possibility  of  a disturbance  in  fibrin- 
olysis has  been  suggested  as  the  mechanism.  It  has 
also  been  proposed  that  it  may  be  a hypersensitivity 
disorder,  either  auto-immunization  or  a reaction  to 
exogenous  substances.  Finally  an  additional  point  of 
interest  in  regard  to  the  clinical  nature  of  this  dis- 
order was  recognized  by  Beaver  and  Shapiro,1  who 
called  attention  to  the  high  incidence  of  alveolar 
carcinoma  in  patients  with  antecedent  diffuse  in- 
terstitial fibrosis. 
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LUNG  DISEASE  — Reedy,  et  al.  — continued 

Dr.  M.  Ziff. — The  patient  received  Triamcinolone, 
which  is  a 9-alpha-fluoro  compound,  and  developed 
what  seemed  to  be  a steroid  myopathy.  This  occurs 
most  commonly  with  Triamcinolone,  but  also  with 
another  9-alpha-fluoro  compound,  Dexamethazone. 
Prednisolone,  which  does  not  have  fluorine  in  the 
"9”  position,  rarely  produces  steroid  myopathy.  When 
Triamcinolone  was  stopped  and  prednisolone  sub- 
stituted, the  patient  improved  enough  to  walk.  I do 
not  know  whether  the  patient  also  had  a steroid-in- 
induced  peripheral  neuropathy,  but  I doubt  it.  This 
is  seen  only  in  patients  with  rheumatoid  arthritis 
who  have  high  titers  of  rheumatoid  factor.  Of  course, 
if  this  patient  were  one  of  the  group  with  pulmonary 
fibrosis  that  has  rheumatoid-like  factor  in  the  serum, 
this  would  be  conceivable.  We  did  a latex  fixation 
test  on  the  serum  of  this  patient  and  it  was  negative. 
Dr.  John  Baum,  I might  add,  examined  the  serum 
of  this  patient  by  an  immunofluorescent  technique 
for  anti-lung  antibodies  and  found  none. 

Clinical  Diagnosis. — Diffuse  interstitial  pulmonary 
fibrosis  with  alveolo-capillary  block  (Hamman-Rich 
syndrome ) . 

Pathologic  Findings 

Dr.  B.  D.  Fallis:  Review  of  the  slides  from  the 
open  lung  biopsy  done  in  another  hospital  in  1961 
revealed  the  characteristic  changes  of  interstitial  fi- 
brosis of  the  lung,  namely  marked  thickening  of  the 
alveolar  septa  by  loose  reticular  tissue,  hypertrophy, 
and  some  hyperplasia  of  alveolar  epithelial  cells,  and 


a slight  infiltrate  of  lymphocytes.  These  changes  are 
nonspecific  and  often  occur  in  small  foci  in  the  lungs 
of  older  persons.  The  diagnosis  of  diffuse  interstitial 
pulmonary  fibrosis  of  the  Hamman-Rich  type  re- 
quires both  proof  that  the  changes  are  indeed  dif- 
fuse, either  by  radiologic  study  or  at  necropsy,  and 
the  exclusion  of  known  causes  of  diffuse  pulmonary 
fibrosis  such  as  silicosis. 

At  necropsy  the  lungs  weighed  1,800  Gm.  and 
were  firm  and  finely  nodular.  There  were  no  pleural 
adhesions  except  at  the  site  of  the  previous  biopsy. 
On  the  cut  surfaces  of  the  lungs,  the  alveolar  septa 
were  grossly  visibly  thickened  and  fibrous,  and  this 
change  was  diffuse  and  relatively  uniform  through- 
out both  lungs  ( Fig.  1 ) . The  histologic  changes  were 
similar  to  those  seen  in  the  lung  biopsy  (Fig.  2). 
Superimposed  on  the  diffuse  interstitial  pulmonary 
fibrosis  were  nonspecific  changes  resulting  from  re- 
current episodes  of  secondary  infection.  These  changes 
included  acute  and  chronic  bronchitis  with  foci  of 
squamous  metaplasia,  cylindrical  bronchiectasis  in- 
volving mainly  the  left  lower  lobe,  foci  of  emphy- 
sema, a few  bullae,  and  small  foci  of  organizing  pneu- 
monia with  intra-alveolar  fibrosis.  There  was  no  evi- 
dence of  silicosis.  The  heart  weighed  600  Gm.,  and 
there  was  marked  hypertrophy  and  dilatation  of  the 
right  ventricle  and  atrium  ( Fig.  3 ) • The  coronary 
arteries  were  severely  arteriosclerotic,  and  their  lu- 
mens were  markedly  narrowed  but  not  completely 
occluded.  There  were  no  recent  or  old  myocardial  in- 
farcts, but  myocardial  ischemia  was  probably  present 
during  the  terminal  anoxic  state. 

Other  lesions  found  at  necropsy  included  acute 


Fig.  1.  Close  view  of  the 
cut  surface  of  the  lung 
(note  metric  scale).  The 
thickened  alveolar  septa 
are  apparent  as  a mesh- 
work  of  coarse  white 
bands. 
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Fig.  2.  Photomicrograph 
of  the  lung  with  moder- 
ate magnification  con- 
firms the  gross  diagnosis 
of  interstitial  fibrosis. 


Fig.  3.  Gross  photograph 
of  the  heart.  The  right 
atrium  and  ventricle  are 
open,  and  both  are  the 
seat  of  hypertrophy  and 
dilatation. 


passive  hyperemia  and  central  necrosis  of  the  liver, 
normoblastic  hyperplasia  of  the  bone  marrow,  and 
a few  small  foci  of  peripancreatic  fat  necrosis  (prob- 
ably the  result  of  acinar  ectasia  during  episodes  of 
electrolyte  disturbance  some  time  before  death).  The 
pancreas,  including  the  islets  of  Langerhans,  was 
normal.  In  a limited  examination  of  the  skeletal  mus- 
cles, peripheral  nerves,  and  joints,  no  lesions  were 
found. 

Pathologic  Findings. — Diffuse  interstitial  pulmo- 
nary fibrosis  and  chronic  cor  pulmonale.  No  etiologic 
factor  is  apparent  (in  particular,  there  was  no  evi- 
dence of  silicosis  or  a diffuse  collagen  disease).  This 
case,  therefore,  falls  into  the  category  of  idiopathic 


interstitial  pulmonary  fibrosis  or  Hamman-Rich  syn- 
drome3. 
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TMA  ANNUAL  SESSION 

Three  Full  Days  Planned  for  Physicians 


The  problem  of  what  to  do  with  extra  time  seldom 
troubles  doctors,  but  it  will  not  even  exist  for  doc- 
tors attending  the  96th  Annual  Session  of  the  Texas 
Medical  Association  held  in  Dallas  April  28-30. 

These  physicians  will  have  no  extra  time,  if  they 
take  advantage  of  all  the  features  offered  at  the 
meeting.  These  will  include  programs  of  scientific 
sections  and  related  organizations,  Eidophor  presen- 
tations, Curbstone  Consultations,  and  special  semi- 
nars. For  relaxation,  both  a dinner  dance  and  sports 
events  are  scheduled. 

Five  sections  have  combined  for  a joint  section 
meeting  Tuesday  afternoon,  April  30.  The  joint  meet- 
ing will  include  the  sections  of  surgery,  pathology, 
internal  medicine,  and  digestive  diseases.  Seven  of 
the  30  guest  speakers  will  participate  in  the  two 
panels,  and  two  TMA  members  will  moderate  the 
discussions. 

Malabsorption  syndrome  and  ulcerative  disease  of 
the  colon  will  be  the  two  topics  for  a panel  mod- 
erated by  Dr.  N.  C.  Hightower  of  Temple.  Panelists 
will  include  Drs.  Henry  D.  Janowitz  and  Raffaele 
Fattes,  New  York;  William  P.  Fongmire,  Jr.,  Fos 
Angeles;  and  Wendell  G.  Scott,  St.  Louis. 

Topics  are  not  yet  selected  for  the  second  panel 
which  Dr.  R.  W.  Griffin  of  San  Antonio  will  mod- 
erate. Drs.  Ralph  A.  Deterling,  Jr.,  Boston;  Ray  W. 
Gifford,  }r.,  Cleveland;  Gerald  M.  McDonnel,  Los 
Angeles,  and  Raffaele  Lattes,  New  York,  will  be 
panelists. 

Two  of  the  guest  speakers  have  been  selected  to 
prepare  Eidophor  presentations  for  Monday  morn- 
ing, April  29,  and  Tuesday  afternoon,  April  30. 
Actual  patients  will  be  used  in  these  programs,  which 
will  be  carried  over  the  closed  circuit,  large  screen, 
color  television  system  developed  by  Ciba  Pharma- 
ceutical Co.  Eidophor  was  used  for  the  first  time  at 
the  1961  Annual  Session. 


On  Monday  morning  from  11  to  11:45,  Dr.  Meyer 
A.  Perlstein  of  Chicago,  a professor  of  pediatrics 
at  the  Cook  County  Postgraduate  School  of  Medicine, 
will  deliver  a general  meeting  address  entitled,  "Clin- 
ical  Approach  to  Cerebral  Palsy”.  Dr.  Harvey  Blank 
of  Miami,  Fla.,  professor  and  chairman  of  the  De- 
partment of  Dermatology  at  the  University  of  Miami 
School  of  Medicine,  will  discuss  "Problems  in  Cu- 
taneous Medicine”  before  the  section  on  general 
practice  on  Tuesday  from  4 to  5 p.m. 

Specific  topics  have  been  selected  for  the  Curb- 
stone Consultations,  a series  of  ten  simultaneous, 
informal,  round-table  panel  discussions  planned  for 
Monday  from  8 to  9:30  p.m.  in  the  Terrace  Room 
of  the  Baker  Hotel.  TMA  members  and  guest  speak- 
ers for  the  panels  have  also  been  selected. 

"Management  of  Diagnostic  Problems  in  Pul- 
monary Diseases”  will  be  discussed  by  Dr.  John  L. 
Kee,  Dallas,  moderator;  Drs.  John  S.  Chapman  and 
J.  E.  Miller,  Dallas;  Daniel  E.  Jenkins,  Houston; 
and  Robert  B.  Morrison,  Austin. 

"Chemotherapy  of  Pulmonary  Infections”  will  be 
the  topic  of  the  panel  moderated  by  Dr.  John  W. 
Middleton,  Galveston.  Panelists  will  be  Drs.  O.  T. 
Armstrong  and  Donald  Paulson,  Dallas;  John  Wig- 
gins, Fort  Worth;  and  William  M.  M.  Kirby,  guest 
speaker  from  Seattle. 

Dr.  Robert  E.  Leslie,  El  Campo,  will  moderate  the 
panel  on  "Angina  Pectoris  or  Coronary  Insufficien- 
cy”. Panelists  will  be  Drs.  Milton  Hejtmancik,  Gal- 
veston; Charles  Amburst,  Houston;  Alfred  W.  Har- 
ris, Dallas;  and  Herman  K.  Hellerstein,  guest  speak- 
er of  Cleveland.  Tire  last  two  men  are  tentatively 
listed,  pending  their  acceptances. 

The  fourth  panel,  "Problems  in  Allergy”,  will  be 
moderated  by  Dr.  John  P.  McGovern  of  Houston. 
Panelists  will  be  Drs.  George  Bean,  Fort  Worth; 
William  Grater,  Dallas;  Theodore  J.  Haywood,  Hous- 
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ton;  Homer  E.  Prince,  Waco;  J.  W.  H.  Rouse,  San 
Antonio;  and  George  Seibold,  Wichita  Falls. 

"Management  of  Breast  Tumors’’  will  be  the  fifth 
topic.  Dr.  W.  D.  Seybold,  Houston,  will  moderate 
the  panel,  and  panelists  will  include  Drs.  C.  D. 
Howe,  Houston;  Ruskin  C.  Norman,  San  Antonio; 
Charles  T.  Ashworth,  Dallas;  and  Albert  O.  Single- 
ton,  Jr.,  Galveston. 

"Ulcerative  Diseases  of  the  Digestive  Tract”  is  a 
tentative  topic  for  the  panel  moderated  by  Dr.  Jay 
Arnold  Bargen  of  Temple.  Panelists  will  include 
Drs.  N.  C.  Hightower,  Temple;  Dolph  L.  Curb, 
Houston;  Herbert  A.  Bailey,  Dallas;  Marcel  Patter- 
son, Galveston;  and  Francis  M.  Spencer,  San  Angelo. 

Dr.  John  T.  Mallams,  Dallas,  will  moderate  the 
panel  on  "Treatment  of  Advanced  Malignancies”. 
Panelists  are  being  selected.  Three  other  fields  will 
be  handled  by  panel  discussions:  obstetrics  and  gyne- 
cology, internal  medicine,  and  orthopedics.  Specific 
topics,  moderators,  and  panelists  are  yet  to  be  chosen 
for  these  panels. 

On  Sunday,  April  28,  two  special  programs  will  be 
offered  at  Annual  Session.  The  "Reincarnation 
Through  Rehabilitation  Seminar”  which  is  spon- 
sored by  the  Texas  Academy  of  General  Practice 
will  be  held  from  1:30  to  6 p.m.  in  the  Regency 
Room  of  the  Adolphus  Hotel.  Attendance  at  this 
seminar  is  acceptable  for  six  hours  of  Category  I 
credit  by  the  American  Academy  of  General  Prac- 
tice. A TAGP  reception  will  be  held  from  6 to  7 
p.m.  in  the  Roof  Garden  of  the  same  hotel. 

In  addition,  a symposium  on  "Medicine  in  Space” 
will  also  be  held  on  Sunday,  from  2:30  to  4 p.m.  in 
the  Texas  Room  of  the  Baker  Hotel.  It  is  sponsored 
by  the  Committee  on  Nuclear  Medicine. 

A Conference  for  the  Rehabilitation  of  the  Cardio- 
vascular Patient,  sponsored  by  the  Texas  Heart  Asso- 
ciation, will  be  held  on  Saturday,  April  27,  from  8:45 
a.m.  to  6 p.m.  in  the  Terrace  Room  of  the  Baker 
Hotel.  A reception  and  dinner  will  be  held  on  Friday 
in  the  Texas  Room  and  the  Crystal  Ballroom  of  the 
Baker,  beginning  at  6:30  p.m. 

House  of  Delegates  meetings  will  be  held  Satur- 
day and  Sunday  at  7:30  p.m.  and  Tuesday,  April  30, 
at  8:30  a.m.  The  Annual  Luncheon  and  Installation 
of  Officers  will  be  held  on  Tuesday. 

Physicians  should  write  the  hotel  or  motel  of 
their  choice  for  reservations  for  the  1963  Annual 
Session.  A card  listing  suggested  hotels  and  motels 
and  including  their  rates  has  been  inserted  in  the 
Journal  opposite  page  26.  As  indicated  on  the  card, 
a second  choice  should  be  listed  so  that  the  reserva- 
tion request  may  be  forwarded  in  case  the  first  choice 
is  filled. 

"All  work  and  no  play”  made  Jack  a dull  boy,  and 
to  avoid  letting  it  make  doctors  very  tired  men,  the 
Council  on  Annual  Session  has  scheduled  two  recre- 
ational events  for  the  Dallas  meeting.  The  Annual 


Dinner  Dance,  formerly  de- 
signated the  President’s  Par- 
ty, will  be  held  Tuesday 
evening  at  8 in  the  Grand 
Ballroom  of  the  Statler-Hil- 
ton  Hotel,  without  reception 
lines,  speeches,  or  head  ta- 
bles. Doctors  and  their  wives 
will  dance  to  the  music  of 
A1  Nilsen  and  His  Orches- 
tra, a Dallas  group  which 
owes  its  existence  to  a Chicago  doctor.  While  Nilsen 
was  living  in  Chicago  16  years  ago,  his  doctors  told 
him  that  the  Chicago  area,  particularly  Lake  Michi- 
gan, was  bad  for  his  sinuses  and  suggested  that  the 
jazz  and  swing  pianist  move  to  Dallas.  Nilsen  did, 
and  he  and  his  band  have  been  popular  musicians 
there  ever  since.  Tickets  for  the  event  may  be  ob- 
tained in  advance  from  E.  Maxwell  Jones,  Business 
Manager,  Texas  Medical  Association. 

For  doctors  who  are  also  sports  lovers,  the  Com- 
mittee on  General  Arrangements  has  reserved  the 
Glen  Lakes  Country  Club  for  the  TMA  golf  tourna- 
ment on  Monday,  April  29,  and  the  local  committee 
is  also  considering  sponsoring  a skeet  shoot  if  enough 
doctors  show  interest.  Physicians  who  are  interested 
in  participating  in  a skeet  shoot  are  asked  to  clip 
the  form  below  and  return  it  to  Dr.  M.  M.  Scurry, 
3710  Swiss,  Dallas. 


M.  M.  Scurry,  M.D. 

3710  Swiss 
Dallas,  Texas 

Dear  Dr.  Scurry: 

I am  interested  in  participating  in  a SKEET  SHOOT 

during  the  1963  Annual  Session,  April  27-30. 

I would  prefer  the  skeet  shoot  be  scheduled  on Sat- 
urday,   Sunday,  Monday,  Tuesday. 

Comments: 

Name  

Address  . 


Pamphlet  Gives  Food  Advice 

Simple,  easy-to-follow  advice  for  people  in  their 
middle  and  later  years — of  interest  to  those  responsi- 
ble for  their  well-being — is  given  in  "Food  Hints  for 
Mature  People”,  by  Charles  Glen  King  with  George 
Britt. 

Subtitled  "More  Years  to  Life — More  Life  to 
Years”,  this  new  25-cent  pamphlet  is  published  by 
the  Public  Affairs  Committee,  a nonprofit  publisher 
of  educational  booklets,  22  East  38th  Street,  New 
York  16. 


Al  Nilsen 
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Stateline  Course: 
Medical  Aspects  of  Civil  Defense 


FRIDAY,  FEBRUARY  22 

8 : 00 — Registration. 

8:30 — Welcome — George  W.  Waldron,  M.D.,  President,  Texas  Medical 
Association. 

8:40 — Texas  Emergency  Health  Services  Plan — J.  E.  Peavy,  M.D.,  Com- 
missioner of  Health. 

9:00 — Texas  Medical  Association's  Role  in  the  Emergency  Plan — Ben  Mer- 
rick, M.D.,  Chairman,  Committee  on  Emergency  Medical  Serv- 
ice. 

9:20 — Special  speaker — To  be  announced. 

10:00 — Coffee  Break. 

Special  Problems  of  Modern  Day  Warfare 

10:15 — Nuclear  Weapons  Effects — Lt.  Col.  Edward  Marx,  Department  of 
Nuclear  Science,  Medical  Field  Service  School,  Brooke  Army 
Medical  Center,  Fort  Sam  Houston. 

10:40 — Chemical  Warfare — Adm.  Cecil  H.  Coggins,  Chief,  Medical  and 
Health  Division,  California  Disaster  Office,  Sacramento,  Calif. 

11:05 — Biological  Warfare — Le  Roy  D.  Fothe rg ill,  M.D.,  Science  Advisor 
to  Chief  Chemical  Officer,  Biological  Warfare,  Chemical  Corps, 
Fort  Detrick,  Md. 

11:30 — Psychological  Warfare — Lt.  Col.  William  E.  Mayer,  M.C.,  Depart- 
ment of  Military  Science,  Medical  Field  Service  School,  Brooke 
Army  Medical  Center,  Fort  Sam  Houston. 

1 1:55 — Questions  from  audience. 

12:15 — Lunch — To  be  served  in  the  TMA  Headquarters  Building. 


Public  Health  Problems  in  the  Disaster  Environment 

1:30 — Epidemiology  and  Communicable  Diseases — Kirk  T.  Mosley,  M.D ., 
Commissioner  of  Health,  Oklahoma  State  Department  of  Health, 
Oklahoma  City. 

2:10 — Environmental  Sanitation:  Waste  Disposal,  Burial  of  Dead,  Water, 
Food,  and  Decontamination — Warren  Dobson,  M.D.,  Acting 
Chief,  Health  Mobilization  Training  Section,  Training  Branch, 
Communicable  Disease  Center,  Atlanta,  Ga. 

3:05 — Questions  from  audience. 

3:15 — Coffee  Break. 
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This  course  is  being  sponsored  by  the  Texas  Medical 
Association  and  the  Texas  State  Department  of  Health.  It 
will  be  held  in  the  TMA  Headquarters  Building,  Austin, 
Feb.  22-23,  1963.  Luncheon  will  be  served  in  the 
Headquarters  Building  basement  on  Feb.  23,  compliments  of 
TMA.  Requests  for  overnight  accommodations  should 
be  made  directly  to  the  hotel  or  motel. 


Care  of  Mass  Casualties 

3:30 — Care  of  Mass  Casualties — Lt.  Col.  Thomas  G.  Nelson,  M.C.,  Chief, 
Surgery  Branch,  Department  of  Medicine  and  Surgery,  Medical 
Field  Service  School,  Brooke  Army  Medical  Center,  Fort  Sam 
Houston. 

5:00 — Questions  from  audience. 


SATURDAY,  FEBRUARY  23 

8:00 — Registration. 

8:30 — Medical  Self  Help — -Jay  P.  Sanford,  M.D.,  Coordinator,  Medical 
Education  for  National  Defense,  University  of  Texas  Southwest- 
ern Medical  School,  Dallas. 

8:50 — Radiological  Defense  Program — Mr.  Charles  Barden,  State  Radio- 
logical Defense  Officer  and  Director,  Occupational  Health,  Tex- 
as State  Department  of  Health. 

9:05 — Expanding  Hospitals — Colonel  Nelson. 

10:05 — Questions  from  audience. 


10:15 — Coffee  Break. 

10:30 — Civil  Defense  Emergency  Hospital  Briefing — Colonel  Nelson. 
1 1 :30— Questions  from  audience. 

1 1 :45 — Lunch. 

1:00 — Civil  Defense  Emergency  Hospital  Exercise — Colonel  Nelson. 


Medical  services  have  been  important  adjuncts 
to  combat  activities  in  all  past  wars.  However,  in 
all  out,  mass  thermonuclear  warfare,  the  plans 
made  now  for  utilization  of  the  medical  and  allied 
medical  professions,  and  the  effectiveness  with 
which  their  skills  and  resources  are  applied  during 
and  immediately  subsequent  to  enemy  action  may 
well  determine  whether  this  nation  continues  to 
exist,  or  dies. 

The  Texas  health  mobilization  training  course 
has  been  planned  primarily  for  private  physicians 
with  responsibilities  for  emergency  medical  care, 
hospital  administrators,  directors  of  local  health 
departments  and  other  health  disciplines.  Some 
of  the  ensuing  problems  resulting  from  a civil 
defense  emergency  will  be  presented,  and  it  is 


hoped  that  this  group  participation  will  serve  to 
increase  our  awareness  of  the  interdependence 
of  the  various  health  services  and  to  encourage 
joint  preparation  and  implementation  locally  of 
plans  for  providing  them  under  emergency  con- 
ditions. 

The  general  topics  that  have  been  included  in 
the  curriculum  are  designed  to  serve  as  a guide 
in  the  planning,  operational,  and  training  aspects 
of  emergency  health  services. 

It  is  anticipated  that  as  a result  of  this  course 
the  various  representatives  from  state  health,  med- 
ical, and  allied  medical  associations  will  have  a 
better  understanding  of  how  their  organization 
personnel  fit  into  the  emergency  health  service 
organization. 
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County  Societies  Announce  New  Officers 


County  medical  societies  in  Texas  have  announced 
the  following  officers  for  1963: 

Anderson-Leon. — President,  Dr.  J.  Weldon  Carter; 
vice  president,  Dr.  Curtis  Jordan;  secretary,  Dr.  Lucy 
Mathis;  delegate,  Dr.  Jack  Thompson;  alternate  dele- 
gate, Dr.  Robert  Cox;  and  censor,  Dr.  Fred  Felder; 
all  of  Palestine. 

Bexar. — President,  Dr.  Ralph  A.  Munslow;  vice 
president,  Dr.  S.  Perry  Post;  secretary,  Dr.  Thomas 
G.  Glass;  treasurer,  Dr.  Charles  H.  Hooper;  trustee, 
Dr.  E.  L.  Mueller,  Sr.;  and  censor,  Dr.  C.  A.  Hulse, 
all  of  San  Antonio. 

Brooks-Jim  Wells-Duval. — President,  Dr.  John  Al- 
len Moet,  Orange  Grove;  vice  president,  Dr.  E.  W. 
Crisp,  Jr.,  Alice;  and  secretary- treasurer  and  trustee, 
Dr.  Richard  O.  Albert,  Alice. 

Colorado-Fayette. — President,  Dr.  August  J.  Watz- 
lavick,  Schulenburg;  vice  president,  Dr.  W.  G.  You- 
ens,  Weimar;  secretary- treasurer,  Dr.  James  T.  Mak- 
inson,  La  Grange;  and  member  of  the  board  of  cen- 
sors, Dr.  W.  E.  Mikesky,  Schulenburg. 

Comal. — President,  Dr.  Donald  Kennady;  presi- 
dent-elect, Dr.  Arthur  Bergfeld;  and  secretary-treas- 
urer, Dr.  Charles  Berger;  all  of  New  Braunfels. 

Dallas. — President,  Dr.  Charles  Max  Cole;  vice 
president,  Dr.  A.  J.  Gill;  secretary,  Dr.  William  S. 
Reynolds;  and  treasurer,  Dr.  James  Holman;  all  of 
Dallas. 

Daws  on  - Lynn  - T erry  - Gaines  - Y oakum. — President, 
Dr.  N.  W.  Stone,  Brownfield;  vice  president,  Dr. 
Clyde  A.  Lynn,  Plains;  and  secretary-treasurer,  Dr. 
Berry  N.  Squyres,  Denver  City. 

El  Paso. — -President,  Dr.  William  R.  Gaddis;  vice 
president,  Dr.  R.  F.  Boverie;  secretary,  Dr.  W.  L. 
Lorentzen;  and  treasurer,  Dr.  M.  R.  Vinikoff;  all  of 
El  Paso. 

Harris. — President,  Dr.  Charles  W.  Yates,  Hous- 
ton; president-elect,  Dr.  Jack  Hild,  Houston;  vice 
president,  Dr.  Haden  McKay,  Humble;  secretary,  Dr. 
Joseph  Ainsworth,  Houston;  treasurer,  Dr.  Burt 
Smith,  Houston;  four-year  position  on  the  executive 
board,  Dr.  O.  A.  Fly,  Houston;  and  member  of  the 
board  of  censors.  Dr.  Marvin  Rape,  Houston. 

Hays-Bianco. — President,  Dr.  Charles  Bell,  Buda; 
vice  president,  Dr.  Benge  Elliott,  San  Marcos;  dele- 
gate, Dr.  William  Moore,  San  Marcos;  alternate  dele- 
gate, Dr.  Ben  Primer,  Jr.,  San  Marcos;  member  of 
the  board  of  directors,  Dr.  A.  N.  Tallant,  San  Marcos. 

Jefferson. — President,  Dr.  Seab  J.  Lewis,  Beau- 
mont; vice  president,  Dr.  Walter  Glass,  Jr.,  Port 
Arthur;  and  secretary-treasurer,  Dr.  Richard  Shorkey, 
Beaumont. 

Kimble-Mason-Menard-McCulloch. — President,  Dr. 
H.  M.  Westphal,  Menard;  vice  president,  Dr.  Albert 


McCulloh,  Brady;  and  secretary-treasurer,  Dr.  James 
Anderson,  Brady. 

Lamb-Bailey-Hockley-Cocbran. — President,  Dr.  R. 
E.  Maurer,  Littlefield;  vice  president,  Dr.  Paul  Rus- 
sell, Levelland;  and  secretary,  Dr.  Herbert  Hinckley, 
Littlefield. 

Nueces. — President,  Dr.  James  G.  Gabbard;  presi- 
dent-elect, Dr.  Meyer  Kurzner;  vice  president,  Dr. 
Everett  L.  Holt;  secretary,  Dr.  Robert  Johnson;  and 
treasurer,  Dr.  D.  C.  Bernwanger;  all  of  Corpus 
Christi. 

Orange. — President,  Dr.  George  L.  Eastman,  Jr., 
Orange;  vice  president,  Dr.  C.  B.  Shaddock,  Orange; 
and  secretary-treasurer,  Dr.  John  Greco,  Bridge  City. 

Webb-Zapata-Jim  Hogg. — President,  Dr.  George 
E.  Penny;  vice  president,  Dr.  Oscar  Elizondo;  secre- 
tary, Dr.  Margaret  Cigarroa;  member  of  board  of 
censors,  Dr.  J.  G.  Cigarroa,  Sr.;  delegate.  Dr.  J.  G. 
Cigarroa,  Jr.;  and  alternate  delegate,  Dr.  James  Reit- 
man;  all  of  Laredo. 

Wichita. — President,  Dr.  David  H.  Allen;  presi- 
dent-elect, Dr.  William  Rector;  secretary- treasurer, 
Dr.  Henry  Owens;  board  of  censors,  Dr.  Nolan  Sim- 
mons; delegate,  Dr.  Robert  Daily;  and  alternate  dele- 
gate, Dr.  J.  A.  Scofield;  all  of  Wichita  Falls. 


Annual  Prize  Award  Offered 

By  Central  Obstetrics,  Gynecology  Association 

The  Central  Association  of  Obstetricians  and  Gyne- 
cologists offers  an  annual  award  of  $500  for  out- 
standing investigative  or  clinical  work  in  the  field  of 
obstetrics  and  or  gynecology. 

Those  eligible  to  compete  are  accredited  physi- 
cians, teachers,  research  workers  and  medical  students 
living  within  the  geographic  area  of  the  association. 
Papers  should  be  written  expressly  for  this  competi- 
tion, and  they  must  be  original,  not  having  been 
previously  presented  or  published. 

Manuscripts  must  be  submitted  to  the  Secretary, 
in  triplicate,  and  must  reach  him  not  later  than  June 
12,  1963-  The  author's  identity  shall  not  show  on 
any  of  the  three  copies,  the  only  identification  being 
a covering  letter  and  an  abstract  not  to  exceed  150 
words. 

The  winning  paper  shall  be  presented  by  the  essay- 
ist, as  part  of  the  scientific  program,  at  the  annual 
meeting  Sept.  12-14,  1963,  at  Denver,  Colo.,  and  will 
be  offered  for  publication  in  the  American  Journal 
of  Obstetrics  and  Gynecology  with  the  scientific  pro- 
ceedings of  the  Association. 

Further  information  may  be  obtained  from  the 
Secretary  of  the  Association,  Herman  L.  Gardner, 
M.D.,  6436  Fannin  Street,  Houston  25. 
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Assembly  of  Southwest  Texas 
Announces  Program  for  Jan.  28-30 


The  subjects  of  papers  to  be  presented  at  the  27th 
anniversary  meeting  of  the  International  Medical 
Assembly  of  Southwest  Texas  have  been  announced 
by  the  assembly’s  president,  Dr.  John  C.  Parsons  of 
San  Antonio. 

The  meeting  will  take  place  at  the  Granada  Hotel 
in  San  Antonio,  Jan.  28-30. 

The  symposium  will  concern  all  aspects  of  cancer. 
Speakers  are  scheduled  to  give  prepared  papers  on 
Jan.  28.  Jan.  29  will  be  devoted  to  panel  discussions 
with  all  speakers  participating  and  participants  ask- 
ing questions  of  the  various  speakers  concerning  the 
points  raised  on  the  day  before.  The  last  day's  agenda 
will  include  a presentation  of  the  School  of  Aero- 
space Medicine  at  Brooks  Air  Force  Base,  San  An- 
tonio, on  the  pathology  of  outer  space.  Effects  of 
radiation,  physiology  of  space,  and  the  known  path- 
ology of  outer  space  will  be  discussed. 

Dr.  Ralph  Jones,  Jr.,  professor  of  medicine  and 
chairman  of  the  Department  of  Medicine,  University 
of  Miami,  Miami,  Fla.,  will  present  two  papers, 
"Chemotherapy  of  Malignant  Disease — Present  Status 
and  Future  Prospects”  and  a second  to  be  announced 
later. 

Dr.  D.  M.  Whitelaw,  M.D.,  associate  professor, 
Department  of  Medicine,  University  of  Toronto,  and 
physician-in-chief  at  Princess  Margaret  Hospital  and 
Ontario  Cancer  Institute,  Toronto,  Canada,  lists  four 
topics,  "The  Distant  Effects  of  Neoplasia”,  "Some 
Aspects  of  Eymphocytic  Disease”,  "Splenectomy  in 
the  Treatment  of  Lymphomas”,  and  "What  to  Tell 
Patients  with  Cancer”. 

Dr.  Bronson  S.  Ray,  clinical  professor  of  surgery 
and  director  of  neurological  surgery,  The  New  York 
Hospital,  Cornell  Medical  Center,  New  York,  N.Y., 
will  discuss  "Hypophysectomy  for  Carcinoma  of  the 
Breast  and  Prostate”,  "Management  of  Metastatic 
Tumors  Involving  the  Nervous  System",  and  "Pitui- 
tary Tumors:  Their  Diagnosis  and  Management”. 

Dr.  Frank  B.  Walsh,  professor  of  ophthalmology, 
Johns  Hopkins  University  School  of  Medicine,  Balti- 
more, Md.,  will  speak  on  "Experience  with  Retinal 
Blastomas”,  "An  Evaluation  of  Involvement  of  the 
Optic  Nerve  and  Chiasm  by  Meningiomas”,  and 
"Unilateral  Visual  or  Visual  Field  Loss  Associated 
with  Intracranial  Tumors”. 

Dr.  Harry  D.  Morris,  professor  of  orthopaedic 
surgery,  Tulane  University  School  of  Medicine,  New 
Orleans,  has  these  topics:  "Treatment  of  Pathological 
Fractures  Following  Neoplastic  Involvement  of 
Bone”,  "Benign  Conditions  of  Bone  Frequently  Mis- 
taken for  Malignancy”,  and  "Osseous  Neoplasms  and 
Amputations”. 


Dr.  Robert  C.  Horn,  Jr.,  chairman  of  the  Depart- 
ment of  Laboratories  at  Henry  Ford  Hospital,  De- 
troit, will  speak  on  "Tumors  of  Muscle,  Particularly 
Striated  Muscle”,  "Tumors  of  the  Gastrointestinal 
Tract”,  and  "Multiple  Endocrine  Adenomas:  Diag- 
nosis and  Treatment”. 

Dr.  Hymer  L.  Friedell,  professor  of  radiology, 
Western  Reserve  University,  Cleveland,  will  present 
these  papers:  "Some  Concepts  on  the  Potentiation  of 
Ionizing  Radiation”,  "The  Use  of  Radioisotopes  in 
the  Treatment  of  Far  Advanced  Metastatic  Carci- 
noma from  the  Breast”,  and  "The  Use  of  Radioiso- 
topes in  the  Detection  of  Neoplastic  Disease”. 

Dr.  Lucius  D.  Hill,  III,  assistant  chief  of  surgery. 
Mason  Clinic,  and  clinical  instructor  in  surgery,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle, 
is  scheduled  to  give  "Carcinoma  of  the  Lung;  Diag- 
nosis, Treatment,  and  Prognosis”,  "Carcinoma  of  the 
Thyroid”,  and  "Carcinoma  of  the  Breast”. 

Dr.  Alton  Ochsner,  president  of  the  Alton  Ochsner 
Medical  Foundation,  New  Orleans,  will  speak  on 
"Carcinoma  of  the  Lung:  Its  Increasing  Incidence”, 
"Carcinoma  of  the  Stomach”,  "Influence  of  Therapy 
in  Melanoma”,  and  "Treatment  of  Pulmonary  Me- 
tastases  in  Malignant  Disease”. 

Dr.  George  T.  Pack,  attending  surgeon,  Memorial 
Hospital  for  Cancer  and  Pack  Medical  Groups  and 
associate  professor  of  clinical  surgery  at  Cornell  Uni- 
versity School  of  Medicine,  New  York  City,  is  ex- 
pected to  discuss  "The  Diagnosis  and  Management  of 
Sarcomas  of  the  Soft  Somatic  Tissues”,  "Concerning 
the  Heredity  of  Human  Cancer”,  "The  Problem  of 
the  Pigmented  Mole  and  Malignant  Melanoma”,  and 
"The  Clinical  Aspect  of  Cancer  Immunity  and  Can- 
cer Susceptibility”. 

Dr.  Fred  J.  Ansfield,  associate  professor  of  surgery, 
Cancer  Research  Hospital  and  University  Hospitals, 
Madison,  Wis.,  will  speak  on  "Chemotherapy  of 
Solid  Tumors  with  5-FU  and  FUDR”,  "Chemother- 
apy of  Solid  Tumors  with  Agents  Other  Than  the 
Fluoropyrimidines”,  "Therapy  of  Inoperable  Can- 
cer with  the  Combination  of  Chemo  and  Radio  Ther- 
apy”, and  "Intra-arterial  Infusions  of  5-Fluorouracil”. 

Colonel  Paul  A.  Campbell,  USAF,  ( MC ) , is  chair- 
man of  the  seminar  on  pathology  of  outerspace  and 
will  speak  on  "Man  in  Space”.  Colonel  Campbell  is 
commander  of  the  School  of  Aerospace  Medicine, 
Brooks  Air  Force  Base,  Tex. 

Also  on  the  program  from  Brooks  Air  Force  Base 
are  Dr.  Hubertus  Strughold  and  Major  Robert  G. 
Mclver,  USAF  (MC).  Dr.  Strughold  will  speak  on 
"Human  Problems  in  Exploration  Beyond  the  Moon”, 
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and  Major  Mclver  will  speak  on  "Recent  Events  in 
the  Man  in  Space  Program”. 

Registration  fee  is  §20  and  should  be  mailed  to 
202  West  French  Place,  San  Antonio  12. 


Texas  Radiological  Society 
To  Meet  Jan.  25-26,  1963 

The  Texas  Radiological  Society  will  hold  its  50th 
annual  meeting  at  the  St.  Anthony  Hotel  in  San 
Antonio  Friday  and  Saturday,  Jan.  25-2 6. 

Six  guest  speakers  will  contribute  to  the  program. 
Five  of  the  doctors  will  speak  on  scientific  programs, 
whereas  Dr.  Arthur  J.  Present  of  Tucson,  Ariz.,  presi- 
dent of  the  American  College  of  Radiology,  will  de- 
liver a luncheon  address  Saturday  concerning  that 
organization. 

Friday  morning,  four  papers  will  be  presented. 
These  include  "Television  in  the  X-ray  Department”, 
Dr.  Richard  H.  Chamberlain  of  Philadelphia;  "Patent 
Ductus  and  Pulmonary  Hypertension”,  Dr.  Marcy  L. 
Sussman  of  Phoenix;  "Role  of  Myelography  in  Pa- 
tients with  Symptomatic  Lumbar  Disc  Disease”,  Dr. 
Sidney  P.  Traub  of  Saskatchewan,  Canada;  and  "Cur- 
rent Evaluation  of  the  Advantages  of  Supervoltage 
Irradiation  in  Different  Carcinomas”,  Dr.  Philip  Ru- 
bin of  Rochester,  N.Y. 

Papers  scheduled  for  presentation  Friday  afternoon 
include  "Radiology  of  Increased  Intracranial  Pressure 
in  Infants,  Children  and  Adults”,  Dr.  Traub;  "X-ray 
Diagnosis  in  Pediatrics”,  Dr.  Frederic  N.  Silverman 
of  Cincinnati;  "Evaluation  of  Radiation  Protection”, 
Dr.  Chamberlain;  and  "Vascular  Changes  in  the 
Lungs  in  Pulmonary  Hypertension”,  Dr.  Sussman. 

On  Saturday  morning,  discussions  will  include 
"Pulmonary  Coccidioidomycosis”,  Dr.  Sussman;  "Al- 
tering the  Therapeutic  Ratio  by  Chemotherapy  and 
Other  Pharmaceuticals”,  Dr.  Rubin;  "Plain  Film 
Skull  Changes  Produced  by  Intracranial  Meningi- 
omas”, Dr.  Traub;  and  "Ureteroceles  in  Childhood, 
with  Special  Emphasis  on  Ectopic  Ureterocele,  (Ec- 
topic Ureteral  Orifice  with  Ureterocele)”,  Dr.  Silver- 
man. 

Three  presentations  are  listed  on  the  Saturday 
afternoon  program.  These  include  "Critical  Assess- 
ment of  Present  Treatment  Methods  in  Ovarian  Car- 
cinoma”, Dr.  Rubin;  "Outline  of  Skeletal  I>ysplasias 
— 1962  Model”,  Dr.  Silverman;  and  "Novel  Methods 
of  Radioisotope  Scanning”,  Dr.  Chamberlain. 


Muscular  dystrophy  now  afflicts  some  200,- 
000  Americans,  or  one  person  in  925,  according 
to  Patterns  of  Disease,  a monthly  Parke,  Davis 
& Company  publication  for  physicians.  Two 
out  of  three  muscular  dystrophy  victims  are 
between  the  ages  of  3 and  13  years. 


TSJM  Among  10  State  Journals 

Most  Frequently  Requested 

From  National  Library  of  Medicine 

Texas  State  Journal  of  Medicine  is  one  of  the  ten 
state  journals  most  frequently  requested  in  inter- 
library  loan  operations  of  the  National  Library  of 
Medicine  and  ranks  among  the  top  300  foreign  and 
domestic  journals  for  which  the  library  receives  re- 
quests. 

This  was  revealed  in  a recently  published  research 
report  of  the  U.  S.  Public  Health  Service. 

The  Journal  placed  287th  among  the  300  journals 
listed.  Only  ten  state  medical  journals  were  included 
in  the  report  of  300.  Texas  State  Journal  of  Aledi- 
cine  was  the  eighth  most  often  requested  state  jour- 
nal. 

Journals  from  Connecticut  and  Illinois  ranked 
lower  than  the  Texas  Journal;  more  requests  were  re- 
ceived for  publications  of  Massachusetts,  New'  York, 
California,  Virginia,  Minnesota,  Michigan,  and  Ohio. 

Lancet,  a British  publication,  ranked  first  in  the 
report,  with  American  journals  listed  third  and 
fourth.  More  American  journals  were  requested  than 
those  of  any  other  country. 

Texas  State  Board  of  Medical  Examiners 
Next  Meeting  to  Be  June  24-26 

The  next  meeting  of  the  Texas  State  Board  of 
Medical  Examiners  when  examinations  will  be  given 
and  reciprocity  applications  considered  is  scheduled 
for  June  24-26,  1963,  at  the  Hotel  Texas,  Fort 
Worth. 

Completed  examination  applications  for  graduates 
from  United  States  medical  schools  must  be  filed 
with  this  office  30  days  prior  to  the  meeting  date. 

Completed  examination  applications  for  graduates 
of  foreign  medical  schools  must  be  filed  60  days 
prior  to  the  meeting  date. 

Completed  reciprocity  applications  must  be  filed 
60  days  prior  to  the  meeting  date  to  be  given  con- 
sideration. 


Prolonged  Gestation  Period 

According  to  the  Journal  of  the  Mississippi  State 
Medical  Association,  one  physician  reports  that  this 
collection  letter  produces  excellent  results  from  his 
delinquent  patients: 

"Dear  Sir:  If  you  will  please  refer  to  my  original 
statement  for  professional  services  rendered,  you  will 
find  that  I have  done  more  for  you  than  your  own 
mother — I’ve  carried  you  for  12  months.” 
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Viruses,  Nucleic  Acids,  Cancer  to  be  Subject 
Of  Fundamental  Cancer  Research  Symposium 


"Viruses,  Nucleic  Acids,  and  Cancer”  will  be  the 
subject  of  the  17th  annual  symposium  on  funda- 
mental cancer  research  held  at  and  sponsored  by  the 
University  of  Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  and  cosponsored  by  the 
National  Cancer  Institute  and  the  American  Cancer 
Society,  Texas  Division.  The  dates  of  the  meeting 
will  be  Feb.  20,  21,  and  22,  according  to  Leon 
Dmochowski,  M.D.,  Ph.D.,  chairman  of  the  sym- 
posium committee,  and  chief.  Section  of  Virology  and 
Electron  Microscopy  at  M.D.  Anderson  Hospital. 

The  sessions  of  the  symposium  will  relate  to  struc- 
ture of  viruses,  replication  of  viruses,  and  biochem- 
istry of  virus-infected  cells  on  Feb.  20;  properties 
and  mode  of  replication  of  viral  nucleic  acid,  early 
changes  following  viral  infections,  and  avian  viruses 
and  neoplasia  on  Feb.  21;  and  viruses  and  interferon, 
biological  aspects  of  tumor  induction  by  viruses,  and 
interrelationship  of  viruses,  intracellular  and  extra- 
cellular factors  in  neoplasia  on  Dec.  22. 

Registration  will  begin  at  2 p.m.  on  Feb.  19  at 
M.D.  Anderson  Hospital.  The  registration  fee  is  $5 
and  is  payable  in  advance  or  at  the  time  of  registra- 
tion. Students  registering  in  advance  will  be  regis- 
tered without  charge. 

Chairmen  of  the  symposium  sessions  will  be: 

R.  C.  Williams,  Ph.D.,  professor  of  virology,  asso- 
ciate director,  Virus  Laboratory,  University  of  Cal- 
ifornia, Berkeley,  Calif.,  known  for  his  contributions 
to  knowledge  of  the  structure  of  viruses. 

R.  W.  Horne,  Institute  of  Animal  Physiology, 
Babraham,  Cambridgeshire,  England,  known  for  his 
studies  on  the  substructure  of  virus  particles. 

H.  L.  Fraenkel-Conrat,  Ph.D.,  professor  of  virol- 
ogy, Virus  Laboratory,  University  of  California, 
Berkeley,  Calif.,  known  for  his  studies  on  the  infec- 
tivity  of  viral  nucleic  acid. 

J.  L.  Melnick,  Ph.D.,  professor  and  chairman.  De- 
partment of  Virology  and  Epidemiology,  Baylor  Uni- 
versity College  of  Medicine,  Houston,  known  for 
his  contributions  to  knowledge  of  enteroviruses. 

W.  M.  Stanley,  Ph.D.,  Nobel  Prize  winner,  profes- 
sor of  virology  and  director,  Virus  Laboratory,  Uni- 
versity of  California,  Berkeley,  Calif. 

J.  S.  Colter,  professor  and  chairman,  Department 
of  Biochemistry,  University  of  Alberta,  Edmonton, 
Alberta,  Canada,  known  for  his  contributions  to 
knowledge  of  nucleic  acids  of  animal  viruses. 

R.  J.  Huebner,  M.D.,  chief,  Laboratory  of  Infec- 
tious Disease,  National  Institute  of  Allergy  and  Infec- 
tious Diseases,  National  Institutes  of  Health,  Bethes- 
da,  Md.,  discoverer  of  adenoviruses. 

Werner  Henle,  M.D.,  professor  and  director  of 


Virus  Laboratory,  Children’s  Hospital,  Philadelphia, 
Pa.,  known  for  his  many  contributions  to  knowledge 
of  diagnoses  and  prevention  of  virus  infections. 

W.  Ray  Bryan,  Ph.D.,  head,  Division  of  Viral  On- 
cology, National  Cancer  Institute,  National  Institutes 
of  Health,  Bethesda,  Md.,  known  for  his  studies  on 
chicken  viruses. 

A.  B.  Sabin,  M.D.,  distinguished  service  professor, 
University  of  Cincinnati,  professor  of  research  pedi- 
atrics, director  of  the  Infectious  Disease  Division, 
Children's  Hospital  Research  Foundation,  Cincinnati, 
Ohio,  developer  of  the  attenuated  poliomyelitis  virus 
vaccine. 

R.  E.  Shope,  M.D.,  professor,  The  Rockefeller  In- 
stitute, New  York,  N.Y.,  discoverer  of  many  tumor 
viruses. 

A highlight  of  the  symposium  will  be  the  Bertner 
Foundation  Lecture  on  Feb.  21  and  the  presentation 
of  the  13  th  annual  Bertner  Foundation  Award  for 
an  outstanding  contribution  related  to  cancer  re- 
search. 

Proceedings  of  the  symposium  will  be  published  in 
a volume  entitled  "Viruses,  Nucleic  Acids,  and  Can- 
cer”. 

Information  regarding  the  17th  annual  symposium 
on  Fundamental  Cancer  Research  may  be  obtained 
by  writing  to  the  Publications  Department,  M.D. 
Anderson  Hospital,  Texas  Medical  Center,  Houston 
25. 


Obstetrics  and  Gynecology  Board 
Sets  Examination  for  April  29-May  4 

The  next  scheduled  examination  (Part  II),  of  the 
American  Board  of  Obstetrics  and  Gynecology,  oral 
and  clinical,  will  be  conducted  for  all  candidates  at 
the  Edgewater  Beach  Hotel,  Chicago,  by  the  entire 
Board,  April  29-May  4,  1963.  Formal  notice  of  the 
exact  time  of  each  candidate’s  examination  will  be 
sent  him  in  advance  of  the  examination  dates. 

Candidates  who  have  participated  in  the  Part  I 
examination  will  be  notified  of  their  eligibility  for 
the  Part  II  examination  as  soon  as  possible. 

Current  bulletins  of  the  American  Board  of  Ob- 
stetrics and  Gynecology  outlining  the  requirements 
for  application,  may  be  obtained  by  writing  to  the 
Secretary,  Robert  L.  Faulkner,  M.D.,  2105  Adelbert 
Road,  Cleveland  6,  Ohio.  All  prospective  candidates 
are  urged  to  review  the  current  requirements  before 
applying  for  Board  examination. 

Diplomates  are  requested  to  keep  the  Board  office 
informed  of  any  changes  in  address. 
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Facilities  to  Prove  Diagnosis 
Of  TB  Now  at  13  Laboratories 

Facilities  for  proving  the  diagnosis  of  tuberculosis 
are  available  throughout  Texas  in  13  regional  lab- 
oratories maintained  by  the  State  Department  of 
Health. 

Since  tuberculosis  is  mimicked  by  more  and  more 
diseases,  its  diagnosis  requires  culture  of  typically  be- 
having Mycobacterium,  tuberculosis.  The  identifica- 
tion of  acid  fast  bacilli  in  stains  of  direct  sputum  or 
its  concentrate  is  no  longer  decisive. 

Laboratories  where  these  techniques  are  available 
are  located  across  the  state,  from  the  Panhandle  to 
the  Rio  Grande  Valley.  Exact  locations  are  listed 
below: 

Amarillo  Bi-City-County  Health  Department  Lab- 
oratory, 417  Austin  St.,  Amarillo;  Brownwood-Brown 
County  Health  Department  Laboratory,  100  Melwood 
St.,  Brownwood;  Dallas  City  Health  Department  Lab- 
oratory, 1936  Amelia  St.,  Dallas;  Fort  Worth  City 
Health  Department  Laboratory,  1800  University  Dr., 
Fort  Worth;  Houston  City  Health  Department  Lab- 
oratory, 1100  Elder  St.,  Houston;  Midland-Ector- 
Howard  County  Health  Department  Laboratory,  P. 

O.  Box  4905,  Midland; 

Also,  Port  Arthur  City  Health  Department  Lab- 
oratory, 246  Lake  Shore  Dr.,  Port  Arthur;  San  An- 
tonio City  Health  Department  Laboratory,  331  West 
Nueva  St.,  San  Antonio;  Cameron  County  Health 
Department  Laboratory,  186  N.  Sam  Houston  Blvd., 
San  Benito;  Texarkana-Bowie  County  Health  Depart- 
ment Laboratory,  10th  & Spruce  St.,  Texarkana; 
Tyler-Smith  County  Health  Department  Laboratory, 
41614!  N.  Bois  d’Arc  St.,  Tyler;  Waco-McLennan 
County  Health  Department  Laboratory,  605  Colum- 
bus Ave.,  Waco;  and  Wichita  Falls-Wichita  County 
Health  Department  Laboratory,  602  Broad  St.,  Wich- 
ita Falls. 

TMA  to  Support  "Texas  65  Plan" 

The  Texas  Life  Convention  will  introduce  a bill 
in  the  coming  session  of  the  Texas  Legislature  which 
would  permit  insurance  companies  licensed  to  sell 
hospitalization  insurance  in  the  state  of  Texas  to 
band  together  to  provide  adequate  hospital  and  sur- 
gical benefits  at  a minimum  cost  to  residents  of 
Texas  over  65  years  of  age.  The  Texas  Medical  As- 
sociation will  support  this  bill. 

Frequently  referred  to  as  the  "Texas  65  Plan”, 
this  proposal  to  pool  resources  was  discussed  recently 
in  Dallas  by  representatives  of  nine  Texas  insurance 
companies. 

Similar  plans  have  been  established  in  Connecti- 
cut, New  York,  and  Massachusetts. 

Working  committees  have  been  established  by 


these  companies  to  begin  the  actual  task  of  formu- 
lating the  Plan  and  determining  how  it  can  be 
handled  most  efficiently.  Problems  are  anticipated 
in  financing  and  servicing  such  a program  in  a state 
as  large  geographically  and  population-wise  as  Texas. 

Representatives  agreed  unanimously  that  such  a 
program  is  desirable  in  Texas  and  that  it  is  feasible 
for  the  Texas  domestic  companies  to  undertake  its 
development. 

According  to  an  account  of  the  meeting  in  The 
American  Way,  publication  of  the  American  Hos- 
pital and  Life  Insurance  Company,  San  Antonio,  the 
companies  agreed  that  if  such  a plan  is  developed 
for  implementation,  foreign  companies  licensed  to  do 
a health  insurance  business  in  Texas  will  be  invited 
to  participate  in  some  manner. 

Master  Plan  Officially  Approved 
For  South  Texas  Medical  Center 

The  Master  Plan  for  the  South  Texas  Medical 
Center  has  been  approved  officially  by  the  Board  of 
Regents  of  the  University  of  Texas. 

Speaking  at  a civic  luncheon  in  San  Antonio,  Mr. 
W.  W.  Heath,  Austin,  Chairman  of  the  Board,  dis- 
closed the  approval,  and  announced  that  the  Regents 
would  request  of  the  next  session  of  the  Texas  Legis- 
lature the  following: 

1.  Appropriations  sufficient  to  provide  the  nucleus 
of  a first-class  faculty  who  will  join  the  medical 
school  in  1963-1964,  and  probably  accept  third-year 
students  working  toward  M.D.  degrees  by  1964- 
1965. 

2.  Authorization  to  construct  a medical  school 
plant  costing  $12,000,000  with  assurance  that  con- 
struction can  begin  as  soon  as  plans  are  ready — hope- 
fully by  late  1963  or  early  1964 — and  as  soon  as  a 
construction  contract  for  the  teaching  hospital  can 
be  awarded.  The  form  of  the  appropriation  request 
is  such  that  if  it  is  granted  it  will  not  be  necessary 
to  await  outside  matching  funds  to  get  started  on 
the  building. 

Mr.  Heath  also  cited  the  fact  that  the  Regents 
were  able  to  employ  as  dean  Dr.  Robert  Berson;  he 
was  their  first  choice,  and  began  his  duties  of  guid- 
ing and  directing  the  planning  in  San  Antonio  on 
Sept.  1.  He  also  is  recruiting  a talented  faculty. 

The  new  medical  center  will  be  of  great  benefit 
to  the  state,  both  for  providing  training  for  medical 
personnel  and  supporting  medical  research,  and  for 
providing  excellent  medical  care  for  all  classes  of 
citizens  in  the  area.  The  school  will  complement  the 
huge  military  installations  near  San  Antonio,  and  will 
serve  as  the  nucleus  and  the  catalyst  for  the  develop- 
ment of  a truly  great  medical  center,  said  Mr.  Heath. 
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Postgraduate  Courses 

Infectious  Disease — 1963 — Recent  Contributions 
of  Lasting  Value,  Houston,  Feb.  28  and  March  1, 
1963- — The  University  of  Texas  Postgraduate  School 
of  Medicine  is  sponsoring  this  course  to  be  held  in 
the  Texas  Medical  Center. 

The  program  will  include  a number  of  outstanding 
guest  speakers,  who  will  discuss  new  concepts  in  im- 
munology, bacterial  hypersensitivity,  applied  pharma- 
cology of  antimicrobial  agents,  undue  susceptibility 
to  infection,  present  status  of  antifungal  antibiotics, 
some  basis  for  judgment  in  the  use  of  the  antimicro- 
bial agents,  hypersensitivity  and  penicillin,  fluores- 
cent antibody  techniques  in  the  diagnosis  of  infec- 
tious diseases,  progress  in  virology,  adventures  in  the 
presentation  of  hepatitis,  use  of  live  and  killed 
measles  vaccine,  prevention  of  viral  diseases,  and  per- 
spectives of  infectious  disease. 

Guest  speakers  will  include  Dr.  Benjamin  Kagan, 
Los  Angeles;  Dr.  Samuel  Katz,  Boston;  Dr.  Jonas 
Salk,  San  Diego;  Dr.  Sidney  Raffles,  Palo  Alto,  Calif.; 
Dr.  Robert  Tilley,  Boston;  and  Dr.  Robert  Ward, 
Los  Angeles. 

For  further  information,  one  may  write  to  the  Of- 
fice of  the  Dean,  University  of  Texas  Postgraduate 
School  of  Medicine,  102  Jesse  Jones  Library  Build- 
ing, Texas  Medical  Center,  Houston  25. 

Pediatrics,  Galveston,  Feb.  14-16,  1963- — The  De- 
partment of  Pediatrics  of  the  University  of  Texas 
Medical  School  in  conjunction  with  the  Maternal 
Child  Health  Division,  Texas  State  Department  of 
Health,  will  hold  its  annual  course  which  includes 
the  following  guest  speakers  and  topics;  Dr.  Alfred 
M.  Bongiovanni,  University  of  Pennsylvania,  "En- 
docrinology”; Dr.  Robert  W.  Deisher,  University  of 
Washington,  Seattle,  "Development”;  Dr.  Douglas  C. 
Heiner,  Department  of  Pediatrics,  University  of  Utah 
School  of  Medicine,  "Hematology”;  and  Dr.  Warren 
E.  Wheeler,  Ohio  State  University,  "Infectious  Dis- 
ease”. 

For  additional  information,  one  may  write  to  Dr. 
Myron  M.  Nichols,  Department  of  Pediatrics,  Uni- 
versity of  Texas  Medical  Branch,  Galveston. 

Laryngology  and  Broncboesophagology,  Chicago, 
March  18-30,  1963. — The  Department  of  Otolaryn- 
gology, University  of  Illinois  College  of  Medicine, 
will  conduct  a postgraduate  course  in  laryngology 
and  bronchoesophagology  from  March  18  to  30, 
1963,  under  the  direction  of  Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  15  physicians  who 
will  receive  instruction  by  means  of  animal  demon- 
strations and  practice  in  bronchoscopy  and  esopha- 
goscopy,  diagnostic  and  surgical  clinics,  as  well  as 
didactic  lectures. 

Interested  registrants  will  please  write  directly  to 
the  Department  of  Otolaryngology,  University  of 


Illinois  College  of  Medicine,  1853  West  Polk  Street, 
Chicago  12. 

Obstetrics  and  Gynecology,  Houston,  spring,  1963. 
Board  Preparatory  Course  in  obstetric  and  gyneco- 
logic pathology,  endocrinology,  and  radiotherapy  is 
offered.  Tuition  is  $100. 

Additional  information  may  be  obtained  by  writ- 
ing to  the  Department  of  Obstetrics  and  Gynecol- 
ogy, Baylor  University  College  of  Medicine,  Hous- 
ton. 

Texas  Society  of  Pathologists,  Inc. 

To  Meet  in  Austin  Jan.  26-27 

The  Texas  Society  of  Pathologists,  Inc.,  will  hold 
its  annual  meeting  on  Jan.  26-27  at  the  Stephen  F. 
Austin  Hotel  in  Austin.  The  meeting  is  open  to 
members  only  and  will  be  composed  of  a business 
meeting  on  Saturday,  Jan.  26  at  2 p.m.  and  a scien- 
tific session  on  Sunday,  Jan.  27. 

Speakers  will  be  Robert  Wagner,  Ph.D.,  professor 
of  zoology,  director  of  Genetics  Foundation,  Uni- 
versity of  Texas,  "Temporary  Biochemical  Genetics”; 
C.  P.  Oliver,  Ph.D.,  director  of  Human  Genetics, 
University  of  Texas,  "Basis  for  Hereditary  Traits  in 
Humans";  Dr.  Walter  K.  Long,  research  scientist, 
Human  Genetics,  University  of  Texas,  "Metabolism 
of  Red  Cells  in  Schizophrenics”;  and  Dr.  D.  J.  Sibley, 
research  scientist,  Clayton  Foundation  Biochemical 
Institute,  University  of  Texas,  "Propetology”. 

Medical  Education  Conference 
To  Be  in  Chicago  Feb.  2-5 

The  59th  annual  Congress  on  Medical  Education 
will  be  held  at  the  Palmer  House  in  Chicago  Feb. 
2-5.  The  meeting  is  sponsored  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association,  Advisory  Board  for  Medical 
Specialties,  and  the  Federation  of  State  Medical 
Boards  of  the  United  States. 

Additional  information  may  be  obtained  by  writ- 
ing to  Dr.  Walter  S.  Wiggins,  secretary,  Council  on 
Medical  Education  and  Hospitals,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago  10. 

Bell  County  Society 
To  Offer  Scholarship 

The  Bell  County  Medical  Society  has  voted  to 
establish  a scholarship  fund  with  the  excess  contribu- 
tions from  the  polio  vaccination  drives  sponsored  by 
the  society. 

Dr.  Jesse  Ibarra  of  Temple,  president,  said  that 
enough  money  will  be  left  in  the  fund  to  establish 
a permanent  scholarship.  It  will  be  for  students  in 
paramedical  fields  and  will  not  go  to  persons  study- 
ing medicine. 
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Gold-headed  Cane  Awarded  Dr.  T.  C.  Terrell 


Dr.  Truman  Conner  Terrell  of  Fort  Worth  has 
been  awarded  the  Tarrant  County  Medical  Society’s 
gold-headed  cane,  its  highest  accolade.  Eligible  to 
receive  the  cane  are  those  who  have  been  members 
for  25  years  or  longer;  Dr.  Terrell  has  been  active 
for  almost  50  years.  The  choice  is  always  made  by 
written  ballot,  without  any  nomination  and  without 
any  political  activity,  so  that  it  represents  a true 
expression  of  the  sentiment  of  those  who  have  been 
in  the  society  for  ten  years  or  longer.  The  cane  was 
presented  to  Dr.  Terrell  on  Nov.  30  at  a meeting  of 
the  society  held  at  the  River  Crest  Country  Club  in 
Fort  Worth. 


Dr.  Truman  C.  Terrell  of  Fort  Worth  displays  the 
gold-headed  cane  awarded  him  by  the  Tarrant  Coun- 
ty Medical  Society  to  his  wife  and  their  son-in-law 
and  daughter,  Mr.  and  Mrs.  George  Thomas  Smith. 

Praised  as  a medical  doctor  who  turns  his  back  on 
money  to  serve  his  city,  Dr.  W.  L.  Colip,  Grand 
Prairie,  was  selected  "Outstanding  Citizen  of  1962” 
by  the  Grand  Prairie  Chamber  of  Commerce.  Fie 
received  the  award  at  an  annual  awards  dinner  Oct. 
30.  Dr.  Colip  is  president  of  the  Grand  Prairie  Inde- 
pendent School  District  and  heads  the  Community 
Concert  Association.  He  also  serves  on  chamber  com- 
mittees and  the  city  capital  improvement  committee 
and  works  on  the  YMCA  Board. 


A program  of  slides  on  the  carotid  artery  syn- 
drome was  presented  by  Drs.  F.  C.  Rebfeldt  and 
Douglas  Bibby,  both  of  Fort  Worth,  at  a recent  din- 
ner meeting  of  the  Tom  Green-Eight  County  Medical 
Society.  In  other  business,  Dr.  Tom  Hunter  of  San 
Angelo  was  elected  vice  president  of  the  society  for 
1963. 

-o  — 

Dr.  Robert  S.  Glen  has  been  appointed  by  South- 
western Medical  School  in  Dallas  and  the  nearby  Ter- 
rell State  Hospital  as  full  time  coordinator  of  the 
jointly  operated  residency  and  postgraduate  training 
program  for  psychiatrists,  psychologists,  psychiatric 
nurses,  and  social  workers.  Dr.  Glen  formerly  taught 
psychiatry  at  the  University  of  Florida  College  of 
Medicine  in  Miami. 

-o- 

Dr.  Oliver  F.  Bush,  Dallas,  has  become  the  first 
Texan  to  be  named  president-elect  of  the  8,000- 
member  American  Society  of  Anesthesiologists.  He 
will  take  office  at  the  organization’s  annual  conven- 
tion in  the  fall  of  1963.  Dr.  Bush,  outgoing  vice 
president  and  chairman  of  the  public  relations  com- 
mittee, reports  the  anesthesiologists  are  currently 
building  a library-museum  of  anesthesiology  at  the 
society’s  headquarters  in  Park  Ridge,  111. 

- o - 

At  a combined  November  meeting,  the  Brown- 
Mills-San  Saba-Comanche  Counties  Medical  Society 
and  the  Woman’s  Auxiliary  of  the  society  heard  Dr. 
Pete  C.  Palasota  of  Abilene  discuss  the  development 
of  responsibility  pertaining  to  children. 

-o- 

The  chairman  of  the  endocrinology  division  of 
the  Southwest  Foundation  for  Research  and  Educa- 
tion at  San  Antonio,  Dr.  Joseph  W.  Goldzieher,  told 
members  of  the  Nueces  County  Medical  Society  that 
some  of  the  new  allied  hormones  may  serve  exactly 
opposite  purposes  in  medical  problems  dealing  with 
fertility.  Speaking  to  the  group  at  their  November 
meeting.  Dr.  Goldzieher  chose  the  '"Use  of  New  Syn- 
thetic Progestins  in  Gynecological  Problems”  as  his 
topic. 

- o - 

At  an  early  November  meeting,  members  of  the 
Hardeman  - Cottle  - Foard  - Motley  - Dickens  Counties 
Medical  Society  traveled  to  Paducah  for  a scientific 
session  on  office  gynecology.  Principal  speakers  were 
Dr.  John  M.  Taylor  and  Dr.  Andrew  Gwynne,  both 
of  Lubbock. 
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Members  of  the  Taylor-Jones  Counties  Medical 
Society  and  Abilene  ministers  of  all  faiths  met  jointly 
in  November  for  a discussion  on  the  attitudes  min- 
isters and  physicians  should  take  toward  prolonging 
life  of  patients  in  terminal  cases.  Dr.  L.  J.  Webster 
and  Dr.  W.  R.  Sibley,  Jr.,  both  of  Abilene,  partici- 
pated with  two  ministers  in  a panel  discussion  on 
the  "Management  of  the  Patient  and  the  Family  in 
Terminal  Illness”.  Paul  B.  McCleave,  LL.D.,  director 
of  the  department  of  medicine  and  religion  for  the 
American  Medical  Association,  was  present  at  the 
meeting. 

-o- 

Since  Dr.  Boyce  Elliott,  former  president  of  the 
San  Patricio-Aransas-Refugio  Counties  Medical  So- 
ciety, has  moved  to  Jourdanton,  Texas,  Dr.  Richard 
H.  Heard  of  Refugio  was  selected  to  fill  the  office 
of  acting  president  at  a November  meeting  of  the 
group.  Dr.  Daniel  R.  Baen  of  Mathis  was  appointed 
to  fill  the  resulting  vacancy  on  the  Board  of  Censors. 

-o- 

Dr.  Lester  Quinn  of  Dallas  is  the  new  president  of 
the  Texas  Society  of  Ophthalmology  and  Otolaryngol- 
ogy. Other  officers  of  the  society  are  Dr.  Oliver  W . 
Suehs,  Austin,  vice  president;  Dr.  Jack  Lee.  San  An- 
tonio, secretary;  and  Dr.  Claude  C.  Cody,  III.  Hous- 
ton, treasurer. 

-o- 

Dr.  P.  R.  Harrington  of  Houston  was  given  an 
honorary  professorial  degree  by  the  University  of 
Mexico  recently  for  his  outstanding  work  on  afflic- 
tions of  the  spine. 

-o- 

Mr.  C.  Lincoln  Willis  ton,  TMA  executive  secre- 
tary, has  received  an  invitation  to  represent  the 
Association  at  the  third  national  conference  of  the 
Joint  Council  to  Improve  the  Health  Care  of  the 
Aged  sponsored  by  the  American  Dental  Associa- 
tion, American  Hospital  Association,  American 
Medical  Association,  and  American  Nursing  Home 
Associaton.  The  meeting  will  take  place  May  2-4, 
1963,  in  San  Francisco. 

- o - 

Dr.  Charles  A.  Hooks,  Galveston,  has  been  named 
president-elect  of  the  South  Central  Urological  As- 
sociation. 

-o- 

Dr.  C.  J.  Ruilmann,  Austin,  was  the  speaker  at 
the  November  meeting  of  the  Cherokee  County 
Medical  Society  which  was  held  at  the  Rusk  State 
Hospital.  This  was  the  40th  year  that  the  medical 
society  has  been  the  guest  of  the  hospital  staff  for 
Thanksgiving  dinner. 

-o- 

Dr.  Henry  Ricci  of  San  Angelo  presented  a pro- 
gram of  slides  on  Peru  at  the  December  meeting  of 
the  Tom  Green-Eight  Counties  Medical  Society. 


The  Potter-Randall  Counties  Medical  Society  heard 
Lieutenant  Colonel  William  E.  Mayer,  a U.  S.  Army 
psychiatrist  at  Brooke  General  Hospital,  Fort  Sam 
Houston,  denounce  American  arguments  against 
building  fallout  shelters  as  "asinine”,  and  then  discuss 
the  psychiatric  phenomena  which  might  surround  a 
massive  disaster  such  as  a nuclear  attack.  Dr.  Mayer 
spoke  in  November  to  members  of  the  medical  so- 
ciety and  the  medical  staff  at  the  Air  Force  Hospital 
in  Amarillo. 

— o — 

Dr.  W . Hubert  Seale  of  Abilene  was  elected  presi- 
dent of  the  Taylor-Jones  Counties  Medical  Society  at 
the  November  meeting.  Dr.  Seale,  an  eye,  ear,  nose, 
and  throat  specialist,  has  practiced  in  Abilene  since 
1939,  except  for  three  years  as  an  Army  doctor  dur- 
ing World  War  II. 

-o- 

Dr.  Maurice  R.  Vinikoff,  director  of  the  El  Paso 
City-County  Health  Unit  Division  on  Venereal  Dis- 
eases, was  a principal  speaker  at  the  World  Forum 
on  Syphilis  and  Other  Treponematoses  which  was 
held  in  Washington,  D.C.,  recently. 

-o- 

Dr.  C.  M.  Stanfill  of  El  Paso  was  the  guest  speaker 
at  the  meeting  of  the  newly  organized  El  Paso  Speech 
and  Hearing  Association  in  November.  His  topic 
was  "Hearing  Problems  in  Children”. 

-o- 

Dr.  W.  Compere  Basom  of  El  Paso  was  a guest 
speaker  at  the  American  Fracture  Association  meet- 
ing held  in  Pasadena,  Calif.,  Oct.  20-25.  He  spoke 
on  "Colies’  Fractures”.  Dr.  Basom  is  first  vice  presi- 
dent of  the  organization. 

-o- 

Dr.  Hatch  W.  Cummings,  Jr.,  of  Houston  has  been 
nominated  to  serve  a three-year  term  as  Texas  gov- 
ernor of  the  American  College  of  Physicians. 

-o- 

The  University  of  Texas  Dads’  Association  has 
appointed  two  Texas  doctors  to  its  executive  com- 
mittee. They  are  Dr.  E.  K.  Jones  of  Amarillo  and 
Dr.  G.  V.  Brindley,  Jr.,  of  Temple. 

- o - 

Dr.  J.  H.  Greenwood  of  Temple  spoke  at  the  Uni- 
versity of  Texas  11th  annual  postgraduate  pharmacy 
refresher  course  in  Austin  Nov.  21. 

-o- 

Dr.  Robert  D.  Moreton,  Fort  Worth,  is  the  presi- 
dent-elect of  Southern  Medical  Association. 

-o- 

New  officers  of  the  Tenth  District  Medical  So- 
ciety are  Dr.  George  L.  Eastman,  Orange,  president; 
Dr.  Wade  M.  Parker,  Silsbee,  vice  president;  and 
Dr.  John  T.  Smith.  Beaumont,  secretary-treasurer. 
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Dr.  George  Ehni,  professor  of  neurological  sur- 
gery at  Baylor  University  College  of  Medicine,  Hous- 
ton, was  honorary  president  of  the  second  National 
Congress  of  Neurological  and  Psychiatric  Sciences 
held  in  Mexico  City,  Nov.  9-10,  1962.  At  that  meet- 
ing, he  presented  a paper  entitled  "Interventions 
upon  the  Pituitary  Gland  in  the  Treatment  of  Dia- 
betic Retinopathy”.  In  October,  Dr.  Ehni  attended 
the  third  meeting  of  the  neurosurgical  alumni  of  the 
Mayo  Foundation  and  was  re-elected  general  secre- 
tary of  the  group. 

-o- 

New  officers  of  the  Texas  Surgical  Society  are 
Dr.  J.  Warner  Duckett,  Dallas,  president;  Dr.  M.  F. 
Kreisle,  Jr.,  Austin,  first  vice  president;  Dr.  George 
E.  Pryor,  Stamford,  second  vice  president;  Dr.  Walter 
B.  King,  Jr.,  Waco,  secretary;  Dr.  W.  S.  Lorimer,  Jr., 
Fort  Worth,  treasurer;  Dr.  James  Greenwood,  Jr., 
Houston,  Dr.  A.  O.  Singleton,  Jr.,  Galveston,  Dr. 
Edward  Coyle,  San  Antonio,  and  Dr.  G.  V.  Brindley, 
Jr.,  Temple,  council  members. 


Which  Way,  America? 


A group  of  Houston  physicians  believe  that  the 
political  ideals  supported  by  American  medicine  can 
and  must  be  brought  to  the  attention  of  the  general 
public.  After  considering  various  methods  and  media, 
they  decided  that  a political  cartoon-type  placard 
would  be  an  effective  means  of  reaching  a large 
segment  of  the  people.  Above  is  a modified  version 
of  the  placard.  Members  of  the  Houston  Junior 
Chamber  of  Commerce,  favorably  impressed  with  the 
sign  and  its  message,  are  sponsoring  the  placement 
of  the  placard  in  the  Houston  city  buses. 


Dr.  Benedict  E.  Abreu,  chairman  of  the  Univer- 
sity of  Texas  Medical  Branch  pharmacology  depart- 
ment in  Galveston,  and  Dr.  Robert  A.  Liebelt,  chair- 
man of  the  Baylor  University  College  of  Medicine 
Department  of  Anatomy  in  Houston,  were  named 
Fellows  of  the  Texas  Academy  of  Science  at  the  66th 
annual  meeting  held  Nov.  30-Dec.  1 at  the  Univer- 
sity of  Texas  in  Austin. 

— o — 

Dr.  Louis  W . Breck  of  El  Paso  has  been  elected 
to  a fellowship  in  the  American  Medical  Writer’s 
Association. 

-o- 

The  following  El  Paso  doctors  have  been  elected  to 
serve  in  the  local  heart  association:  Dr.  Walter  C. 
Autrey,  chairman;  Dr.  L.  A.  Gladstone,  vice  chairman; 
Drs.  Saul  Appel,  H.  E.  Downs,  G.  W . Iwen,  Nathan 
Kleban,  and  John  Verosky,  board  of  directors.  Dr. 
Appel  also  serves  as  the  vice  president  of  the  Texas 
Heart  Association. 


Illinois  M.D.  to  Promote 
Academic  Achievement  Society 

Houston  will  be  headquarters  for  Dr.  Harold  Swan- 
berg,  Quincy,  111.,  when  he  visits  Texas  in  early 
spring,  1963,  to  promote  medical  sponsorship  of  the 
Society  for  Academic  Achievement,  a new  interna- 
tional honorary  educational  organization  which  aims 
at  being  the  high  school  counterpart  of  Phi  Beta 
Kappa. 

Dr.  Swanberg,  secretary-treasurer  of  the  society, 
will  be  available  to  speak  to  county  medical  societies 
during  all  of  February  and  most  of  March.  There  is 
no  charge  for  his  illustrated  address  "Medical  Society 
— Interest  in  Education  at  High  School  Level  ’.  In  this 
discussion,  he  will  point  out  the  advantages  of  spon- 
soring SAA,  which  is  in  operation  in  11  states.  Medi- 
cal societies  and  service  dubs  are  the  most  frequent 
sponsors  of  the  project. 

Original  sponsors  of  the  program  are  the  Adams 
County  Medical  Society  ( 111. ) , the  Quincy  Kiwanis 
Club,  and  the  Mississippi  Valley  Medical  Society. 
SAA  is  dedicated  to  improving  academic  output  and 
securing  a college  education  for  every  academically 
talented  youth.  In  October,  the  project  was  awarded 
a citation  for  noteworthy  contributions  to  education 
by  Better  Homes  and  Gardens,  in  cooperation  with 
the  National  Education  Association  and  the  Nation- 
al School  Boards  Association.  Only  75  of  the  646 
participants  in  the  magazine’s  "Action  in  Education” 
program  were  award  recipients. 

Medical  societies  interested  in  hearing  Dr.  Swan- 
berg should  write  him  at  SAA  headquarters,  220 
W.C.U.  Building,  P.O.  Box  110,  Quincy,  111. 
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Physicians  and  Schools  Conference 
Set  for  West  Texas  Area  in  March 

The  Sixth  State  Conference  on  Physicians  and 
Schools  will  be  held  March  29-30,  1963,  in  Midland. 
All  interested  physicians  and  members  of  allied  health 
fields,  as  well  as  school  personnel,  may  attend. 

The  program  is  being  coordinated  by  the  Texas 
Medical  Association's  Committee  on  School  Health 
in  conjunction  with  the  Midland,  Ector  County,  and 
Andrews  Independent  School  Districts,  and  the 
Andrews-Ector-Midland  Counties  Medical  Society. 

The  purpose  of  the  annual  conference  is  to  discuss 
problems  of  mutual  concern  to  both  doctors  and  edu- 
cators. 


Texas  Physicians  to  Participate 
In  American  College  of  Surgeons  Meet 

Five  Texas  physicians  will  travel  to  Phoenix,  Ariz., 
Jan.  21-23  to  participate  in  the  first  1963  sectional 
meeting  of  the  American  College  of  Surgeons.  More 
than  450  surgeons  from  the  Southwestern  area  are 
expected  to  attend. 

Two  of  the  Texans  will  take  part  in  the  special 
symposium  on  treatment  of  the  multiple-injury  pa- 
tient. Dr.  Joseph  R.  Schaeffer  of  San  Antonio  will 
preside  over  the  meeting,  and  Dr.  Donald  L.  Paulson 
of  Dallas  will  speak  on  "Problems  Seen  by  the  Tho- 
racic Surgeon”. 

Dr.  Robert  S.  Sparkman  of  Dallas  will  be  one  of 
the  guest  speakers  for  the  symposium  on  surgical 
complications  during  pregnancy.  His  topic  will  be 
"Surgical  Procedures  During  Pregnancy”. 

One  of  three  panelists.  Dr.  Edgar  J.  Poth  of  Gal- 
veston, will  participate  in  a discussion  of  peritonitis, 
and  Dr.  George  C.  Morris  of  Houston  will  speak  on 
"Arteriography”  in  one  of  the  two  "How  I Do  It” 
clinics. 

Other  discussions  will  handle  palliative  manage- 
ment of  patients  with  malignant  neoplasms,  treat- 
ment of  burns,  hypothermia,  and  the  present  status 
of  tissue  transplantation. 

American  College  of  Radiology 
To  Meet  Feb.  6-9  in  Chicago 

The  American  College  of  Radiology  will  meet 
Feb.  6-9  at  the  Drake  Hotel  in  Chicago.  The  subject 
of  the  meeting  will  be  "Radiology”,  and  there  will 
be  no  registration  fee. 

Further  information  may  be  obtained  from  Wil- 
liam C.  Stronach,  executive  director,  20  North  Wack- 
er  Drive,  Chicago  6. 


Public  Health  Association 
To  Meet  in  Galveston  Feb.  24-27 

The  Texas  Public  Health  Association  will  hold  its 
annual  meeting  at  the  Galvez  Hotel  and  Moody 
Center,  Feb.  24-27,  1963. 

Included  in  the  general  sessions  will  be  an  address 
by  Dr.  James  E.  Peavy,  Commissioner  of  Health, 
Texas  State  Department  of  Health;  "TMA  Report” 
by  Dr.  George  Waldron,  President,  Texas  Medical 
Association;  "Measuring  Quality  of  Nursing  Service” 
by  Mrs.  Lucile  Leone,  Chief  Nurse  Officer,  Public 
Health  Service;  "The  Surveillance  Program  of  the 
Communicable  Disease  Center  on  Poliomyelitis”  by 
Dr.  James  L.  Goddard,  Chief,  Communicable  Disease 
Center,  Public  Health  Service;  and  "Medical  Aspects 
of  Life  in  Space”  by  Dr.  Stanley  C.  White,  Head, 
Life  Systems  Division,  Manned  Space  Center,  NASA. 

Allied  groups  meeting  concurrently  will  be  the 
School  Health  Conference,  Texas  Association  of 
Sanitarians,  and  Texas  Association  of  Public  Health 
Physicians. 

Texas  Urological  Society 
To  Meet  in  Lubbock  Feb.  9-10 

The  Texas  Urological  Society  will  hold  its  annual 
meeting  at  the  Pioneer  Hotel  in  Lubbock  Feb.  9-10. 

Program  speakers  include  Dr.  Elmer  Belt,  clinical 
professor  of  surgery  in  urology,  University  of  Cali- 
fornia Medical  School,  Los  Angeles;  Dr.  Raul  Lopez 
Engelking,  president,  South  Central  Section,  Ameri- 
can Urological  Association,  Mexico  City;  and  Dr. 
Harry  Spence,  professor  of  urology,  University  of 
Texas  Southwestern  Medical  School,  Dallas. 

Dr.  Belt’s  topics  are  "Total  Prostatectomy  for  Car- 
cinoma of  the  Prostate,  the  Perineal  Approach”  and 
"The  Berry  Procedure  for  Incontinence".  "Leonardo 
and  the  Awakening  of  Science  in  the  Renaissance”  is 
the  subject  he  will  speak  on  at  the  annual  banquet. 

Dr.  Engelking’s  topics  include  "Management  of 
Problem  Cases  in  Urology”  and  "Our  Experience  in 
Genito-Urinary  Tuberculosis,  Clinical  Classification 
and  Problem  Cases”. 

Dr.  Spence  will  moderate  a pyelogram  session. 

Additional  information  may  be  obtained  by  writ- 
ing to  Dr.  Roy  Riddel,  Jr.,  Great  Plains  Life  Bldg., 
Lubbock. 

Harris  Academy  of  GP  Elects  Officers 

New  officers  of  the  Harris  County  Academy  of 
General  Practice  are  president-elect,  Dr.  Charles 
Klanke;  vice  president,  Dr.  W.  M.  Wallis;  secretary, 
Dr.  M.  C.  Butler;  treasurer,  Dr.  Marolyn  Cowart; 
and  board  member,  Dr.  L.  W.  Johnson;  all  of  Hous- 
ton. 
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24%  Dividend  Declared 
By  Group  Disability  Program 

The  Committee  on  Association  Insurance  Programs 
has  announced  rhat  a cash  dividend  of  24  per  cent 
was  paid  to  all  individual  members  who  were  insured 
under  rhe  Texas  Medical  Association  Group  Disabil- 
ity Insurance  Program  during  the  policy  year  ending 
Oct.  31,  1962.  The  total  amount  declared  was  fig- 
ured on  the  basis  of  the  new  dividend  formula  and 
was  distributed  pro  rata  based  upon  the  premium 
paid  by  each  member  during  the  last  policy  year. 

In  a recent  letter  to  members,  Dr.  A.  R.  Hazzard, 
chairman,  pointed  out  that  the  exceptionally  good 
loss  experience  has  made  possible  several  improve- 
ments in  the  program  since  1959  without  increasing 
the  premium.  The  improvements  consist  of  an  in- 
crease in  sickness  benefits  from  three  years  to  five 
years  effective  Nov.  1,  I960;  payment  of  a bonus  on 
disability  claims  originating  under  the  five  year  plan 
between  Nov.  1,  1959,  and  Nov.  1,  1962;  and  pay- 
ment of  a similar  dividend  in  1961. 

The  program  has  been  in  effect  since  Nov.  1,  1955. 
It  is  underwritten  by  the  Lumbermen's  Mutual  Casu- 
alty Company  and  administered  by  Charles  O.  Finley 
and  Co. 

781  Issued  Licenses 
By  Vocational  Nurse  Examiners 

Following  the  October  examination  conducted  by 
the  State  Board  of  Vocational  Nurse  Examiners,  781 
candidates  were  issued  vocational  nurse  licenses,  and 
two  new  schools  were  accredited. 

The  new  schools  offering  the  one  year  training 
program  are  located  at  Deaf  Smith  County  Hospital 
in  Hereford  and  Groom  Memorial  Hospital  in 
Groom. 

The  781  newly  licensed  vocational  nurses  were 
products  of  70  approved  training  programs.  Nine  of 
the  781  qualified  through  two  years’  training  in  pro- 
fessional nurse  schools.  Reciprocity  licenses  were 
granted  to  25  applicants  from  other  states. 

Mrs.  Juanita  Hurst  Kiowski  of  Dallas  made  the 
high  score  of  96.4  on  the  examination. 

M.D.'s  Outrank  Writers — Astronauts,  Yet! 

Doctors  have  more  sex  appeal  than  members  of 
any  other  profession. 

This  welcome  fact  was  established  by  a Parade  sur- 
vey in  which  a random  cross  section  of  women  were 
asked  to  rate  various  professions  romantically.  Doc- 
tors got  25  per  cent  of  the  vote,  larger  than  any 
other  profession.  Wrirers  took  second  place,  and 
astronauts  third. 


Sponsoring  Organizations 
Vote  to  Dissolve 
Joint  Blood  Council 

Having  achieved  its  major  objectives,  the  Joint 
Blood  Council  is  now  placed  in  the  position  of  the 
man  who  worked  himself  right  out  of  a job.  Five 
sponsoring  organizations  have,  therefore,  decided  to 
dissolve  the  corporation. 

The  Council,  a non-profit  professional  service 
organization  which  coordinates  national  blood  pro- 
grams, was  formed  in  1955  by  the  American  Medical 
Association,  the  American  National  Red  Cross,  the 
American  Hospital  Association,  the  American  Asso- 
ciation of  Blood  Banks,  and  the  American  Society  of 
Clinical  Pathologists. 

Because  the  Council’s  work  has  been  so  successful, 
it  is  now  felt  that  the  existence  of  a separate  corpo- 
ration is  unnecessary.  Within  the  last  seven  years, 
the  Council  has  been  instrumental  in  developing  a 
national  peacetime  blood  program  of  major  signifi- 
cance, assuring  the  future  availability  of  blood  and 
its  derivatives  to  all  who  may  need  them. 

Three  editions  of  "Standards  for  a Blood  Transfu- 
sion Service”,  a basic  document  for  accrediting  blood 
banks,  have  been  published  and  distributed  by  the 
Council,  and  the  findings  of  the  first  comprehensive 
survey  of  blood  handling  institutions  were  published 
under  the  title,  "The  Nation’s  Blood  Transfusion 
Facilities  and  Service”. 

In  addition  to  these  accomplishments,  the  Council 
has  encouraged  rhe  retention  of  industrial  blood 
fractionation  plants  as  a national  defense  measure, 
has  provided  organization  for  the  arbitration  of  dis- 
putes between  blood  banks,  has  encouraged  and  pub- 
lished a study  on  medicolegal  problems  in  blood 
transfusions,  and  has  helped  in  establishing  a co- 
operative agreement  between  the  Red  Cross  and  the 
American  Association  of  Blood  Banks  regarding  the 
national  exchange  of  blood  and  blood  credits. 

Plans  are  being  made  for  continued  liaison  of 
blood  interests  of  each  of  the  five  component  insti- 
tutions. This  will  be  achieved  through  advisory  rep- 
resentatives who  will  meet  occasionally. 

Medical  School  Applications  Increase 

For  the  first  time  in  four  years,  the  number  of 
applications  for  medical  schools  has  increased  and 
the  declining  enrollment  trend  appears  to  be  checked, 
according  to  Dr.  Donald  G.  Anderson,  president  of 
the  Association  of  American  Medical  Colleges. 

The  AAMC’s  goal  is  4,000  more  medical  students 
in  the  next  ten  years.  If  enough  support  is  offered, 
existing  schools  will  be  able  to  handle  2,000  of  these, 
and  by  mid-1970s,  20  new  medical  schools  will  be 
required  to  take  care  of  the  rest. 
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TMA  MEMORIAL  LIBRARY 


280  Films,  400  Audio-Digest  Tapes  Available 


More  than  280  lay  and  professional  films  and  400 
Audio-Digest  tapes  from  California  are  available 
without  charge  to  Texas  Medical  Association  mem- 
bers through  the  Film  Department  of  the  TMA  Me- 
morial Library. 

Throughout  the  year,  new  films  are  carefully  se- 
lected and  added  to  the  collection,  and  the  latest 
film  brochure  listing  the  individual  titles  will  be  sent 
to  Association  members  upon  request.  The  brochure 
includes  request  cards,  and  members  need  only  to 
fill  in  the  name  of  the  film  and  the  date  on  which 
it  is  needed.  When  the  film  librarian  receives  the 
completed  request  card,  she  promptly  makes  a 
reservation  for  the  film  for  that  day  and  notifies 
the  person  making  the  request. 


All  films  are  shipped  seven  days  in  advance  of  a 
showing  date  to  insure  ample  time  for  arrival,  and 
in  case  of  an  unexpected  need  for  films,  the  library 
will  ship  them  by  the  quickest  means  possible.  A 
physician  is  asked  to  return  all  films  promptly,  to 
assume  responsibility  for  the  care  of  the  film  while  it 
is  in  his  possession,  and  to  insure  the  film  when  it 
is  returned. 

The  library  presently  includes  tape  subscriptions 
to  four  categories:  obstetrics  and  gynecology,  internal 
medicine,  surgery,  and  general  practice.  The  tapes 
are  334  I.P.S.  (inches  per  second)  on  5 inch  reels. 
A listing  of  the  latest  tapes  will  also  be  sent  upon 
request. 


New  Books  in  TMA  Memorial  Library 

Aufranc,  O.  E. : Constructive  Surgery  of  the  Hip,  St.  Louis, 
C.  V.  Mosby  Co.,  1962. 

Avnet,  H.  H. : Psychiatric  Insurance,  New  York,  Group 
Health  Insurance,  Inc.,  1962. 

Dodson,  A.  I.,  and  Hill,  J.  E.:  Synopsis  of'  Genitourinary 
Disease,  St.  Louis,  C.  V.  Mosby  Co.,  1962. 

Fields,  W.  S.,  and  Sharkey,  P.  C. : The  Biology  and  Treat- 
ment of  Intracranial  Tumors,  Springfield,  Charles  C 
Thomas,  1962. 

Greenfield,  M.:  A History  of  Public  Health  in  New 
Mexico,  Albuquerque,  University  of  New  Mexico  Press, 
1962. 

Knight,  E.  M.,  et  al.:  Ultramicro  Methods  for  Clinical 
Laboratories,  ed.  2,  New  York,  Grune  and  Stratton,  Inc., 
1962. 

Meschan,  I.:  Synopsis  of  Roentgen  Signs,  Philadelphia, 
W.  B.  Saunders  Co.,  1962. 

Parish,  H.  J.,  and  Cannon,  D.  A.:  Antisera,  Toxoids,  Vac- 
cines and  Tuberculins  in  Prophylaxis  and  Treatment,  Balti- 
more, Williams  and  Wilkins  Co.,  1962. 

Year  Book  of  General  Surgery  1962-1963,  Chicago,  Year 
Book  Medical  Publishers,  1962. 


Book  Notes 

Curare  and  Curare-Like  Agents.  Ciba  Foundation 
Study  Group  No.  12.  A.  V.  S.  De  Reuck,  Ed.  98  pp. 
Boston,  Little,  Brown  & Co.,  1962.  $2.95. 


The  Pharmacology  of  Anesthetic  Drugs:  A Sylla- 
bus for  Students  and  Clinicians.  4th  ed.  John 
Adriani,  M.D.  181  pp.  Springfield,  111.,  Charles  C Thom- 
as, I960.  $11. 

In  this  fourth  edition,  Dr.  Adriani  has  revised 
and  enlarged  his  book  by  adding  research  on  new 


products  and  detailed  studies  on  the  older  conven- 
tional drugs.  He  has  retained  his  emphasis  on  the 
anesthesiologist’s  use  and  interest.  The  book  should 
be  important  to  all  who  employ  anesthetic  drugs. 

Immunoassay  of  Hormones.  Ciba  Foundation  Colloquia 
on  Endocrinology  Vol.  14.  G.  E.  W.  Wolstenholme  and 
Margaret  P.  Cameron,  Eds.  419  pp-  Boston,  Little,  Brown 
& Co.,  1962.  $10.75. 

T HIS  IS  ANOTHER  distinguished  volume  in  the  now 
famous  Ciba  Foundation  Colloquia  on  Endocrinology. 
These  volumes  are  becoming  a virtual  chronicle  of 
progress  in  basic  endocrinology. 


“I’d  like  something  for  high  blood  pressure, 
nerves,  and  an  ulcer,  and  step  on  it,  I’m  in 
a hurry.” 
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Twenty-eight  world  authorities  participated  in 
this  symposium,  representing  both  immunologic  and 
endocrinologic  thought.  Their  researches  shed  light 
on  the  whole  complex  problem  of  detection  and 
assay  of  hormones  by  immunochemical  means. 

Clinical  Applications  of  Cardiopulmonary  Physi- 
ology. M.  Henry  Williams,  Jr.,  M.D.  233  pp.  New 
York,  Paul  B.  Hoeber,  Inc.  Medical  Division  of  Harper 
& Brothers,  I960.  $7.50. 

T HE  PURPOSE  of  the  book  is  to  provide  not  only 
a convenient  source  of  the  new  knowledge  of  cardio- 
pulmonary physiology  but  also  to  provide  clear  de- 
scriptions of  the  clinical  and  laboratory  methods  now 
in  use  for  assessing  the  various  cardiopulmonary 
functions,  the  significance  of  each  test  in  the  diag- 
nosis and  treatment  of  the  patient,  and  the  relation 
of  abnormalities  to  signs,  symptoms,  and  prognosis. 


Diagnosis  and  Management  of  Pain  Syndromes. 
Bernard  E.  Finneson,  M.D.  261  pp.  Philadelphia  & Lon- 
don, W.  B.  Saunders  Co.,  1962.  $8. 

T HE  AUTHOR  has  attempted  to  provide  "a  practical 
and  useful  guide  to  the  management  of  pain  prob- 
lems commonly  encountered  in  practice”.  Two  pre- 
liminary chapters  covering  the  anatomy,  physiology, 
and  principles  of  therapy  introduce  subsequent  sec- 
tions relative  to  diagnosis  and  treatment  of  pain 
syndromes  in  various  parts  of  the  body.  The  text  is 
amply  augmented  by  excellent  sketches.  Particularly 
useful  might  be  the  descriptions  of  various  diagnostic 
blocks  found  useful  by  the  author.  With  the  separa- 
tion of  pain  syndromes  and  treatment  into  precise 
categories,  the  text  might  find  its  greatest  usefulness 
among  medical  students. 

- — Ralph  A.  Munslow,  M.D.,  San  Antonio. 


Doctor  and  Patient  and  the  Law.  C.  Joseph  Stetler, 

LL.B.,  LL.M.,  and  Alan  R.  Moritz,  M.D.  518  pp.  St. 

Louis,  C.  V.  Mosby  Co.,  1962.  $14.75. 

T His  BOOK  IS  the  successor  to  the  book  bearing  the 
same  name  authored  by  Louis  J.  Regan,  M.D.,  LL.B. 
Dr.  Regan  died  in  1955.  The  format  and  content 
have  been  changed,  but  the  authors  have  endeavored 
to  retain  Dr.  Regan’s  original  purpose — the  presen- 
tation of  a concise  treatment  of  the  subject  of  legal 
medicine. 

In  the  past  30  years  medical  practice  has  become 
an  increasingly  complex  undertaking.  The  care  of 
the  patient  has  become  a divided  responsibility  be- 
tween the  government,  health  insurance,  and  other 
physicians.  The  legal  problems  have  increased  with 
the  change  in  relationship.  The  book  should  be  a 
help  in  acquainting  physicians  and  lawyers  with 


their  responsibilities  in  the  medicolegal  field,  and 
should  contribute  to  the  promotion  of  cooperative 
relationship  between  them. 

Dr.  Mary  Walker:  the  Little  Lady  in  Pants.  Charles 
McCool  Snyder,  Ph.D.  152  pp.  New  York,  Washington, 
Hollywood,  Vantage  Press,  1962.  $3.95. 

Dr.  Mary  Walker,  a unique  figure,  was  a pioneer 
woman  doctor  who  won  the  Congressional  Medal  of 
Honor  in  the  Civil  War.  She  also  pioneered  in  the 
fight  for  women’s  rights  and  dress  reform. 

Dr.  Snyder,  a professional  historian  who  has  de- 
voted his  life  to  American  history,  built  the  story 
around  Dr.  Walker’s  books  and  papers. 


Thalassemia:  A Survey  of  Some  Aspects.  Robin  M. 
Bannerman.  Ill  pp.  New  York  & London,  Grune  & 
Stratton,  Inc.,  1961.  $6.50. 

T HIS  SMALL  VOLUME  brings  together  important 
aspects  of  the  syndrome  of  defective  erythropoiesis 
originally  named  because  of  its  prevalence  in  the 
region  of  the  Mediterranean  Sea.  The  historical  re- 
view and  the  well-chosen  bibliography  are  two  of 
the  outstanding  features  of  the  monograph. 

Psychiatric  Insurance.  Helen  Hershfield  Avnet.  263 
pp.  New  York,  Group  Health  Insurance,  Inc..  1962. 

T His  REPORT  should  be  of  intense  interest  to  peo- 
ple who  are  concerned  with  the  economics  and  de- 
velopment of  psychiatric  care.  It  details  the  findings 
of  a 30-month  project  which  was  partly  financed  by 
the  National  Institute  of  Mental  Health  and  co- 
sponsored by  the  American  Psychiatric  Association 
and  the  National  Association  for  Mental  Health. 

Group  Health  Insurance,  Inc.,  believes  that  the 
report  demonstrates  that  under  the  present  conditions 
short-term  ambulatory  psychiatric  treatment  can  be 
covered  by  prepaid  health  insurance  plans  at  a 
realistic  premium. 

Current  Therapy.  Howard  F.  Conn,  M.D.,  Ed.  752  pp. 
Philadelphia  & London,  W.  B.  Saunders  Co..  1962. 
$12.50. 

T HIS  BOOK  IN  ITS  14th  edition  continues  to  be  a 
concise,  authoritative,  and  specific  source  of  informa- 
tion on  the  treatment  of  the  most  commonly  en- 
countered diseases. 

Traditional  therapy  is  included  along  with  modern 
advances. 

The  book  is  effective  because  the  authors  of  the 
articles  are  not  only  interested  in  the  treatment  of 
disease  but  are  actively  engaged  in  treating  patients. 
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Psychosomatic  Medicine:  The  First  Hahnemann 
Symposium.  John  H.  Nodine,  M.D.,  and  John  H.  Moyer, 
M.D.,  Eds.  1002  pp.  Philadelphia,  Lea  & Febiger,  1962. 
$16.50. 

T HE  PURPOSE  OF  this  book  is  to  integrate  dynamic 
psychiatric,  physiologic,  psychopharmacologic,  and 
experimental  psychologic  approaches  to  psychoso- 
matic and  related  problems.  Other  esoteric  fields  are 
involved  in  this  comprehensive  symposium. 

An  attempt  is  made  to  make  this  work  clinical  in 
character  with  special  attention  given  to  specific 
problems.  Since  many  authors  with  varying  attitudes 
toward  the  management  of  psychosomatic  problems 
are  participants,  a certain  amount  of  confusion  re- 
sulting from  honest  differences  of  opinion  pervades 
the  book. 

In  the  concluding  discussion  one  of  the  editors 
repeatedly  brings  up  the  question  of  how  psychoso- 
matic problems  can  be  managed  from  a practical 
point  of  view  considering  the  financial  and  time 
burden  entailed.  The  clinician  may  find  a partial  an- 
swer to  this  question  in  using  this  volume  for  refer- 
ence purposes.  The  fact  that  the  book  is  compiled 
from  a symposium  causes  it  to  be  repetitious.  Despite 
the  length  of  the  book  no  space  is  devoted  to  inter- 
viewing techniques  or  psychotherapy.  As  the  editors 
state,  "It  is  hoped  and  felt  that  the  book  will  provide 
an  initial  step  and  a more  integrated  multidisciplinary 
approach  to  psychosomatic  medicine  in  the  future”. 

— Jerome  O.  Ravel,  M.D.,  Austin. 


Clinical  Pathology:  Application  and  Interpreta- 
tion. Benjamin  B.  Wells,  M.D.  541  pp.  Philadelphia  & 
London,  W.  B.  Saunders  Co.,  1962. 

In  discussing  the  aims  of  his  book,  the  author 
states  that  a practitioner  must  know  three  things 
about  laboratory  procedure:  ( 1 ) when  to  use  it, 
(2)  how  to  interpret  the  results,  and  (3)  what 
technical  or  physiologic  limitations  must  be  taken 
into  account  in  its  interpretation. 

The  author  has  made  an  effort  to  discuss  tests  and 
results  as  they  apply  to  a large  number  of  clinical 
problems.  The  book  should  be  valuable  to  any  prac- 
ticing physician  who  may  need  assistance  in  deciding 
how  the  laboratory  can  help  in  specific  cases.  It 
should  be  most  helpful  to  medical  students  and  house 
officers. 

Pulmonary  Structure  and  Function.  Ciba  Founda- 
tion Symposium.  A.  V.  S.  DeReuck  and  Maeve  O’Con- 
nor, Eds.  388  pp.  Boston,  Little,  Brown  & Co.,  1962. 
$11.50. 

T HIS  IMPORTANT  symposium  held  in  England  dur- 
ing rhe  J.  S.  Haldane  Centenary  Celebration  was 
attended  by  29  authorities,  11  of  whom  were  from 
the  United  States.  They  discussed  the  lungs,  how  they 
"are  evenly  reventilated  in  health,  and  how  their 
reventilation  is  disturbed  by  disease,  and  what  takes 
place  in  the  alveoli”. 


Recent  Deaths 


DR.  C.  M.  JACKSON 


DR.  C.  M.  JACKSON 

Dr.  Curtis  Monroe  Jackson,  veteran  Rockwall  gen- 
eral practitioner,  died  in  a Dallas  hospital  Oct.  16, 
1962,  following  a brief  illness. 

Dr.  Jackson  was  born  in  Rockwall  on  Oct.  13, 
1875.  He  was  the  son  of  Lewis  Livingston  Jackson 
and  Mary  Langston  Jackson.  After  attending  Wells 
College  in  Rockwall  for  four  years,  he  studied  at 
the  University  of  Texas  Medical  Branch,  Galveston, 
and  at  Tulane  University  School  of  Medicine,  New 
Orleans;  he  received  his  medical  degree  from  the  At- 
lanta College  of  Physicians  and  Surgeons  ( now  Emory 
University  School  of  Medicine)  in  1902.  Before 
opening  his  practice  in  Rockwall,  he  lived  briefly  in 
Lrankford. 

He  married  Miss  Lena  Polk  Williams  of  Wills 
Point  in  1902;  they  were  the  parents  of  four  chil- 
dren. 

Dr.  Jackson  was  a member  of  the  Texas  Medical 
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Association  and  served  as  president  of  the  Hunt- 
Rockwall-Rains  Counties  Medical  Society  for  sev- 
eral years.  Active  in  civic  as  well  as  medical  activ- 
ities, Dr.  Jackson  was  president  of  the  Rockwall 
school  board,  city-county  health  officer,  and  exam- 
iner for  the  Texas  State  Department  of  Health.  He 
was  a Methodist.  Golf  and  fishing  were  his  favorite 
sports. 

Dr.  Jackson  was  preceded  in  death  by  his  wife 
who  died  in  1956.  He  is  survived  by  three  daughters, 
Mrs.  W.  L.  Lawhorn,  Mrs.  Foy  McCurry,  and  Mrs. 
R.  E.  Anderson,  Rockwall,  and  one  sister,  Mrs.  Hattie 
Atkins  of  Panhandle.  A son,  Douglas,  died  in  1940. 


DR.  E.  W.  HAWKINS 

Dr.  Eugene  Wallace  Hawkins,  81,  died  in  a Mar- 
lin hospital  Nov.  23,  1962.  He  had  lived  in  Marlin 
for  nine  years,  the  last  four  in  retirement. 

Dr.  Hawkins  wras  born  Aug.  8,  1881,  in  Ball- 
ground,  Ga.  His  parents  were  Dr.  A.  M.  F.  and  Ella 
(Worley)  Hawkins.  He  attended  the  Ballground 
Academy  and  was  graduated  from  the  University  of 
the  South,  Sewanee,  Tenn.,  in  1905  with  the  M.D. 
degree.  His  internship  was  served  at  Red  Cross  Hos- 
pital, Atlanta. 

In  1910  he  married  Alice  Newbern  of  Austell,  Ga., 
who  survives  him.  They  had  two  children. 

Dr.  Hawkins  was  a veteran  of  the  Spanish  Ameri- 
can War.  He  had  enlisted  with  the  29th  United 
States  Volunteers  in  1899-  He  served  in  the  Philip- 
pines and  later  with  U.S.  troops  in  the  Boxer  Re- 
bellion in  China. 

During  his  life,  Dr.  Hawkins  devoted  alternating 
periods  to  private  general  practice,  industrial  medi- 
cine, and  to  federal  and  state  government  service. 
He  practiced  privately  in  Georgia,  Oklahoma,  and 
Texas.  For  14  years  he  was  with  the  United  States 
Indian  Service.  He  was  connected  with  the  Texas 
health  department  for  several  years  as  director  of 
the  East  Texas  Public  Health  Training  Unit  for 
Polk,  Trinity,  and  Houston  Counties.  During  World 
War  II  he  was  with  the  medical  department  of  Blue- 
bonnet Ordnance  Plant  at  McGregor  and  Consoli- 
dated Steel  Corporation  at  Orange. 

He  was  elected  to  honorary  membership  in  Texas 
Medical  Association  in  1957.  He  had  been  a mem- 
ber since  1944  through  the  Orange,  the  McLennan, 
the  Jasper-Newton,  and  the  Falls  County  Medical 
Societies.  He  was  a member  of  the  American  Medical 
Association. 

Dr.  Hawkins  was  a Baptist  and  belonged  to  the 
Masonic  Lodge  Scottish  Rite,  Veterans  of  Foreign 
Wars,  Odd  Fellows  Lodge,  and  Elks  Lodge. 

Survivors  include  his  widow,  now  of  1033  Ann 
St.,  Portsmouth,  Va.;_  two  daughters,  Mrs.  Clarence 


DR.  E.  W.  HAWKINS 


C.  Russell  of  Kansas  City,  Mo.,  and  Mrs.  James  K. 
Gorrell  of  Portsmouth,  Va.;  a brother,  Paul  Hawkins 
of  Miami,  Fla.;  four  grandchildren  and  one  great- 
grandchild. 

Dr.  Hawkins  was  buried  at  Portsmouth,  Va. 


DR.  S.  F.  HARRINGTON 

Dr.  Silas  F.  Harrington,  Dallas  otolaryngologist, 
died  there  Nov.  25,  1962,  after  a short  illness.  He 
had  practiced  in  Dallas  since  1920. 

Born  in  Plano,  Dec.  17,  1893,  he  was  the  son  of 
Silas  Marion  and  Minnie  Katherine  (Schimelpfenig) 
Harrington.  He  attended  the  Plano  schools  and  the 
University  of  Texas  and  received  his  M.D.  degree  at 
the  University  of  Texas  Medical  Branch  in  Galveston 
in  June,  1918. 

He  interned  at  St.  Paul  Sanitarium  in  Dallas  and 
did  postgraduate  work  at  the  University  of  Pennsyl- 
vania, Philadelphia.  He  was  certified  in  otolaryngol- 
ogy in  1926. 

Dr.  Harrington  was  a member  of  the  Texas  Medi- 
cal Association  through  the  Dallas  County  Medical 
Society,  the  American  Medical  Association,  Southern 
Medical  Association,  Dallas  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  Texas  Eye,  Ear,  Nose,  and 
Throat  Society,  and  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology.  He  was  a fellow  of 
the  American  College  of  Surgeons. 

A member  of  the  Christian  church,  he  belonged 
to  the  Salesmanship  Club,  Koon  Kreek  Club,  Ma- 
sonic Lodge,  Dallas  Country  Club,  and  Dallas  Ath- 
letic Club.  His  hobbies  were  fishing,  hunting,  and 
photography. 
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DR.  S.  F.  HARRINGTON 


He  married  the  former  Mary  Katharine  Ray  of 
Pettus,  Tex.,  June  10,  1921.  She  survives  as  do  a 
daughter,  Mrs.  Kay  Gilbert,  a son,  Dr.  Ray  Harring- 
ton, and  three  grandchildren,  Nan  Katharine  Har- 
rington, Mitch  Gray  Gilbert,  Jr.,  and  Gayle  Gilbert, 
all  of  Dallas.  Other  survivors  are  three  brothers, 
Charles  E.  Harrington,  James  W.  Harrington,  and 
Clifford  L.  Harrington,  all  of  Dallas;  and  one  sister, 
Mrs.  Henry  H.  Bomar,  Plano. 

DR.  H.  M.  BRADFORD 

A Dallas  resident  since  his  retirement  in  1951,  Dr. 
Harry  M.  Bradford,  long-time  Greenville  physician, 
died  Nov.  1,  1962.  He  was  93- 

Dr.  Bradford  practiced  in  Greenville  from  1911 
to  1951.  Prior  to  that  he  was  located  at  Howland 
(Lamar  County),  1895  to  1910,  and  Sweetwater, 
1910  to  1911.  He  began  his  long  career  in  medicine 
immediately  after  graduation  from  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  in  1895.  He 
received  a certificate  to  begin  practice  from  a one- 
man  board  examiner  at  Paris,  Tex.  In  1918  when 
medicine  was  better  organized,  he  was  issued  a per- 
manent license. 

Born  April  8,  1869,  at  Mill  Springs,  Ky.,  Dr.  Brad- 
ford moved  as  a youth  to  Texas  where  he  continued 
his  education  in  the  Lamar  County  schools.  Later  he 
taught  school  there  for  four  years. 

A charter  member  of  the  American  Academy  of 
General  Practice,  Dr.  Bradford  belonged  to  the 
Texas  Medical  Association,  the  American  Medical 
Association,  and  the  Southern  Medical  Association. 
He  was  elected  to  honorary  membership  in  TMA  in 


DR.  H.  M.  BRADFORD 


1952  having  belonged  during  his  career  to  the  La- 
mar, Hunt,  Hunt-Rockwall-Rains,  and  Dallas  County 
Medical  Societies. 

He  was  affiliated  with  the  Greenville  Masonic 
Lodge  and  the  Greenville  Lions  Club,  and  was  a 
member  of  the  Methodist  church. 

He  is  survived  by  his  wife,  Mrs.  Annie  Good  Brad- 
ford; two  sons,  H.  M.  Bradford,  Jr.,  and  Dr.  William 
H.  Bradford,  both  of  Dallas;  a brother,  Ollie  Brad- 
ford, Greenville;  and  a sister,  Mrs.  M.  Crain,  Fort 
Worth. 


DR.  W.  C.  E.  SPENCER 

Dr.  Walter  Carlton  Edward  Spencer,  Houston  eye, 
ear,  nose,  and  throat  specialist,  died  in  that  city  on 
Oct.  18,  1962. 

Dr.  Spencer  was  the  son  of  Herbert  and  Ida 
Spencer.  He  was  born  in  Bradford,  Pa.,  March  9, 
1901.  He  attended  high  school  in  Portville,  N.Y., 
and  college  at  Southern  Methodist  University  in 
Dallas.  He  was  graduated  from  the  University  of 
Texas  Medical  Branch  in  1931.  He  interned  at  Jef- 
ferson Davis  Hospital,  Houston.  He  was  licensed  to 
practice  in  Texas,  New  Mexico,  Oklahoma,  and 
Mississippi.  He  took  specialty  training  at  Illinois 
Eye  and  Ear  Infirmary  of  Chicago  and  Wilmer  In- 
stitute, Johns  Hopkins  University,  Baltimore.  He  was 
certified  by  the  American  Board  of  Ophthalmology 
in  1939. 

He  was  a member  of  the  Harris  County  Medical 
Society,  Texas  Medical  Association,  Southern  Medical 
Association,  American  Medical  Association,  Ameri- 
can Association  of  Physicians  and  Surgeons,  and  the 
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American  Academy  of  Ophthalmology  and  Otolaryng- 
ology. 

He  belonged  to  the  Kiwanis  Club,  Houston  Club, 
the  Shrine  and  Masonic  Lodges,  and  the  St.  Martin’s 
Episcopal  Church  of  Houston. 

He  was  married  to  Edna  Margaret  Bell  in  Wax- 
ahachie  on  Aug.  8,  1936. 

The  physician  practiced  briefly  in  a number  of 
cities,  including  Greenville  and  Jackson,  Miss.,  and 
Dallas  and  Conroe,  Tex.,  before  settling  in  Houston 
where  his  office  was  located  in  the  Medical  Arts 
Building  for  20  years.  In  Conroe  he  was  in  general 
practice  before  he  became  a specialist.  In  Dallas  he 
was  associated  for  two  years  with  Dr.  John  O.  Mc- 
Reynolds,  moving  to  Houston  after  Dr.  McReynolds’ 
death. 

He  cultivated  flowers  and  was  especially  success- 
ful with  roses. 

Dr.  Spencer  is  survived  by  his  wife;  a son,  Major 
Maurice  F.  Spencer,  U.S.  Army;  a daughter,  Mrs. 
Maureen  King,  Boulder  City,  Nev.;  two  brothers, 
Clifford  R.  Spencer,  South  Haven,  Mich.,  and  Earl 
Spencer,  Barberton,  Ohio;  two  sisters,  Mrs.  Ethel 
Twinquist,  Rochester,  N.Y.,  and  Miss  Ella  Spencer, 
Bradford,  Pa. 

DR.  A.  E.  HANSEN 

Dr.  Arild  Edsten  Hansen,  recognized  authority  on 
rheumatic  fever  and  fat  metabolism,  died  Oct.  16, 
1962,  in  Oakland,  Calif.  He  was  a former  chairman 
of  the  Department  of  Pediatrics  at  the  University  of 
Texas  Medical  Branch,  Galveston. 

Dr.  Hansen  was  born  in  Minneapolis,  Minn.,  on 


June  2,  1899.  He  was  the  son  of  Carl  G.  O.  Hansen 
and  Amalie  Marie  (Edsten)  Hansen.  He  received 
both  bachelor  of  science  and  medical  degrees  from 
the  University  of  Minnesota  ( 1923  and  1925),  and 
in  1934  was  awarded  a Ph.D.  from  the  same  institu- 
tion. 

The  physician  interned  at  Minneapolis  General 
Hospital,  did  his  residency  at  the  University  of 
Minnesota  Hospital,  and  did  postgraduate  study  at 
the  Universities  of  Heidelberg  and  Vienna.  He  was 
an  Alexander  Brown  Cox  Fellow  in  the  Yale  Univer- 
sity Department  of  Pediatrics  in  1934-1935. 

Before  coming  to  Galveston  in  1944,  he  practiced 
pediatrics  at  the  Sivertsen  Clinic  and  was  professor 
and  acting  chairman  of  pediatrics  at  the  University 
of  Minnesota  in  Minneapolis. 

At  the  University  of  Texas  Medical  Branch,  Dr. 
Hansen  was  professor  of  pediatrics,  chairman  of  that 
department,  director  of  the  Child  Health  Program, 
and  medical  director  of  the  Children’s  Hospital.  In 
1959  he  left  to  accept  the  position  of  director  of 
research  at  the  Bruce  Lyon  Memorial  Research  Lab- 
oratory affiliated  with  the  Children's  Hospital  of  East 
Bay,  Oakland,  Calif. 

Dr.  Hansen  did  extensive  studies  in  the  field  of 
lipid  metabolism,  especially  essential  fatty  acids;  also 
on  mineral  metabolism  and  nutrition  in  general.  He 
authored  197  articles. 

In  1951,  the  University  of  Minnesota  presented 
him  its  "distinguished  achievement”  award,  tradi- 
tionally given  to  prominent  former  students.  In  1957, 
he  was  recipient  of  the  Borden  Award  by  the  Ameri- 
can Academy  of  Pediatrics,  and  in  1948  the  American 
Medical  Association  gave  him  a Certificate  of  Merit 
for  Original  Investigation  for  work  in  skin  disease 
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cures.  In  1959,  he  received  the  Hektoen  Bronze 
Medal  and  award  from  the  AMA. 

Dr.  Hansen  was  past  president  of  the  Galveston 
District  Heart  Association  and  its  medical  advisor 
for  five  years.  He  was  a director  and  secretary-treas- 
urer of  the  American  Board  of  Pediatrics  and  a 
member  and  in  1961-1962,  president,  of  the  section 
on  pediatrics  of  the  AMA. 

He  was  a member  of  Texas  Medical  Association, 
American  Pediatric  Society,  American  Academy  of 
Pediatrics,  Society  for  Pediatric  Research,  American 
Society  for  Clinical  Investigation,  American  Institute 
of  Nutrition,  Society  for  Experimental  Biology  and 
Medicine,  American  Society  for  Experimental  Path- 
ology, Galveston  County  Medical  Society,  Southern 
Medical  Association,  Texas  State  Nutrition  Council, 
and  Sigma  Xi. 

Surviving  Dr.  Hansen  is  his  wife,  Margaret  (Day) 
Hansen,  who  is  a past  president  of  the  Woman's 
Auxiliary  to  the  Galveston  County  Medical  Society 
and  of  the  University  of  Texas  Medical  Branch 
Women’s  Club. 


DR.  E.  W.  STROMBERG 

Dr.  Eric  William  Stromberg,  77,  Taylor  surgeon 
and  physician,  died  in  a hospital  in  that  town  on 
Nov.  3,  1962. 

Born  in  Georgetown  on  Jan.  3,  1885,  Dr.  Strom- 
berg was  the  son  of  Mr.  and  Mrs.  H.  E.  Stromberg. 
He  attended  public  school  in  Georgetown,  was  a 
student  at  Southwestern  University  there,  and  re- 
ceived his  medical  degree  from  Texas  Christian  Uni- 
versity in  1912.  He  interned  in  Waco.  In  Taylor,  he 
later  headed  the  Stromberg  Clinic. 

Dr.  Stromberg  was  well  known  throughout  the 
state  for  his  interest  in  farming  and  livestock.  He 
operated  a model  dairy  farm  in  Taylor,  and  he 
raised  registered  swine  which  he  shipped  as  far  away 
as  South  America. 

Surviving  the  veteran  physician,  who  was  a mem- 
ber of  the  American  Medical  Association  and  the 
Texas  Medical  Association,  are  two  sisters,  Mesdames 
Paul  Gustafson  and  Clarence  Forsvall,  both  of 
Georgetown. 


Coming  Meetings 


American  Medical  Association,  Annual  Meeting,  Atlantic  City,  June 
16-20,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 

January 

Texas  Division,  American  Cancer  Society,  Austin,  Jan.  16-17,  1963- 
Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
Texas  Radiological  Society,  San  Antonio,  Jan.  25-26,  1963.  Dr. 

R.  P.  O'Bannon.  1217  West  Cannon,  Fort  Worth.  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Austin,  Jan.  26-27,  1963.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  28-30,  1963.  S.  E.  Cockrell,  Jr.,  202  W.  French  Place,  San 
Antonio,  Exec.  Sec. 

February 

American  College  of  Radiology,  Chicago,  Feb.  6-9,  1963.  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

Texas  Public  Health  Association,  Galveston,  Feb.  24-27,  1963.  J.  N. 

Murphy,  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Urological  Society,  Lubbock,  Feb.  9-10,  1963.  Dr.  N.  F. 

McDonald,  915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

First  District  Society,  Pecos,  Feb.  2,  1963.  Dr.  G.  L.  Black,  1501 
Arizona,  El  Paso,  Sec. 

Twelfth  District  Society,  Waco,  Feb.  9,  1963.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  Montreal,  March  12-14,  1963.  Mr. 

J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 
American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30-Dec.  5, 
1963-  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  Chicago,  March  29-April  5, 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New  York 
City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 


American  Academy  of  Pediatrics,  Los  Angeles,  April  22-24,  1963. 

Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 
American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21. 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  of  Plastic  Surgeons,  Washington,  D.C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963-  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  New  York,  March  24-29,  1963-  Dr. 
John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  13-17, 
1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  College  of  Gastroenterology,  Washington,  D.C.,  Oct.  20-23, 
1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963-  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Francisco, 
Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  40  East  Erie,  Chicago, 
Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Dallas, 
Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michigan,  Chi- 
cago 2,  Exec.  Dir. 

American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  New  Orleans,  May  13-15,  1963- 
Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Heart  Association.  Mr.  Rome  A.  Betts,  44  E.  23rd,  New 
York  10,  Sec. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 
Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
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American  Proctologic  Society,  San  Francisco,  May  20-23,  1963-  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo.,  Nov. 
11-15,  1963-  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963.  Mr. 

J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29-Oct.  5, 
1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago  11, 
Mgr. 

American  Surgical  Association,  Phoenix,  April.  3-5,  1963-  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  5-6,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation,  Los 
Angeles,  April  21-25,  1963-  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico.  Dr.  C.  Kalil,  200  East 
Monterey  Way,  Phoenix,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22,  1963. 

Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Dallas,  March  1-2,  1963- 
L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963-  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association.  Dr.  Sullivan  Bedell,  1103  Barrs  St., 
Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12,  1963. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 
Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963-  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  1963.  Dr.  Grady  Morrow, 
1900  N.  Oregon,  El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905  5th 
Avenue,  Fort  Worth,  Sec. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  22- 
24,  1963.  Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwestern  Surgical  Congress,  Mexico  City,  April  22-25,  1963.  Dr. 
R.  B.  Howard,  544  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26,  1963- 
Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine.  Dr.  S.  C.  Arnett,  Jr.,  2609 
19th,  Lubbock,  Sec. 

Texas  Air-Medics  Association,  Dallas,  April,  1963.  Dr.  C.  F.  Miller, 
Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr.  F.  L. 

Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April,  1963. 
Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29. 
1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April 
28,  1963-  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 

Texas  Dermatological  Society,  Dallas,  April  28-30,  1963.  Dr.  M.  A. 
Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 
Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Heart  Association.  Mr.  E.  T.  Guy,  2480  Times  Blvd.,  Houston 
5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963-  Dr. 
R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 

Texas  Neuropsychiatric  Association,  Dallas,  April  27-30,  1963.  Dr. 
E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Dallas,  April  28-30,  1963.  Dr. 
Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas,  April  29,  1963.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 
J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 


Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Doctor's  Bldg.,  Fort  Worth,  Sec. 
Texas  Proctologic  Society,  Fort  Worth.  Dr.  T.  Melton,  636  Hermann 
Professional  Bldg.,  Houston,  Sec. 

Texas  Rehabilitation  Association,  Austin,  July  24-26,  1963.  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Galveston.  Dr.  J.  Kemper,  6655 
Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Duflot, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Dallas,  April, 
1963.  Dr.  Belton  Griffin,  6648  Fannin,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Dallas,  April  29, 
1963.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston.  Dec. 

6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Dallas,  April  27,  1963-  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  24-26, 
1963-  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Surgical  Society,  Houston,  March  31-April  2,  1963-  Dr.  W.  B. 

King.  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28,  1963.  Dr.  J.  C 
Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association.  Austin,  March  16-17,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  April  29-May  2,  1963.  Dr.  U.  Blanco,  El  Paso,  Sec. 


District 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1963.  Dr. 
S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 

Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb,  421  S.  Oak. 
La  Marque,  Sec. 

Ninth  District  Society. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon. 
Ft.  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-l, 
Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J 
Lee.  1300  8th,  Wichita  Falls.  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Examination, 
Austin,  Dallas,  Houston,  Galveston,  in  mid-April,  1963.  Mrs. 
Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 
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Poll  Reaffirms 
OAA  Success  Story 

No  doubt  all  the  physicians  in  Texas  have  been 
vitally  concerned  with  the  health  and  welfare  of  our 
post-65  year  old  citizens.  The  waiter  is  particularly  in- 
terested in  this  category  since  he  lives  in  a county  and 
vicinity  where  there  are  a great  number  of  retired  peo- 
ple and  where  the  percentage  of  our  aged  group  is 
more  than  50  per  cent  higher  than  the  state  average. 

We  have  all  watched  with  great  interest  and  con- 
cern the  operation  and  implementation  of  the  program 
which  has  provided  health  care  benefits  for  the  Old 
Age  Assistance  recipients  of  Texas  during  the  past  year. 
We  are  especially  gratified  that  the  reports  of  the 
first  year’s  experience  indicate  that  the  program  has 
thus  far  been  successful.  Information  furnished  by 
Blue  Cross  indicates  that  from  an  actuarial  standpoint 
the  program  is  on  sound  footing.  This  is  borne  out  by 
the  fact  that,  with  no  increase  in  premiums,  added 
benefits  have  been  provided  those  covered  in  the  form 
of  increased  room  allowance  for  the  hospital  and  in- 
creased medical  benefits  to  be  paid  to  the  physician. 

We  can  look  with  pride  to  the  fact  that  Texas  is 
the  first  state  in  which  such  a program  has  been  estab- 
lished— the  first  state  in  which  the  Department  of 
Public  Welfare  has  employed  the  mechanism  of  the 
voluntary  prepaid  health  system  on  an  insured  basis. 
It  is  critically  important  that  the  program  continues 
to  be  as  successful  in  the  future  as  it  has  during  this 
past  year  because  it  has  gone  a long  way  in  proving 
that  the  needy  aged  of  our  state  and  any  state  can  have 
their  health  care  needs  adequately  provided  through 
the  Kerr-Mills  mechanism  rather  than  through  some 
other  federally  sponsored  program  which  would  be 
much  less  desirable. 
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Even  though  we  may  be  justly  proud  of  this 
record,  a real  indication  of  how  the  aged  are 
being  provided  for  in  Texas  is  borne  out  in  a 
recent  news  release  relative  to  a survey  con- 
ducted by  Belden  Associates — a nationally  rec- 
ognized research  firm.  The  summary  of  this 
survey  conducted  by  Belden  for  Blue  Cross-Blue 
Shield  of  Texas  was  released  for  publication 
this  month. 

Following  the  implementation  of  the  OAA 
program,  which  provided  benefits  for  some 

221.000  of  the  state’s  745,000  senior  citizens, 
Blue  Cross-Blue  Shield  recognized  the  impor- 
tance of  knowing  more  about  the  other  524,000 
aged  persons — thus,  the  Belden  Survey,  "The 
Medical  Care  Needs  of  the  Aged  Population  of 
Texas”,  was  conducted. 

Some  of  the  most  important  findings  in  the 
189  page  report: 

1.  Most  public  discussion  of  this  problem  has 
focused  on  the  low  income  of  aged  persons. 
Since  most  of  them  are  no  longer  working,  it  is 
not  surprising  to  discover  they  reported  incomes 
lower  than  that  for  the  total  population.  But, 
this  research,  by  determining  financial  resources 
in  broader  terms  than  income,  and  by  relating 
financial  resources  to  correlative  financial  needs, 
has  shown  that  income  alone  is  not  a realistic 
measurement  of  the  aged  person’s  financial 
condition. 

2.  Of  the  524,000  aged  persons  who  are  not 
covered  under  the  OAA  program,  it  was  learned 
that  54  per  cent,  or  283,000  of  them,  had  at 
least  one  health  insurance  policy,  leaving  only 

241.000  of  all  the  aged  in  Texas  not  covered 
by  insurance. 

3.  It  was  further  concluded  that  of  the  524,- 
000,  only  23  per  cent  said  that  they  did  with- 
out things  during  1961  because  of  lack  of 
money.  Only  3 per  cent  stated  that  they  did 
without  medicine,  4 per  cent  medical  care,  and 
1 per  cent  surgery. 

4.  With  regard  to  the  attitude  of  older  per- 
sons, as  well  as  that  of  younger  adults  associated 
with  older  persons,  on  providing  for  the  health 
care  needs  of  all  aged  persons,  61  per  cent  felt 


that  it  was  a responsibility  which  should  be 
borne  by  the  aged  person  or  the  family — with 
18  per  cent  leaning  toward  the  local  and  state 
government  and  19  per  cent  toward  the  federal 
government.  At  the  same  time  72  per  cent  of 
the  younger  adults  felt  that  the  responsibility 
should  be  that  of  the  aged  person  or  the  family; 
only  12  per  cent  felt  it  was  a local  or  state  re- 
sponsibility and  14  per  cent  a federal  responsi- 
bility. 

5.  In  view  of  the  221,000  aged  on  Old  Age 
Assistance  who  are  beneficiaries  of  the  new 
state  program  of  hospital,  medical  care,  and 
nursing  home  services,  the  283,000  aged  who 
have  at  least  one  health  insurance  policy,  those 
with  sufficient  savings,  those  with  sufficient 
incomes,  those  who  are  helped  financially  by 
their  families  and  children,  and  the  aged  who 
have  expressed  the  opinion  that  they  should 
take  care  of  themselves,  Belden  has  concluded 
that  "there  apparently  remains  approximately 
3 per  cent  of  all  aged  Texans  who  need  and 
want  outside  help”. 

These  are  only  a few  of  the  findings  from 
the  survey  but  they,  along  with  the  many  other 
facts  which  it  contains,  make  it  evident  that  the 
sole  criteria  for  providing  health  care  for  our 
aged  citizens  is  not  the  magical,  mythical  num- 
ber "65”. 

As  this  report  evaluates  the  needs  and  atti- 
tudes of  the  over-65  population  in  Texas,  it 
appears  that  their  health  care  needs  in  most 
instances  are  being  well  provided. 

It  appears  to  me  that  the  close  cooperation 
between  the  hospitals,  the  physicians,  the  De- 
partment of  Public  Welfare,  Blue  Cross,  the 
Texas  Legislature,  and  the  Old  Age  Assistance 
recipients  and  their  families  has  made  possible 
the  success  of  this  program.  It  has  provided  for 
the  admission  of  approximately  80,000  to  our 
hospitals  during  this  past  year.  It  has  provided  a 
sense  of  security  and  a peace  of  mind  for  these 
people  which  was  heretofore  not  available. 

It  is  important  that  the  physicians  of  Texas, 
working  in  continued  harmony  with  the  hos- 
pitals, Blue  Cross,  the  Department  of  Public 
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Welfare,  and  others  interested  in  these  prob- 
lems, should  be  ever  mindful  of  those  who 
have  unmet  medical  needs. 

Many  people  deserve  pats  on  their  backs  for 
the  success  story  of  the  medical  care  of  our 
aged  which  has  been  proved  both  in  actual 
experience  and  in  this  present  survey.  It  will 
prove  to  be  a shot  in  the  arm  to  all  of  us  to 
continue  new  and  better  avenues  for  medical 
care  of  all  ages.  This  obviously  can  be  done 
without  King- Anderson  and  other  types  of  fed- 
eral legislation. 

— Van  D.  Goodall,  M.D.,  Clifton. 

Resident  Membership 
Drop  Causes  Concern 

Affiliation  with  medical  organizations  is 
most  attractive  when  membership  benefits  are 
most  tangible,  and  doctors  who  realize  this  fact 
can  deal  a death  blow  to  the  apathy  that  has 
hindered  the  growth  of  resident  membership. 

When  is  membership  in  medical  organiza- 
tions more  tempting  than  at  the  intern-resident 
level  of  training?  What  could  be  more  valu- 
able to  the  physician  about  to  set  up  practice 
than  association  with  established  physicians? 
What  could  help  him  more  than  the  placement 
service  offered  by  the  Texas  Medical  Associa- 
tion? What  could  be  more  useful  than  access 
to  a library  of  vast  resource  material  such  as 
the  TMA  Memorial  Library? 

Despite  these  obvious  advantages,  as  of  Dec. 
3,  1962,  only  302  of  the  1,425  interns  and  res- 
idents in  Texas  were  resident  members  of  TMA. 
This  represents  21.2  per  cent  of  the  total  fig- 
ure, and  about  42  per  cent  of  all  the  physicians 
in  training  who  are  eligible  for  resident  mem- 
bership. (Resident  membership  includes  both 
interns  and  residents.) 

Considering  the  fact  that  the  number  of  resi- 
dent members  has  decreased  8 per  cent  since 
1961,  when  327  interns  and  residents  were 
registered,  and  that  participation  has  increased 
by  only  39  over  a four  year  period,  it  becomes 


obvious  that  time  alone  is  not  going  to  improve 
the  growth  rate  of  this  program.  Active,  posi- 
tive support  by  county  society  officers  is  essen- 
tial. 

Because  intern-resident  membership  has  not 
been  stressed  in  past  years,  either  on  the  county 
or  the  state  level,  many  physicians  in  training 
may  not  know  they  are  eligible  for  member- 
ship. As  county  society  membership  is  a pre- 
requisite to  TMA  membership,  the  program  of 
providing  information  should  necessarily  origi- 
nate with  the  county  societies. 

To  help  the  county  societies  with  this  prob- 
lem, TMA  has  recently  published  a brochure 
outlining  the  resident  membership  program 
and  including  information  on  how  to  join,  re- 
quirements and  costs,  and  benefits  and  services 
available.  Copies  of  "Benefits  of  TMA  Intern 
and  Resident  Membership"  are  available  in 
quantity  to  the  county  societies  which  have  in- 
tern and  resident  appointments,  and  will  be 
distributed  to  the  society  or  to  the  interns  and 
residents  upon  specific  request  of  the  individual 
society. 

The  Association  will  also  distribute  these 
brochures  at  the  Medical  Student  Day  programs 
held  in  the  spring  at  the  three  medical  schools 
in  the  state.  Distributing  such  information  to 
students  before  the  internship  or  residency  pe- 
riod should  provide  incentive  for  investigating 
opportunities  of  medical  organization  at  the 
county,  state,  and  national  levels. 

Once  the  brochure  is  distributed,  all  that  re- 
mains is  to  be  sure  the  young  physician  reads 
it.  With  this  in  mind,  the  publication,  which 
was  prepared  by  the  TMA  public  relations  de- 
partment, was  written  concisely  so  that  the 
entire  12  pages  can  be  read  in  a few  minutes. 
It  describes  the  benefits  of  TMA  resident  mem- 
bership, including  the  value  of  the  Texas  State 
Journal  of  Medicine  and  TMA  Action,  the 
Memorial  Library,  the  placement  service,  an- 
nual meetings,  insurance  programs,  loans,  gen- 
eral counsel,  the  opportunity  to  join  the  Ameri- 


Volume  59,  FEBRUARY,  1963 


75 


It  should  be  pointed  out,  however,  that  not 
all  interns  and  residents  in  Texas  are  eligible 
for  this  type  of  membership.  In  many  instances, 
an  intern  or  resident  not  planning  to  practice  in 
Texas  may  choose  not  to  obtain  a Texas  license, 
but  only  an  institutional  permit.  These  people 
are  not  eligible.  To  be  accepted  as  a resident 
member,  an  intern  or  resident  must  hold  a 
personal,  permanent  license  to  practice  medi- 
cine granted  by  the  Texas  State  Board  of  Medi- 
cal Examiners. 

Inquiries  about  Texas’  approach  to  this  prob- 
lem of  encouraging  intern-resident  membership 
have  been  received  from  several  states,  includ- 
ing California,  Illinois,  and  Maryland.  Nation- 
al recognition  is  being  given  to  the  new  TMA 
brochure  by  the  American  Medical  Association. 

Concerned  Texas  doctors  are  beginning  to 
realize  the  value  of  a recruitment  program  di- 
rected at  these  physicians  in  training.  Because 
the  interns  and  residents  of  today  are  the  prac- 
ticing physicians  of  tomorrow,  it  is  important 
to  excite  their  interest  in  organized  medicine 
and  to  develop  their  loyalty  to  medical  associa- 
tions now. 


Table  1. — Percentage  of  Resident  Membership  in  TMA  as  Reported  in  9 Counties  for  I960  and  1962. 


City 

(County) 

Total  number 
interns  and 
residents  as 
reported  by 
hospitals 
1960  1962 

Number  eligible 
for  TMA 
membership 
as  reported 
by  hospitals 
1960  1962 

Membership 
as  reported 
by  county 
society 

1960  1962 

Percentage  of 
membership  in 
1960  1962 

Percentage 
of  increase 
in  1962 

Percentage 
of  decrease 
in  1962 

Austin 

(Travis) 

33 

40 

29 

35 

12 

9 

41% 

26% 

25% 

Corpus  Christi 
(Nueces) 

15 

13 

7 

7 

0 

2 

0% 

29% 

200% 

Dallas 
( Dallas) 

348 

402 

236 

252 

79 

129 

34% 

51.2% 

63% 

El  Paso 
(El  Paso) 

59 

72 

14 

1 

1 

5 

7% 

500% 

400% 

Fort  Worth 
(Tarrant) 

42 

47 

29 

27 

3 

3 

10% 

11% 

0% 

Galveston 
( Galveston ) 

169 

179 

101 

114 

33 

55 

33% 

48% 

67% 

Houston 

(Harris) 

328 

416 

181 

138 

54 

47 

30% 

34% 

13% 

San  Antonio 
( Bexar) 

335 

281 

51 

25 

8 

5 

16% 

20% 

38% 

Temple 

(Bell) 

34 

24 

16 

9 

12 

8 

75% 

89% 

33.3% 

can  Medical  Association  and  specialty  societies, 
and  early  social  and  professional  contacts.  It 
points  out  that  the  resident  member  must  hold 
the  degree  of  doctor  of  medicine,  be  licensed 
to  practice  in  Texas,  adhere  to  the  Principles 
of  Medical  Ethics  of  AMA,  and  belong  to  his 
county  society.  He  has  all  the  privileges  and 
advantages  of  a regular  member,  except  for 
voting  and  holding  office. 

In  addition  to  the  distribution  of  this  bro- 
chure, other  steps  to  increase  resident  mem- 
bership may  be  taken.  Presidents  of  county  so- 
cieties where  hospitals  have  intern  and  resident 
programs  in  operation  may  write  a personal  let- 
ter to  each  intern  or  resident,  pointing  out  that 
he  is  eligible  to  join  the  county  society  and 
inviting  him  to  do  so.  County  societies  may 
choose  to  pay  the  membership  dues  of  resident 
members,  thus  relieving  any  financial  pres- 
sures which  might  prevent  a young  physician 
from  joining.  County  societies  may  even  elect 
to  exempt  resident  members  from  dues.  Since 
TMA  dues,  including  a subscription  to  the 
journal,  amount  to  only  $3  annually,  few  in- 
terns and  residents  would  find  finances  an  ob- 
stacle under  this  plan. 
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Opinions 

and 

Views 


Watch  Your  Language,  Please! 


A WELL-MEANING  resident  repeated  loudly  to 
an  elderly  deaf  man,  "I  said  I’m  going  to  give 
you  a shot’’.  The  echo  could  be  heard  throughout 
the  metabolic  ward,  and  as  a result,  every  diabetic 
patient’s  quadriceps  and  gluteus  muscles  quivered 
in  unison. 

A patient,  lying  on  the  operating  table  waiting  for 
anesthetic  induction,  overheard  someone  say,  "This 
just  isn’t  my  day,  I’m  all  thumbs!”  Another  patient, 
awakening  from  an  anesthetic,  said  that  just  as  she 
had  started  to  sleep,  a nurse  in  the  operating  room 
began  humming  "Nearer  My  God  to  Thee”.  At  a 
time  when  he  is  concerned  about  the  length  of  his 
stay  on  earth,  think  how  a patient  would  be  affected 
if  his  last  conscious  recollection  was  of  such  disturb- 
ing sounds! 

Words  long  have  been  known  to  have  a profound 
influence  upon  human  emotions.  This  is  significant 
since  in  many  cases  the  mental  well  being  is  as  much 
a part  of  the  patient’s  cure  as  is  the  corrective  surgi- 
cal procedure.  Patients  are  inclined  to  cling  to  words 
and  expressions  from  their  physicians  more  than 
from  almost  anyone  else.  Anesthesiologists  cannot 
give  the  ultimate  in  safe  anesthesia  if  the  patient  has 
been  disturbed  by  a thoughtless  word  or  expression. 
With  the  ever-increasing  number  of  technicians  es- 
sential to  the  practice  of  good  medicine,  the  specific 
instruction,  "If  you  can’t  be  reassuring,  be  quiet,” 
is  as  important  for  these  helpers  as  it  is  for  physi- 
cians. 

Still,  not  all  chance  remarks  are  harmful.  In  an 


address  entitled  "The  Imponderables  of  Medicine” 
presented  to  the  Richmond  Academy  of  Medicine, 
the  late  Dr.  John  Linney  of  Baltimore  (one  of 
America’s  most  distinguished  surgeons  of  his  day,  a 
brigadier  general  in  World  War  I,  and  a man  of 
great  personal  magnetism)  told  a story  which  illus- 
trates the  effectiveness  of  indirect  suggestion.  A 
colleague  referred  to  Dr.  Linney  a patient  whom  he 
thought  needed  a slight  operation.  Dr.  Linney  con- 
firmed the  diagnosis,  but  when  he  told  the  man 
what  was  before  him,  the  patient  at  once  said, 
"Doctor,  you  can't  operate  on  me,  for  if  you  do,  I’m 
going  to  die.”  His  fear  was  so  extreme  that  Dr. 
Linney  phoned  his  fellow  physician,  and  only  after 
lengthy  consultation  did  they  decide  to  perform  the 
operation.  Meanwhile,  Dr.  Linney  tried  to  convince 
the  patient  that  the  danger  was  minimal.  He  told 
him  that  the  operation  was  a very  simple  one  which 
he  had  performed  a number  of  times,  but  his  words 
were  to  no  avail. 

The  next  morning  when  Dr.  Linney  went  to  see 
the  patient  before  the  operation,  he  found  the  man 
in  an  altogether  different  mood — calm,  unafraid,  and 
cheerful.  The  operation  was  performed,  and  all  turned 
out  as  anticipated.  When  the  man  was  on  his  way 
to  recovery,  the  doctor  asked  him  what  it  was  that 
had  relieved  him  of  his  fear.  The  patient  said  that 
as  he  lay  in  bed,  trembling  with  fear  for  the  future, 
an  orderly  came  into  his  room  to  perform  some 
chore.  The  orderly  asked  the  patient  why  he  was 
troubled,  and  the  answer  was,  "Dr.  Linney  is  going 
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“I’m  going  to  shoot  you  now.” 


to  operate  on  me”.  The  orderly’s  rejoinder  was,  "Dr. 
Finney?  Pshaw!  Dr.  Finney’s  patients  always  get 
well.”  The  patient  related  that  his  fear  immediately 
left  him.  A simple,  casual  statement  from  an  orderly, 
a person  without  any  professional  standing,  accom- 
plished what  a famous  doctor  could  not  do  through 
argument. 

A full  explanation  of  what  is  to  transpire  im- 
mediately preceding  anesthesia  or  operation  usually 
has  a tendency  to  ease  the  patient’s  fear.  Terminol- 
ogy must  be  simple  enough  not  to  confuse  the  pa- 
tient. A monitor  is  a strange  instrument  to  many 
patients,  and  to  tell  a patient  that  you  want  to  hook 
up  the  monitor  brings  a monster  to  his  mind.  The 
word  "injection”  is  more  acceptable  to  the  patient 
than  the  terms  "shot  (or  stick)  in  the  arm”,  "spinal 
shot”,  or  "spinal  puncture”.  To  tell  a patient  to  "grit 
your  teeth”  just  before  an  unpleasant  experience  is  to 
intensify  all  of  his  muscular  activity  and  cause  im- 

Illustrations  are  by  Dr.  James  C.  Stinson,  Temple. 


“A  spinal  puncture  is  indicated.” 

mediate  secretion  of  epinephrine,  thereby  increasing 
his  heart  rate  and  blood  pressure  and  making  him 
more  aware  of  any  possible  pain.  The  patient  should 
relax  completely,  and  in  such  a physical  state,  he 
will  not  experience  too  much  unpleasantness.  A pa- 
tient should  be  forewarned  of  any  sudden  change  in 
physical  status  by  calm,  clear,  pleasant,  courteous 
statements;  such  as,  ”1  am  going  to  cleanse  your  skin 
with  an  antiseptic  preparation  which  should  not 
bother  you.”  If  one  tells  a patient,  "This  is  going  to 
be  cold”,  he  surely  will  perceive  a severe  temperature 
change.  Instead,  suggest  that  the  cleansing  process  is 
going  to  be  "pleasingly  cool”.  Raising  the  skin  wheal 
for  a local  injection  is  approached  on  many  occasions 
by  saying,  "This  is  going  to  be  a mosquito  bite.” 
Someone  invariably  says,  "a  Texas  mosquito”,  which 
immediately  suggests  bigness  or  severeness,  and  the 
magnitude  of  the  pain  is  directly  proportional. 

In  the  practice  of  obstetrics,  the  term  "labor  pains” 
should  be  outlawed.  Mothers  need  all  of  the  reassur- 
ance they  can  get.  One  should  insist  on  their  relax- 
ing, speak  only  of  contractions — without  connotation 
of  associated  pain,  and  assure  them  that  it  is  not 
necessary  for  them  to  be  uncomfortable  with  con- 
tractions. Through  relaxation,  a patient  experiencing 
a first  labor  may  accomplish  a relatively  comfortable 
first-stage  labor  with  less  psychic  trauma. 

Patients  are  hurt  every  day  by  thoughtless,  needless 
expressions  by  both  physicians  and  helpers  who  fail 
to  watch  their  language.  The  wit  to  direct  one’s  own 
conversation  is  a priceless  quality,  all  too  rare. 

— Charles  H.  Gillespie,  M.D.,  Temple. 
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Hospital  Patient  Care 


A hospital  should  exist  solely  for  the  benefit  of  the  patient. 
Even  a research  hospital  must  be  geared  to  the  patient's  wel- 
fare. Too  many  on  the  health  team  forget  this,  and  view  the 
hospital  as  a workshop  for  a particular  field  of  interest  or  as 
a place  to  make  a living. 

Today,  too  much  emphasis  is  placed  upon  administrative  and 
clerical  duties  and  not  enough  attention  is  given  to  the  patient. 
Bedside  nursing  care  is  generally  delegated  to  the  least  trained 
staff  members.  For  the  others,  desk  work  and  teaching  have 
largely  replaced  nursing.  The  Director  of  Nursing  of  Massachu- 
setts Memorial  Hospitals  has  asked,  "What  of  the  nurse  of  today? 
Is  she  really  very  different  from  her  counterpart  at  the  turn 
of  the  century?  Of  course,  she  is.  As  different  as  every  other 
individual  is  different.  Where  has  that  noble,  dedicated  woman 
gone  whose  praises  one  hears  sung  from  every  side?  She's  gone 
where  the  noble,  dedicated  physician  who  sat  at  his  patient's 
bedside  for  hours  has  gone.  Gone  where  the  neighbors  who  rallied 
round  a family  in  distress  have  gone.  Gone  where  the  apothecary, 
and  the  corner  grocery  man,  and  the  horse-drawn  fire  engines, 
and  the  uncorrupt  public  officials  are  gone.  Lost  in  time  but 
not  forgotten."  Yet,  nostalgia  will  not  cure  the  inadequacies 
of  modern  hospital  care.  Today  the  great  demands  on  our  time 
prohibit  the  highly  personalized  service  of  long  ago. 

It  is  self-evident  that  harmony  and  unity  are  not  only  desirable 
but  mandatory  in  producing  good  patient  care.  These  qualities 
are  achieved  with  an  unselfish  attitude  by  the  entire  hospital 
staff.  The  sincere  effort  of  each  department,  from  the  kitchen 
to  the  front  office,  to  coordinate  its  activities  with  all  other 
units  of  the  hospital  will  eliminate  misunderstanding,  unhap- 
piness, waste,  and  poor  patient  care. 


American  hospitals  have  the  facilities  and  the  personnel  to  do 
a much  better  j ob  than  most  other  hospitals  through- 
out the  world.  To  do  that  job,  we  must  have  the  un- 
reserved cooperation  of  each  member  of  the  hospital 
team.  We  must  synchronize  our  efforts  for  the  bene- 
fit of  the  first  citizen  of  the  hospital,  the  pa- 
tient . 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


The  Psychosomatic  Approach 


THE  PHYSICIAN  who  applies  the  concepts  of 
psychosomatic  medicine  is  rewarded  with  a wider 
understanding  of  illness,  and  a more  lively  imagina- 
tion and  greater  curiosity  about  disease  processes, 
their  treatment,  and  maintenance  of  health. 

History 

The  term  "psychosomatic”  which  was  first  used  in 
medicine  during  the  19th  century,  along  with  its 
reversed  form  "somatopsychic”,  is  a conceptual  one 
which  fuses  mind  and  body  into  a comprehensive 
whole  or  unity  in  which  any  activity  or  disease  of 
one  is  associated  with  changes  in  the  other.  It  was 
formally  introduced  into  medicine  about  25  years 
ago.  It  filled  a need  which  became  apparent  espe- 
cially from  the  experiences  of  many  physicians  dur- 
ing World  War  II,  when  the  influence  of  emotional 
factors  in  producing  physical  disturbances  seemed 
clearly  evident.  The  word  "psychosomatic”  began  to 
be  applied  so  widely  and  often  so  indiscriminately 
as  to  blunt  its  meaning  and  this  led  to  its  being 
regarded  with  disfavor  in  some  quarters.  One  objec- 
tion to  it  was  that  it  perpetuated  the  body-mind 
dichotomy  instead  of  emphasizing  its  unity.  Despite 
these  objections  the  current  widespread  use  of  the 
term  has  now  made  it  unlikely  that  it  will  be  dropped 
or  replaced.  This  makes  it  incumbent  on  any  person 
who  uses  it  to  explain  just  what  he  means. 

Psychosomatic  medicine  is  not  a new  specialty 
within  the  field  of  medicine,  nor  a new  discipline 
distinct  from  but  parallel  to  internal  medicine  or 
psychiatry.  The  use  of  "psychosomatic”  as  an  adjec- 
tive to  mean  imaginary,  neurotic,  psychogenic,  or 
the  equivalent  of  psychological  or  emotional  is,  to 
me,  entirely  erroneous. 

The  psychosomatic  approach  is  the  application  in 
the  practice  of  medicine  of  a broad,  comprehensive 
conceptual  point  of  view.  Man  may  be  viewed  as  a 
whole  or  entity,  and  in  relation  to  his  actual  environ- 
ment. This  necessitates  recognition  and  acceptance 


of  the  human  being  as  a dynamic,  living  organism 
continuously  exposed  to  the  effects  of  both  the  forces 
within  him  and  the  multifarious  ones  which  surround 
him.  As  in  all  open  biologic  systems,  there  is  a two- 
way  exchange  between  man  and  his  environment 
tending  toward  maintenance  of  a steady  state  in  him. 
This  principle  is  known  as  homeostasis,  a tendency 
toward,  though  not  actual  achievement  of,  equilibri- 
um. 

Man  is  studied  in  his  actual  environment,  which 
includes  not  only  what  is  external  to  him  but  also 
the  internal  demands  of  his  physical  and  psychologi- 
cal make-up.  The  dichotomies  of  psyche  and  soma, 
heredity  and  environment,  are  avoided.  Psyche  and 
soma  are  viewed  as  but  different  aspects  of  the 
human  organism.  Heredity  and  environment  are  seen 
as  factors,  both  of  which  influence  the  development 
of  the  individual.  This  broad  approach  is  applicable 
in  the  study  of  all  problems  in  human  behavior  met 
with  in  medicine:  genetic,  physiological,  psychologi- 
cal, or  sociological.  This  means  that  in  addition  to 
the  customary  physical,  chemical,  and  physiological 
methods,  psychological  and  sociological  ones  must  be 
used  in  research,  in  diagnosis,  and  in  treatment. 

In  the  1920’s,  the  prevailing  attitude  taught  both 
by  precept  and  example  was  that  disease  was  a 
measurable  entity  different  from  health,  and  had  a 
constitutional  origin  or  was  started  by  an  agent  af- 
fecting the  body  from  without  ( such  as  a trauma  or 
an  infectious  organism).  Disease  also  was  considered 
as  a process  either  congenitally  initiated  or  brought 
about  during  aging,  deficiencies  in  structures  and 
their  functions,  or  the  growth  of  neoplasms.  In  prac- 
tice this  led  to  disregard  of  any  factors  other  than 
anatomic,  physiologic,  biochemical,  physical,  and 
hereditary  ones  as  influences  not  only  in  the  produc- 
tion of  illness,  but  also  in  the  maintenance  of  health. 
Thus  the  effects  of  personality  make-up,  emotions, 
psychological  attitudes,  and  sociological  setting  were 
neglected.  Moreover,  it  was  maintained  that  every 
disease  must  have  its  specific  causative  factor;  and 
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The  psychosomatic  approach  should  be 
emphasized  to  medical  personnel  at  all  levels. 
Ideally,  it  should  become  fused  with  clin- 
ical care,  and  given  equal  status  not  as  a 
separate  entity,  but  as  a method  to  be 
used  in  all  fields  of  medicine. 


that  there  is  a chain  of  causative  events  in  the  pro- 
duction of  illness,  wherein  each  linkage  is  considered 
a cause  of  what  follows  it  in  a determinable  time 
sequence. 

In  those  days  most  medical  students  were  not 
taught  to  regard  patients  first  as  persons,  and  to  so 
approach  them.  They  usually  were  led  to  regard  pa- 
tients as  people  who  had  this  or  that  complaint  or 
illness;  or  who  were  merely  cases  with  interesting 
pathology.  Psychological,  emotional,  and  sociological 
factors  were  regarded  as  unimportant  or  irrelevant, 
and  instruction  in  methods  for  evaluating  them  and 
dealing  with  them  was  not  usually  given.  At  the  most 
it  was  militantly  held  that  all  living  phenomena, 
complex  or  otherwise,  including  the  mental  and 
psychological  ones,  are  in  the  long  run  explainable 
in  terms  of  chemistry  and  physics. 

The  advent  of  histopathology  and  microbiology 
had  led  medicine  to  turn  toward  the  laboratory  for 
the  discovery  of  the  cause  and  the  conquest  of  dis- 
eases. Psychiatrists  followed  the  trend  and  searched 
the  central  nervous  system,  the  endocrines,  the  meta- 
bolic processes,  and  the  biochemical  constituents  of 
the  blood  and  body  fluids  for  evidence  that  would 
connect  mental  illness  etiologically  with  disorder  in 
these  areas  or  functions.  When  this  was  not  readily 
accomplished,  it  was  said  that  we  must  await  the 
development  of  finer  and  more  delicate  techniques 
and  instruments  before  such  proof  would  be  forth- 
coming. 

Much  finer  and  more  delicate  techniques  and  in- 
struments are  available  now,  the  use  of  which  has 
enabled  us  to  understand  some  functions  of  the 
human  organism  better  than  we  previously  did,  but 
these  studies  have  not  yet  revealed  the  definitive 
answers  sought  by  many.  Nor  are  they  likely  to  do 
so,  for  scientific  research  is  an  ongoing  process.  The 
so-called  breakthroughs  in  scientific  inquiry  come 
usually  when  a scientist  or  a group  of  scientists  builds 
upon  what  has  been  known  or  thought  before.  Thus 
evolve  new  concepts  and  approaches  to  problems. 

Often  students  were  instructed  that  if  no  organic 
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pathologic  condition  was  discoverable,  the  patient 
wasn’t  really  sick;  he  only  thought  he  was.  Is  it  any 
wonder  that  physicians  often  felt  baffled  and  frus- 
trated? Or  that  they  could  think  of  nothing  to  do 
but  hide  their  anger  and  disappointment  behind 
denials  that  the  patient  was  really  ill,  accusations 
that  he  was  malingering  or  was  a neurotic,  empty 
reassurances  that  there  was  nothing  wrong,  admoni- 
tions to  "forget  about  it”,  and  prescriptions  for  inert 
medications?  These  ways  have  not  been  entirely  done 
away  with  today.  In  some  training  centers,  despite 
the  fact  that  by  conservative  estimate  50  per  cent 
of  all  patients  show  no  definite  signs  of  organic 
disease,  the  same  sort  of  training  continues. 

Education  as  a Factor 

Since  the  end  of  World  War  II  medical  education 
has  made  great  strides  in  remedying  this  defect  in 
teaching.  There  has  been  a gradually  increasing  ac- 
ceptance by  other  medical  educators,  as  well  as  by 
teachers  of  psychiatry,  of  the  view  that  consideration 
of  social  and  psychological  influences,  too,  is  of 
great  importance  in  most  illnesses.  Moreover,  the 
focus  of  attention  on  clinical  work  has  shifted  from 
preoccupation  with  the  disease  process  or  technical 
procedures  to  greater  concern  with  the  sick  person. 
Active  awareness  of  the  significance  of  the  mutual 
interaction  between  the  patient  and  his  physician, 
of  the  patient’s  reaction  to  his  illness  as  such,  of  the 
social  setting  in  which  treatment  is  carried  out,  of 
the  sort  of  person  the  patient  is,  and  of  his  relation- 
ships with  his  family  and  his  work,  has  grown  stead- 
ily among  teachers.  Only  when  medical  students  have 
been  indoctrinated  successfully  with  such  attitudes 
will  there  be  any  major  change  in  the  physician’s 
approach  to  his  patients,  and  will  there  be  seen  in 
a real  sense  the  practice  of  what  has  been  called 
"comprehensive  medicine”. 

The  present-day  movement  called  psychosomatic 
medicine  has  been  held  to  constitute  an  attempt  to 
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counterbalance  and  correct  some  of  these  attitudes 
and  practices  propagated  by  "somatic”  or  "organi- 
cist”  medicine  ( Galdston10 ) . It  is  held  to  be  singular 
because  it  does  not  revolve  around  a technological 
skill  such  as  radiology,  or  about  a definite  system  or 
organs  such  as  ophthalmology,  or  about  an  age-span 
such  as  pediatrics,  nor  is  it  even  a nosological  spe- 
cialty such  as  syphilology.  It  advances  as  a general 
principle  the  view  that  emotional  tensions,  chronic 
or  acute,  are  often  discharged  in  ways  that  upset  the 
physiological  equilibrium  of  an  organ,  thus  initiating 
the  somatic  changes  which  produce  disease.  What 
began  as  a protest  against  the  concept  that  chemical- 
physical  changes  in  the  material  structure  of  the  body 
are  the  essential  antecedent  to  all  manifest  pathol- 
ogy, in  time  became  a thing  in  itself.  Psychosomatic 
medicine  adopted  as  its  premise  the  proposition  that 
many  disorders  were  psychogenic  in  origin,  or  that 
there  was  evidence  they  were  related  to  psychologi- 
cal stress.  This  is  the  error  of  incorporating  within 
its  formulations  two  of  the  distorting  concepts  of 
"organicist  medicine”.  The  first  of  these  errors  is 
the  postulate  that  every  disease  must  have  its  specific 
causative  factor,  such  as  the  tubercle  bacillus  in 
tuberculosis.  A new  set  of  specific  factors  has  been 
added — emotional  tension,  frustrated  drives,  repres- 
sion— and  psychosomatic  medicine  becomes  that  de- 
partment of  medicine  which  specializes  in  the  psy- 
chogenesis of  organic  disease.  The  second  error  is  the 
fallacy  of  the  time  sequence  causality,  which  holds 
that  there  is  a chain  of  events  in  the  production  of 
illness  wherein  each  linkage  is  a cause  of  what  fol- 
lows it  in  a determinable  time  sequence.  For  the 
organicist  the  somatic  event  precedes  the  psychologi- 
cal. For  the  so-called  psychosomaticist  the  psycho- 
logical event  precedes  the  somatic.  In  both  instances 
the  stimulus  leads  to  the  symptom.  The  time-sequence 
causality  chain  is  the  mirror  image  of  the  theories  of 
organicist  medicine  and  the  error  has  been  multi- 
plied, not  corrected.  It  is  held  that  as  long  as  this 
state  of  affairs  prevails,  the  outlook  is  neither  en- 
couraging nor  promising.  Alexander1  is  seen  as  im- 
paled on  the  horns  of  a dilemma.  For,  on  the  one 
hand,  he  subscribes  to  the  theme  of  causal  sequence, 
while  on  the  other  he  qualifies  psychosomatic  medi- 
cine as  a method  of  approach  distinguished  by  simul- 
taneous and  coordinate  use  of  data. 

Galdston10  sees  the  answer  to  these  challenges  and 
criticisms  by  becoming  free  of  the  concepts  of  spe- 
cificity and  time  sequence  causality;  by  paying  ft\pre 
than  nodding  respect  to  the  concept  of  holism  and 
to  the  view  of  man  as  operating  in  an  ecologic 
setting;  and  by  eliminating  the  concept  of  a causal 
relationship  between  psyche  and  soma.  He  asks  how 
one  may  bring  about  such  a change  in  the  current 


ideological  orientation  of  medicine  as  a whole  and 
thus  meet  the  long-term  needs  of  the  individual 
and  society?  An  answer  would  be  indoctrination  of 
every  practitioner  so  that  he  is  able  to  treat  his  own 
patients  competently,  and  provision  of  every  psy- 
chiatrist with  clinical  acumen  which  he  will  exercise 
actively  in  his  practice.  The  historic  function  of  psy- 
chosomatic medicine  is  not  to  add  another  specialty, 
but  to  vitalize  the  whole  of  medicine  including 
psychiatry. 

The  view  that  psychosomatic  medicine  is  a move- 
ment is  exemplified  in  other  ways.  It  has  been  said 
to  represent  in  theory  the  reintegration  of  psychol- 
ogy with  biology,  and  in  practice  the  reintegration  of 
psychiatry  with  medicine.3 

There  has  been  a recent  trend  in  the  literature 
toward  critical  review  and  re-examination  of  the  the- 
ories and  hypotheses  and  of  their  application  in  re- 
search, teaching,  and  clinical  practice.2,  9'17, 19,  21*  23 

Benefits  of  Psychosomatic  Approach 

We  will  compare  how  physicians  have  been  taught 
to  approach  sick  persons  with  the  benefits  to  be  de- 
rived by  both  patient  and  physician  from  practice  of 
the  psychosomatic  approach.  But  first,  let  one  point 
be  clear:  the  physician’s  primary  function  in  the 
practice  of  medicine  is  to  help  his  patient  to  attain, 
insofar  as  is  possible  and  practicable,  a state  of  well- 
being. With  this  goal  firmly  in  mind,  let  us  consider 
the  training  of  the  future  clinician  for  examination 
and  treatment  of  patients. 

In  medical  schools,  the  emphasis  in  training  stu- 
dents to  examine  patients  has  been,  for  the  most  part, 
on  the  physical  examination  and  laboratory  studies. 
They  are  encouraged  to  take  a history  of  the  patient, 
including  the  history  of  the  present  illness,  and  to 
pay  some  attention  to  the  family  and  personal  his- 
tory. But  little  attention  is  paid  to  the  sort  of  person 
the  patient  is,  or  to  his  past  performance  in  living, 
nor  is  more  than  a cursory  attempt  made  to  ascertain 
his  emotional  tensions  at  the  time  of  the  onset  of 
the  present  illness  and  during  its  course. 

About  40  years  ago  it  was  not  uncommon  for 
patients  to  express  their  delight  and  satisfaction  in 
having  had  a thorough  physical  and  laboratory  exam- 
ination. Apparently  up  to  that  time  such  had  not 
been  routine.  Now,  instead  of  the  complaint  that 
they  have  not  been  thoroughly  examined,  patients 
often  state  that  they  have  not  had  a real  chance  to 
talk  freely  to  their  physician  about  themselves,  and 
that  they  would  welcome  an  opportunity  to  do  so. 
Many  physicians  believe  that  it  takes  too  much  time 
to  listen  to  each  patient's  story.  This  is  understand- 
able, but  such  an  attitude  usually  stems  from  the  fact 
that  the  physician  has  set  up  his  practice  so  that  it 
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begins  to  approach,  and  sometimes  actually  is,  a good 
equivalent  of  the  assembly  line  situation.  Protest  may 
be  made  that  the  individual  physician  cannot  control 
the  circumstances  under  which  he  practices.  This  is 
true  only  to  a certain  extent.  It  is  possible  always  to 
give  more  than  passing  attention  to  the  patient, 
except  in  emergencies.  In  the  practice  of  medicine 
the  number  of  real  emergencies  is  limited.  If,  when 
the  physician  first  sees  the  patient,  he  begins  estab- 
lishing a relationship  in  which  the  patient  feels  that 
the  doctor  is  interested  enough  to  listen  to  him  and 
to  ask  him  questions  about  himself,  he  is  on  the  way 
to  understanding  the  patient  sufficiently  well  to 
treat  him  and  his  illness  more  successfully. 

I stress  the  necessity  of  asking  questions  of  pa- 
tients. Patients  ordinarily  do  not  volunteer  the  kind 
of  information  which  reveals  that  an  emotionally 
significant  event  occurred  at  about  the  time  the 
symptoms  first  appeared.  This  takes  time,  but  the 
time  is  well  spent  if  you  get  the  basic  data  you  need 
to  plan  and  carry  out  successful  treatment.22 

The  family,  its  inter-relationships,  and  the  social 
milieu  are  areas  not  to  be  left  to  the  social  worker. 
The  physician  has  the  obligation  to  interview  key 
members  of  the  patient’s  family  as  a matter  of  course. 
Frequently  the  history  gotten  from  a close  relative 
supplies  helpful  clues  for  diagnosis  and  treatment 
when  considered  with  information  given  by  the 
patient.22  There  is  no  short-cut  to  medical  fact  find- 
ing. 

The  psychosomatic  approach,  as  I have  described 
it,  has  proved  in  recent  years  to  be  helpful  as  an  in- 
vestigative tool  in  the  study  of  illnesses  in  which  the 
etiology  is  obscure  or  in  which  emotional  factors 
seem  to  be  important  in  producing  the  clinical  syn- 
drome. These,  of  course,  are  the  so-called  "function- 
al” disorders  of  the  gastrointestinal  tract  and  "emo- 
tional” hypertension.  Other  types  of  illness  have  also 
been  investigated  by  this  approach.  Included  among 
them  are  peptic  ulcer,  asthma,  diabetes,  hyperthyroid- 
ism, and  rheumatoid  arthritis.  These  studies  have 
confirmed  the  usefulness  of  the  psychosomatic  ap- 
proach, aided  greatly  in  our  appreciation  of  the 
significance  of  personality  factors  and  emotional  at- 
titudes, given  promising  leads  for  further  research, 
and  stressed  the  importance  of  considering  the  whole 
person  in  his  actual  environment  in  evaluating  and 
treating  his  complaints.6 

Psychological  Aspects 

Let  us  consider  the  psychosomatic  approach  with 
emphasis  primarily  on  the  psychological  aspects.  Not 
only  is  the  physician  himself  the  chief  instrument 
in  treatment,  but  there  are  psychological  effects  upon 
the  patient,  unconscious  or  intended,  no  matter  what 


may  be  the  method  of  therapy,  and  this  is  inherent 
in  any  such  mutual  inter-relationship  between  two 
human  beings.6,  7 

The  physician  who  is  oriented  to  the  psychoso- 
matic approach  recognizes  that  illness  is  always  a 
situation  of  stress  to  the  sick  person.  The  patient 
is  always  frightened  at  the  threat  to  both  his  physio- 
logic and  psychologic  equilibrium,  and  he  tends  to 
react  to  the  stress  in  terms  of  his  characteristic  and 
habitual  behavior  pattern  and  attitudes.4  This  knowl- 
edge that  there  is  more  to  what  goes  on  in  a patient’s 
feelings  than  appears  on  the  surface  is  most  helpful 
to  the  physician  in  understanding  the  personality 
make-up,  the  psychological  needs,  and  the  emotional 
conflicts  of  his  patient.  The  physician  deals  with  the 
patient’s  psychological  reactions  not  only  to  his  ill- 
ness as  such  but  also  to  treatment.  He  also  deals  with 
his  own  inner  attitudes  toward  the  patient,  the  pa- 
tient’s illness,  and  the  therapeutic  processes. 

The  relationships  between  the  manifestations  of 
the  illness  and  his  psychic  state  are  mostly  unknown 
to  the  patient.  He  tends  to  regard  his  illness  as  a 
purely  involuntary  calamity  in  no  way  determined  by 
his  mental  apparatus  and  its  activities. 

Regression  During  Illness 

Margolin18  has  emphasized  the  regression  which 
takes  place  in  illness  and  the  means  by  which  it  can 
be  handled  during  treatment.  In  every  illness  there 
is  evidence  of  a regression  to  earlier  phases  of  de- 
velopment, both  physiologic  and  psychologic.  The 
sick  person  becomes  more  or  less  childlike  and  is 
dependent,  passive,  and  demanding  in  his  attitudes. 
These  regressive  reactions  are  usually  reversible  when 
one  of  the  major  factors  in  the  particular  illness  has 
been  dealt  with  satisfactorily.  Thus,  when  the  sys- 
temic reaction  to  infection  or  trauma  begins  to  sub- 
side, the  helplessness,  clinging  dependency,  and  other 
characteristic  responses  tend  to  disappear.18 

The  regression  may  be  termed  adaptive  because 
the  patient  puts  himself  passively  into  the  hands  of 
the  therapist  or  the  therapeutic  team  for  the  help 
and  treatment  which  he  needs.  Regression  may  also 
be  maladaptive.  In  such  instances  the  patient  does 
not  accept  the  illness  as  something  for  which  he 
needs  help,  and  therefore  does  not  seek  treatment. 
Instead  he  loses  voluntary  control,  over-reacts  to  the 
illness,  and  makes  no  active  attempt  to  help  himself 
or  the  physician  who  is  caring  for  him.18 

Physicians  usually  recognize  intuitively  the  ele- 
ment of  regression  which  an  illness  brings  about  and 
in  varying  degrees  treat  their  patients  like  the  chil- 
dren they  seem  to  have  become.  The  capacity  of  the 
individual  physician  to  tolerate  and  gratify  these 
demands  of  the  patient  has  been  called  his  "art  of 
medicine”.  Physicians  who  do  not  have  the  capacity 
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to  unconsciously  identify  themselves  with  each  of 
their  patients  must  deliberately  make  themselves 
aware  of  their  own  and  their  patients’  psychic  proc- 
esses. Such  an  awareness  will  make  the  physician  sen- 
sitive to  his  patient’s  hidden  anxieties,  hostilities, 
and  secondary  gains.  The  physician  will  be  more 
tactful  and  considerate,  and  thus  facilitate  the  pa- 
tient’s adjustment  to  treatment  and  his  tolerance  for 
the  ups  and  downs  of  his  illness.  The  alleviation  of 
the  physician’s  anxieties  and  control  of  his  aggressive 
and  other  tendencies  will  be  reflected  in  the  smoother 
clinical  course  in  all  illnesses  and  with  all  kinds  of 
treatment.  Thus,  the  traumatic  effects  of  surgical 
procedures  and  of  hospitalization  can  be  decreased 
to  a significant  degree.18 

The  personality  make-up  of  the  patient  helps  de- 
termine the  manner  in  which  the  treatment  should 
be  prescribed.  For  instance,  the  patient  with  an 
obsessive-compulsive  make-up  will  readily  accept  a 
regimen  which  demands  strict  observance  of  a sched- 
ule as  regards  time  intervals,  amounts  of  medication, 
and  prescriptions  and  proscriptions  of  foods.  A pa- 
tient who  reacts  more  impulsively  will  be  happier 
with  more  freedom;  for  example,  with  a "demand- 
feeding” schedule.  Frequently,  however,  the  physi- 
cian’s own  personality  make-up,  rather  than  an  ob- 
jective evaluation  and  consideration  of  the  patient’s 
capacities  and  needs,  will  determine  his  choice  of 
management  for  an  illness.18 

When  an  ill  person  behaves  in  the  ways  just  de- 
scribed, many  doctors  tend  to  become  annoyed  with 
the  patient,  wish  to  be  punitive  toward  him,  belittle 
him,  and  say  to  him  such  things  as  "Bear  up  now! 
Keep  your  chin  up!  Be  a man!  Use  your  will  power! 
Snap  out  of  it!”  This  is  unfair.  These  are  sick  people 
who  come  for  help.  The  physician’s  function  is  to 
help  them,  not  to  feel  offended  because  they  don’t 
perform  at  the  level  which  he  considers  the  ideal 
standard. 

Everyone  gets  attention  when  he  becomes  ill;  this 
is  a secondary  gain,  and  some  patients  will  fight  to 
keep  attention  when  convalescence  begins.  I recall 
how  very  much  I objected,  some  45  years  ago,  when 
the  morphine  I had  been  given  for  pain  was  changed 
to  codeine,  and  how  angry  I was  when  later  this  was 
changed  to  aspirin.  I was  angry  enough  to  tell  off 


the  nurse,  who  happened  to  be  the  one  to  carry  out 
the  physician’s  order.  I interpreted  the  order  as  a 
deprivation  of  the  gratification  and  pleasure  I had 
been  getting.  This  experience  proved  a valuable  les- 
son to  me  in  my  subsequent  career  as  a physician. 

Resistant  Patients 

Not  infrequently  an  individual  patient  will  frankly 
resist  the  treatment  which  seems  indicated  for  him. 
This  is  not  an  unusual  situation.  At  such  times  a 
psychiatric  consultation  may  be  useful  in  helping  to 
make  clear  the  reasons  this  particular  patient  is  so 
resistant.  This  procedure  is  indicated  under  such  cir- 
cumstances even  if  the  patient  does  not  appear  to 
be  particularly  neurotic  or  is  not  psychotic.  In  the 
past  the  practice  was  to  wait.  I don’t  believe  this  is 
wise. 

The  patients  so  far  discussed  are  usually  ambula- 
tory. There  remains  a group  of  patients  whose  disabil- 
ity is  severe,  or  in  whom  secondary  disease  processes 
have  resulted  and  hospitalization  is  required.  The  re- 
gression in  them  is  so  severe  that  it  interferes  with 
their  capacity  to  relate  to  the  members  of  the  thera- 
peutic team  as  other  than  friend  or  enemy.  They  are 
preoccupied  with  their  symptoms.  They  are  helpless 
and  show  disproportionate  aggressive  and  inhibitory 
reactions.  They  project  magic  for  good  or  evil  onto 
the  physicians  and  nurses  in  the  form  of  omnipo- 
tence. They  cling  in  a dependent  way  but  are  without 
any  warmth  or  positive  outgoing  feelings.  They  are 
not  interested  in  their  previous  positive  achieve- 
ments. They  do  not  show  delusions  nor  disturbances 
of  thinking.18  Such  a state  of  affairs  blocks  access 
to  the  integrative,  adaptive  parts  of  the  patient’s  per- 
sonality. Forcible  invasion  with  psychotherapeutic 
efforts,  no  matter  how  dynamically  correct,  seems 
to  intensify  the  progress  of  the  disease.18 

Margolin18  describes  a type  of  psychotherapy  for 
these  patients  which  has  been  called  anaclitic  (lean- 
ing against),  for  in  this  form  the  physicians,  nurses, 
and  ward  aides  passively  accept  the  patient’s  cling- 
ing dependence,  tolerate  and  support  the  psychic  and 
physiological  regression,  and  provide  egoistic  grati- 
fication to  the  patient.  An  environment  of  complete 
predictability  so  far  as  security  and  instinctual  grati- 
fication is  accomplished  by  demand  feeding  sched- 
ules, indulgence  of  the  patient’s  sleep  patterns,  tol- 
erance of  his  attitudes  towards  excretory  functions 
and  products,  and  passivity  in  the  face  of  his  aggres- 
sive acting-out  and  exhibitionism.  Cutaneous  stimu- 
lation and  body  fondling  by  stroking  or  massaging 
is  often  important.  Patience,  tolerance,  indulgence, 
and  friendly  feelings  are  required  in  the  therapists. 
Under  this  regimen,  the  patient  will  re-enact  many 
infantile  and  childlike  patterns  which  are  readily 
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recognized.  The  more  remote  these  are  from  infan- 
tile behavior,  the  better  the  ego  defenses  and  the 
more  accessible  the  patient  will  be  to  cautiously 
introduced  insight  psychotherapy. 

The  success  of  this  type  of  treatment  is  to  be 
measured  only  by  the  extent  to  which  the  patient 
loses  his  pathophysiological  manifestations.  Stable 
and  adaptive  physiological  activity  as  an  indicator  of 
security  and  gratification  is  the  deliberate  goal  of  this 
procedure.18 

When  irreversible  tissue  changes  have  taken  place, 
a new  disease  condition  is  said  to  exist.  Most  patients 
are  functionally  sicker  than  the  fixed  pathologic 
conditions  in  their  illness  would  warrant.  Because 
of  this,  nonspecific  treatment  and  placebos  often 
appear  to  have  therapeutic  results.  These  are  brought 
about  by  the  patient  exchanging  the  functional  com- 
ponent for  the  "transference”  to  the  physician.  In 
this  instance  the  patient  attributes  great  power  to 
the  physician  and  is  reacting  to  the  nonspecific  treat- 
ment or  placebo  as  if  it  were  specific  in  its  effects. 
Pharmacological  agents,  antibiotics,  analgesics,  seda- 
tives, and  other  forms  of  medical  treatment  are  util- 
ized only  as  indicated.18  When  the  functional  dis- 
turbance subsides,  the  psychological  factor  consequent 
to  it  diminishes  in  intensity.  This  usually  occurs 
spontaneously  and  is  manifested  by  progressive  re- 
turn of  ego  functions  and  end  of  regressed  modes  of 
behavior.  The  so-called  etiological  factor  is  unaffected 
and  treatment  by  established  psychotherapeutic  meth- 
ods with  application  of  the  usual  criteria18  in  decid- 
ing this  may  be  considered. 

If  the  patient  does  not  spontaneously  relinquish 
his  regressive  behavior  as  the  physical  illness  im- 
proves, the  possibility  of  a psychosis  should  be  con- 
sidered, the  anaclitic  regimen  should  be  changed  to 
a specific  relationship  with  the  physician  therapist, 
and  the  other  members  of  the  therapeutic  team 
should  withdraw  gradually  and  cautiously  to  more 
realistic  roles  in  relation  to  the  patient.18 

In  teaching  the  psychosomatic  approach  my  ex- 
periences and  views  are  similar  to  those  expressed  by 
Rosenbaum.21  We  both  consider  it  an  approach 
which  is  appropriate  in  the  management  of  all  pa- 
tients, and  which  may  even  be  described  as  a way 
of  adding  another  dimension  to  the  physician's  clin- 
ical skills.  Rosenbaum  discusses  the  topic  under 
four  broad  headings:  subject  matter,  students,  teach- 
ers, and  teaching  techniques.  There  are  difficulties 
in  each  of  the  areas  when  a teaching  program  on  the 
psychosomatic  approach  is  undertaken.  Among  these 
are:  (1)  reasons  for  resistance  to  learning,  (2) 
placement  of  the  program  on  medical,  psychiatric,  or 
other  service,  ( 3 ) qualities  required  of  the  success- 
ful teacher  and  what  his  training  should  be,  (4) 
kinds  of  techniques  which  have  been  used,  and  their 
relative  success,  and  ( 5 ) the  value  of  courses  for 
medical  practitioners. 


Conclusion 

The  ultimate  goal  of  teaching  the  psychosomatic 
approach  to  clinicians  in  academic  institutions  is  to 
develop  teachers  (other  than  psychiatrists)  who  have 
so  thoroughly  incorporated  its  principles  into  their 
approach  to  patients  that  they  have  become  part  of 
the  individual  clinician’s  personality.  Were  this  even- 
tually accomplished,  the  psychosomatic  approach  as 
such  would  vanish,  as  then  it  would  be  fused  with 
the  teaching  of  the  various  clinical  specialties  of 
medicine.  The  term  psychosomatic  medicine  would 
be  relegated  to  the  interest  of  the  medical  historian. 
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Psychosomatic  Disturbances 
Of  the  Heart 


INCREASING  publicity  on  heart  disease  and  the 
frequency  of  organic  cardiovascular  diseases  have 
made  the  public  conscious  of  the  heart.  Symptoms 
referable  to  the  heart  and  circulation  are  common 
complaints  of  man,  and  under  some  circumstances 
undue  significance  is  ascribed  to  these  symptoms. 
The  circumstances  may  be  based  on  the  emotional 
instability  of  the  patient  or  on  the  misinterpretation 
of  the  clinician. 

The  emotionally  unstable  patient  is  likely  to  con- 
sider minor  symptoms  the  manifestations  of  serious 
heart  disease,  especially  when  organic  heart  disease 
has  developed  recently  in  a close  relative  or  a friend. 
A high  familial  incidence  of  coronary  disease  or 
hypertension  makes  such  a patient  conscious  of  the 
heart.  Unfortunately,  a physician  may  misinterpret 
the  significance  of  the  patient's  complaints,  diagnos- 
ing heart  disease  when  none  exists,  attributing  func- 
tional symptoms  to  definite  but  asymptomatic  organic 
disease,  advising  unnecessary  restriction  of  physical 
activity,  or  erroneously  giving  a poor  prognosis.  The 
existence  of  known  organic  heart  disease  is  likely  to 
make  the  patient  heart-conscious  and  to  encourage 
functional  complaints. 


Symptoms 

Pain  and  tenderness  in  the  chest  are  common  com- 
plaints. Most  persons  experience  occasional  chest 
pain,  but  only  a few  ascribe  it  to  heart  disease.  Per- 
sons who  experience  states  of  anxiety  may  report 
precordial  pains  which  may  occur  any  time,  but  espe- 
cially when  the  patient  is  tired.  If  exertion  is  one 
cause,  the  pain  begins  after,  rather  than  during,  the 
activity.  Usually  there  is  no  obvious  immediate  pre- 
cipitating factor.  Pains  may  be  sudden  or  gradual; 
when  sudden,  maximum  severity  occurs  immediately. 
The  pain  is  in  the  precordium  rather  than  the  sub- 
sternal  area  with  the  region  of  the  cardiac  apex  a 

From  the  Department  of  Cardiovascular  Disease,  The 
Cleveland  Clinic  Foundation,  Cleveland,  Ohio. 


common  site.  Radiation  into  the  left  arm  or  forearm 
is  frequent.  The  pain  may  be  sharp  or  dull,  but 
rarely  is  constricting.  The  duration  of  the  pain  is  from 
a few  seconds  to  several  days,  but  in  most  cases  it 
lasts  from  15  minutes  to  several  hours.  Rest  does 
not  afford  prompt  relief,  but  lying  down  is  more 
beneficial  than  standing  still  or  sitting.  Differentia- 
tion from  angina  pectoris  is  seldom  difficult.  Patients 
who  have  symptomatic  coronary  disease  frequently 
also  have  this  type  of  pain. 

Stabbing  chest  pains  occur  in  tense  patients,  but 
momentary  pains  of  brief  duration  also  may  be 
caused  by  premature  contractions  of  the  heart.  Dull 
aching  in  the  precordial  region  is  common  with  a 
patient  suffering  from  anxiety;  sometimes  it  is  asso- 
ciated with  local  tenderness. 

Dyspnea  of  various  types  is  a frequent  complaint. 
Sighing  is  characteristic  of  the  tense  patient.  Hyper- 
ventilation syndrome  may  be  confused  with  organic 
disease.  Accompanying  the  dyspnea  are  lightheaded- 
ness, numbness  of  the  extremities,  and  sometimes 
precordial  pain;  the  patient  may  not  be  conscious  of 
dyspnea  during  the  attacks.  Usually  it  is  easy  to  re- 
produce the  symptoms  by  hyperventilation,  but  some 
patients  refuse  to  breathe  deeply  and  rapidly  in  spite 
of  repeated  demonstrations  by  the  examiner.  Exer- 
tional dyspnea  is  also  common,  though  it  rarely  limits 
the  activity  of  the  patient.  Occasionally,  patients 
wake  up  at  night  with  intense  orthopnea  that  is 
relieved  by  a few  deep  breaths,  in  contrast  to  the 
more  prolonged  distress  of  paroxysmal  nocturnal 
dyspnea.  This  orthopnea  may  occur  either  on  the 
threshold  of  sleep  or  during  the  night;  it  is  probably 
due  to  wakening  during  the  apneic  phase  of  Cheyne- 
Stokes  respiration,  which  is  a normal  phenomenon 
during  sleep. 

Awareness  of  heart  action  is  a common  distressing 
complaint  in  a tense,  nervous  patient.  Palpitation, 
with  or  without  sinus  tachycardia,  is  the  most  fre- 
quent complaint.  If  tachycardia  accompanies  the  pal- 
pitation, the  attack  may  be  sudden,  but  the  termina- 
tion is  gradual.  Sinus  arrhythmia  may  be  responsible 
for  irregular  heart  action.  Patients  who  are  subject 


86 


TEXAS  State  Journal  of  Medicine 


The  physician  sometimes  can  incorrectly  di- 
agnose organic  heart  disease  from  a patient's 
complaints  when  the  symptoms  may  be 
caused  by  the  patient's  emotional  instability. 


to  frequent  attacks  of  paroxysmal  supraventricular 
tachycardia  generally  are  tense. 

Fatigue  may  be  a manifestation  of  organic  heart 
disease,  but  more  frequently  it  is  caused  by  anxiety. 
Faintness  or  syncope  also  may  occur.  Often  these 
symptoms  are  due  to  the  hyperventilation  syndrome. 
Vasovagal  syncope  usually  occurs  in  a nervous  patient. 
The  patient  or  his  family  frequently  fears  that  heart 
disease  is  responsible  for  syncope. 

Signs 

There  are  no  cardiovascular  signs  that  are  pathog- 
nomonic of  nervous  tension.  However,  certain  mani- 
festations may  indicate  psychosomatic  disturbance: 
the  arrhythmias  have  been  mentioned;  blood  pres- 
sure may  be  high  and  unstable;  normal  readings  fre- 
quently may  be  found  when  the  patient  is  relaxed. 
Often  the  complaint  is  "low  blood  pressure”  when 
it  is  normal. 

The  isolated  apical  midsystolic  click  is  usually  con- 
fined to  nervous  patients,  usually  young  or  middle- 
aged  women.  The  sound  may  be  confused  with  a 
mitral  diastolic  murmur  or  an  opening  snap.  Some- 
times it  is  associated  with  a late  systolic  murmur;  in 
many  patients  there  is  no  other  evidence  of  organic 
heart  disease.  Sometimes  the  clinician’s  misinterpre- 
tation of  innocent  murmurs  focuses  the  patient’s  at- 
tention on  the  heart;  these  murmurs  are  usually  soft 
systolic  murmurs  at  the  apex  or  along  the  left  border 
of  the  sternum. 

Peripheral  vascular  signs  common  in  nervous  pa- 
tients are  excessive  sweating,  coldness,  and  cyanosis 
of  the  extremities,  and  livedo  reticularis. 

Evidence 

Electrocardiogram. — Incorrect  interpretation  of  the 
electrocardiogram  is  responsible  for  some  cardiac 
neuroses,  and  aggravates  anxiety  states  in  many  per- 
sons. The  electrocardiographic  alteration  may  be  a 
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normal  variant,  or  it  may  be  secondary  to  an  anxiety 
state;  in  some  instances  the  patient  is  unduly  alarmed 
about  an  admittedly  abnormal  but  nonspecific  elec- 
trocardiogram. Abnormalities  or  unusual  variations 
of  the  QRS  complex  may  cause  confusion.  Deep  nar- 
row Q waves  in  leads  II,  III,  aVF  and  the  left  pre- 
cordial leads  may  be  seen  in  electrocardiograms  of 
tense  young  men  with  slow  heart  rates  and  electri- 
cally vertical  hearts.  Secondary  R waves  in  right  pre- 
cordial leads  may  indicate  incomplete  right  bundle 
branch  block  in  patients  with  organic  heart  disease. 
However,  these  records  may  be  encountered  in  ap- 
parently normal  persons;  often  the  secondary  R waves 
disappear  if  leads  are  taken  from  5 to  10  cm.  below 
the  Vx  and  V3R  positions.  True  bundle  branch  blocks 
usually  occur  in  patients  with  organic  heart  disease, 
but  sometimes  are  seen  in  apparently  normal  indi- 
viduals, particularly  in  the  patient  with  right  bundle 
branch  block.  The  Wolff-Parkinson-White  syndrome, 
especially  in  atypical  cases,  is  still  diagnosed  incor- 
rectly and  may  be  confused  with  other  types  of  con- 
duction defects  or  myocardial  infarction. 

Elevation  of  the  S-T  segments  is  not  uncommon, 
especially  in  leads  II,  III,  and  aVF  in  electrically 
vertical  hearts  and  in  the  precordial  leads.  Slight  de- 
pression of  the  S-T  segments  may  occur  in  the  pres- 
ence of  tachycardia.  Some  women  with  severe  anxiety 
states  have  considerable  depression  of  the  S-T  seg- 
ments in  leads  V4  to  V6;  generally  this  change  is 
erroneously  attributed  by  the  physician  to  organic 
heart  disease,  especially  to  coronary  disease. 

The  T wave  is  an  unstable  portion  of  the  electro- 
cardiogram. Middle-aged  obese  women  often  have 
diphasic  or  inverted  T waves  in  precordial  leads  V4 
to  V3  or  even  V4  in  the  absence  of  organic  heart 
disease.  In  severe  anxiety  states  these  T waves  may 
be  inverted  in  leads  V4  to  VG  with  or  without  the 
S-T  segment  depression  mentioned  above.  Hyperven- 
tilation may  cause  transient  T wave  abnormalities. 
The  normal  young  Negro  man  often  has  elevated  S-T 
segments  and  diphasic  or  inverted  T waves  in  pre- 
cordial leads.  Clinically,  too  much  stress  is  placed  on 
minor  S-T  segment  and  T wave  changes  in  exercise 


Volume  59,  FEBRUARY,  1963 


87 


Dr.  William  L.  Proudfit  is  with  the 
Department  of  Cardiovascular  Dis- 
eases, Cleveland  Clinic  Foundation, 
Cleveland,  Ohio.  His  paper  was 
originally  presented  as  a refresher 
course  during  the  1961  Texas 
Medical  Association  Annual  Ses- 
sion. 


physician  may  be  confused  about  the  origin  of  the 
symptoms.  This  is  particularly  true  of  patients  who 
have  coronary  artery  disease,  but  those  who  have 
other  types  of  heart  disease  are  not  exempt.  Careful 
evaluation  of  the  history  generally  enables  the  physi- 
cian to  differentiate  psychosomatic  from  organic 
symptoms. 


tolerance  tests.  Frequently  it  is  not  known  that  digi- 
talis and  thiazide  drugs  may  cause  apparent  abnor- 
malities when  no  heart  disease  exists. 

Roentgenograms .- — Normal  variations  in  the  car- 
diac configuration  may  be  ascribed  to  organic  disease. 
Generally  a widened  transverse  diameter  of  the  heart 
is  an  abnormality.  However,  in  the  case  of  a de- 
pressed sternum  the  anteroposterior  diameter  of  the 
heart  may  be  flattened,  and  the  heart  may  appear  in 
the  posteroanterior  view  to  be  much  larger  than  it 
is.  A lateral  film  will  disclose  the  cause  of  the  ap- 
parent enlargement.  The  defect  is  obvious  in  the 
examination  of  men,  but  in  women  it  is  not  so 
obvious  because  of  the  obscuring  of  the  bony  thorax 
by  the  breasts;  sometimes  the  intermammary  cleft  is 
filled  in  with  areolar  tissue,  and  one  must  be  a 
doubting  Thomas  and  actually  thrust  his  hand  into 
the  chest  to  disclose  the  defect.  Often  the  position 
of  the  breasts  is  altered  in  such  a way  that  they 
point  straight  forward  rather  than  showing  the  nor- 
mal slight  divergence. 

Neuroses  with  Heart  Disease 

Psychosomatic  symptoms  frequently  coexist  with 
organic  heart  disease,  and  both  the  patient  and  the 


Treatment 

Prophylaxis  of  cardiac  neuroses  is  of  prime  impor- 
tance. Proper  evaluation  of  history,  physical  examina- 
tion, and  laboratory  studies  is  essential.  The  nature 
and,  if  possible,  the  cause  of  the  symptoms  should 
be  explained  to  the  patient.  The  patient  should  be 
encouraged  to  lead  as  normal  a life  as  possible  even 
though  organic  heart  disease  exists.  He  should  not 
be  advised  to  "take  it  easy”.  Unnecessary  medications 
such  as  digitalis,  quinidine,  coronary  vasodilators,  and 
thiazide  drugs  are  often  prescribed  without  proper 
indication.  Sedatives  and  tranquilizers  are  useful  in 
many  instances. 

Basically,  the  best  therapeutic  response  is  obtained 
in  the  patient  who  can  be  helped  to  resolve  his  fears 
and  conflicts.  Unconsciously,  the  patient  is  asking  the 
physician  if  he  cannot 

"And  with  some  sweet  oblivious  antidote 
Cleanse  the  stuff'd  bosom  of  that  perilous  stuff 
Which  weighs  upon  the  heart?”* 

Unfortunately  the  physician  must  firmly  answer  in 
the  words  of  Malcolm: 

"Give  sorrow  words;  the  grief  that  does  not  speak 
Whispers  the  o’er  fraught  heart  and  bids  it  break. ”f 

* Shakespeare,  W.:  Macbeth,  Act  4,  Sc.  3,  Line  37. 

f Shakespeare , W .:  Macbeth,  Act  4,  Sc.  2,  Line  209 ■ 

♦ Dr.  Proudfit,  Cleveland  Clinic,  2020  East  93rd  St.,  Cleve- 
land 6,  Ohio. 


Respiratory  Ills  Respond 
To  Hungarian  Grotto  Therapy 

Coal  miners  who  spend  their  lives  underground  in  Hungary  are  now  being 
treated  underground  for  their  respiratory  ills. 

Instead  of  soaking  up  sunshine  and  fresh  air,  these  patients,  wrapped  in 
blankets  and  seated  on  deck  chairs,  spend  from  three  to  five  hours  daily  breathing 
the  dank,  musty  air  of  the  Beke  (Peace)  Grotto  near  Ozd  in  northern  Hungary. 

Doctors  there  have  discovered  that  the  air  of  the  caverns  is  loaded  with 
ionized  calcium  which,  they  declare,  can  allay  respiratory  irritations  such  as  asthma, 
and  they  claim  improvement  in  72  per  cent  of  the  miners  treated  by  "grotto 
therapy”. 

The  Hungarian  Coal  Trust  and  the  miners’  union  are  said  to  be  planning  a 
research  sanatorium  to  further  probe  the  wizardry  of  Ozd. 
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Psychiatric  Observations  on 
Asthmatic  Children 

ROBERT  L.  STUBBLEFIELD,  M.D.,  and  FRANCES  COLTHARP,  M.A. 


ASTHMA  IS  AN  intriguing  symptom  complex 
(some  say  a disease  entity)  and  has  long  held 
a high  level  of  interest  for  the  medical  profession. 
An  evaluation  of  the  child  with  asthma  and  possible 
emotional  complications  may  assist  the  practicing 
physician  in  understanding  his  asthmatic  patients. 

The  behavior  of  man  is  influenced  by  his  biologi- 
cal state,  by  his  psychologic  experiences,  and  by  his 
social  environment.  An  asthmatic  child,  biologically 
more  sensitive  to  his  environment  and  threatened  by 
his  disease,  learns  to  cling  to  the  protecting  parent 
who  may  impose  severe  restrictions  so  that  the  child’s 
usual  social  roles  are  modified  greatly. 

The  physician  may  attempt  to  evaluate  the  child’s 
problem  in  the  following  frames  of  reference: 

1.  By  estimating  the  original  strength  of  the 
drives  of  the  child,  both  in  the  aggressive  and  the 
libidinal  categories — these  may  be  rated  as  normal, 
hyperaggressive  or  hypoaggressive,  and  normal,  hypo- 
libidinal,  or  hyperlibidinal. 

2.  By  estimating  the  principal  adaptive  patterns 
which  the  child  uses  in  defending  himself  against 
anxieties  and  external  and  internal  threats.  This  is  an 
elaboration  of  Cannon’s  ideas  of  fight,  flight,  or 
freeze  reactions. 

3.  By  making  some  judgments  about  the  princi- 
pal mothering  experiences  which  the  child  received. 
Some  mothers  can  tolerate  aggression  and  libidinal 
behavior,  some  cannot,  and  some  deal  with  it  in- 
consistently. 

4.  By  making  some  judgment  about  the  types  of 
conflicts  both  in  the  historical  past  and  in  the  cur- 
rent reality  situation.  As  an  example,  if  asthma  began 
after  the  mother  went  to  work,  one  might  expect 
the  condition  to  be  exacerbated  when  the  child  enters 
school  and  again  is  separated  from  the  mother. 

5.  By  making  some  judgments  about  the  child’s 
intelligence,  intuition,  and  perception  of  his  external 
world. 

6.  By  making  some  judgment  about  possible  or- 
ganic brain  factors  which  may  influence  behavior. 

7.  By  making  some  estimation  of  the  child’s  ten- 
dency to  project  to  other  objects  the  impulses  and 
conflicts  within  himself.  In  general,  the  greater  the 
immaturity,  the  greater  the  tendency  toward  projec- 
tion is  noted. 


8.  By  making  some  judgment  about  the  symbolic 
meaning  of  the  disease  process  to  the  child  and  to 
the  parent.  Asthma  can  lead  to  death.  It  obviously 
acquires  many  fantasied  and  symbolic  meanings — 
badness,  helplessness,  expression  of  anger,  loneliness. 

9.  Finally,  by  attempting  to  understand  how  a 
child  felt  about  himself  at  various  stages  of  develop- 
ment. 

Some  general  observations  may  be  made  about  re- 
search and  some  of  the  problems  which  must  be 
considered  in  the  development  of  a consistent  theory 
and  group  of  theories  about  diseases.  It  is  necessary 
to  look  at  disease  as  a process  which  includes  bio- 
logic, psychologic,  and  social  factors.  It  is  advisable 
to  consider  both  the  necessary  and  the  sufficient 
conditions  which  are  required  to  produce  the  symp- 
tom complex.  Observations  about  behavior  and  at- 
tempts to  describe  them  as  accurately  as  possible 
should  be  done  first.  One  then  constructs  a hypothe- 
sis about  the  behavior,  then  returns  to  the  original 
observations  and  begins  to  systematically  vary  the 
stress  situation  in  which  the  behavior  presents  itself. 
These  experimental  conditions  may  suggest  new  hy- 
potheses; when  several  are  combined,  a general  theory 
may  be  constructed  about  the  behavior.  With  this 
theory  one  is  in  a position  to  make  predictions  about 
behavior — in  future  similar  circumstances  will  a 
similar  pattern  of  asthma  develop?  The  next  step 
should  be  setting  up  controls  for  the  accuracy  of  the 
prediction  by  examining  apparently  opposite  situa- 
tions in  which  this  behavior  should  be  absent.  If  the 
refined  theory  is  reasonable,  it  should  permit  predict- 
ing with  some  accuracy  the  probability  of  a pattern 
of  behavior  under  a given  set  of  circumstances.  For 
example,  an  asthmatic  attack  will  occur  if  a child  is 
exposed  to  a known  allergen  at  a particular  season; 

The  authors  present  suggestions  for  the  eval- 
uation of  a child  with  asthma  and  possible 
emotional  complications.  Emotional  disturb- 
ance is  discussed  as  a factor  leading  to  an 
asthmatic  attack. 
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or  if  a child  with  a known  allergen  is  presented 
with  a specific  emotional  conflict,  such  as  intense 
hostility  toward  a mother-figure  when  confronted 
with  a sibling  rivalry  conflict.  From  the  psychiatric 
viewpoint,  the  task  is  to  define  more  precisely  the 
conflict  situations  and  to  study  their  relationships  to 
the  onset,  severity,  and  general  course  of  the  condi- 
tion. 

The  literature  on  asthma  in  children  and  adults  is 
extensive,  and  it  is  not  possible  to  review  it  thor- 
oughly here.  Much  has  been  published  especially 
during  the  past  ten  years,  in  Psychosomatic  Medicine. 
Fitzelle6  studied  a matched  sample  of  parents  of 
asthmatic  children  and  of  children  suffering  from 
diverse  ailments  which  excluded  asthma;  he  hypothe- 
sized that  parents  of  the  asthmatic  children  would 
possess  distinctive  attitudes  toward  childrearing.  The 
significant  differences  in  the  various  psychologic 
tests  including  the  Minnesota  Multiphasic  Personality 
Inventory  and  the  USC  Parent  Attitude  Surveys  were 
not  remarkable.  However,  55  per  cent  of  the  mothers 
reported  that  asthmatic  attacks  sometimes  or  fre- 
quently followed  a nervous  upset.  Harris,  Shure,8' 9 
and  others  have  denied  the  validity  of  the  maternal 
rejection  theories  of  Miller,  Baruch,  French,  and 
Alexander.  Harris  suggested  that  if  maternal  rejec- 
tion was  an  important  cause  of  bronchial  asthma  in 
children,  "the  juvenile  homes  of  the  country,  where 
children  who  certainly  have  been  rejected  are  placed, 
would  be  flooded  with  asthmatics”.  Harris  acknowl- 
edges, however,  that  not  all  psychologists  and  psy- 
choanalysts agree  that  maternal  rejection  is  a specific 
emotional  factor  which  causes  bronchial  asthma  in 
children.  Beckman-  stated,  "You  will  probably  ob- 
serve, as  I have,  that  allergists  are  an  apprehensive 
group.  This  is  not  surprising  since  their  preferred 
immunologic  approach  is  constantly  being  assailed 
by  such  brash  fellows  as  psychiatrists,  endocrinolo- 
gists, and  pharmacologists.”  Beckman,  however,  ad- 
mitted that  all  of  these  specialists  were  needed  in 
the  management  problems  of  the  allergic  child.  Har- 
ris and  Shure9  attempted  to  approach  the  problem  by 
interviewing  teachers  who  had  made  observations  of 
classroom  behavior  on  both  asthmatic  and  nonasth- 
matic children.  They  reported  that  no  specific  be- 
havioral pattern  or  attitude  was  visible  in  either 
group,  but  stated  that  they  believed  emotional  fac- 
tors often  are  an  important  but  not  a necessary  part 
of  asthma.  Harris7  surveyed  39  allergic  children  and 
supported  the  hypothesis  first  advanced  by  French 
and  Alexander  that  asthmatic  children  have  a greater 
fear  of  separation  from  the  mother  figure  and  a 
greater  difficulty  in  crying  and  confiding  with  the 
mother  than  do  children  with  rhinitis.  Within  the 
asthmatic  group,  there  were  psychologic  differences 
in  the  crying  and  conflicting  dimensions,  as  well  as 


in  the  mother’s  attitude  toward  the  child,  but  these 
did  not  seem  to  correlate  with  response  to  allergic 
treatment  as  had  been  anticipated. 

Jessner10  and  her  colleagues  reported  on  the  emo- 
tional impact  of  nearness  and  separation  of  the 
asthmatic  child  from  his  mother,  and  concluded  the 
factors  that  influence  and  reinforce  each  other  in  the 
development  of  asthma:  (1)  allergic  constitution, 
(2)  early  respiratory  infection,  (3)  the  ordinal  po- 
sition in  the  family  (the  asthmatic  usually  being  the 
oldest  child),  and  (4)  the  specific  emotional  con- 
flicts of  the  mother. 

It  was  suggested  that  the  asthmatic  child’s  mother 
unconsciously  regards  the  child  as  part  of  herself  and 
without  the  child  she  feels  incomplete.  Often  she 
has  been  disappointed  in  or  has  turned  away  from 
her  own  mother  and  has  had  a struggle  between  her 
own  individuality  and  her  dependence  on  another 
person.  The  child  may  repeat  the  symbiotic  relation- 
ship with  the  mother  figure  with  an  active  conflict 
between  dependence-independence,  between  close- 
ness-distance. As  one  girl  with  asthma  said,  "Don’t 
come  too  close,  but  don’t  go  away.” 

Long  and  others11  reported  various  explanations  of 
allergic  phenomena  and  their  method  of  study  on  19 
children  ages  6 to  12.  They  studied  the  extreme 
positions  in  these  two  propositions: 

1.  Allergists  assume  that  asthma  is  perpetuated  by 
continuous  exposure  to  an  allergen. 

2.  Psychiatrists  assume  that  asthma  is  related  to 
the  excessive  interpersonal  tension  within  the  home, 
especially  between  the  mother  and  the  asthmatic 
child.  In  both  these  situations  hospitalization  removes 
the  irritant,  whether  it  is  allergenic  or  emotional. 
Long  and  his  group  hospitalized  the  19  children, 
studied  them  intensively,  divided  them  into  two 
groups  on  the  basis  of  sensitivity  to  house  dust,  and 
then  sprayed  the  hospital  rooms  with  dust  collected 
by  a vacuum  cleaner  from  the  homes  of  the  children. 
These  children,  when  exposed  to  their  own  house 
dust,  showed  no  demonstrable  change  in  respiration 
irrespective  of  their  skin  sensitivity.  The  authors 
believed  that  the  children  showed  a need  for  close- 
ness which  was  expressed  as  a regressive  wish  and 
which  is  considered  dangerous  and  destructive  to 
further  growth.  In  describing  their  methodological 
approach  for  validating  clinical  impressions,  the  au- 
thors stressed  that  their  findings  were  true  in  this 
asthma  group  and  implied  that  the  results  might  not 
be  generalized  for  other  patients.  They  found  further 
evidence  of  the  mother’s  wish  to  maintain  the  child 
in  an  infantile-dependent  state.  Dr.  Abraham  Blau, 
the  discussant,  expressed  the  conviction  that  this 
and  several  other  psychosomatic  conditions  must  be 
related  intimately  to  maternal  character  neurosis  and 
stressed  that  the  etiology  may  be  in  the  maternal 
neurosis. 
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Miller  and  Baruch12  have  reported  on  the  high  in- 
stance of  maternal  rejection  (as  defined  by  David 
Levy  in  the  cases  of  psychosomatic  allergy.  Neuhaus13 
contrasted  children  with  asthmatic  and  cardiac  condi- 
tions. He  reported  that  the  asthmatic  child  typically 
shows  overanxiety,  extreme  dependence,  and  lack  of 
self-confidence  when  contrasted  to  a normal  control 
group;  however,  there  were  no  significant  differences 
between  the  asthmatic  and  cardiac  children.  This 
suggests  that  such  personality  traits  may  be  common 
to  protracted  illness  in  general.  Although  Fine5  sug- 
gested earlier  that  asthmatic  children  have  more 
personality  problems  than  their  nonasthmatic  sib- 
lings, Neuhaus’  study  did  not  concur. 

Purcell15  and  others  have  reported  two  groups  of 
intractable  asthmatics  who  had  been  admitted  to  the 
hospital  for  detailed  study.  Group  A,  the  rapidly 
remitting,  consisted  of  children  whose  asthmatic 
symptoms  disappeared  shortly  after  admission.  Ap- 
parently, they  have  a more  specific  group  of  neurotic 
symptoms  and  a later  age  of  onset  of  asthma.  The 
parents  apparently  have  more  undesirable  child  rear- 
ing practices,  and  evidently  the  children  are  not  as 
well  accepted  by  their  peers  as  Group  B,  a steroid- 
dependent  group  with  variable  symptoms.  Finally, 
Decker  and  others4  reported  that  two  patients  had 
skin  sensitivity  to  grass  pollen  and  house  dust,  and 
reacted  to  the  inhalation  of  these  allergens  in  the 
laboratory  with  an  asthmatic  attack.  They  also  had 
attacks  with  neutral  solvents,  with  oxygen,  or  with 
the  introduction  of  aerosol  mouthpieces.  These  ob- 
servations are  interpreted  to  be  the  result  of  condi- 
tioning by  simultaneous  exposure;  rhey  raise  some 
impressive  possibilities  about  the  protective  devices 
relative  to  the  asthma  attack  itself.  It  has  been  sug- 
gested that  conditioning  may  influence  the  number 
of  attacks  and  the  recovery  from  attacks. 

Case  Reports 

The  evaluation  of  asthmatic  children  involves  a 
careful  medical  and  social  history,  psychiatric  evalua- 
tion, psychologic  tests,  and,  occasionally,  pertinent 
observations  within  an  institutional  setting.  Clinical 
experiences  are  presented  in  the  Case  Reports. 

Case  1. — M.A.  This  ten  year  old  boy  was  seen  once  a 
week  for  approximately  one  year.  His  father  was  being 
analyzed  and  his  mother  was  being  seen  weekly  by  a social 
caseworker.  The  boy  had  average  drive,  was  passive  and 
fearful,  and  had  been  rejected  early  by  a masculine  mother; 
he  was  extremely  bright  intellectually,  had  no  organic  brain 
disease,  yet  viewed  himself  as  weak  and  inadequate,  and 
did  poorly  in  school.  He  had  a distant,  diffident  relation- 
ship with  his  father  and  no  common  interests  with  him. 
He  had  extreme  sibling  rivalry  feelings  and  frequently  had 
asthma  attacks  at  the  height  of  anger  toward  a younger 
sister.  In  therapy,  the  father  improved  and  reached  out  to 
the  boy;  the  patient  became  more  openly  aggressive  rather 
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than  passive,  did  progressively  better  work  in  school,  be- 
came competitive  with  classmates  for  honors,  and  thus  ap- 
parently sublimated  a great  deal  of  his  sibling  rivalry. 
Although  allergenic  sensitivity  was  extreme,  the  frequency 
and  duration  of  asthmatic  attacks  decreased. 

Case  2. — A.G.  This  eight  year  old  boy  was  seen  weekly 
for  ten  interviews  and  the  parents  were  seen  together  for 
additional  interviews.  The  father  held  two  jobs  and  was 
rarely  at  home;  the  mother  was  a driving,  active  woman 
who  resented  her  son’s  asthma,  his  clinging,  and  his  in- 
sistence that  she  stay  home  when  he  was  at  school  "in 
case  I get  an  attack”.  The  boy  had  average  drive,  was  ir- 
ritable and  hostile,  believed  his  younger  brother  was  fa- 
vored, and  had  severe  obsessive-compulsive  reactions.  Al- 
though thin  and  pale,  he  had  grandiose  fantasies  of  athletic 
successes.  His  father  and  mother  could  not  accept  the  idea 
of  emotional  factors;  believed  that  the  boy  would  outgrow 
the  asthma;  and  became  anxious  when  the  therapist  at- 
tempted to  explore  reasons  for  the  great  distance  between 
them  about  discipline,  social  activity,  and  other  factors.  No 
follow-up  data  has  been  obtained. 

Case  3. — T.T.  This  five  year  old  girl,  youngest  of  four 
siblings,  was  seen  for  evaluation  only.  She  had  low  drive, 
strong  childish  dependency  needs,  and  was  extremely  shy 
and  timid.  She  had  low  average  intelligence  although  her 
parents  were  college  graduates.  The  mother  stated  that  the 
patient  was  not  a planned  or  wanted  child.  The  father  was 
an  only  child,  now  largely  dominated  by  his  own  father; 
he  frequently  had  been  ill  with  a recurrent  peptic  ulcer. 
The  principal  maternal  role  is  played  by  the  patient’s  12 
year  old  sister  who  "babies  her  a great  deal".  The  child, 
separated  from  her  mother  with  great  difficulty,  talked 
openly  about  her  wish  to  be  younger,  and  spontaneously 
stated,  "I  am  afraid  when  I am  away  from  mother.  I might 
kill  someone.”  Clearly,  this  child  had  severe  emotional 
problems  and  needed  psychotherapy  in  addition  to  the 
usual  allergy  management. 

Case  4 . — M.J.  This  eight  year  old  boy  has  had  severe 
asthma  since  age  two  and  one-half.  He  has  missed  much 
school,  was  reluctant  to  go  to  school,  and  was  enuretic.  The 
mother  is  an  attractive,  solicitous,  lonely  woman  whose 
husband  died  when  the  patient  was  three.  The  boy  had 
average  drive,  was  neither  timid  nor  hostile;  he  was  ex- 
tremely anxious,  talked  immediately  about  his  fear  of 
dying  in  an  asthma  attack.  Apparently,  his  only  masculine 
contact  had  been  with  his  grandfather,  who  was  in  his  late 
70's  and  feeble.  He  was  bright  normal  intellectually.  No 
organic  brain  disorder  was  noted  in  the  examination.  Evi- 
dently, this  boy  and  his  mother  had  established  a mutual 
symbiotic  relationship  with  a strong  incestuous  quality; 
she  solves  her  loneliness  and  he  remains  trapped  in  a close 
identification  with  the  mother  rather  than  with  the  usual 
father  figure  for  boys  of  this  age.  The  outlook  for  emo- 
tional growth  is  not  optimistic,  regardless  of  the  success  of 
allergy  management. 
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Stein16  has  suggested  that  one  should  consider  the 
following  factors  prior  to  treatment: 

1.  The  conditioning  effect  of  asthma  attacks — it 
has  been  demonstrated  that  a person  who  is  allergic 
to  roses  can  develop  asthma  from  an  artificial  rose. 

2.  Emotional  situations  that  apparently  precipitate 
asthma  attacks.  Psychoanalysis  and  psychotherapy  of 
asthma  patients  have  demonstrated  this  fact  repeated- 
ly- 

3.  Intrapsychic  conflicts — although  Alexander’s 
concepts  of  high  specificity  of  certain  conflicts  for 
association  with  so-called  psychosomatic  disease  states 
is  not  widely  accepted,  the  strong  oral  conflict  in 
most  asthmatics  is  an  accepted  fact. 

4.  Parent-child  conflicts — the  parental  attitudes 
about  the  impending  attacks  are  significant.  For  ex- 
ample, the  father  with  a history  of  asthma  may  be 
overconcerned,  the  mother  may  be  the  opposite  and 
may  tend  to  minimize  the  significance  of  an  im- 
pending attack.  The  resulting  confusion  in  the  child’s 
mind  may  heighten  the  fear  and  add  more  anxiety 
and  hyperventilation  to  the  existing  behavior. 

Briefly,  treatment  techniques  depend  heavily  on 
the  diagnosis  of  the  problem.  Evidence  of  early  ma- 
ternal rejection  will  indicate  a regular,  consistent, 
nonexploratory  supportive  relationship  with  the  child, 
and  careful  assessment  of  the  mother’s  present  abil- 
ity to  function  as  a mothering  person.  Therapeutic 
choices  range  from  directive  counseling  about  the 
parental  role  to  referral  for  psychiatric  treatment  or 
analysis.  The  maternal  rejection  episode  may  be  re- 
lated to  a transitory  depressive  episode  of  the 
mother  (for  example,  at  illness  or  death  of  her  own 
mother)  or  it  may  be  related  to  a severe,  longstand- 
ing character  disorder.  Obviously,  the  role  of  the 
father  must  be  considered  also  in  the  treatment  plan- 
ning. Evidence  of  a smoldering,  unsolved  Oedipus 
or  family  romance  conflict  may  require  different 
tactics.  For  example,  a girl,  age  five,  with  a strong 
rivalry  with  mother  for  father’s  attention,  may  use 
the  asthmatic  attacks  both  to  separate  mother  from 
father,  ("stay  in  my  room  with  me’’),  and  to  reassure 
the  child  of  mother’s  love  as  a protection  against 
forbidden  hostile  feelings  toward  mother.  In  this  sit- 
uation, play  therapy  with  the  child  may  be  indi- 
cated, to  uncover  the  preconscious  and  unconscious 
fantasies  and  conflicts  and  to  permit  the  child  to 
mature  emotionally.  Usually,  a social  casework  or 
counseling  relationship  with  the  mother  is  indicated 
in  this  type  of  situation  to  permit  the  mother  to 
ventilate  her  hostility  and  to  learn  about  the  usual 
phases  of  personality  development  in  a comfortable 
nonthreatening  manner.  The  physician’s  therapeutic 
aims  should  be  to  identify  the  child’s  feelings,  espe- 
cially those  centered  upon  fears  of  attacks,  fears  of 


dying,  fears  of  abandonment,  and  resentments  about 
restrictions  which  are  imposed  because  of  the  illness. 
These  therapeutic  efforts  have  been  described  by 
many  authors  including  Buxbaum,3  Allen,1  Sylves- 
ter,14 and  Witmer.17  Therapeutic  work  with  parents 
by  individual,  family,  and  group  methods  was  de- 
scribed recently  by  Miller  and  Baruch.12 

Finally,  in  the  authors’  opinions,  there  is  good 
evidence  that  emotional  disturbances  can  be  among 
the  conditions  which,  together  with  the  essential 
condition  of  an  allergenic  sensitivity,  may  lead  to  an 
asthmatic  attack.  We  suggest  that  the  following  pos- 
tulates should  be  formulated  in  psychosomatic  illness: 

1.  A recognizable  and  identifiable  psychological 
problem. 

2.  An  amnesia  between  the  association  of  the 
event  and  the  symptoms. 

3.  An  accentuation  of  the  illness  which  occurs 
when  the  association  is  brought  to  light  in  the  doctor- 
patient  relationship. 

4.  An  amelioration  of  the  symptoms  when  this 
relationship  becomes  properly  understood. 

The  proper  management  of  any  asthmatic  child, 
therefore,  should  include  careful  attention  to  various 
psychological,  social,  and  biological  factors  in  the  pa- 
tient’s condition. 
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URBANIZATION,  high  rate  of  population  growth, 
and  increasingly  efficient  technology  are  rapidly 
changing  our  society.  Prior  to  1920  the  United  States 
was,  according  to  census  figures,  still  a rural  society. 
In  that  year  we  became  slightly  more  than  50  per 
cent  urban;  in  the  intervening  40  years,  we  have 
moved  beyond  the  70  per  cent  point.  Our  cities  have 
not  grown  primarily  from  natural  increase,  but  have 
been  assisted  by  the  influx  of  immigrants  prior  to 
1920  and  by  a steady  stream  of  farm  to  city  migrants 
— a stream  which  continues  to  flow. 

Prior  to  automation  migrants  fitted  with  relative 
ease  into  a job  structure  requiring  large  numbers  of 
unskilled  and  semiskilled  hands.  Automation  is 
changing  this  picture,  and  many  of  the  several  thou- 
sand would-be  workers  daily  flowing  into  the  labor 
force  do  not  have  the  basic  social  and  economic 
skills  necessary  for  satisfactory  adjustment  in  a highly 
technical  economy.  Automation,  however,  affects 
more  than  the  newcomers.  Many  workers  employed 
for  years  in  the  same  occupation  find  their  skills  are 
rendered  obsolete  overnight  by  electronic  gadgets. 

Worker  displacement  by  machines  is,  of  course, 
nothing  new.  However,  the  rapidity  of  developments 
and  their  potential  magnitude  are  new.  The  magni- 
tude of  the  problem  from  the  point  of  view  of  the 
economy  is  reflected  in  a report  by  U.  S.  News  and 
World  Report .3  For  example,  in  the  manufacture  of 
radios,  two  workers  can  now  assemble  1,000  radios 
per  day — a task  formerly  demanding  200  workers. 
Automatic  elevators  in  recent  years  have  turned  some 
40,000  operators  back  into  the  job  market  of  New 
York  City.  Each  week  60,000  new  jobs  must  be 
created  by  the  economy;  20,000  for  newcomers  to 
the  labor  force  and  40,000  for  persons  forced  into 
unemployment  by  automation  and  increased  effici- 
ency. The  number  of  new  jobs  needed  in  the  1960's 
will  be  half  again  as  high  as  that  of  the  1950’s. 

From  one  perspective  such  conditions  are  imper- 
sonal social  and  economic  processes  which  are  only 
tangentially  related  to  health  and  health  care.  On 
second  thought,  however,  it  is  obvious  that  these 
pressures  affect  the  physical  and  mental  health  of 
many  individuals.  Those  most  affected  reside  in  the 
lower  socioeconomic  segments  of  the  society.  Such 


groups  are  not  well  prepared  to  meet  the  additional 
adaptive  demands.  Persons  failing  kn  these  demands 
impose  additional  burdens  upon  the  society. 

Many  people  left  displaced  and  presenting  them- 
selves to  various  social  agencies  for  help  in  finding 
employment  and  for  financial  assistance  during  an 
interim  period  may  need  at  least  minimal  vocational 
rehabilitation  before  they  can  find  their  proper  place 
in  the  technological  labor  market.  For  relatively 
young  mature  adults  with  a stable  work  history,  vo- 
cational aptitude  tests  may  point  the  way  toward  the 
minimally  needed  vocational  rehabilitation.  Others 
who  seek  help  will  have  either  physical  or  emotional 
illnesses  or  a combination  of  these,  which  complicates 
the  problem  of  rehabilitation. 

Psychiatric  evaluation  for  every  potential  problem 
worker  is  not  feasible  or  even  possible.  For  this  rea- 
son a paper  and  pencil  self-administered  instrument 
which  would  screen  potential  psychiatric  problems 
would  be  useful.  Findings  on  the  use  of  the  Cornell 
Index  as  such  a screening  instrument  are  presented. 

Cornell  Index 

The  Cornell  Index  is  an  easily  administered  test 
which  consists  of  100  questions  to  be  answered  by 
yes  or  no.  It  was  first  developed  during  World  War 
II  as  a rapid  screening  device  to  point  to  candidates 
for  induction  into  the  services  who  were  in  need  of 
more  intensive  psychiatric  evaluation.  The  original 
Index  has  been  modified,  and  today  it  is  a thoroughly 
tested  instrument. 

The  questions  are  brief,  and  statements  refer  to 
psychiatric  symptoms.  A low  score  indicates  few 


Many  unskilled  individuals  are  left  both 
physically  and  psychologically  inadequate  by 
automation — and  may  become  burdensome 
to  society  by  affecting  the  physical  and  men- 
tal health  of  their  families  and  persons 
around  them.  The  Cornell  Index  would  point 
to  such  persons  and  pave  the  way  toward 
their  rehabilitation. 
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symptoms  are  present,  and  a high  score  indicates  that 
more  are  present. 

Arentsen1  has  done  several  reliability  studies  and 
has  thoroughly  reviewed  the  literature.  Other  vali- 
dating material  is  available  in  the  manual  of  the 
Cornell  Index.2  Interested  readers  are  referred  to 
these  sources  for  additional  information  about  the 
instrument. 

The  study  as  reported  in  this  article  involved  a 
group  of  50  white  married  males  whose  families  were 
being  supported  by  Aid  to  Dependent  Children 
grants  from  the  Texas  State  Department  of  Public 
Welfare.  For  a family  to  receive  such  a grant  while 
the  father  resides  in  the  home,  the  State  Department 
of  Public  Welfare  must  obtain  a signed  statement 
from  a physician  that  the  father  is  medically  in- 
capacitated. The  purpose  of  the  study  was  to  test 
hypotheses  concerning  certain  developmental  corre- 
lates of  dependency.  The  Cornell  Index  N-2  and  a 
questionnaire  were  administered  to  each  man.  The 
Index  was  used  to  determine  the  number  of  probable 
psychiatric  problems,  and  to  determine  if  the  Index 
would  screen  the  primarily  psychologically  disabled 
from  the  primarily  physically  disabled. 

Results 

Thirty-seven  of  the  50  subjects  were  born  in  rural 
areas  or  in  small  towns  of  less  than  2,500  population. 
They  ranged  in  age  from  25  to  73  with  a mean  age 
in  the  low  40's.  The  mean  length  of  residence  in 
Dallas  County  for  all  subjects  was  12  years.  Mean 
education  for  the  entire  group  was  eighth  grade,  and 
the  most  common  occupational  categories  were  un- 
skilled laborer,  farmer,  and  low-level  craftsman.  The 
length  of  continuous  unemployment  was  between 
three  and  five  years. 

In  general,  then,  the  men  came  from  socially,  eco- 
nomically, and  educationally  deprived  rural  and  urban 
backgrounds.  They  have  demonstrated  their  inability 
to  cope  with  the  modern  urban  environment. 

Since  these  men  are  all  indigents,  39  of  them  have 
received  medical  care  in  the  Parkland  Memorial 
Hospital  and  Outpatient  Clinics;  therefore  we  were 
able  to  review  their  medical  records.  On  the  basis 
of  this  review  of  medical  records,  the  39  men  were 
divided  into  two  major  groupings  and  these  major 
groups  were,  in  turn,  divided  into  two  subgroups. 
The  groupings  were  made  independently  without 
seeing  the  patient  and  without  knowledge  of  Cornell 
Index  scores.  The  groups  are  as  follows: 

1.  Men  whose  symptoms  and  disabilities  are  due 
predominantly  to  psychological  factors. 

2.  Men  whose  symptoms  and  disabilities  are  due 
predominantly  to  physical  factors. 

la.  Men  whose  medical  records  indicate  only  psy- 


chological problems  with  no  or  extremely  mild  ac- 
companying physical  findings. 

lb.  Men  whose  major  problem  is  psychological, 
although  they  show  mild  but  not  disabling  physical 
problems. 

2a.  Men  who  have  significant  physical  disabilities 
and,  in  addition,  psychological  problems  noted  on 
their  records. 

2b.  Men  who  also  have  definite  physical  disabili- 
ties; their  medical  records  show  no  indication  of 
psychological  problems. 

Tables  1 and  2 show  the  number  of  men  in  each 
group  and  the  Cornell  scores  for  each  group. 


Table  1. — Results  of  Cornell  Index  for  Persons  with 
Primarily  Physical  or  Primarily  Psychological  Disabilities. 


Groups 

Number  in 
Group 

Mean 

Cornell  Score 

1 (predominantly 

psychological  disabilities) 

24 

33.67 

2 (predominantly 

physicial  disabilities) 

15 

17.13 

Combined  Groups 

39 

27.31 

Table  2. — Results  of  Cornell  Index  for  Persons  with 
Varying  Degrees  of  Psychological  and  I or  Physical 
Disabilities. 


Groups 

Number  in 
Group 

Mean 

Cornell  Score 

la 

15 

36.73 

ib 

9 

28.56 

2a 

3 

22.67 

2b 

12 

15.75 

Combined  Groups 

39 

27.31 

The  range  of  scores  on  the  Cornell  Index  for  the 
entire  group  of  50  men  ranged  from  0 to  73  with  a 
mean  score  of  22.4. 

There  were  24  men  whose  disability  could  be 
attributed  primarily  to  psychological  problems.  The 
mean  Cornell  score  for  this  group  was  33.67.  There 
were  15  men  whose  disability  could  be  attributed 
predominantly  to  physical  factors.  The  mean  Cornell 
score  for  this  group  was  17.13. 

Of  the  psychological  group  the  15  men  with  only 
psychological  problems  had  a Cornell  score  of  36.73. 
Nine  men  in  the  psychological  group  had,  in  addition 
to  psychological  problems,  psychosomatic  symptoms 
and  mild  but  not  disabling  physical  problems.  The 
mean  Cornell  score  for  this  group  was  28.56. 

Of  the  15  men  in  the  predominantly  physical 
group,  three  had  some  psychological  problems.  The 
mean  Cornell  score  for  this  group  of  three  was  22.67. 
Twelve  men  in  the  predominantly  physical  group 
with  no  indication  of  psychological  problems  had  a 
mean  Cornell  score  of  15.75. 

A cut-off  score  of  23  differentiates  our  predomi- 
nantly physical  group  from  the  predominantly  psy- 
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chological  group.  If  the  test  were  to  be  given  to  an 
unselected  group  of  males,  a score  above  23  would 
pick  out  53  per  cent  of  the  psychiatric  problems 
in  this  group  and  4 per  cent  of  the  normal  men  in 
the  group.  For  comparison,  the  mean  score  for  a 
group  of  unselected  college  freshmen  is  7.35.2 

Patients  with  physical  problems  had  a mean  score 
of  17.13,  far  less  than  the  mean  score  of  33-67  for 
the  group  with  psychiatric  problems.  This  finding 
is  in  agreement  with  other  studies  which  demon- 
strate that  the  Cornell  Index  effectively  screens  per- 
sons with  physical  illness  from  those  with  psychi- 
atric illness.  The  differential  scores  obtained  on  the 
two  groups  (group  1,  2)  is  statistically  significant 
at  the  .05  level  of  confidence. 

An  example  of  a patient  from  the  psychological 
group  is  a 47  year  old  man  whose  record  showed 
100  clinic  visits.  His  Cornell  Index  was  57.  He  had 
multiple  somatic  complaints,  had  been  to  several 
medical  and  surgical  specialty  clinics,  yet  there  were 
no  definitive  physical  findings  or  diagnosis.  He  had 
been  referred  to  the  psychiatric  clinic,  and  the  diag- 
nosis of  passive  dependent  personality  was  given. 

From  the  physical  group  we  have  a 44  year  old 
white  male  with  a Cornell  score  of  .01  who  has  had 
a history  of  rheumatic  heart  disease  since  age  19- 
Physical  examination  and  electrocardiogram  showed 
left-sided  hypertrophy  of  the  heart.  History  indicated 
repeated  episodes  of  heart  failure.  The  patient  at 
the  time  of  the  last  clinic  visit  was  on  digitalis. 

There  are  of  course  a number  of  men  in  the  psy- 
chological group  who  had  scores  below  23  and  a 
number  of  men  in  the  physical  group  who  had  scores 
above  23.  The  mean  score  for  the  entire  group  is 
much  higher  than  the  mean  score  for  a normal  pop- 
ulation would  be.  This  is  probably  because  we  have 
a biased  sample  of  men  who  are  socially,  psychologi- 
cally, and  physically  inadequate. 

Conclusions 

As  indicated  previously,  increasing  numbers  of  dis- 
placed workers  will  be  presenting  themselves  to  pub- 
lic agencies  for  both  financial  assistance  and  voca- 
tional rehabilitation.  Prior  experience  indicates  that 
people  with  emotional  problems  will  need  much 
more  help  than  can  be  provided  in  a purely  voca- 
tional rehabilitation  program.  It  will  be  necessary  to 
screen  these  groups  so  that  money  is  not  wasted  on 
inadequate  efforts.  The  Cornell  Index  seems  to  be  a 
useful,  easily  administered  rapid  screening  device 
which  will  screen  candidates  requiring  more  inten- 
sive psychological  evaluation.  It  is  self-administered, 
can  be  completed  in  15  minutes,  and  can  be  given 
to  the  subject  by  a nonprofessional.  Such  an  instru- 
ment should  prove  of  great  value  to  public  agencies 
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when  used  in  conjunction  with  psychiatric  consul- 
tation. 

We  would  like,  however,  to  caution  against  over- 
zealous  application  of  the  Cornell  Index.  First,  this 
is  a screening  instrument  and  not  a diagnostic  test. 
A high  score  on  the  Cornell  Index  merely  is  indica- 
tive of  the  probability  of  psychiatric  illness.  It  does 
not  show  definitely  that  such  psychiatric  illness  is 
present,  nor  does  it  diagnose  the  type  of  psychiatric 
illness.  The  definite  presence  and  type  of  psychiatric 
illness  must  be  determined  finally  by  individual  psy- 
chiatric evaluation  and  more  intensive  psychological 
testing.  Its  value  lies,  then,  not  in  providing  a defini- 
tive answer  but  rather  in  pointing  to  individuals  for 
whom  psychiatric  and  psychological  evaluation  are 
indicated.  In  the  psychiatric  clinic  the  instrument  has 
little  or  no  value  since  the  answers  that  it  provides 
are  not  precise  enough  for  psychiatric  diagnostic 
purposes.  As  a screening  and  perhaps  as  an  epidemi- 
ological instrument,  the  Index  has  value  since  it  can 
be  given  by  nonprofessionals  to  great  numbers  of 
people. 

Summary 

Many  unemployed  men  receiving  public  assistance 
possibly  can  be  rehabilitated  and  function  as  con- 
tributing members  of  society.  Some,  however,  have 
severe  emotional  problems  which  impede  rapid  re- 
habilitation. This  study  demonstrates  that  the  Cornell 
Index  is  an  instrument  which  can  screen  effectively 
the  group  with  emotional  problems  so  that  a more 
definite  psychiatric  evaluation  may  be  made.  Out  of 
a group  of  39  unemployed  men,  those  with  psycho- 
logical disabilities  scored  significantly  higher  than 
those  with  physical  disabilities. 
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Nursing  Home  Placement  and  Follow-Up 

Austin  State  Hospital's  Program 

B.  E.  McCOY,  M.D. 


WITH  INCREASING  longevity  of  life,  it  has 
fallen  the  lot  of  the  state  hospitals  to  deal 
with  increasing  numbers  of  older  age  people.  At  the 
present  26  per  cent  of  the  patient  population  of 
the  state  mental  hospitals  is  over  the  age  of  65;  37 
per  cent  is  over  the  age  of  60.4 

Placement  Program 

In  1952,  a nursing  home  placement  program,  in- 
cluding licensed  custodial  homes,  was  instituted  to 
handle  patients  who  would  be  permanent  bed  occu- 
pants. Initially,  this  program  was  aimed  primarily 
at  removing  aging  schizophrenic  patients  from  the 
hospital — the  "burned-out'’  psychotic  patient  who 
presented  no  psychiatric  management  problem  and 
who  required  only  simple  nursing  care.  This  certain- 
ly was  not  a new  approach  and  during  the  first  four 
years  of  operation,  relatively  few  patients  actually 
were  placed  in  nursing  homes.  By  1956,  it  had  been 
noted  that  patients  who  had  been  placed  were  doing 
well  and,  in  many  cases,  much  better  than  they  had 
while  in  the  institution.  For  this  reason,  greater 
stress  was  placed  on  the  program  and  it  was  enlarged 
to  include  an  increasing  number  of  patients  who  had 
only  recently  been  admitted  to  the  hospital  because 
of  mental  changes  presumed  to  be  secondary  to  the 
process  of  aging.  In  January,  1962,  more  than  2,000 
patients  had  been  placed  in  nursing  homes  from  the 
Austin  State  Hospital.  This  represents  about  50  per 
cent  of  the  nursing  home  population  of  Travis 
County.  In  comparison  with  other  states  reporting  to 
the  American  Psychiatric  Association  in  1959,  there 
were  more  Texas  mental  hospital  patients  living  in 
nursing  homes  in  total  volume  than  were  reported 
from  any  other  state,1  indicating  that  this  has  been 
probably  the  most  active  program  of  its  type  in  the 
country. 

This  program  has  been  reasonably  successful.  A 
brief  review  of  this  program  may  be  illustrated  with 
a typical  patient: 

He  is  65  years  old  and  is  admitted  to  the  state 
hospital  on  a court  order  or  a voluntary  commit- 
ment and  he  presents  varying  degrees  of  disori- 
entation and  confusion.  He  has  usually  exhausted 


family  resources  with  acting-out  behavior  or,  more 
commonly,  the  family  situation  is  such  that  he  can- 
not receive  24  hour  supervision.  Fewer  than  50  per 
cent  of  these  patients  actually  manifest  psychotic 
behavior  or  symptomatology.  At  the  time  of  his  ad- 
mission a psychiatric  and  medical  history,  mental 
status,  and  physical  examination  are  made.  A social 
history  is  obtained,  with  particular  reference  to  prob- 
ability of  nursing  home  placement.  This  requires 
some  skill  on  the  part  of  the  social  worker  in  esti- 
mating interest  and  tolerance  of  the  family  for  the 
patient.  The  following  day,  the  patient  is  presented 
to  an  admission  staff,  consisting  of  the  medical  staff, 
social  workers,  and  ancillary  personnel  of  the  hos- 
pital. At  that  time,  recommendations  for  further 
diagnostic  procedures,  treatment,  and  eventual  place- 
ment are  made.  In  some  cases,  nursing  home  place- 
ment as  an  ultimate  end  is  obvious  and  a referral 
for  such  is  made  by  the  doctor  to  the  social  worker. 

The  "paper  work’’  involved  in  the  social  worker’s 
preparation  of  a patient  for  nursing  home  placement 
is  often  voluminous.  She  must  investigate  the  pa- 
tient’s financial  resources  and  the  ability  and/or 
willingness  of  the  family  to  pay.  This  is  done  in  con- 
junction with  the  field  representative’s  office  of  the 
hospital.  If  family  financing  or  personal  funds  are 
not  sufficient  to  provide  such  placement,  eligibility 
for  public  assistance  money  must  be  determined.  In 
addition,  if  the  patient  is  considered  legally  incompe- 
tent, a guardianship  must  be  set  up.  These,  of  course, 
are  time-consuming  projects,  and  usually  require  from 
six  weeks  to  two  months  for  completion. 

In  this  interim,  the  average  elderly  patient  is  re- 
ceiving treatment  for  any  physical  disability  which 
might  exist.  Frequently,  such  individuals  do  have 
correctible  physical  disorders  which  may  contribute 
to  this  disorientation,  confusion,  and  acting-out  be- 
havior. He  may  or  may  not  receive  drugs  and/or 
somatic  therapy  to  improve  his  level  of  adjustment. 
Often  the  situational  change  is  sufficient  to  effect 
an  improvement  in  the  state  of  orientation  and  be- 
havior of  the  patient,  lending  support  to  our  belief 
that  much  of  the  symptomatology  present  in  older 
patients  frequently  does  have  a functional  com- 
ponent. 

The  average  nursing  home  placement  candidate 
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Elderly  patients  who  are  not  ready 
to  return  to  community  life  are  being 
placed  in  private  nursing  homes  with 
excellent  results. 


then  has  had  approximately  two  months  of  hospital- 
ization. With  the  hospital  treatment  program,  he 
has  improved  to  the  extent  that  he  can  be  cared  for 
in  a structured  situation,  but  is  not  able  to  meet  all 
of  his  own  needs.  He  is  eligible  for  public  assistance 
money  and  his  family  resources  are  such  that  he  can- 
not be  returned  to  his  community.  He  is  then  brought 
before  the  disposition  staff,  which  is  presided  over  by 
a consulting  psychiatrist.  His  case  is  reviewed  and 
it  is  recommended  that  suitable  arrangements  be 
made  for  furlough  to  a nursing  home.  Additional 
diagnostic  procedures  or  treatment  may  also  be  sug- 
gested at  that  time. 

The  patient  is  then  placed  in  a nursing  home 
which  is  approved  by  the  State  Department  of  Public 
Welfare.  The  nursing  homes  are  usually  local,  but 
occasionally  patients  are  furloughed  to  nursing  homes 
nearer  to  their  own  homes  for  convenience  of  the 
family.  The  patient  is  matched  by  the  social  service 
department  with  the  nursing  home  which  can  best 
supply  his  needs.  This  matching  process  requires  con- 
sideration of  previous  socioeconomic  status  and  cur- 
rent mental  and  physical  condition  of  the  patient 
plus  a knowledge  of  the  physical  facilities  of  the 
nursing  home  and  some  conception  of  the  individual 
tolerances  of  each  nursing  home  operator  and  her 
personnel.  The  nursing  home  operators  are  supplied 
with  forms  containing  identifying  information,  physi- 
cal condition,  mental  state,  recommended  medica- 
tions, and  any  specific  instructions  for  the  treatment 
and  care  of  the  patient. 

An  agreement  between  the  hospital  and  nursing 
home  provides  that  the  nursing  home  operator  will: 

1.  Assume  responsibility  for  the  furloughed  pa- 
tient; 

2.  Make  reports  to  the  hospital  as  requested  on 
the  condition  and  welfare  of  the  patient; 

3.  Notify  the  hospital  immediately  in  the  event 
of  serious  physical  illness  or  mental  disturbance 
of  the  patient; 

4.  Arrange  transportation  for  the  patient’s  clinic 
appointments; 

5.  Notify  hospital  officer  of  the  day  immediately 
in  the  event  of  the  death  of  the  patient; 

6.  Secure  the  services  of  a private  physician  or 
coroner  in  the  event  of  the  death  of  the  patient; 


7.  Notify  patient’s  next-of-kin  of  the  death  and 
cooperate  with  burial  arrangements. 

The  agreement  also  provides  that  the  Austin  State 
Hospital  will: 

1.  Accept  the  furloughed  patient  back  as  an  in- 
patient at  any  time; 

2.  Send  an  ambulance  to  the  nursing  home  when 
the  patient’s  condition  indicates; 

3.  Provide  burial  services  in  the  hospital  cem- 
etery for  indigent  patients  when  necessary; 

4.  Aid  in  locating  relatives  in  the  event  of  an 
emergency; 

5.  Provide  medical  and  dental  care  on  the  rec- 
ommendation of  the  hospital  physician.3 

For  the  first  few  days  in  the  nursing  home  many 
patients  will  again  be  disturbed  in  varying  degrees 
until  an  adjustment  to  the  change  has  been  made. 
The  operators  are  aware  of  this  period  of  unrest  and, 
occasionally,  a patient  is  returned  to  the  hospital  be- 
cause he  is  unable  to  make  the  adjustment.  In  other 
cases  increased  medications  help  the  patient  through 
this  period. 

Follow-Up  Program 

The  follow-up  program  is  relatively  simple.  A 
team,  usually  consisting  of  a social  worker,  nurse, 
stenographer,  and  physician,  visits  the  nursing  home 
at  six  month  intervals  and  each  patient  is  given  a 
physical  examination  and  his  mental  state  is  re- 
evaluated. Results  are  recorded  and  recommendations 
are  made  and  executed.  Particular  attention  is  paid 
to  any  physical  disorders  and  to  the  level  of  adjust- 
ment. 

Ordinarily  in  the  course  of  such  a visit  it  becomes 
not  only  a business  call  but  a social  visit.  Most  patients 
look  forward  to  the  examination  and  thoroughly  en- 
joy this  interest  in  them.  Also,  it  has  become  almost 
routine  during  these  visits  for  the  physician  to  walk 
through  the  nursing  home  and  at  least  speak  to  Aus- 
tin Hospital  patients  who  are  not  scheduled  for  ex- 
amination on  that  particular  day.  In  addition,  during 
these  visits,  nursing  home  operators  are  encouraged 
to  discuss  any  patient  management  problem  or  pa- 
tient-relative difficulties  which  they  have  encoun- 
tered. It  is  believed  that  these  informal  visits  con- 
tribute to  a better  working  relationship  with  the  nurs- 
ing home  operators.  All  nursing  home  patients  re- 
ceive an  annual  chest  roentgen-ray  examination.  Pa- 
tients who  are  physically  ill  or  who  are  emotionally 
disturbed  can  be  returned  to  the  hospital  for  outpa- 
tient care  or  admission,  depending  on  the  severity  of 
the  disorder.  The  hospital  will  send  an  ambulance  for 
patients  who  are  considered  to  be  too  ill  to  come  in 
otherwise. 

Most  patients  do  return  to  the  state  hospital  with 
terminal  illnesses  and  since  the  hospital  maintains 
a 70  per  cent  post-mortem  examination  rate,  it  is 
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possible  to  observe  most  of  these  patients  to  autopsy. 
Thus,  in  addition  to  a personal  interest,  the  medical 
staff  has  a strong  academic  interest  in  the  patients. 

Success  Factors 

Why  does  the  program  work?  One  of  the  more 
important  reasons  for  the  success  of  the  program  is 
the  concept  that  the  senile  patient  is  not  hopeless, 
and  that  much  of  his  mental  aberration  may  be  a 
function  of  the  environment.  Thus  the  sooner  he 
can  be  returned  to  something  more  nearly  simulating 
his  community,  the  greater  are  his  chances  for  ulti- 
mate rehabilitation.  If  the  patient  cannot  be  com- 
pletely rehabilitated,  he  is,  at  least,  manageable,  in  a 
home-like  setting.  Nursing  home  patients  are  a hap- 
pier, better  adjusted,  more  easily  managed  group  of 
people  than  are  a comparable  group  in  the  institu- 
tion. Much  of  this  is  believed  to  be  due  to  the 
smaller  home-like  atmosphere  where  one’s  contacts 
are  more  constant  and  relationships  more  intense 
than  are  those  of  the  comparable  institutional  group. 
Frequently,  a patient  improves,  or  family  circum- 
stances change  to  the  extent  that  the  patient  can 
return  to  his  own  community.  In  effect  then,  such 
placement  occasionally  results  in  the  temporary  total 
rehabilitation  of  the  patient. 

The  second  big  factor  in  the  success  of  the  pro- 
gram has  been  the  persistence,  competence,  and  co- 
operation of  key  personnel  in  ironing  out  the  me- 
chanical details  of  the  program  so  that  the  system 
can  function  efficiently.  This  has  required  coordina- 
tion of  the  medical  staff,  social  service,  and  nursing 
home  personnel  and  is  a function  primarily  of  the 
social  service  department  in  the  Austin  State  Hos- 
pital. A competent  social  worker  has  been  with 
this  program  since  its  conception  and  is  well  aware 
of  its  many  ramifications.2 

The  last  and  probably  most  important  reason  for 
success  of  the  program  is  a solid  working  relationship 
with  the  nursing  home  operators.  This  relationship 
involves  a sharing  of  responsibility  for  each  patient 
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and  a mutual  interest  and  concern  for  the  welfare  of 
each  patient.  The  hospital  has  no  official  jurisdiction 
over  nursing  home  policy,  but  reserves  the  right  to 
inspect  informally  each  nursing  home  and  to  return 
any  or  all  patients  to  the  hospital  whenever  it  is 
considered  necessary.  Therefore,  a nursing  home  op- 
erator is  usually  receptive  to  any  reasonable  recom- 
mendations. On  rare  occasions  it  has  been  necessary 
to  return  all  patients  from  a nursing  home.  When 
such  an  occasion  arises,  the  incident  leading  to  the 
action  is  reported  to  agencies  which  do  have  legal 
authority  over  nursing  home  policy.  This  is  excep- 
tional, however,  and  this  authoritative  role  of  the 
hospital  is  rarely  invoked.  It  is  thought  that  a rela- 
tionship based  on  mutual  understanding  and  toler- 
ance is  of  greater  benefit  to  the  patient. 

Future  Plans 

Use  of  this  program  is  anticipated  in  all  Texas 
state  hospitals  and  the  program  has  been  instituted 
at  San  Antonio  and  Terrell  State  Hospitals  in  view 
of  the  success  at  Austin  State  Hospital.  An  increase 
in  social  service  and  medical  staff  is  contemplated  to 
handle  a "push”  program  in  the  Austin  hospital.  A 
consultation  service  is  provided  by  the  social  service 
department  for  families  and  agencies  which  may 
need  information  regarding  nursing  home  placement 
with  or  without  hospitalization. 

At  the  present,  patients  whose  level  of  adjustment 
in  the  institution  is  less  than  ideal  are  being  placed 
in  nursing  homes  and  many  of  them  improve  in 
such  an  environment.  More  and  sicker  patients  will 
probably  be  placed  in  nursing  homes.  Idealistically, 
the  staff  prefers  to  regard  nursing  homes  as  rehabili- 
tation homes. 

It  would  be  presumptious  to  consider  this  program 
as  the  answer  to  the  problem  of  the  senile  mental 
hospital  resident,  but  it  is  known  that  many  of  them 
reach  an  improvement  plateau  in  the  hospital  and 
at  this  level  they  are  not  well  enough  to  be  sent  home. 
Nursing  home  placement  has  seemed  to  be  preferable 
to  institutional  placement  and  has  served  as  a partial 
return  to  the  community  and  in  some  patients  has 
become  a bridge  or  "half-way  house”  between  hos- 
pitalization and  home. 
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Case  Report 

Acute  Psychosis  and  Ritalin  Abuse 


T.  C.  McCORMICK,  JR.,  M.D.,  and  TYNUS  W.  McNEEL,  M.D. 


The  subject  is  a 41  year  old  divorced  white  male  who, 
by  his  own  admission,  had  been  an  alcoholic  for  20  years. 
Although  hospitalized  numerous  times,  he  had  maintained 
his  job  as  salesman  for  the  same  company  for  eight  years, 
working  between  episodes  of  drinking.  Six  months  prior 
to  this  admission  to  the  hospital,  he  had  begun  taking 
Ritalin  hydrochloride  solution  parenterally.  This  was  pre- 
scribed by  a physician  as  treatment  for  his  alcoholism,  ini- 
tially in  dosage  of  40  to  60  mg.  a day.  He  soon  began 
abusing  the  drug  and  was  taking  100  to  200  mg.  a day, 
apparently  having  little  difficulty  obtaining  these  amounts. 
At  the  time  of  admission  he  told  of  taking  the  drug  intra- 
venously, but  later  denied  this  and  said  he  took  it  sub- 
cutaneously or  intramuscularly  only.  Two  or  three  months 
after  starting  Ritalin,  and  a few  weeks  after  he  began  the 
abusive  use  of  it,  he  began  expressing  paranoid  delusions 
about  his  co-workers.  These  ideas  of  reference  soon  included 
the  entire  company,  and  later  he  believed  himself  entangled 
in  a large  dope  ring  and  thought  people  were  trying  to 
kill  him.  He  continued  working  until  a week  prior  to  admis- 
sion when  he  became  so  incapacitated  by  his  fears  of  spies 
and  being  killed  that  he  could  not  leave  home. 

At  the  insistence  of  friends,  he  entered  the  hospital  and 
was  found  to  be  hyperactive,  confused,  fearful,  and  delu- 
sional. He  was  actively  hallucinating,  seeing  "evil  signs”  on 
the  walls  and  objects  floating  in  the  air,  and  he  paced  the 
halls  in  an  agitated,  purposeless  manner.  There  were  no 
remarkable  findings  from  physical  and  laboratory  examina- 
tions. 

Ritalin  was  discontinued  immediately,  and  the  withdraw- 
al regimen  included  anticonvulsants,  sedatives,  chlorproma- 
zine,  and  adequate  fluid  and  nutritional  supplements.  There 
was  gradual  clearing  of  mental  confusion  with  agitation 
and  fear  subsiding  during  a four  day  period.  However,  the 
patient  continued  having  some  ideas  of  reference  and  dis- 
organized thinking  throughout  a 24  day  hospital  stay.  He 
was  known  to  have  obtained  Ritalin  on  at  least  one  occa- 
sion while  out  of  the  hospital  on  pass.  Although  further 
treatment  was  indicated,  he  demanded  his  release  and  left 
against  medical  advice. 


Comment 

In  recent  years  methylphenidate  hydrochloride 
(Ritalin  hydrochloride)  has  attained  a definite  place 
in  drug  therapy.  It  is  generally  considered  a mild  to 
moderate  stimulant,  its  pharmacologic  action  lying 
between  caffeine  and  amphetamine.  Most  investiga- 
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tors3-  4-  7- 16  report  it  beneficial  in  the  treatment  of 
ambulatory  patients  with  neurotic  depression,  ex- 
haustion syndrome,  and  hypersomnia.  Ritalin  also 
aids  in  counteracting  the  drowsiness  and  hypotensive 
side  effects  of  some  tranquilizers.10  It  has  not  proved 
effective  in  hospitalized  patients  with  schizophrenia2 
and  is  contraindicated  in  patients  with  agitated  de- 
pressions.10 In  some  patients  the  usual  dosage  may 
produce  side  effects  of  insomnia,  mild  anxiety,  slight 
anorexia,  and  dryness  of  the  mouth.11  Parenteral 
Ritalin  hydrochloride  solution  has  limited  use  and 
few  indications.  Both  intravenous  and  oral  Ritalin 
hydrochloride  are  occasionally  used  just  prior  to  psy- 
chiatric interviews5,  9’ 15  to  decrease  inhibition  and 
repression  and  allow  better  verbalization  and  emo- 
tional response.  Intravenous  use  in  this  manner  was 
reported  by  Hartert  and  Browne-Mayers6  in  psycho- 
therapeutic sessions  with  alcoholic  patients.  More  re- 
cently Williams17  reported  using  Serpasil  and  Ritalin 
in  a sanatorium  for  alcoholic  patients,  but  the  Ritalin 
was  used  primarily  to  counteract  the  hypotensive  and 
depressant  side  effects  of  the  Serpasil. 

The  problem  of  Ritalin  addiction  has  now  arisen. 
There  is  adequate  evidence  that  a fractional  per- 
centage of  patients  will  abuse  Ritalin.  The  product 
description  pamphlet  reports  "one  patient  of  over 
3,000  showed  evidence  of  habituation  without  ap- 
parent harmful  effect”  and  "in  rare  instances,  Ritalin 
has  been  associated  with  overt  psychotic  behavior”. 
Rioux,14  in  I960,  raised  the  question,  "Is  Ritalin  an 
addiction-producing  drug?”  and  reported  a case  la- 
beled "borderline”.  Noreik12  reported  the  case  of  a 
traveling  salesman  with  history  of  alcoholism  and 
drug  abuse  who  became  addicted  to  methylphenidate 
hydrochloride.  Borge1  and  Peters13  have  each  re- 
ported one  case  of  "addiction”.  Peters’  case  was  that 
of  a physician  who  had  been  taking  50  to  200  mg. 


A case  of  acute  toxic  psychosis  associated 
with  the  parenteral  abuse  of  methylphenidate 
hydrochloride  (Ritalin)  is  reported.  The 
authors  question  whether  this  drug  should  be 
prescribed  for  parenteral  self-administration. 
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daily  for  one  and  a half  years.  Eight  cases  involving 
abuse  of  Ritalin  with  questionable  addiction  were 
described  by  Jorgensen  and  Kodahl.8  All  of  these 
patients  were  taking  much  more  than  the  recom- 
mended oral  dosage,  but  none  were  reported  using 
Ritalin  parenterally. 

A review  of  earlier  literature  has  failed  to  find 
a previously  reported  instance  of  abuse  of  Ritalin 
by  parenteral  administration.  The  question  of  psy- 
chotic decompensation  as  purely  incidental  to  the 
Ritalin  abuse  may  be  raised,  of  course.  But  this  re- 
action is  so  similar  to  the  toxicomania  seen  with 
amphetamine  abuse  that  the  relationship  to  the  drug 
is  most  suggestive.  The  type  of  reaction,  as  with 
other  drug  intoxications,  is  probably  determined  by 
the  premorbid  personality  rather  than  by  the  phar- 
macologic action  of  the  drug.  Rioux  postulates  that 
drugs  such  as  Ritalin  are  "bound  to  cause  addiction”. 
If  a drug  has  sufficient  potency  to  alleviate  depres- 
sion to  any  extent  there  will  always  be  patients 
tending  to  abuse  it.  As  with  any  drug,  a knowledge 
of  the  patient,  a familiarity  with  the  drug  and  a 
constant  awareness  of  its  potentialities  are  absolutely 


scribed  for  parenteral  self-administration.  Depressed 
patients  with  a history  of  alcoholism  or  previous 
drug  abuse  who  are  prescribed  any  drug  therapy 
should  be  observed  closely.  Finally,  there  were  no 
findings  in  this  case  to  discourage  the  use  of  Ritalin 
in  the  accepted  and  recommended  manner. 
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necessary. 

In  conclusion,  the  question  is  raised  as  to  whether 
Ritalin  hydrochloride  solution  should  ever  be  pre- 
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The  Rule  of  Three 

Three  Things  to  Govern:  Temper,  tongue,  and  conduct. 

Three  Things  to  Cultivate:  Courage,  affection,  and  gentleness. 

Three  Things  to  Commend:  Thrift,  industry,  and  promptness. 

Three  Things  to  Despise:  Cruelty,  arrogance,  and  ingratitude. 

Three  Things  to  Wish  For:  Health,  contentment,  and  friends. 

Three  Things  to  Admire:  Dignity,  intellectual  power,  and  gracefulness. 
Three  Things  to  Give:  Alms  to  the  needy,  comfort  to  the  sad,  and  apprecia- 
tion to  the  worthy. 

(Author  unknown;  taken  from  the  Harris  County  Medical  Society  Bulletin.) 
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Management  of  Common  Dislocations 


JOHN  J.  HINCHEY,  M.D.;  PHILLIP  L.  DAY,  M.D.;  and  SPENCER  A.  ROWLAND,  M.D. 


A GENERAL  knowledge  of  dislocations  is  essen- 
tial for  proper  care  of  trauma.  Many  disloca- 
tions are  simply  and  easily  managed;  others  are 
frequently  characterized  by  pitfalls  and  complications. 
Dislocations  may  occur  without  fracture  or  may  have 
associated  fractures  as  complications.  Those  in  which 
the  fracture  constitutes  the  primary  injury  are  not 
considered  in  this  article. 

Hand  and  Wrist 

In  interphalangeal  dislocations  the  displacement  is 
usually  dorsal.  Reduction  is  easily  accomplished  by 
simple  traction  and  local  pressure.  Analgesia,  local 
anesthesia,  or  finger  block  suffices.  Occasionally,  in 
distal  interphalangeal  dislocations  a wire  is  placed 
through  the  terminal  phalanx  for  traction  because  of 
difficulty  in  grasping  the  short  terminal  portion. 
Open  reduction  is  rare.  The  joint  should  be  immo- 
bilized at  an  angle  of  135  degrees  for  seven  to  ten 
days,  followed  by  active  motion  exercises. 

Metacarpophalangeal  dislocations  are  similar  to  in- 
terphalangeal dislocations  in  displacement  and  in 
manner  of  reduction.  Exceptions  are  the  thumb  and 
occasionally  the  index  digit.  The  capsular  rent  and 
adjacent  tendons  may  encircle  the  neck  of  the  meta- 
carpal like  a collar  (Fig.  1).  Infrequently,  reduction 
is  possible  by  hyperextension  of  the  proximal  pha- 
lanx and  traction  at  its  base.  Open  reduction  is 
ordinarily  required.  The  incision  should  avoid  the 
flexor  surface.  The  capsule  is  simply  lifted  back  over 
the  metacarpal  head.  Immobilization  in  slight  flexion 
should  not  be  prolonged  more  than  10  to  14  days 
to  avoid  residual  joint  stiffness. 

Dorsal  dislocations  of  the  base  of  one  or  more 
of  the  medial  four  metacarpals  are  usually  reduced 
under  general  anesthesia.  Traction  is  applied  to  the 
flexed  hand  with  pressure  over  the  displaced  meta- 
carpal base.  Reduction  sometimes  can  be  maintained 
by  hyperextension,  but  may  require  Kirschner  wire 
fixation.  Immobilization  is  continued  for  three  weeks 
in  a forearm  cast  which  includes  the  palm.  Slight 
residual  deformity  is  rarely  symptomatic. 

Dislocation  of  the  carpal  lunate  is  easily  over- 
looked. The  bone  rolls  out  anteriorly  on  its  proximal 
volar  capsule  like  a door  on  a hinge.  Severe  wrist 


pain,  interference  with  flexor  tendon  function,  and 
pain  over  the  distribution  of  the  overlying  median 
nerve  suggest  dislocation.  Lateral  roentgenograms  are 
diagnostic — the  normal  lunate  lies  in  the  concavity  of 
the  distal  radius  with  the  os  magnum  fitting  into  its 
concavity.  The  opposite  wrist  roentgenogram  pro- 
vides useful  comparison.  Three  types  of  dislocation 
are  seen: 

1.  Anterior  displacement  alone, 

2.  Anterior  displacement  and  proximal  rotation  of 
up  to  270  degrees,  and 

3.  Complete  disruption  with  proximal  migration 
of  the  lunate  up  the  forearm. 

General  anesthesia  and  complete  relaxation  are 
necessary  for  reduction  of  types  one  and  two.  Longi- 
tudinal traction  is  combined  with  hyperextension  of 
the  wrist.  The  lunate  is  pushed  into  place  by  proximal 
and  volar  pressure  and  the  wrist  is  flexed.  Position  is 
verified  by  roentgenogram.  Wrist  flexion  is  main- 
tained for  one  week  in  a long  forearm  cast,  followed 
by  similar  immobilization  for  two  to  three  weeks 
with  the  wrist  in  a neutral  position.  Aseptic  necrosis 
is  infrequent.  Good  function  generally  results.  Type 
three  dislocations  (and  all  dislocations  unrecognized 
for  more  than  two  weeks)  are  best  treated  by  exci- 
sion of  the  lunate. 

Elbow 

Dislocation  is  most  frequently  posterior  because  of 
the  direction  of  forces  and  the  strong  collateral  liga- 
ments. In  adults  there  may  be  an  associated  fracture 
of  the  radial  head  or  the  coronoid  process  of  the  ulna. 
In  children  and  adolescents,  the  medial  epicondyle 
may  be  displaced  into  the  joint  and  hamper  reduc- 
tion (Fig.  2).  Immediate  reduction  can  often  be  ob- 
tained by  downward  traction  without  anesthesia. 
However,  if  reduction  is  not  easy,  anesthesia  rather 


The  treatment  of  common  dislocations  is 
reviewed,  and  the  direction  of  displace- 
ment, mode  of  reduction,  and  follow-up 
care  are  summarized.  Pertinent  compli- 
cations are  discussed. 
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Fig.  1.  Dislocation  of  the  metacarpophalangeal  joint 
of  the  thumb  with  the  capsular  rent  around  the  neck 
of  the  metacarpal  is  shown. 

than  force  is  indicated.  The  dislocation  should  be 
converted  into  a directly  posterior  position  and  the 
forearm  supinated.  With  the  elbow  at  140  to  160 
degrees,  longitudinal  traction  is  combined  with  volar 
pressure  on  the  proximal  forearm.  Acute  flexion  is 
easily  obtained  on  reduction.  The  elbow  is  immobil- 
ized at  just  above  a right  angle  for  10  to  14  days.  A 
sling  is  then  substituted  and  active  motions  started. 

In  addition  to  the  fractures  already  mentioned, 
complications  involve  the  neighboring  vessels  and 
nerves.  The  overlying  brachial  vessels  may  be  in- 
jured, and  the  bugaboo  of  Volkmann’s  ischemic 
contracture  must  be  kept  in  mind.  Calcification  about 
the  joint  may  develop  from  the  considerable  hemor- 
rhage in  the  anterior  capsule  and  overlying  brachialis 
anticus.  It  sometimes  results  in  limited  joint  motion. 


Fig.  2.  Dislocation  of  the  elbow  with  the  medial  epi- 
condyle  free  in  the  joint.  The  radial  head  and  ulnar 
coronoid  process  are  intact. 


Fig.  3.  Method  of  reduction  of  anterior  dislocation 
of  the  shoulder.  The  shoulder  as  well  as  the  arm 
must  be  dependent. 

Passive  stretching  and  manipulation  to  improve  mo- 
tion are  contraindicated.  Such  methods  only  increase 
hemorrhage,  fibrosis,  and  calcification,  with  further 
loss  of  motion.  All  three  nerves  are  vulnerable  in  the 
elbow  area.  The  extremity  should  be  carefully  exam- 
ined for  their  involvement  both  before  and  after 
manipulation. 

Subluxation  of  the  radial  head  in  children  under 
six  is  caused  by  pulling  or  jerking  on  the  arm.  The 
elbow  is  held  in  slight  flexion  and  the  forearm  in 
midpronation.  The  child  refuses  to  bend  or  use  the 
arm.  Reduction  is  easily  accomplished  without  anes- 
thesia by  pressure  over  the  radial  head  combined  with 
quick  flexion  and  supination  of  the  forearm.  Re- 
currence is  prevented  by  maintaining  the  elbow  in 
flexion  for  a few  days. 

Shoulder 

The  most  common  of  all  dislocations  occurs  at  the 
shoulder.  The  large  head  of  the  humerus  opposes  a 
small  shallow  glenoid  fossa.  The  loose  capsule  is  poor- 
ly protected  inferiorly.  Posterior  dislocation  is  infre- 
quent. Anterior  displacement  of  the  humeral  head  is 
usually  subglenoid  or  subcoracoid,  but  rarely  thoracic. 
Roentgenograms  should  be  examined  carefully  for 
accompanying  fractures. 

Uncomplicated  dislocations  often  can  be  reduced 
early  under  analgesia  by  having  the  patient  lie  prone 
on  a table  with  the  shoulder  and  arm  hanging  free 
and  the  hand  clutching  a sandbag  or  weight  (Fig.  3). 
In  addition,  the  arm  may  be  gently  rotated  and  flexed 
forward.  Reduction  under  general  anesthesia  is  easily 
managed  by  lateral  traction  on  the  arm  if  the  humeral 
head  is  lifted  forward  over  the  glenoid  rim  by  a 
hand  in  the  axilla.  Gentleness  is  the  watchword;  the 
neck  of  the  humerus  is  easily  fractured  (Fig.  4). 
Following  reduction,  the  arm  should  be  immobilized 
at  the  side  for  three  weeks.  Pendulum  and  abduction 
exercises  are  then  instituted. 

Complications  include: 

1.  Fracture  of  the  greater  tuberosity — relatively 
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Fig.  4.  a.  Anterior  dislocation  of  the  shoulder 
with  fracture  of  the  greater  tuberosity. 

common  (Fig.  4).  Reduction  of  the  dislocation  usu- 
ally reduces  the  fracture  and  follow-up  treatment  is 
unchanged.  If  the  tuberosity  remains  displaced,  the 
arm  should  be  immobilized  in  moderate  abduction 
and  forward  flexion  and  slight  external  rotation. 

2.  Tear  of  the  supraspinatus  tendon.  Active  ab- 
duction of  the  arm  should  be  tested  once  or  twice  as 
soon  as  possible  after  reduction.  Early  diagnosis  and 
the  immobilization  described  for  displaced  tuberosity 
fractures  generally  results  in  good  function.  Late 
diagnosis  requires  open  repair  and  frequently  results 
in  limited  function. 

3.  Brachial  plexus  injury,  usually  the  axillary  nerve. 
This  is  evidenced  by  deltoid  paralysis  and  diminished 
sensation  over  the  lateral  shoulder  area. 

4.  Other  fractures,  such  as  the  neck  of  the  humer- 
us or  significant  fracture  of  the  glenoid,  fortunately 
are  rare. 

Recurrent  anterior  dislocation  is  also  a frequent 
shoulder  problem.  Etiologic  factors  include  initial 
extensive  tearing  of  the  glenoid  labrum  and  capsule, 
and  inadequate  post-reduction  immobilization  of  the 
primary  dislocation.  Some  dislocations  occur  with 
little  violence — simply  raising  the  arm  overhead 
while  sleeping  or  swimming  can  result  in  dislocation. 
At  times,  the  reduction  may  be  performed  by  the  pa- 
tient himself  without  anesthesia.  Operative  interven- 
tion is  required  to  prevent  further  recurrences. 

Acromioclavicular  dislocations  are  classified  as  par- 
tial and  complete.  The  clavicle  displaces  upward  and 
backward,  producing  the  "knocked-down”  shoulder. 
Reduction  requires  downward  pressure  on  the  clavicle 
and  upward  counterpressure  on  the  arm.  It  may  be 
hard  to  maintain.  Adhesive  dressings  encircling  the 
outer  clavicle  and  upper  forearm  suffice  in  partial 
dislocations.  The  ulnar  nerve  should  be  protected  at 


b.  Fracture  of  the  neck  of  the  humerus  in 
attempted  reduction  of  the  dislocation. 

the  elbow  by  padding.  Immobilization  is  continued 
for  three  to  four  weeks.  The  same  dressing  may  be 
attempted  in  complete  dislocations,  though  surgery 
is  often  reserved  for  these.  Excision  of  the  outer  one 
to  one  and  one  half  inches  of  the  clavicle  provides 
a satisfactory  shoulder  with  little  disability  and  a 
short  convalescence.  Open  reduction  requires  repair 
or  fixation  at  the  coracoclavicular  area  as  well  as  at 
the  acromioclavicular  joint.  Incomplete  reduction 
is  often  asymptomatic  and  compatible  with  good 
function. 

In  sternoclavicular  dislocations  the  clavicle  is  usu- 
ally displaced  upward  and  forward.  Rare  backward 
dislocation  may  require  urgent  care  because  of  pres- 
sure on  the  trachea.  The  clavicle  can  be  pulled  for- 
ward by  a towel  clip  or  similar  clamp.  Reduction  of 
the  ordinary  dislocation  is  initiated  by  abducting  the 
arm  and  pulling  the  shoulder  backward,  upward,  and 
outward.  The  sternal  end  of  the  clavicle  can  then 
be  pushed  into  place.  It  may  be  possible  to  maintain 
reduction  by  a compression  dressing  over  the  dislo- 
cation and  the  shoulder  for  three  to  four  weeks. 
However,  lateral  arm  traction  in  bed  with  a pillow 
between  the  shoulders  is  sometimes  necessary.  Open 
reduction  is  rarely  indicated.  As  with  acromioclavicu- 
lar dislocations,  incomplete  reduction  is  often  asymp- 
tomatic and  nondisabling.  Persistent  symptoms  or 
recurrent  dislocation  can  be  eliminated  by  excision 
of  the  inner  inch  or  more  of  the  clavicle. 

Foot  and  Ankle 

Interphalangeal  and  metatarsophalangeal  disloca- 
tions present  no  problem  in  reduction.  Traction  and 
manipulation  are  sufficient.  Occasionally,  the  first 
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metatarsal  head  gets  caught  in  the  capsule,  and  toe 
traction  must  be  applied  in  hyperextension.  The 
stable  reduction  should  be  maintained  for  seven  to 
ten  days  by  simple  splinting. 

Dislocation  at  the  base  of  the  metatarsals  more 
frequently  involves  the  first  and  fifth  bones.  Dis- 
placement is  usually  dorsal  and  at  times  lateral.  If 
closed  reduction  under  anesthesia  by  traction  and 
pressure  is  unstable,  Kirschner  wire  fixation  is  help- 
ful. Accurate  reduction  is  important.  When  it  is  not 
obtained  by  closed  methods,  surgical  replacement  is 
essential.  The  foot  should  be  immobilized  in  a short 
leg  cast  four  to  five  weeks. 

The  rare  midtarsal  dislocations  may  also  require 
Kirschner  wire  fixation  for  stability.  Associated  frac- 
ture of  the  cuboid  or  navicular  complicates  their 
care.  Occasionally  injury  to  the  plantar  nerves  can 
produce  a claw-like  deformity  of  the  foot. 

Subtalar  dislocations  are  similarly  rare.  The  foot 
is  displaced  inward  at  the  subtalar  and  talonavicular 
joints.  The  talus  remains  in  equinus.  Complete  relax- 
ation under  anesthesia  is  necessary  for  reduction.  The 
foot  is  first  plantar  flexed,  then  everted  and  abducted. 
Stability  is  achieved  in  dorsiflexion.  A short  leg  cast 
is  used  for  six  weeks. 

Ankle  subluxations  are  frequently  overlooked.  True 
dislocations  without  fracture  are  unusual.  In  severe 
sprains,  stress  roentgenograms  reveal  the  degree  of 
tibial  tilt  and  corresponding  ligamentous  injury.  Op- 
erative repair  of  the  torn  ligaments  may  be  necessary 
and  should  be  performed  early.  Tibiofibular  diastasis 
may  occur  without  fracture,  or  with  a fracture  of  the 
neck  of  the  fibula.  Complete  reduction  is  imperative. 
It  may  be  achieved  by  manual  compression  and  a 
molded  cast,  or  it  may  require  a transfixion  screw.  A 
long  leg  cast  is  maintained  for  three  weeks  and  a 
short  leg  cast  for  an  additional  four  to  six  weeks. 
Transfixion  screws  should  be  removed  when  healing 
is  complete — otherwise,  motion  at  the  joint  will  cause 
pain  until  the  screw  breaks. 


Knee 

Lateral  dislocation  of  the  patella  is  reduced  by 
full  extension  of  the  knee,  with  or  without  anes- 
thesia. It  produces  a stretch  or  tear  in  the  medial 
capsule  and  the  vastus  medialis.  The  joint  should  be 
aspirated  and  a snug  cylinder  cast  applied  with  the 
knee  in  extension.  Immobilization  for  four  to  six 
weeks  must  be  accompanied  by  quadriceps  exercises 
for  good  function. 

Many  contributing  factors  have  been  suggested  for 
recurrent  dislocation  of  the  patella.  The  most  com- 
mon include  a lax  capsule  and  an  underdeveloped 
lateral  femoral  condyle.  The  dislocation  often  reduces 
spontaneously.  Operative  correction  is  advised  to  pre- 
vent further  recurrences. 


Hip 

Posterior  dislocation  of  the  hip — the  "dashboard 
dislocation” — has  become  a more  frequent  entity  with 
increased  high  speed  automobile  traffic.  The  limb 
is  shortened,  adducted,  and  rotated  inward  ( Fig.  5 ) . 


Fig.  5.  Shortened,  flexed, 
adducted,  and  medially  ro- 
tated extremity,  typical  of 
posterior  dislocation  of  the 
hip. 


Slight  displacement  is  easily  overlooked  on  routine 
roentgenograms;  stereo  and  lateral  views  are  helpful. 
Associated  bony  fractures  are  often  present  and 
should  be  carefully  evaluated.  They  frequently  affect 
reduction,  stability,  follow-up  care,  and  prognosis. 

Early  reduction  under  complete  anesthesia  and 
relaxation  is  extremely  important.  Stimson’s  method 
(Fig.  6)  takes  advantage  of  gravity.  The  patient  is 
prone  with  his  legs  hanging  off  a table.  Hips  and 
knees  are  flexed  90  degrees.  Frequently,  the  weight 
of  the  dependent  leg  will  slowly  bring  about  reduc- 
tion. Downward  traction  and  gentle  rotation  can  be 
added. 

Manual  manipulation  may  be  undertaken  with  the 
patient  on  his  back.  The  hip  and  knee  are  flexed  90 
degrees.  Upward  traction  is  applied  with  countertrac- 
tion over  the  pelvis.  The  hip  is  abducted  and  exter- 
nally rotated,  then  brought  into  extension  and  neu- 
tral rotation.  Lateral  traction  on  the  proximal  thigh 
may  be  used  as  an  adjunct.  Forceful  or  violent 
manipulation  is  contraindicated.  If  closed  manipula- 
tion fails,  or  is  prevented  by  a fragment  of  bone  in 
the  acetabulum,  the  physician  should  proceed  with 
operative  exploration.  Roentgenographic  confirma- 
tion of  reduction  is  essential.  The  uncomplicated  dis- 
location is  stable  and  does  not  require  extensive  im- 
mobilization. Adhesive  traction  on  the  involved  leg 
may  be  used  for  a few  days.  Ambulation  with  crutch- 
es is  permitted  early. 

Hip  dislocations  are  characterized  by  their  numer- 
ous and  frequent  complications: 

1.  Fractures  of  the  acetabulum  may  involve  the 
posterior  rim  or  may  extend  into  the  acetabular 
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Fig.  6.  Dependent  use  of  gravity  to  aid  in  reduction 
of  posterior  dislocation  of  the  hip.  A sandbag  may 
be  placed  behind  the  knee  to  increase  the  traction. 

floor.  A large  posterior  fragment  may  prevent  reduc- 
tion or  may  render  it  unstable.  If  stable  anatomical 
reduction  of  both  the  dislocation  and  the  fracture  is 
not  secured  by  closed  methods,  open  reduction  with 
accurate  anatomical  screw  fixation  of  the  fragment 
should  be  undertaken.  Small  fragments  should  be  re- 
moved from  within  the  joint.  Reduction  is  followed 
by  traction  or  immobilization  in  a spica  cast  for  six 
weeks. 

2.  Fracture  of  the  femur  is  generally  limited  to  a 
fragment  of  the  head.  It  may  preclude  reduction. 
Unless  accurately  replaced  by  closed  manipulation, 
it  should  be  excised.  The  rare  fracture  of  the  femoral 
neck  requires  careful  handling  to  prevent  displace- 
ment. If  it  is  displaced,  it  presents  all  the  problems 
of  a high  neck  fracture. 

3.  Sciatic  or  peroneal  paralysis  may  be  the  result 
of  a stretch  phenomenon,  or  of  impingement  of  a 
fracture  fragment  on  the  nerve.  Early  exploration  is 
frequently  indicated.  Incomplete  lesions  carry  a bet- 
ter prognosis  than  total  sciatic  involvement. 

4.  Aseptic  necrosis  is  due  to  interference  with  the 
circulation  of  the  head  of  the  femur.  It  is  more 
common  if  initial  reduction  is  delayed  more  than 
six  hours,  and  much  more  frequent  if  delay  exceeds 
24  hours.  It  occurs  more  frequently  in  dislocations 
accompanied  by  fractures  comminuting  the  acetabular 
rim  or  involving  its  floor.  It  is  most  likely  if  signifi- 
cant fracture  of  the  femoral  head  is  present.  In  the 
presence  of  factors  which  tend  to  favor  its  develop- 
ment, delay  of  weight-bearing  for  an  observation 
period  of  six  months  is  often  recommended. 

5.  Traumatic  arthritis  is  a late  complication.  It 
develops  slowly  over  a period  of  several  months.  It 
is  more  frequent  in  dislocations  complicated  by  com- 
minution of  the  acetabular  rim,  fracture  of  the  ace- 
tabular floor,  or  fracture  of  the  femoral  head. 

6.  Ossification  and  calcification  about  the  joint  are 
only  occasionally  extensive  enough  to  limit  motion 
and  function. 


Fig.  7.  Double-ring  dislocation  of  the  pelvis  with 
widening  of  the  symphysis  and  upward  displacement. 

Pelvis 

The  pubic  symphysis  may  be  significantly  widened 
without  accompanying  fracture  because  of  associated 
injury  to  the  sacroiliac  joints.  Correction  by  a pelvic 
suspension  sling  with  lateral  compression  for  four 
to  six  weeks  should  be  followed  by  use  of  a pelvic 
belt  for  a similar  period.  If  there  also  is  disruption  of 
a sacroiliac  joint  (Fig.  7),  that  side  of  the  pelvis 
displaces  upward.  Disproportionate  leg  traction  must 
be  added  with  sufficient  pull  on  the  injured  side  to 
correct  the  displacement.  It  is  maintained  for  eight 
to  ten  weeks  and  followed  by  progressive  weight- 
bearing. 
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Diagnosis  and  Treatment  of  Ankle  Injuries 


THE  ANKLE  is  the  most  frequently  injured  joint 
in  the  body.  One  reason  for  this  is  that  the  ankle 
joint  supports  the  weight  of  the  body  and  is  subjected 
to  unusual  forms  of  strain.  Also,  the  ankle  is  poorly 
supported  by  muscles  and  ligaments,  particularly  on 
the  anterolateral  aspect  where  acute  torsional  strains 
are  frequent. 

Trauma  to  the  ankle  can  occur  at  any  age.  In  the 
child,  the  injury  may  be  ligamentous,  or  there  may 
be  injury  to  the  epiphyses  of  the  tibia  and  fibula. 
In  the  adult,  fractures  are  more  frequent  than  in 
children  and  strains  are  common. 

Ankle  injuries  are  frequently  belittled  and  mis- 
treated. Unless  an  ordinary  ankle  sprain  is  supported 
properly  for  adequate  time,  the  ligaments  may  fail 
to  heal,  and  sprains  can  recur.  Many  ankle  fractures 
are  not  accurately  reduced  or  protected  for  a suffi- 
cient time.  Such  mistreatment  results  in  lack  of 
alignment  of  the  joint,  perhaps  widening  of  the  mor- 
tice, trauma  to  the  articular  surfaces,  and  ligamentous 
relaxation.  These  defects  eventually  lead  to  perma- 
nent disability  characterized  by  pain,  swelling,  and 
deformity. 

The  ankle  joint  consists  of  the  astragalus  which 
fits  into  a mortice  made  up  of  the  tibia  and  fibula. 
The  external  malleolus  of  the  fibula  protects  the 
ankle  laterally,  and  the  internal  malleolus  of  the  tibia 
protects  the  ankle  mesially. 

On  the  inner  aspect,  the  strong  deltoid  ligament 
protects  the  ankle  adequately.  On  the  lateral  aspect, 
the  ligamentous  and  muscular  support  is  extremely 
deficient.  The  strong  tibiofibular  ligament,  made  up 
of  anterior  and'  posterior  portions,  joins  the  tibia  to 
the  fibula  for  a distance  of  about  two  inches  just 
above  the  ankle  joint  mortice.  In  severe  ankle  in- 
juries this  ligament  frequently  is  torn  extensively. 

Ligamentous  Injuries 

Injury  to  the  External  Collateral  Ligament. — This 
is  the  most  frequent  injury  of  the  ankle.  It  is  caused 
by  sharp  inversion  of  the  foot,  producing  strain  of 
the  external  collateral  ligament,  which  tears  from  its 


fibular  attachment  or  from  its  tarsal  attachment,  or 
perhaps  through  its  midportion.  The  symptoms  and 
signs  are  those  of  immediate  pain,  swelling,  and, 
later,  discoloration.  Tenderness  is  localized  to  the  re- 
gion of  injury,  usually  at  the  fibular  attachment  of 
the  ligament.  This  strain  may  be  accompanied  by  the 
pulling  off  of  a fragment  of  the  fibula  or  a portion 
of  the  os  calcis. 

Roentgen-ray  examinations  should  be  made  of  all 
severe  ankle  sprains.  Anteroposterior,  lateral,  and 
oblique  views  should  be  taken.  When  the  diagnosis 
is  in  doubt,  roentgenograms  of  the  opposite  ankle 
should  be  made  in  the  same  positions,  with  particular 
observance  for  possible  widening  of  the  ankle  joint 
mortice.  A valuable  projection  is  the  mortice  view, 
taken  with  the  foot  in  30  degrees  inversion. 

Treatment. — The  usual  ankle  sprain  will  respond 
to  adhesive  support  which  should  be  renewed  at 
weekly  intervals  for  four  to  six  weeks. 

Before  strapping  is  applied,  inquiry  should  be  made 
regarding  the  sensitivity  of  the  patient’s  skin  to  ad- 
hesive tape.  If  sensitivity  is  present,  some  other  form 
of  support  must  be  applied;  if  necessary,  a plaster 
casing  should  be  made.  Ordinarily,  patients  can  tol- 
erate adhesive  strapping. 

The  following  procedure  may  be  used: 

1.  Shave  the  part  carefully,  avoiding  razor  nicks 
of  the  skin. 

2.  Apply  a gum  solution  which  will  protect  the 
skin. 

3.  Have  the  patient  sit  facing  the  physician  and  with 
a string  around  the  toes  holding  the  foot  in  slight 
eversion.  Gauze  or  a thin  felt  strip  should  be  placed 
over  the  tendinous  structures,  particularly  the  anterior 
tibial  tendon.  The  adhesive  strips  should  be  one  inch 
wide  and  applied  firmly  but  should  not  pull  the  foot 
into  the  desired  position.  Position  should  be  main- 
tained by  the  patient  by  holding  the  string  around 
the  toes.  The  adhesive  should  be  applied  without 
wrinkles.  When  the  strapping  has  been  completed  it 
may  be  covered  by  a two  inch  gauze  bandage  which 
is  left  in  place  until  the  adhesive  is  well  set.  To  pro- 
tect the  stocking  from  the  adhesive  tape,  a gauze 
bandage  may  be  reapplied  as  necessary. 
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Since  ankle  injuries  are  common,  their  diag- 
nosis and  treatment  is  of  interest  to  gen- 
eral practitioners  and  physicians  in  many 
specialties.  A review  of  injuries  and  their 
management  is  presented. 


The  strapping  should  be  renewed  at  weekly  inter- 
vals unless  skin  irritation  occurs.  After  a few  days, 
as  symptoms  subside,  the  patient  may  walk  in  a shoe 
with  a moderate  heel.  When  the  strapping  is  finally 
removed  at  the  end  of  four  or  six  weeks,  proper  exer- 
cises will  help  restore  strength  to  the  muscular  struc- 
tures about  the  ankle  joint  and  foot. 

Internal  Collateral  ( Deltoid ) Ligament. — This  liga- 
ment rarely  is  injured  except  in  a badly  traumatized 
ankle  joint.  Not  infrequently,  the  ligament  is  severely 
torn,  particularly  when  there  is  lateral  displacement 
of  the  astragalus  from  the  mortice. 

Treatment  of  deltoid  ligament  sprains  may  be  done 
effectively  by  adhesive  strapping  as  the  foot  is  held 
in  a position  of  slight  inversion.  A one  fourth  inch 
lift  on  the  inner  border  of  the  heel  of  the  shoe  is  a 
valuable  adjunct  in  walking. 

Tibiofibular  Ligament  Injuries. — Injuries  to  the 
tibiofibular  ligament  are  not  uncommon,  but  are 
usually  caused  by  severe  trauma.  They  frequently 
are  accompanied  by  other  injuries  to  the  ankle,  par- 
ticularly fractures.  When  the  ligament  is  badly  torn, 
there  is  widening  of  the  space  between  the  lower 
end  of  the  fibula  and  tibia,  resulting  in  instability  of 
the  ankle  joint  mortice. 

If  one  is  dealing  with  an  isolated  injury  to  the 
tibiofibular  ligament,  operative  repair  of  the  ligament 
may  be  necessary.  If  there  is  no  severe  instability  of 
the  tibia  and  fibula  as  a result  of  ligamentous  injury, 
plaster  support  for  six  weeks  may  be  sufficient. 

Injury  to  the  Achilles  Tendon. — Although  the 
Achilles  tendon  does  not  directly  support  the  ankle 
joint,  injury  to  this  tendon  is  frequent.  In  a recent 
review  of  Achilles  tendon  ruptures  at  the  Massachu- 
setts General  Hospital,  Boston,  it  was  learned  that 
such  injuries  represented  one  fifth  of  all  tendon  in- 
juries treated  in  that  clinic. 

The  separation  may  result  from  sudden  contracture 
of  the  calf  muscles  as  the  foot  is  fixed  to  the  floor, 
as  in  a sudden  "take  off”  in  tennis,  causing  a pulling 
apart  of  the  tendinous  fibers.  A direct  blow  or  lacera- 
tion may  also  divide  the  tendon. 
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The  characteristic  symptom  is  pain  in  the  region 
of  the  Achilles  tendon.  The  classic  signs  are  a pal- 
pable defect  in  the  tendon  and  weakness  in  plantar 
flexion  of  the  foot. 

Usually  the  rupture  is  complete  and  surgical  re- 
pair of  the  tendon  is  indicated.  Suture  of  the  tendon 
should  be  followed  by  immobilization  in  plaster  of 
paris  for  about  six  weeks. 

Epiphyseal  Injuries 

These  injuries  should  be  considered  seriously  be- 
cause, not  infrequently,  growth  disturbance  follows 
no  matter  how  carefully  anatomic  restoration  is 
handled.  The  parents  of  the  patient  should  be  warned 
that  the  prognosis  is  always  guarded. 

Loiver  Tibial  Epiphysis. — The  common  injuries  are 
those  which  involve  the  lower  tibial  epiphysis.  They 
consist  in  ( 1 ) lateral  separation  of  the  entire  tibial 
epiphysis  or  ( 2 ) a fracture  which  crosses  the  epi- 
physeal line  at  the  base  of  the  internal  malleolus.  If 
the  fracture  crosses  the  epiphyseal  plate,  growth  dis- 
turbance may  follow.  If,  on  the  other  hand,  there  is 
complete  lateral  displacement  without  fracture 
through  the  epiphyseal  plate,  subsequent  growth  dis- 
turbance is  much  less  apt  to  occur. 

Treatment. — Treatment  of  tibial  epiphyseal  dis- 
placement requires  gentle  but  accurate  replacement. 
This  should  be  done  as  soon  as  the  diagnosis  is  made. 

Open  reductions  of  epiphyseal  displacement  are 
rarely  necessary  and  may  be  harmful.  Once  the  epi- 
physis is  accurately  replaced,  a plaster  casing  is  ap- 
plied from  toes  to  groin  with  the  ankle  in  the  de- 
sired position,  and  the  knee  flexed  to  about  30  de- 
grees. The  plaster  should  be  left  in  position  for  about 
six  weeks. 

Epiphyseal  Separation  of  the  Lower  Fibula. — This 
injury  is  relatively  rare  and  does  not  represent  such  a 
serious  situation  as  does  displacement  of  the  lower 
tibial  epiphysis.  Replacement  of  the  fibular  epiphysis 
usually  can  be  done  by  manipulation.  A plaster  boot 
should  be  worn  for  about  four  weeks. 
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ANKLE  INJURIES  — Cave  — continued 


Late  Complications. — Epiphyseal  injuries  may  re- 
sult in  growth  disturbance  and  deformity  of  the 
ankle  in  which  case  surgical  correction  may  be  neces- 
sary. 

Fractures 

The  common  fractures  involving  the  ankle  joint 
are  fracture  of  the  lower  end  of  the  fibula,  fracture  of 
the  internal  malleolus,  fracture  of  both  the  internal 
and  external  malleoli,  trimalleolar  fracture  with  or 
without  dislocation  of  the  astragalus,  bursting  frac- 
ture of  the  lower  end  of  the  tibia,  and  fractures  of 
the  tarsus  associated  with  dislocation. 

Fractures  of  the  Lower  End  of  the  Fibula. — Frac- 
ture of  the  lower  end  of  the  fibula  occurs  second  in 
frequency  only  to  fracture  of  the  distal  end  of  the 
radius  (Colies’  fracture).  It  is  produced  by  sharp 
inversion  or  eversion  of  the  foot,  along  with  an  ele- 
ment of  torsion  of  the  ankle  joint.  The  astragalus  is 
inverted  or  everted  and  rotates  at  the  same  time,  thus 
pulling  off  or  pushing  off  the  distal  end  of  the 
fibula. 

In  addition  to  the  bone  injury,  there  is  usually 
some  element  of  ligamentous  strain,  particularly  in- 
volving the  deltoid  ligament  on  the  inner  aspect  of 
the  ankle  joint. 

The  symptom  is  pain.  The  signs  are  swelling,  fol- 
lowed by  discoloration,  and  immobility  of  the  foot 
and  ankle. 

The  diagnosis  usually  can  be  made  by  gentle  pal- 
pation of  the  ankle  joint,  with  the  finding  of  local- 
ized tenderness  over  the  fracture  site  at  the  lower 
end  of  the  fibula.  However,  to  confirm  the  diagnosis, 
roentgen-ray  films  always  must  be  taken.  They  should 
present  a true  anteroposterior  view,  a mortice  view 
taken  with  the  foot  inverted  30  degrees,  and  a true 
lateral  view.  Oblique  projections  are  often  helpful. 
At  times  it  is  necessary  to  make  a roentgenogram  of 
the  opposite  ankle  to  be  absolutely  certain  of  the 
nature  of  the  fracture. 

Treatment— Many  fractures  of  the  distal  end  of 
the  fibula  do  not  require  anesthesia  or  manipulation 
and  can  be  treated  in  a plaster  boot  with  the  foot  in 
a neutral  position.  If,  however,  there  is  moderate  or 
severe  displacement,  manipulation  should  be  done 
under  general  anesthesia.  Sometimes  it  may  be  neces- 
sary to  apply  the  plaster  from  the  bases  of  the  toes 
to  the  groin  with  the  knee  flexed  about  35  degrees. 
The  foot  and  ankle  should  be  in  the  desired  position 
to  maintain  correction  of  the  fracture. 

For  uncomplicated  fracture  of  the  distal  end  of 
the  fibula,  immobilization  for  five  or  six  weeks  is 
sufficient. 

The  original  plaster  should  be  changed  at  the  end 


of  a week  or  ten  days,  and  if  there  has  not  been 
obvious  displacement  of  the  fibula,  a "walking  boot" 
with  rubber  heel  may  be  applied.  For  severely  dis- 
placed fractures,  a walking  heel  application  should 
be  delayed  at  least  three  or  four  weeks. 

Fractures  of  the  Internal  Malleolus. — These  are 
produced  by  sharp  inversion  or  eversion  of  the  foot, 
with  torsion  of  the  astragalus  in  the  mortice  of  the 
ankle  joint.  This  displacement  may  be  severe  or 
mild. 

Symptoms  and  signs  are  localized  usually  to  the 
inner  aspect  of  the  ankle  joint.  However,  there  also 
may  be  an  element  of  strain  of  the  external  collateral 
ligament,  giving  pain  and  tenderness  on  the  outer 
aspect  of  the  ankle  as  well. 

Roentgenograms  should  always  be  made  in  the 
positions  previously  mentioned,  and  treatment  carried 
out  accordingly.  If  there  is  noticeable  displacement 
of  the  internal  malleolus,  open  reduction  with  in- 
ternal fixation  with  a single  screw  is  often  indicated. 
In  such  an  instance  interposed  periosteum  and  liga- 
mentous structure  usually  prevents  reduction  and 
often  causes  delayed  union  or  nonunion.  When  there 
is  little  or  no  displacement  at  the  fracture  site,  im- 
mobilization in  plaster  of  paris  for  six  or  eight  weeks 
is  sufficient. 

In  the  severely  displaced  fractures  of  the  internal 
malleolus,  the  posterior  tibial  tendon  may  be  dis- 
placed into  the  fracture  line,  thus  preventing  closed 
reduction  and  necessitating  open  reduction  and  in- 
ternal fixation. 

Fractures  of  Both  the  Malleoli. — These  fractures 
are  produced  by  the  same  type  of  injury,  namely 
that  of  adduction  or  abduction  of  the  foot,  and  rota- 
tion of  the  astragalus  in  the  mortice  of  the  ankle 
joint.  The  usual  mechanism  is  one  of  eversion  of  the 
foot.  This  pulls  off  the  internal  malleolus  and  pushes 
off  the  external  malleolus,  thus  producing  a widening 
of  the  ankle  joint  mortice. 

There  is  usually  definite  deformity  of  the  ankle 
with  considerable  swelling.  Tenderness  is  localized 
to  both  the  internal  and  external  aspects  of  the  ankle 
joint. 

The  most  important  point  about  correction  of  this 
displacement  secondary  to  fracture  is  to  restore  the 
normal  width  of  the  ankle  joint  mortice.  Manipula- 
tion is  performed  under  general  anesthesia  by  flexing 
the  knee  over  the  end  of  the  operating  table.  The 
surgeon  sits  facing  the  ankle  joint,  grasping  the  leg 
with  his  left  hand  and  the  os  calcis  with  the  right 
hand.  The  os  calcis  and  astragalus  are  moved  forward 
slightly  and  inverted;  this  pushes  the  internal  mal- 
leolus back  into  position  and  restores  length  to  the 
fibula.  This  procedure,  in  turn,  will  reduce  the  fibular 
fracture.  At  this  point  of  the  manipulation  it  is  ad- 
visable to  make  roentgenograms  with  portable  equip- 
ment in  anteroposterior,  lateral,  and  oblique  posi- 
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dons.  If  reduction  is  satisfactory,  plaster  is  applied 
as  the  surgeon  maintains  the  reduced  position.  The 
plaster  should  always  extend  from  the  toes  to  the 
groin,  with  the  knee  flexed  at  approximately  35 
degrees  and  the  foot  and  ankle  in  the  desired  posi- 
tion. If  postreduction  films  show  that  reduction  has 
been  maintained,  the  plaster  should  probably  be 
changed  at  the  end  of  ten  days  or  two  weeks  to  take 
up  the  slack.  By  this  time,  there  will  have  been  re- 
duction in  the  swelling  and  muscle  atrophy  allowing 
mobility  of  the  leg  in  the  plaster  of  paris  casing. 

If  closed  manipulation  has  been  successful,  plaster 
of  paris  fixation  should  be  maintained  for  at  least 
eight  weeks. 

Operative  Treatment. — Anatomic  restoration  is  so 
important  in  this  fracture  that  at  times  operative 
treatment  is  necessary  particularly  to  replace  the 
tibial  fracture  and  to  restore  normal  length  to  the 
fibula.  If  the  fibular  fracture  remains  displaced,  the 
fibula  will  shorten  and  cause  permanent  widening 
of  the  ankle  joint  mortice.  If  the  fibula  is  secured 
by  a medullary  pin  or  some  other  form  of  internal 
fixative  material,  it  may  be  advisable  at  the  same 
time  to  secure  the  internal  malleolus  with  a screw  of 
small  diameter.  If  operative  treatment  is  performed, 
plaster  immobilization  is  continued  for  as  long  as  it 
would  be  with  closed  manipulative  treatment. 

The  Tri-Malleolar  Fracture  with  or  without  Dislo- 
cation of  the  Astragalus. — This  fracture  involves  the 
lower  end  of  the  fibula,  the  internal  malleolus,  and 
the  posterior  aspect  of  the  lower  end  of  the  tibia. 
It  is  usually  associated  with  posterior  dislocation  of 
the  astragalus  on  the  tibia. 

A severe  deformity,  consisting  in  posterior  dis- 
placement of  the  foot  on  the  ankle,  is  characteristic 
of  this  injury.  However,  roentgenograms  should  be 
made  to  confirm  the  diagnosis.  They  should  be  taken 
in  routine  anteroposterior,  lateral,  and  oblique  pro- 
jections. 

Treatment. — These  fractures  of  the  tibia  and  fibula 
associated  with  dislocation  of  the  astragalus  can  usu- 


ally be  replaced,  if  they  are  seen  shortly  after  injury, 
by  the  following  procedure: 

General  anesthesia  is  employed.  The  knee  is  flexed 
over  the  end  of  the  operating  table  and  the  surgeon 
sits  facing  the  patient's  leg.  He  grasps  the  leg  above 
the  ankle  joint  with  one  hand,  and,  with  the  other 
hand  exerts  traction  downward  and  forward  on  the 
os  calcis.  The  os  calcis  is  pulled  forward  and  usually 
slightly  inverted,  but  the  foot  is  not  brought  into 
sharp  dorsiflexion.  If  the  foot  is  brought  into  dorsi- 
flexion,  the  astragalus  is  rocked  backward  and  dis- 
placement of  the  posterior  tibial  fracture  cannot  be 
corrected.  Therefore,  15  or  20  degrees  of  equinus 
may  have  to  be  accepted  in  order  to  maintain  reduc- 
tion of  the  posterior  tibial  fracture. 

Portable  roentgen-ray  films  may  be  taken  before 
the  plaster  is  applied  and  further  manipulation  done 
if  necessary.  A plaster  casing  is  applied  from  rhe 
toes  to  the  groin,  with  the  knees  flexed  at  approxi- 
mately 45  or  50  degrees.  If  postreduction  films  are 
satisfactory,  plaster  immobilization  is  maintained  for 
eight  or  ten  weeks.  The  casing  is  renewed  every  two 
or  three  weeks  as  necessary  during  the  follow-up 
treatment. 

At  times,  open  reduction  of  these  fractures  is 
indicated.  This  is  particularly  true  if  the  posterior 
tibial  fragment  is  as  large  as  one  third  of  the  tibial 
joint  surface  or  if  treatment  has  been  delayed.  If 
open  reduction  is  performed,  two  or  more  incisions 
may  be  necessary. 

Bursting  Fracture  of  the  Lower  End  of  the  Tibia. — 
This  injury  may  or  may  not  involve  the  distal  end 
of  the  fibula.  It  is  sustained  usually  by  a severe  fall  or 
by  a blow  on  the  inferior  portion  of  the  os  calcis. 

Fractures  of  the  Tarsus  Associated  with  Disloca- 
tion.— Injuries  to  the  tarsal  bones,  particularly  the 
astragalus,  may  result  in  ankle  joint  derangement. 
Fractures  or  fracture  dislocations  of  the  astragalus 
may  be  open  or  closed.  They  result  from  several  types 
of  injury,  such  as  falls,  twists,  or  direct  crushing 
injury.  The  common  site  of  fracture  of  the  astragalus 
is  at  the  neck  of  the  bone.  Because  the  blood  supply 
to  the  bone  enters  through  the  head,  it  is  most  im- 
portant to  accurately  reduce  such  fractures  and  de- 
lay weightbearing  for  three  to  six  months  to  restore 
circulation  to  the  body  of  the  bone. 

Crushing  injuries  to  the  astragalus  may  result  in 
severe  comminution.  This  causes  eventual  traumatic 
arthritis  and  may  necessitate  ankle  fusion. 
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If  a seat  belt  keeps  your  head  from  striking  your  car’s  roof  post  or  keeps 
you  from  being  thrown  through  the  windshield,  your  chances  for  serious  injury 
are  greatly  reduced  in  a car  crash. 
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OSTEOMALACIA 

Diagnosis  and  Treatment 


OSTEOMALACIA  is  the  most  appropriately 
named  of  all  the  metabolic  bone  diseases. 
Osteon  in  Greek  means  "bone”  and  malakia  means 
"softness”.  In  osteomalacia,  the  bone  is  soft.  This 
softness  is  obvious  when  the  bone  is  cut,  either  at 
postmortem  examination  or  in  obtaining  a bone  bi- 
opsy specimen  by  trephine.  The  bone  lacks  the  nor- 
mal grittiness  because  it  is  deficient  in  lime  salts. 
One  could  never  confuse  the  bone  of  uncomplicated 
osteomalacia  with  that  of  uncomplicated  osteoporosis. 
Whereas  in  osteomalacia  the  bone  is  soft,  in  osteo- 
porosis, it  is  brittle.  In  osteomalacia  it  bends;  in 
osteoporosis  it  breaks.  In  osteoporosis  there  is  too 
little  bone  tissue;  in  osteomalacia  the  softness  sets 
up  increased  stresses  and  strains  which  stimulate 
osteoblastic  activity  and  cause  actual  exuberance  of 
poorly  calcified  matrix. 

Causes  of  Osteomalacia 

Osteomalacia  almost  always  results  from  decreased 
absorption  or  excessive  excretion  of  calcium,  phos- 
phorus, or  both.  An  exceptional  condition,  hypophos- 
phatasia,  in  which  osteomalacia  occurs  despite  the 
presence  of  normal  amounts  of  calcium  and  phos- 
phorus, is  associated  with  deficiency  of  the  enzyme 
alkaline  phosphatase.  Whatever  the  cause  of  osteo- 
malacia, if  the  epiphyses  are  open,  rickets  results.  The 
same  condition  following  maturity  is  called  osteo- 
malacia. Osteomalacia  may  be  caused  by  simple  defi- 
ciency of  vitamin  D,  but  this  cause  is  rare  now.  More 
commonly,  it  occurs  despite  ingestion  of  the  usually 
adequate  amounts  of  vitamin  D,  so  this  variety  is 
called  "vitamin  D-resistant”.  The  resistance  may  lie 
in  the  intestine,  the  kidney,  or  the  bone  itself.  In  the 
pediatric  literature  it  is  often  called  "vitamin  D-re- 
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fractory  rickets”.  This  is  a misnomer.  The  disease 
responds  to  adequate  therapeutic  doses  of  vitamin 
D.  Probably  the  most  common  cause  of  osteomalacia 
in  adults  is  intestinal  malabsorption,  as  in  the  steator- 
rhea of  nontropical  sprue,  or  which  follows  gastro- 
intestinal operaton,  occurs  in  pancreatitis,  or  in  in- 
testinal diseases  such  as  regional  enteritis  and  Whip- 
ple’s disease.  In  all  of  these,  the  intestine  absorbs 
foodstuffs  and  minerals  poorly.  It  is  assumed,  though 
perhaps  not  on  entirely  adequate  grounds,  that  it  is 
malabsorption  of  fat  and,  therefore,  of  the  fat-soluble 
vitamin  D which  leads  to  vitamin  D resistance.  Dis- 
satisfaction with  this  theory  stems  from  the  com- 
monplace fact  that  patients  with  osteomalacia  caused 
by  intestinal  malabsorption  may  need  1,000  times 
the  average  normal  daily  requirement  of  vitamin  D 
although  they  fail  to  absorb  only  a third  of  the  fat 
they  ingest. 

Excessive  urinary  excretion  of  phosphate  is  com- 
mon in  osteomalacia.  Dent,  in  1952,  suggested  that 
hyperphosphaturia  accounted  for  most  cases  of  osteo- 
malacia.2 It  is  true  that  hyperphosphaturia  can  lead 
to  rickets  and  osteomalacia,  as  in  the  congenital  dis- 
order of  tubular  transport  of  phosphate,  glucose,  and 
amino  acids.  This  condition  is  known  usually  in  this 
country  as  the  Fanconi  syndrome  but  was  described 
earlier  by  Debre  and  de  Toni.4  In  this  presentation 
the  author  will  amplify  evidence  previously  present- 
ed12 showing  that  the  hyperphosphaturia  results  from 
compensatory  homeostatic  mechanisms  instead  of 
causing  osteomalacia  in  most  cases. 

Whether  the  defect  is  deficient  intestinal  absorp- 
tion or  excessive  renal  excretion,  there  is  insufficient 
calcium  or  phosphate  or  both  in  body  fluids  to  pro- 
vide complete  calcification  of  the  rapidly  forming 
bone  matrix.  As  a result,  the  bones  are  soft  and  un- 
stable. Increased  stresses  and  strains  lead  to  excessive 
osteoblastic  activity,  reflected  by  a high  serum  alka- 
line phosphatase  level.  The  one  exception  to  this 
generalization  is  hypophosphatasia  in  which  the  de- 
fect is  not  insufficient  mineral  supply  to  bones  but 
inadequate  utilization  of  available  minerals.  There- 
fore, in  osteomalacia  (except  hypophosphatasia)  the 
blood  calcium  may  be  either  low  or  normal;  the 
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Impaired  absorption  or  increased  excretion 
of  calcium  or  phosphorus  can  cause  osteo- 
malacia. The  condition  should  be  suspected 
in  patients  with  intestinal  malabsorption  or 
renal  disorders.  Specific  treatment  yields 
gratifying  results. 


blood  phosphorus  level  also  is  either  low  or  normal. 
The  product  of  calcium  (in  mg.  per  100  ml.)  times 
phosphorus  (in  mg.  per  100  ml.)  is  considerably  less 
than  the  normal  value  of  40.  The  exuberant  bone 
matrix  is  avid  for  calcium.  Very  large  amounts  of 
infused  calcium  ion  ( 12.6  mg.  per  Kg.)  are  retained 
amounting  to  75  to  100  per  cent  of  the  infused  dose 
(normal  35  to  65  per  cent).  Tubular  reabsorption  of 
phosphate  (TRP)  has  proved  abnormal  in  all  but 
one  of  our  cases  of  osteomalacia.  Early  in  the  course 
of  the  disease,  when  phosphate  malabsorption  leads 
to  hypophosphatemia  but  hypocalcemia  is  not  yet 
severe,  there  is  little  or  no  phosphate  in  the  urine; 
the  TRP  is  close  to  100  per  cent  (Table  1).  In 
longstanding  osteomalacia  with  severe  hypocalcemia, 
the  TRP  is  extremely  low  (Table  2).  This  probably 
reflects  secondary  hyperparathyroidism.  Since  Erd- 
heim’s  work  in  1906,  it  has  been  known  that  the 
parathyroid  glands  become  hyperplastic  in  rickets 
and  osteomalacia.6  Erdheim  postulated  a calcio-pro- 
tective  law,  that  is,  a homeostatic  mechanism  by 
which  the  parathyroids  respond  to  hypocalcemia  by 
increased  function,  thereby  mobilizing  calcium  from 
the  bone  reservoirs.  In  osteomalacia,  in  which  the 


Table  1. — Early  Phases  of  Malabsorption  Osteomalacia. 


Case  No. 

3 4 

1 

2 

5 

6 

Sex 

F 

F 

F 

F 

F 

M 

Age 

54 

52 

40 

26 

33 

72 

Bone  pain 

+ 

+ 

+ 

0 

+ 

+ 

Pathological 

fractures  + 

Alkaline  phosphatase 

+ 

4- 

0 

+ 

+ 

(Bondansky 

units ) 

14 

10 

26 

13 

5 

20 

Serum  phosphate 

(mg./ 100  ml.) 

4.2 

3.4 

2.5 

0.7 

3.6 

2.3 

Serum  calcium 

(mg./lOO  ml.) 

8.8 

8.6 

9.1 

5.1 

6.5 

8.2 

Ca  x P 

(mg./lOO  ml.) 
Calcium  Infusion — 

37 

28 

23 

4 

23 

19 

% retained 

100 

72 

62 

82 

75 

72 

Rise  of  SP* 

0.5 

0.7 

0.6 

1.3 

1.3 

0.7 

Per  cent  TRP 

92 

96 

93 

100 

92 

90 

* Serum  phosphate  (mg./ 100  ml.) 
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bone  is  already  incompletely  calcified  and  weak, 
secondary  hyperparathyroidism  wreaks  further  havoc 
on  the  skeleton.  Erdheim’s  calcio-protective  law 
means  that  the  body  jealously  guards  the  serum 
ionized  calcium  level  at  the  expense  of  bone.  Ap- 
parently, Erdheim  did  not  agree  with  Dr.  Zhivago’s 
porter,  whom  Boris  Pasternak  has  say,  "It’s  the 
bones  that  matter,  the  soft  part  doesn't  matter  at  all.” 
On  the  contrary,  it’s  the  circulating  calcium  ion  that 
counts;  to  the  body’s  homeostatic  mechanisms,  the 
bone  reservoirs  don’t  count  at  all. 

Clinical  Syndromes 

In  addition  to  clinical  evidences  of  underlying 
intestinal  malabsorption  or  renal  disease,  osteomalacia 
characteristically  causes  generalized  bone  tenderness. 
This  may  be  extremely  severe  so  that  the  patient  is 
very  irritable,  does  not  tolerate  percussion  of  the 
chest,  and  may  have  a nasty  disposition.  If  hypocal- 
cemia is  present,  tetany  may  contribute  seriously  to 
neuromuscular  hyperirritability,  as  shown  by  Chvo- 
stek’s  and  Trousseau’s  signs.  Bowing  occurs  and 
height  is  lost  because  of  compression  of  vertebrae, 
kyphosis,  and  invagination  of  the  head  of  the  femur 
into  the  basin  of  the  pelvis.  Fractures  may  occur  with 


Table  2. — Advanced  Malabsorption  Osteomalacia  with 
Severe  Hypocalcemia. 


1 

- Case  No.  — 
2 3 

4 

Sex 

F 

F 

F 

F 

Age 

78 

55 

48 

56 

Bone  pain 

+ 

+ 

+ 

+ 

Pathological  fractures 

Alkaline  phosphatase 

+ 

+ 

0 

+ 

(Bodansky  units) 

Serum  phosphate 

18 

15 

19 

12 

(mg./lOO  ml.) 

3.6 

3.6 

3.2 

2.3 

Serum  calcium  (mg./lOO  ml.) 

7.1 

8.8 

8.0 

6.8 

Ca  x P (mg./lOO  ml.) 
Calcium  Infusion — 

26 

32 

26 

16 

Per  cent  retained 

96 

90 

73 

91 

Rise  of  SP# 

0.7 

0.4 

0.7 

0.5 

Per  cent  TRP 

46 

66 

70 

69 

* Serum  phosphate  (mg./ 100  ml.) 
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little  or  no  trauma;  very  severe  hypocalcemia  often 
leads  to  tetany  and  to  cataracts. 

Laboratory  Findings 

The  laboratory  is  of  great  value  in  establishing  a 
defect  of  intestinal  absorption.  A number  of  tests 
are  designed  to  measure  absorption  of  specific  sub- 
stances. Fat  absorption  can  be  tested  by  quantitative 
stool  fat  determinations,  radioactive-labeled  fat  ex- 
cretion, vitamin  A tolerance  test,  and  the  like.  Car- 
bohydrate absorption  can  be  measured  by  use  of 
D-xylose  or  glucose-starch  absorption  tests.  Co60- 
labeled  B12  absorption  is  often  deficient.  Several  of 
these  tests,  if  properly  executed,  will  distinguish  mal- 
absorption of  pancreatic  and  intestinal  origins.  In 
osteomalacia  caused  by  intestinal  malabsorption,  the 
urine  contains  little  or  no  calcium.  In  certain  types 
of  renal  disease  urinary  calcium  excretion  may  be 
excessive;  in  others  it  is  nil  and  fecal  excretion  is 
virtually  equal  to  the  amount  ingested.  Either  the 
serum  calcium  or  phosphate  level  must  be  low  to 
diagnose  osteomalacia,  except  in  hypophosphatasia. 
In  advanced  cases,  both  may  be  very  low.  The  product 
is,  therefore,  low;  in  our  most  severe  case,  the  cal- 
cium level  was  4 mg.  per  100  cc.;  phosphorus,  1 mg. 
per  100  cc.;  and  the  product  4!  The  alkaline  phos- 
phatase level  is  elevated;  it  may  be  less  elevated  than 
expected  if  the  patient  has  both  osteomalacia  and 
osteoporosis.  In  hypophosphatasia,  the  blood  alkaline 
phosphatase  levels  are  at  the  low  side  of  the  normal 
range  and  the  urine  contains  phosphoethanolamine. 
In  osteomalacia,  tubular  reabsorption  of  phosphate  is 
abnormal;  it  is  high  early  in  the  course  of  the  disease, 
and  low  later  when  hypocalcemia  has  led  to  second- 
ary hyperparathyroidism.  Calcium  infusion  demon- 
strates calcium  avidity;  that  is,  greater  than  65  per 
cent  of  the  infused  load  is  retained  and  little  or  no 
calcium  appears  in  the  urine. 

Roenfgenographic  Appearance 

Roentgenographic  examination  is  of  great  value. 
Certain  lesions  are  specific  for  osteomalacia.  These 
include  the  epiphysitis  of  childhood  rickets  (Fig.  1) 
and  pseudofractures  which  comprise  Milkman’s  syn- 
drome or  Looser’s  zones.10, 11  These  often  are  bilater- 
ally symmetrical  grooves  crossing  the  pubis  and  is- 
chium ( Fig.  2 ) ; below  the  femoral  neck  ( Fig.  3 ) ; 
across  the  distal  radius  and  ulna;  the  proximal  tibia 
and  ulna  (Fig.  4);  and  just  inferior  to  the  glenoid 
fossa.  These  are  pathognomonic  of  osteomalacia.  It 
has  been  suggested  that  these  grooves  represent  ero- 
sion from  pulsations  of  arteries  crossing  the  softened 
bone.14  Sometimes  true  fractures  occur  through  these 
grooves.  Osteomalacia  also  causes  general  radio- 
lucency,  particularly  of  the  cortex.  The  softness  is 


Fig.  1.  This  illustrates  rickets  caused  simply  by  vita- 
min D deficiency.  Note  bowing  of  femur,  frayed  bor- 
der, and  cup  shape  of  epiphyses. 


Fig.  2.  Milkman's  syndrome.  Above.  Osteomalacia 
caused  by  steatorrhea  in  a 57  year  old  woman.  The 
patient  had  had  multiple  intestinal  operations  for 
duodenal  ulcer  culminating  in  a gastroileostomy. 
Note  radiolucency  and  bilateral,  almost  symmetrical, 
pseudofractures.  Below.  Film  shows  result  of  vitamin 
D and  calcium  administration  before  surgical  revision 
of  gastroenterostomy. 
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reflected  in  invagination  of  the  acetabula  producing 
a trifoliate  pelvis.  The  long  bones  may  become 
bowed.  The  vertebrae  often  lose  vertical  height,  are 
radiolucent,  and  may  be  compressed  and  wedge 
shaped,  but  usually  there  is  more  loss  of  cortex  than 
of  trabeculae,  in  contrast  to  osteoporosis.  Roentgeno- 
graphic  signs  of  secondary  hyperparathyroidism  are 
frequent.  Subperiosteal  resorption  of  the  middle 
phalanx  occurs  just  as  in  primary  hyperparathyroid- 
ism and  the  terminal  tufts  also  may  be  resorbed.  As 
in  primary  hyperparathyroidism,  the  lamina  dura  may 
be  eroded.  Rarely,  cystic  changes  occur  in  bones. 
Surprisingly,  in  some  cases  of  hyperphosphaturic 
osteomalacia,  the  bones  appear  abnormally  dense  and 
spurs  are  found  at  the  tendinous  insertions. 

Roentgenographic  examination  of  the  small  bowel 
is  also  of  value  in  showing  the  evidences  of  malab- 
sorption, particularly  puddling  of  barium  and  loss  of 
the  normal,  fine,  feathery  detail. 

Bone  Biopsy 

Iliac  crest  biopsies  have  been  of  great  value  in 
establishing  the  histologic  diagnosis  of  osteomalacia 
( Fig.  5 ) . The  bone  shows  evidence  of  great  turmoil. 
The  cortex  is  thin  and  irregular.  Subcortical  trabecu- 
lar bone  is  greatly  distorted  and  shows  evidence  of 
active  resorption.  There  is  increased  osteoblastic  and 
osteoclastic  activity,  and  typically  new  osteoid  areas 
of  uncalcified  bone.  Similar  pictures  can  be  seen  in 
osteomalacia,  renal  rickets,  and  some  cases  of  hyper- 
parathyroidism. 

Complications 

The  osseous  complications  of  fracture,  kyphosis, 
and  bowing  are  found  both  in  uncomplicated  osteo- 
malacia and,  as  would  be  expected,  to  an  even  greater 


Fig.  3.  Milkman's  syndrome.  Osteomalacia  caused 
by  steatorrhea.  Note  calcification  of  pseudofracture 
after  nine  months  of  vitamin  D therapy  alone. 


m IB  8-JH-52.  S-4.-S3 


Fig.  4.  Milkman's  syndrome.  This  is  the  same  pa- 
tient as  in  Fig.  3.  Note  effect  of  vitamin  D therapy 
on  pseudofractures  of  fibula  and  tibia. 

degree  in  those  with  secondary  hyperparathyroidism. 
Surprisingly,  three  cases  of  steatorrhea  with  osteo- 
malacia and  parathyroid  adenoma  have  now  been 
reported.1,  13  The  author  also  had  such  a case  (Table 
3).  In  our  patient,  the  diagnosis  was  made  when 


Fig.  5.  Osteomalacia  caused  by  steatorrhea  is  dem- 
onstrated in  this  iliac  crest  biopsy. 
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Table  3. — Malabsorption  Osteomalacia  and  Functioning  Parathyroid  Adenoma  (L.B.,  age  74,  female). 


Serum  Serum 

Calcium  Phosphate 

Date  (mg./lOO  ml.)  (mg./lOO  ml.) 

Alkaline 
Phosphatase 
(Bodansky  Units) 

%TRP 

Remarks 

8/24/59 

9.7  2.7 

28 

83 

Gross  steatorrhea 

9/5/59 

11.3  2.5 

84 

430  mg.  phosphate  diet  for  3 days 

9/8/59 

11.2  2.7 

26 

83 

3,000  mg.  phosphate  diet  for  3 days 

9/15/59 

Calcium  tolerance  test:  66% 

retained 

Gluten-gliadin-free  diet,  vitamin  D 150,000  units  per  day. 

calcium  3 Gm. 

10/27/59 

13.3  3.4 

67 

No  diarrhea 

11/4/59 

13.9  3.3 

Prednisone,  40  mg. /day  for  one  week 

1/13/60 

Calcium  tolerance  test:  90% 

retained 

1/22/60 

Parathyroid  adenoma  removed 

1/23/60 

10.3  2.7 

91 

10/17/60 

9.6  3.0 

80 

hypercalcemia  developed.  It  was  first  thought  that 
this  might  be  a complication  of  vitamin  D therapy, 
but  the  condition  did  not  respond  to  administration 
of  corticoids  and  persisted  six  months  after  vitamin 
D had  been  withdrawn.  At  operation,  a parathyroid 
adenoma  was  removed.  Whether  parathyroid  ade- 
nomas in  patients  with  osteomalacia  represent  auton- 
omous growths  originating  from  hyperplastic  para- 
thyroid glands  is  controversial.3’  9 If  so,  they  repre- 
sent one  of  the  few  examples  in  medicine  in  which 
the  cause  of  a neoplasm  can  be  identified. 

Treatment 

In  osteomalacia,  specific  treatment  is  administra- 
tion of  large  doses  of  vitamin  D.  These  increase  in- 
testinal absorption  of  calcium  and  paradoxically  raise 
the  TRP.8  (In  normal  or  hypoparathyroid  subjects, 
vitamin  D lowers  TRP. ) Calcium  infusion  or  calcium 
administration  curtails  the  hyperphosphaturia  in  pa- 
tients with  osteomalacia  just  as  it  does  in  normal 
subjects,  and  raises  the  TRP,  again  indicating  that 
hyperphosphaturia  is  a result  of  hypocalcemia  rather 
than  of  a tubular  defect.5’  7 Vitamin  D usually  has 
to  be  given  in  doses  of  100,000  to  200,000  units 
once  a day  by  mouth.  In  occasional  patients,  500,000 
or  even  1,000,000  units  per  day  have  been  admin- 
istered successfully  without  producing  toxic  phenom- 
ena. Whether  intramuscular  administration  of  vita- 
min D has  any  advantage  has  not  been  clearly  dem- 
onstrated. The  dose  of  vitamin  D must  be  rapidly 
reduced  when  the  bones  have  soaked  up  enough  cal- 
cium so  they  no  longer  have  their  initial  sponge-like 
avidity  for  bone  mineral.  With  these  doses  of  vita- 
min D,  it  is,  therefore,  essential  that  blood  calcium 
levels  be  measured  frequently  and  accurately  to  avoid 
overdose  and  dangerous  hypercalcemia.  Vitamin  D 
has  a long  period  of  action;  it  persists  in  the  blood  as 
long  as  seven  months.1'5  Should  the  blood  calcium 
reach  serious  levels,  it  can  usually  be  dropped  rapidly 
by  administration  of  corticoids.1  fi  Once  the  bones  are 


healed,  the  maintenance  dose  of  vitamin  D is  usually 
50,000  to  100,000  units  per  day.  In  some  cases  it  may 
be  reduced  even  further  if  the  underlying  intestinal 
malabsorption  goes  into  remission.  Remissions  can  be 
obtained  in  idiopathic  steatorrhea  by  omission  of 
gluten  and  gliadin  from  the  diet  or  by  administra- 
tion of  corticoids.  In  one  of  our  patients,  intestinal 
malabsorption  was  cured  when  a gastroileostomy, 
previously  performed  following  resection  for  duode- 
nal ulcer,  was  revised  to  a gastrojejunostomy. 

Vitamin  D can  accelerate  the  absorption  of  calcium 
only  if  this  element  is  present  in  adequate  amounts 
in  the  diet.  It  may  be  provided  in  the  form  of  milk 
or  calcium  salts.  After  20  years  of  unsatisfactory  ex- 
perience with  calcium  salts,  which  irritate  the  gastro- 
intestinal tract,  we  have  begun  using  Neo-Calglucon 
Syrup  (Sandoz)  which  is  palatable  and  provides  92 
mg.  of  calcium  ion  per  teaspoon  of  syrup.  One  or  two 
tablespoons  of  this  preparation  may  be  given  three  or 
four  times  a day  to  patients — even  to  those  who  have 
intestinal  problems — without  producing  diarrhea  or 
nausea. 

Prognosis 

Osteomalacia  is  curable.  The  skeletal  deformities, 
particularly  those  due  to  bowing  and  fracture,  persist 
following  cure,  but  pseudofractures  become  calcified 
and  the  radiodensity  of  the  bones  is  increased  by 
vitamin  D and  calcium  therapy.  The  good  prognosis 
may  be  seriously  compromised  by  vitamin  D over- 
dose, with  its  ensuing  hypercalcemia  and  renal  dam- 
age. Most  important,  of  course,  is  recognition  and 
treatment  of  the  underlying  gastrointestinal  or  renal 
disorders  which  may  have  their  own  prognoses. 

Summary 

Osteomalacia  is  a curable  and  not  uncommon  con- 
dition in  which  the  bones  are  incompletely  mineral- 
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ized  because  of  inadequate  calcium  or  phosphorus  in 
body  fluids.  The  disease  results  from  impaired  ab- 
sorption or  increased  excretion  of  calcium  or  phos- 
phorus. As  a result,  the  bone  is  soft,  bends,  becomes 
grooved  (Milkman’s  syndrome),  and  is  subject  to 
fracture.  The  condition  should  be  sought  in  people 
with  intestinal  malabsorption  or  renal  disorders.  The 
diagnosis  can  be  suspected  clinically  and  established 
chemically,  radiologically,  and  histologically.  It  re- 
sponds well  to  specific  treatment  with  gratifying  loss 
of  invalidism  and  restoration  of  skeletal  function. 
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Why  Man  Has  Hair 

Bald  men  know  it,  but  men  with  heavy  beards  may  not  realize  it — the  body 
hair  of  man  is  essential  for  his  comfort. 

Writing  in  a recent  issue  of  the  Journal  of  the  American  Medical  Association, 
Ashley  Montagu,  Ph.D.,  discusses  the  probable  adaptive  advantages  of  man’s 
peculiar  distribution  of  body  hair  and  concludes  that  having  body  hair  only  in 
certain  areas  rather  than  as  a heavy  coat  covering  the  body  affords  specialized 
protection. 

Bald  men  will  agree  with  Dr.  Montagu’s  assertion  that  the  head  hair  protects 
the  head  from  physical  injury  and  from  overheating  and  overcooling.  Men  who 
hate  to  shave  will  also  agree  with  Dr.  Montagu  when  he  says  he  can  find  no 
valid  reason  for  having  the  beard,  except  that  this  facial  hair  might  provide  some 
protection  against  the  cold. 

Dr.  Montagu  feels  that  the  eyebrows,  however,  are  valuable  because  they 
cushion  the  area  above  the  eye  and  prevent  sweat  from  entering  the  eye.  Likewise, 
he  believes  the  general  body  hair  to  be  valuable  as  a warning  sensory  device 
which  immediately  alerts  the  individual  to  the  presence  of  some  insect  on  his  skin. 

Pubic  hair  serves  the  same  functions  in  both  sexes,  according  to  Dr.  Montagu. 
First,  it  protects  the  skin  from  chafing,  and  second,  it  enhances  sexual  excitation. 
Pubic  hair,  however,  differs  in  form,  structure,  and  quantity  in  the  sexes.  Like  the 
pubic  hair,  the  axillary  hair  provides  a buffer  against  chafing,  but  it  also  facili- 
tates the  arm  movements  and  the  decomposition  of  sweat. 


Volume  59,  FEBRUARY,  1963 


115 


r 


Syndrome 


James  B.  Morrison,  M.D. 


SUDECK'S  SYNDROME  was  first  described  by 
Dr.  P.  Sudeck  in  1900,  and  since  then  has  also 
been  described  under  the  names  of  post-traumatic 
painful  osteoporosis,  reflex  sympathetic  dystrophy, 
causalgia,  post-traumatic  acute  atrophy,  and  the 
shoulder-hand  syndrome. 

Although  some  degree  of  contralateral  involvement 
has  been  reported  as  occurring  fairly  frequently,  re- 
view of  the  literature  does  not  indicate  extensive 
bilateral  involvement.  Some  features  of  Sudeck's 
syndrome  are  presented  and  a case  report  is  given 
of  a patient  with  extensive,  disabling,  bilateral  Su- 
deck’s  atrophy  of  the  lower  extremities. 


Case  Report 

A 51  year  old  white  woman  was  first  seen  Jan.  15,  1962. 
She  complained  of  pain  in  both  feet.  In  November,  I960, 
she  had  turned  her  left  ankle,  and  noticed  slight  pain  im- 
mediately. There  was  immediate  swelling  and  tenderness 
over  the  second  metatarsal,  and  the  patient  sought  medical 
attention  from  numerous  physicians. 

Roentgenograms  revealed  advanced  osteoporosis.  Sympa- 
thectomy was  advised  in  July,  1961.  Several  sympathetic 
blocks  did  not  produce  any  particular  improvement.  Several 
short  courses  of  low  doses  of  corticosteroids,  Butazolidin, 
and  other  medications  had  no  significant  effect. 

In  September,  1961,  the  patient  drank  a large  amount  of 
beer  and  gin,  and  her  right  foot  and  ankle  began  to  swell 
and  were  extremely  painful.  The  left  foot  was  improving 
but  still  was  painful  and  discolored. 

There  was  no  history  of  paresthesia,  which  is  frequently 
found  in  Sudeck’s  syndrome,  nor  were  there  vasomotor 
changes  precipitated  by  cold,  as  might  be  expected  in 
Raynaud’s  disease.  The  patient  had  been  forced  to  use 
crutches  for  walking  since  September,  1961,  because  of 
weakness  of  the  legs  and  pain  in  the  feet  and  ankles  with 
normal  weight  bearing. 

The  feet  were  edematous,  red,  and  warm,  and  became 
cyanotic  when  dependent.  The  right  foot  and  ankle  were 
more  involved  than  the  left,  and  there  was  considerable 
pain  with  motion,  especially  in  the  right  ankle.  There  was 
moderate  atrophy  of  the  left  calf. 

Neurological  examination  was  entirely  negative. 

A lumbar  puncture  was  performed  on  Jan.  16,  1962,  and 
revealed  spinal  fluid  protein  of  56  mg.  per  100  ml.  but 
otherwise  was  negative. 


Other  laboratory  work  included  normal  urinalysis  and 
complete  blood  count;  sedimentation  rate,  20  mm.  in  one 
hour;  blood  urea  nitrogen  (BUN),  11  mg.  per  100  ml.; 
blood  uric  acid,  2.47  mg.  per  100  ml.;  cholesterol,  201  mg. 
per  100  ml.;  rheumatoid  arthritis  test,  negative;  lupus 
erythematosus  tests  five  times  were  negative;  phosphorus, 
4.4  mg.  per  100  ml.;  alkaline  phosphatase,  2.9  Shinawora- 
Jones-Reinhart  units;  calcium,  5 mEq.  per  L.;  serum  protein, 
7 Gm.  per  100  ml.;  albumin,  4.6  Gm.  per  100  ml.;  globu- 
lin, 2.4  Gm.  per  100  ml.;  A/G  ratio,  1.9:1.  Sulkowitch 
test  for  urine  calcium  was  normal.  Repeat  blood  phosphorus 
and  creatinine  on  Jan.  23  revealed  the  phosphorus  to  be 
4.75  mg.  per  100  ml.;  creatinine,  0.22  mg.  per  100  ml. 

Roentgenograms  showed  diffuse,  advanced  osteoporosis 
involving  the  tarsals,  metatarsals,  and  phalanges  in  the 
feet.  This  was  more  evident  in  the  proximal  and  distal  ends 
of  the  metatarsals,  with  some  involvement  in  the  distal  ends 
of  the  tibias  and  fibulas.  There  was  slight  osteoporosis  in 
the  thoracic  and  lumbar  vertebrae.  The  diagnosis  was  Su- 
deck’s atrophy.  A bilateral  sympathetic  block  resulted  in 
excellent  warming  of  both  feet,  more  obvious  on  the  right, 
with  lessening  of  the  redness  and  cyanosis,  and  complete 
relief  of  the  pain  in  the  feet  and  ankles.  Relief  of  the 
signs  and  symptoms  were  transient  in  nature,  however.  A 
biopsy  of  soft  tissues  and  bones  taken  from  the  left  foot 
during  hospitalization  revealed  no  positive  diagnostic  find- 
ings. 

On  Jan.  29,  a bilateral  lumbar  sympathectomy  was  per- 
formed; it  gave  relief  of  the  pain  and  vascular  changes. 

On  April  13,  much  improvement  was  seen,  with  no  evi- 
dence of  pain.  There  was  some  edema  when  the  legs  were 
dependent  but  the  skin  was  warm,  dry,  and  of  normal  color. 

Roentgenograms  of  the  feet  and  ankles  revealed  there 
had  been  slight  decrease  in  the  osteoporosis  bilaterally. 

The  patient  was  discharged  on  Dianabol,  one  tablet  daily 
on  alternate  weeks.  She  also  was  to  receive  physiotherapy  in 
a hospital  nearer  her  home. 

She  was  seen  on  June  21,  1962,  and  was  greatly  im- 
proved. She  was  able  to  walk  with  a cane  but  still  had 
some  pain  in  the  right  ankle  with  weight  bearing.  The 
feet  were  swollen  a moderate"amount  but  were  warm  and 
dry.  Roentgenograms  of  the  feet  and  ankles  showed  a re- 
markable increase  in  calcification  of  the  bony  structures, 
especially  the  left  metatarsals.  Dianabol  and  physiotherapy 
were  continued. 

She  was  last  seen  on  Sept.  7,  1962.  There  was  some 
atrophy  of  the  calves  and  the  gait  was  slightly  unsteady. 
However,  her  strength  was  improved  greatly  and  the  pain 
was  gone.  There  was  no  longer  any  edema  and  the  feet 
were  warm  and  dry.  The  patient  no  longer  needed  a cane 
to  assist  in  walking.  Roentgenograms  showed  a decrease 
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in  the  osteoporosis.  The  Dianabol  was  continued  as  were 
twice-weekly  physiotherapy  sessions. 

The  Dianabol  is  being  used  for  its  anabolic  effect  in  an 
effort  to  recalcify  the  involved  bones,  as  has  been  suggested 
in  the  literature  with  other  anabolic  agents.  It  seems  to 
have  increased  the  expected  rate  of  recalcification  although 
no  conclusion  can  be  drawn  from  the  one  case. 

Etiology 

The  etiology  is  suggested  in  the  name,  "reflex 
sympathetic  dystrophy".  The  modified  theory  of 
Evans,  as  adopted  from  Lorente  de  No  by  Livingston, 
explains  the  mechanism  of  the  syndrome. 

The  initiating  force  is  an  injury  which  may  be 
so  mild  that  the  patient  may  not  recall  its  occurrence. 
This  sets  up  a vicious  cycle  of  impulses  spreading 
through  many  neuron  connections  going  in  many 
directions,  upward,  downward,  and  sometimes  across 
the  spinal  cord  to  give  contralateral  involvement 
sometimes  as  high  as  the  thalamus.  The  summation 
principle  of  nervous  impulses  and  "facilitation"2  of 
conductivity  within  the  cord  as  described  by  Porter 
and  later  by  Evans  keeps  the  vicious  cycle  in  action, 
resulting  in  the  effect  on  sweat  glands  and  vaso- 
motor tone.  This,  in  turn,  causes  the  vascular  phe- 
nomena such  as  edema,  swelling,  cyanosis,  anoxemia, 
and  increased  capillary  permeability;  it  also  causes 
cramps,  skeletal  muscle  spasm,  and  pain.  Since  the 
sympathetic  tract  involved  by  the  pool  of  stimuli  may 
be  extensive,  disturbances  may  be  observed  far  from 
the  site  of  injury. 

Incidence 

The  true  incidence  is  unknown  but  may  be  more 
common  than  appreciated.  The  degree  of  involve- 
ment and  symptoms  plus  the  vigor  with  which  they 
are  searched  for  may  well  be  the  factors  which  seem 
to  produce  a low  incidence  rate.  The  syndrome  may 
be  mild  and  disappear  spontaneously  without  arous- 
ing the  physician’s  suspicion,  or  patients  with  minor 
injuries  may  never  seek  medical  attention.  Plewes 
found  an  incidence  of  1 in  2,000  in  a series  of  80,000 


accident  cases  between  1952  and  1954.  J.  G.  Taylor 
found  an  incidence  of  1 in  550  in  all  new  bone  and 
joint  injuries  seen  in  a fracture  clinic  in  a four  year 
period,  but  in  a later  three  year  period,  he  reported 
an  incidence  of  only  1 in  6,000  in  another  hospital. 

Two-thirds  of  Plewes’  37  cases  of  Sudeck’s  syn- 
drome of  the  hand  were  in  women  whose  average 
age  was  58,  ranging  from  33  to  78  years.  All  the 
patients  had  fairly  severe  injuries.  Although  most  of 
the  literature  refers  to  Sudeck’s  syndrome  in  the  up- 
per extremities,  the  same  process  occurs  in  the  lower 
extremities. 

Clinical  Features 

The  symptoms  may  begin  immediately  after  the 
injury,  or  up  to  several  weeks  later.  Initially,  the  acute 
phase  consists  of  pain  out  of  proportion  to  the  injury, 
frequently  of  a deep  and  burning  nature.  There  is 
swelling  of  the  involved  area,  loss  of  motor  function, 
heat,  redness,  loss  of  normal  fine  creases  in  the  skin, 
and  hyperesthesia  or  paresthesia. 

Osteoporosis  accompanies  the  acute  phase  and  usu- 
ally becomes  obvious  in  six  to  eight  weeks  by  com- 
parative radiographic  studies.  Initially,  it  is  patchy 
but  may  progress  and  become  uniform.  The  early 
spotty  rarefaction  is  typical  of  Sudeck’s  atrophy  and 
is  different  from  the  diffuse  osteoporosis  seen  with 
disuse.  The  ends  of  the  involved  bones  are  affected 
early,  with  the  shafts  of  the  bones  being  spared  or 
only  slightly  affected. 

Clinical  signs  and  symptoms  may  clear  completely 
long  before  the  osteoporosis  shows  improvement. 

After  the  acute  phase,  the  extremity  changes  its 
gross  appearance  from  hot  and  dry  to  cold  and  moist, 
while  the  pain  and  motor  function  remain  stable  or 
progress.  The  skin  usually  develops  a shiny  atrophic 
appearance  and,  in  the  case  of  upper  extremity  in- 
juries, the  palmar  fascia  may  become  thickened.  Six 
of  Plewes’  37  patients  had  palpable  nodular  thicken- 
ing of  the  palmar  fascia  in  both  hands  and  there 
was  unilateral  involvement  in  15  cases.  Only  one  of 
the  37  did  not  show  evidence  of  palmar  thickening 
or  contraction.  This  thickening  may  go  on  to  a typi- 
cal Dupuytren’s  contracture  although  this  is  not 
common. 

In  most  cases,  the  pain  and  other  signs  and  symp- 
toms disappear  after  a variable  period  of  time.  Taylor 
found  there  was  little  or  no  disability  within  a year 
to  18  months  in  most  of  his  patients  with  shoulder- 
hand  syndrome  and  Sudeck’s  syndrome. 

Treatment 

Many  forms  of  treatment  have  been  tried.  Con- 
servative treatment,  if  initiated  within  the  first  six 
weeks  of  the  disease,  seems  to  be  effective  in  Plewes’ 
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series.  This  consists  of  heat,  elevation,  and  gradually 
increased  function.  Hot  wax  relieves  the  pain  effec- 
tively and  elevation  helps  relieve  the  edema.  Many 
investigators  have  confirmed  these  results,  but  Taylor 
found  that  heat  and  exercise  would  aggravate  severe 
pain.  He  advised  waiting  for  a period  of  diminished 
pain  before  undertaking  physiotherapy. 

Stern  reported  good  results  with  male  and  female 
sex  hormones  in  one  case.  The  basis  for  using  them 
was  that  these  hormones  increase  nitrogen  and 
calcium  retention. 

Corticosteroids  and  ACTH  have  been  employed. 
Henne  used  prednisolone  in  25  patients  with  favor- 
able results.  The  use  of  corticosteroids  in  the  shoulder- 
hand  syndrome  has  been  discussed  extensively  in  the 
literature.  Henne  suggests  that  the  vicious  cycle  of 
sympathetic  impulses  is  broken  by  the  use  of  cortico- 
steroids, rather  than  that  there  is  an  exhaustion  of  the 
pituitary-adrenal  system,  as  suggested  by  other  au- 
thors. 

Repeated  sympathetic  blocks  with  procaine  have 
been  reported  to  be  of  value  and  may  give  perma- 
nent relief  of  signs  and  symptoms.  Sympathetic  block 
is  not  only  of  therapeutic  value  but  also  of  great 
value  in  evaluating  patients  for  sympathectomy. 
Evans  found  that  those  patients  who  received  relief 
of  pain  with  temporary  sympathetic  block  were  good 
candidates  for  sympathectomy.  If  relief  of  pain  is 
not  obtained  by  block,  sympathectomy  should  not  be 
attempted.  Sympathectomy  may  fail  because  of  an 


inadequate  surgical  procedure,  or  from  rapid  regen- 
eration of  the  sympathetic  enervation  of  the  affected 
extremity. 

The  psychosomatic  background  of  the  patient  must 
be  taken  into  consideration  in  evaluating  therapy, 
especially  when  litigation  may  be  pending.  Rapid 
settlement  of  litigation  frequently  improves  the  pa- 
tient who  otherwise  has  been  unresponsive  to  therapy. 


Summary 

A case  of  bilateral  Sudeck's  syndrome  of  the  low- 
er extremities  has  been  described.  Review  of  the 
literature  discloses  a logical  explanation  of  the  de- 
velopment of  Sudeck's  syndrome  and  other  sympa- 
thetic dystrophies. 

Modes  of  therapy  are  variable  and  have  been 
briefly  described.  The  physosomatic  status  of  the 
patient  should  be  carefully  evaluated  in  each  case 
before  deciding  upon  any  specific  form  of  therapy. 

Although  a majority  of  cases  of  Sudeck’s  syndrome 
and  associated  syndromes  are  seen  by  orthopedists, 
sympathetic  dystrophies  occur  in  other  conditions 
more  commonly  seen  by  general  practitioners  and 
internists.  Therefore,  it  is  desirable  to  have  a work- 
ing knowledge  of  these  conditions  and  to  be  aware 
that  their  occurrence  probably  is  more  common  than 
is  generally  believed. 
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Management  of  de  Quervain  s Disease 


HOWARD  R.  DUDGEON,  JR.,  M.D. 


DURING  WORLD  WAR  II  in  Sidney,  Australia, 
a serviceman  became  so  disabled  from  pain  in 
his  right  thumb  and  wrist  that  he  could  not  use  his 
right  hand  to  button  his  clothes  or  perform  his  du- 
ties. Roentgen-ray  examinations  were  negative,  and 
all  laboratory  tests  were  normal.  Splints  were  applied 
to  his  hand,  wrist,  and  forearm  for  about  a month 
without  effecting  relief.  His  physician,  this  writer, 
had  never  heard  of  de  Quervain’s  disease  in  medical 
school.  Finally,  an  article  was  found  in  Southern 
Medical  Journal  which  named,  described,  and  told 
what  to  do  for  this  disease.  An  operation  on  the 
soldier’s  wrist  completely  relieved  him,  and  he  soon 
returned  to  full  duty.  Even  now,  20  years  later,  many 
doctors  treat  this  condition  as  if  it  were  arthritis 
of  the  thumb  or  wrist. 

De  Quervain’s  disease  is  also  called  stenosing  teno- 
synovitis at  the  radial  styloid  process  and  stenosing 
tenosynovitis  of  the  extensor  pollicis  brevis  and  ab- 
ductor pollicis  longus. 

The  condition  is  more  common  in  women  than 
in  men.  The  tendons  of  the  extensor  pollicis  brevis 
and  abductor  pollicis  longus  run  through  a one  and 
one-fourth  inch  ligamentous  synovial-lined  tunnel 
over  the  prominence  of  the  radial  styloid  process. 
Here  the  tendons  are  subjected  to  considerable  direct 
trauma  by  the  sharp  angulations  in  the  various  wrist 
motions.  All  the  joints  in  women  are  more  angu- 
lated  than  those  in  men,  and  this  is  probably  the 
reason  for  the  preponderance  of  this  condition  in 
women.  Usually  the  onset  is  gradual,  but  occasionally 
it  comes  on  suddenly  following  a hard  day’s  work. 

Symptoms 

The  onset  is  usually  gradual  but  may  be  sudden 
with  pain  on  pressure  over  the  styloid  process  of  the 
radius.  The  patient  is  often  severely  disabled  because 
of  inability  to  use  the  thumb  for  grasping  and  may 
complain  of  dropping  articles  because  of  pain  or  in- 
secure grip.  Crepitation  and  snapping  or  locking  are 
seldom  present.  If  the  thumb  is  flexed  across  the 
palm,  grasped  by  the  other  four  fingers,  and  the 
hand  deviated  medially,  a severe  pain  will  be  pro- 


duced over  the  styloid  process  and  along  the  course 
of  the  tendons  in  the  forearm.  This  is  known  as 
Finkelstein’s  test  and  may  be  classified  as  one,  two, 
three,  and  four  plus. 

Pain  of  a dull  character  may  radiate  from  the 
radial  styloid  process  distally  and  proximally  even 
when  the  wrist  and  thumb  are  not  in  use  and  even 
when  the  hand  and  forearm  are  splinted.  There  is 
usually  a slight  swelling  proximal  to  the  course  of 
the  diseased  tendons.  In  de  Quervain’s  disease,  roent- 
gen rays  will  be  negative,  and  the  erythrocyte  sedi- 
mentation rate  and  rheumatoid  arthritis  test  will  be 
within  normal  limits. 

Treatment 

All  patients  should  undergo  a period  of  conserva- 
tive treatment  before  surgery  is  considered.  Those 
with  very  painful  cases  should  be  immobilized  from 
the  volar  two-thirds  of  the  forearm  to  the  palm  and 
the  thumb  to  the  distal  crease  by  the  use  of  some 
type  of  cast  or  splint.  The  wrist  should  be  in  slight 
dorsiflexion,  and  the  thumb  in  the  functioning  posi- 
tion. These  patients  also  should  receive  steroids  oral- 
ly. Sometimes  the  steroids  injected  into  the  area  of 
the  tendon  sheath,  or  if  possible  into  the  sheath 
itself,  will  give  relief.  If  there  is  no  relief  or  improve- 
ment within  a week,  roentgen-ray  therapy  should  be 
tried,  since  some  patients  undergoing  this  treatment 
will  be  cured  and  will  have  no  recurrence  of  pain 
when  normal  use  of  the  hand  is  resumed.  If  these 
measures  fail,  surgery  should  be  done.  Records  of  22 


Often  de  Quervain's  disease  is  diagnosed 
wrongly  as  arthritis  of  the  thumb  or  wrist. 

Because  of  this,  the  author  recommends 
initial  conservative  treatment,  but  if  splint- 
ing, use  of  steroids,  and  roentgen-ray 
therapy  are  ineffective,  surgery  should  be 
performed  to  open  the  tendon  sheath 
and  to  remove  any  aberrant  tendons  which 
may  be  found. 
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cases,  10  of  which  were  relieved  by  conservative 
measures  and  12  of  which  required  surgery,  have 
been  kept  by  the  author.  Those  relieved  by  conserva- 
tive treatment  were  the  less  severe  cases  ( Table  1 ) . 


Table  1. — De  Quervain’s  Disease. 


Cases  seen 

22 

Treated  conservatively 

10 

Treated  by  surgery 

12 

Aberrant  tendons 

9 

No  aberrant  tendons 

3 

Results  from  surgery 

12  Cured 

Surgery 

A tourniquet  should  always  be  used  to  secure  a 
bloodless  field,  and  a general  or  local  anesthetic  may 
be  used,  but  a general  anesthetic  is  preferred.  The 
skin  incision  is  transverse  and  is  made  over  the  radial 
styloid  process.  A longitudinal  incision  will  result  in 
a more  prominent  scar  and,  as  most  of  these  patients 
are  women,  this  is  an  important  consideration.  The 
skin  is  undercut  to  allow  satisfactory  exposure  of 
the  tendon  sheath.  Care  should  be  taken  to  avoid 
the  skin  branch  of  the  radial  nerve  because  if  this 
is  cut,  the  patient  will  complain  of  numbness  of  the 
extensor  surface  of  the  thumb.  The  tendon  sheath  is 
opened  longitudinally  and  any  thickened  portion  of 
the  sheath  is  removed,  thus  unroofing  completely 
the  tendon  sheath.  There  may  be  only  two  tendons 
in  the  sheath  but  a search  must  always  be  made  for 
aberrant  tendons  which  usually  effect  a radial  and 
palmar  flex  of  the  wrist.  Any  extra  tendon  present 
which  does  not  extend  or  abduct  the  thumb  should 
be  removed.  The  tendon  sheath  is  left  open.  The  skin 
is  sutured  with  silk  and  a small  plaster  splint  applied 
and  worn  for  four  or  five  days.  The  splint  is  not 
necessary  but  makes  the  patient  more  comfortable. 

Discussion 

Of  the  12  patients  on  whom  surgery  was  per- 
formed, 9 had  aberrant  tendons  and  3 did  not.  One 
patient  had  aberrant  tendons  bilaterally.  A tin  cutter 
had  bilateral  de  Quervain’s  disease  without  aberrant 
tendons  in  either  wrist.  Only  one  had  more  than  one 
aberrant  tendon;  she  had  two  and  both  were  re- 
moved. 


Dr.  Howard  R.  Dudgeon,  Jr., 
is  in  the  practice  of  surgery 
in  Waco.  He  is  chairman  of 
the  Texas  Medical  Associa- 
tion's Committee  on  Cancer. 


treatment,  underwent  resection  of  the  carpal  tunnel  with 
complete  relief.  No  aberrant  tendons  were  found. 

4.  In  this  patient,  bilateral  de  Quervain’s  disease  was  not 
relieved  by  conservative  treatment.  Surgery  gave  complete 
relief;  she  had  bilateral  aberrant  tendons. 

5.  For  this  patient,  conservative  treatment  for  four 
months  afforded  no  relief,  but  complete  relief  was  obtained 
by  surgery.  The  patient  had  one  aberrant  tendon. 

6.  Conservative  treatment  was  given  patient  without 

relief.  Complete  relief  was  obtained  by  surgery.  One  aber- 
rant tendon  was  found. 

7.  Conservative  treatment  was  given  patient  without 

relief.  Complete  relief  was  obtained  by  surgery.  One  aber- 
rant tendon  was  found. 

8.  Conservative  treatment  was  given  patient  without 

relief,  but  relief  followed  surgery.  Two  aberrant  tendons 
were  found,  both  of  which  were  removed.  No  weakness  of 
thumb  was  noted  following  surgery. 

9.  Conservative  treatment  gave  no  relief.  The  patient 

was  relieved  by  surgery.  One  aberrant  tendon  was  found. 

10.  Conservative  treatment  gave  no  relief,  but  complete 
relief  followed  surgery.  The  patient  had  one  aberrant  ten- 
don. 

11.  A farm  woman  who  could  not  milk  cows  because  of 
a painful  left  wrist  was  completely  relieved  following  sur- 
gery. She  had  one  aberrant  tendon. 

12.  When  conservative  treatment  gave  no  relief,  surgery 
was  successful.  The  patient  had  one  aberrant  tendon. 


Summary 

Twenty-two  cases  of  de  Quervain’s  disease  are  re- 
ported. All  patients  with  de  Quervain’s  disease  should 
be  treated  conservatively  at  first.  Conservative  treat- 
ment includes  rest  by  splinting,  use  of  steroids,  and  in 
some  cases,  roentgen-ray  therapy.  Those  who  do  not 
respond  to  conservative  treatment  require  surgery. 
Ten  of  the  patients  did  not  require  surgery  and  12 
did.  Of  the  12  surgical  patients,  all  were  immediately 
relieved  of  pain  and  disability.  Of  these  12,  9 had 
aberrant  tendons  and  3 did  not.  One  of  these  had 
bilateral  aberrant  tendons,  and  one  patient  had  bi- 
lateral de  Quervain’s  disease  without  aberrant  ten- 
dons. 


Surgical  Case  Reports 

1.  This  patient’s  hand  and  wrist  were  splinted  for  a 
month  without  effecting  any  relief.  Surgery  gave  complete, 
immediate  relief  permitting  his  return  to  full  duty. 

2.  A tin  cutter  with  bilateral  de  Quervain’s  disease  was 
completely  disabled.  He  was  relieved  by  bilateral  surgery, 
and  no  aberrant  tendons  were  found. 

3.  A secretary,  who  had  had  six  weeks  of  conservative 
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A case  of  erythroblastosis  fetalis  is  presented. 

Clinical  features,  laboratory  findings,  obstetric 
management  of  the  mother,  and  pathologic  find- 
ings are  detailed. 

Erythroblastosis  Fetalis 

Fred  Brooksaler,  M.D.,  Moderator;  Richard  Johnson,  M.D.; 

Jack  Pritchard,  M.D.;  Jo  Anne  Whitaker,  M.D.; 

L.  Ruth  Guy,  Ph.D.;  and  Alice  Smith,  M.D. 


This  is  the  eleventh  in  a series  of  clinicopathologic  con- 
ferences from  the  University  of  Texas  Southwestern  Medical 
School,  Dallas.  The  clinical  summary  is  by  Dr.  Richard 
Johnson,  resident  in  pediatrics  at  the  Children's  Medical 
Center.  Clinical  discussions  are  by  Drs.  Jack  Pritchard  and 
Jo  Anne  Whitaker  of  the  Departments  of  Obstetrics  and 
Gynecology  and  Pediatrics,  respectively.  Dr.  L.  Ruth  Guy, 
Department  of  Pathology,  discusses  the  laboratory  studies 
in  hemolytic  disease  of  the  newborn,  while  Dr.  Alice  Smith, 
Department  of  Pathology,  presents  the  pathologic  findings. 
Moderator  is  Dr.  Fred  Brooksaler,  professor  of  pediatrics. 


of  cord  blood  revealed  a 4-J-  Coombs’  reaction  and 
an  O Rh  positive  blood  type.  The  mother’s  blood 
was  typed  as  A Rh  negative.  The  VDRL  was  non- 
reactive. 

Dr.  Fred  Brooksaler:  Thank  you,  Dr.  Johnson.  Are 
there  any  questions?  If  not,  we  shall  deviate  from 
the  normal  procedure  and  have  the  discussion  after 
the  pathologic  presentation  by  Dr.  Alice  Smith. 


Clinical  Summary 

Dr.  Richard  Johnson:  The  case  concerns  a stillborn 
white  female,  born  July  18,  1962.  The  mother  was  20 
years  old,  gravida  2,  para  1,  abortions  0.  She  had  not 
been  seen  in  the  outpatient  obstetric  clinic  prior  to 
delivery.  Her  last  normal  menstrual  period  was  Oct. 
17,  1961,  and  her  estimated  time  of  delivery  was 
July  24,  1962.  Her  first  pregnancy  was  two  years 
ago,  when  a female  infant  weighing  7 lb.  8 oz.  was 
born  by  breech  presentation,  and  died  about  24  hours 
following  delivery.  The  death  was  thought  to  have 
been  the  result  of  an  Rh  incompatibility,  although 
it  was  the  first  pregnancy,  and  the  mother  denied 
having  had  a blood  transfusion.  She  came  to  Park- 
land Hospital  Emergency  Room  six  hours  prior  to 
the  present  delivery  complaining  of  rupture  of  the 
bag  of  waters  three  hours  previously. 

Initial  examination  revealed  a patient  of  full  term 
gestation  in  early  labor.  The  blood  pressure  was 
150/90  mm.  of  mercury  and  2-J-  pedal  edema  was 
present.  Urinalysis  showed  2-J-  albuminuria.  The 
mother  was  thought  to  have  preeclampsia  and  was 
treated  with  a standard  magnesium  sulfate  regimen. 

Although  fetal  heart  tones  were  intermittent  and 
faint,  they  were  always  near  140  beats  per  minute 
until  delivery,  and  labor  progressed  in  a normal  man- 
ner. In  the  delivery  room  it  was  difficult  to  extract 
the  fetus  because  of  its  large  size.  Examination  im- 
mediately after  delivery  revealed  a nonviable  fetus 
with  massive  anasarca,  paleness,  and  slight  icterus. 
The  weight  of  the  fetus  was  3,570  Gm.  A sample 


Pathologic  Findings 

Dr.  Alice  Smith:  The  pathologic  findings  in  this 
baby  girl,  stillborn  hydrops  fetalis  of  a nonclinic 
mother,  are  in  two  main  categories:  ( 1 ) those  viv- 
idly characterizing  erythroblastosis  fetalis  or  hemo- 
lytic disease  of  the  newborn,  Rh  (anti-D)  iso- 
immunization, and  (2)  those  pointing  to  an  associ- 
ated immaturity  or  failure  of  development. 

With  regard  to  erythroblastosis  fetalis,  certain  dra- 
matic features9  were  well  exemplified  in  this  case. 
There  was  massive  anasarca.  Fig.  1 presents  the  gen- 
eralized distortion  of  the  infant’s  body — bloated  fa- 
cial features,  protuberant  abdomen,  eyes  swollen  shut, 
and  puffy  hands.  There  was  protrusion  of  a grossly 
thickened  tongue.  As  skin  and  soft  tissues  were  in- 
cised, copious  amounts  of  fluid  exuded.  Parenchymal 
cells  and  interstitial  tissues  alike  were  waterlogged 
microscopically.  Five  hundred  milliliters  of  thin, 
slightly  yellowish  fluid  in  the  peritoneal  cavity,  to- 
gether with  hepatosplenomegaly,  contributed  to  the 
marked  abdominal  distention.  Some  45  ml.  of  similar 
fluid  occupied  the  pericardial  sac.  Serous  effusion 
spared  the  pleural  cavities. 

The  classic  hemolytic  anemia  was  indicated  grossly 
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Fig.  1.  Stillborn  infant  shows  gross  hydrops  fetalis. 
The  face  is  swollen,  the  abdomen  protuberant,  and 
the  extremities  puffy. 

in  the  marked  pallor  of  skin  and  mucous  membranes 
and  microscopically  by  the  almost  overwhelming  ex- 
tent of  extramedullary  hematopoiesis.  Although  hem- 
atopoiesis was  striking  in  the  liver  and  spleen,  nu- 
cleated red  cells  at  all  stages  of  development  could 
be  seen  within  the  vascular  sinusoidal  lumens  of 
practically  every  tissue  examined. 

In  sections  of  the  grossly  red  spleen,  hematopoietic 
tissue  filled  Billroth  cords  and  dilated  sinusoids, 
largely  obliterating  the  lymphoid  areas  of  the  white 
pulp.  Characteristic  clumps  of  various  sized  but  small, 
round,  very  darkly  staining  nuclei,  the  foci  of  erythro- 
cyte precursors,  were  packed  tightly  into  the  red 
pulp  of  a densely  cellular  spleen.  Inspection  at  high 
microscopic  magnifications  showed  a scattering  of 
pigment-laden  macrophages  in  the  sinuses  and  the 
bulging  nuclei  of  large  endothelial  cells. 

In  the  liver  sinusoids  there  was  likewise  an  ex- 
treme degree  of  extramedullary  hematopoiesis  (Figs. 
2 and  3).  As  in  the  spleen,  there  were  many  clumps 
of  small,  round,  hyperchromatic  nuclei  representing 


Fig.  2.  Liver,  low  power  photomicrograph.  The  nu- 
cleated red  blood  cell  precursors  fill  the  sinusoids. 
The  small,  round,  hyperchromatic  nuclei  contrast 
with  paler  staining  cells  of  the  liver  parenchyma. 


hemopoietic  centers.  The  definitive  cortex  of  the  im- 
mature adrenal  gland  contained  a close  spacing  of 
large  foci  of  nucleated  red  blood  cells  with  aggre- 
gates of  normoblasts  notable  in  distended  sinusoids. 
In  the  fetal  cortex,  proliferating  foci  were  similar 
but  dispersed.  In  the  lung,  very  early  primitive 
erythrocytes  with  large  round  nuclei  encircled  by  a 
thin  rim  of  immature  cytoplasm  appeared  trapped 
in  lumens  of  pulmonary  capillaries.  In  the  kidney, 
formation  of  red  blood  cells  was  seen  in  the  inter- 
stitial tissues  of  cortex  and  medulla,  and  also  in  the 
loose  outlying  fibrofatty  tissues  of  the  retroperitoneal 
area. 

Icterus  is  usually  minimal  in  erythroblastosis  of 
the  stillborn.  There  was  a slight  yellowish  discolora- 
tion of  this  baby’s  cheeks.  In  sections  of  liver,  spleen, 
and  kidney,  a minimal  amount  of  brownish  pigment 
was  noted.  In  the  cytoplasm  of  an  occasional  Kupffer 
or  hepatic  cell,  light  brown  pigment  was  seen.  A few 
dilated  bile  canaliculi  showed  small,  partly  inspis- 
sated bile  thrombi.  Some  of  the  splenic  macrophages 
were  pigment  laden.  A small  number  of  tubular  epi- 
thelial cells  in  the  kidney  contained  brown  pigment, 
and  unevenly  outlined  proteinoid  masses  in  tubular 
lumens  were  discolored  and  darkened.  There  was, 
however,  not  even  a suggestion  of  yellowish  pig- 
mentation in  the  immature  brain. 

To  evaluate  the  developmental  status  of  this  baby 
girl,  the  total  body  length  of  44  cm.  was  related  to 
values  in  Edith  Potter’s  tables.9  To  establish  refer- 
ence values  for  body  measurements  and  organ  weights 
as  is  done  in  Table  1 not  only  better  defines  the 
failure  of  normal  development  but  also  emphasizes 
the  extent  in  this  infant  of  fluid  accumulation  and 
of  hemolysis. 

Forty-four  centimeters  is  average  for  an  infant  of 
an  estimated  eight  lunar  months  gestation,  whose 
weight  would  be  1,500  to  2,000  Gm.9  Contrast  this 
with  the  3,570  Gm.,  waterlogged  infant  seen  at  au- 
topsy! In  Table  1,  comparisons  may  be  made  be- 


Fig.  3.  L iver,  high  power  photomicrograph.  The 
clusters  of  hematopoietic  cells  are  better  seen  to  pack 
the  distended  sinusoids. 
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Table  1. — Comparison  of  Weights  and  Measurements 
( Potter 9 and  Streeter11). 


Infant 

Under 

Study 

Premature 

Infant, 

8 mos. 

Full 

Term 

Infant 

Bodv  weight  (Gm.) 

3,570 

1,500-2,000 

3,400 

Total  body  length  (cm.) 

44 

42-44 

52 

Crown-rump  length  (cm.) 

24 

28-30 

36 

Skull  circumference  (cm.) 

42 

— 

— 

Chest  circumference  ( cm. ) 

38 

— 

— 

Heart  weight  (Gm.) 

22 

13 

21 

Lungs,  combined 

weight  ( Gm. ) 

35 

38 

55 

Liver  weight  (Gm.) 

160 

76 

155 

Spleen  weight  ( Gm. ) 

30 

5 

10 

Adrenal  glands,  combined 

weight  ( Gm. ) 

3 

5 

10 

Brain  weight  (Gm.) 

200 

256 

403 

Fig.  4.  Kidney,  low  power  photomicrograph.  In  the 
immature  kidney  the  nephrogenic  zone  is  still  active 
in  the  periphery  of  the  renal  cortex. 


tween  the  values  obtained  for  this  baby  and  those 
standard  values  given  for  the  premature  infant  of 
1,500  to  2,000  Gm.  As  this  baby  by  clinical  history 
was  born  at  term,  standard  averages  are  also  given 
for  the  term  infant. 

The  well  marked  hepatosplenomegaly  at  autopsy, 
with  the  liver  extending  four  fingerbreadths  below 
the  right  costal  margin  and  the  spleen  (two  finger- 
breadths  below  the  left)  did  not  mean  a propor- 
tionate enlargement  of  the  two  organs.  Probably 
because  of  impaired  circulation  through  the  liver 
with  resultant  congestion  in  the  spleen,  this  organ 
often  enlarges  much  more  than  the  liver.  Whereas 
in  this  case  the  liver  increase  was  twofold,  the 
splenic  increase  was  sixfold. 

Microscopic  study  supported  a state  of  prematurity 
in  this  baby  girl,  the  histologic  appearance  being 
most  convincing  in  sections  of  lungs,  adrenal  glands, 
and  kidneys.  In  the  lungs,  there  was  an  expected 
failure  of  expansion.  Swollen  cuboidal  cells  lined 
the  air  sacs,  and  the  alveolar  lumens  were  devoid  of 
squamous  cells  or  debris.  As  the  infant  approaches 
term  the  glands  of  the  skin  become  active  with  an 
increased  production  of  sebaceous  material  and  free 
desquamation  of  epithelial  cells.  The  definitive  cor- 
tex of  the  immature  adrenal  gland  was  narrow  and 
related  to  a broad  androgenic  zone  or  fetal  cortex. 
Cells  in  the  inner  zone  of  the  fetal  cortex  were 
"moth-eaten”  with  large  intracytoplasmic  vacuoles 
and  persistent  strands  of  pink  cytoplasm.  The  nephro- 
genic zone  was  still  active  in  the  kidney  (Fig.  4). 
Immature  glomeruli  were  attached  to  short  nephron 
units.  The  renal  cortex  was  a narrow  zone,  and  fetal 
lobulations  were  notable. 

In  this  infant,  the  pancreas  was  immature  but 
did  show  a moderate  increase  in  the  number  and 
a variable  increase  in  the  size  of  the  islands  of  Lang- 
erhans.  Some  were  huge.  An  occasional  enlarged 
hyperchromatic  nucleus  was  seen  among  the  cells  of 
the  islets.  A few  small  hematopoietic  foci  were 
noted  in  the  edematous  retroperitoneal  tissue  adjacent 


to  the  pancreas.  Although  lymphoid  tissue  is  dimin- 
ished in  hemolytic  disease  in  the  newborn  and  cer- 
tainly was  inconspicuous  in  the  spleen,  there  were 
encountered  several  small  lymph  nodes  in  the  retro- 
peritoneal fat. 

The  heart  showed  a remarkable  change  histologi- 
cally.5 Myocardial  fibers  were  swollen  and  edematous, 
but  suggestively  hypertrophied.  (The  gross  weight 
of  the  heart,  22  Gm.,  represented  nearly  a twofold 
increase  over  the  reference  weight  of  13  Gm.  for  the 
2,000  Gm.  premature  infant,  and  was  slightly  in 
excess  of  the  average  for  the  term  infant.)  Morpho- 
logically, the  fibrils  of  the  heart  muscle  fibers  were 
spaced,  and  cross  striations  were  discrete.  In  the 
edematous  interstices,  vascular  lumens  contained  nu- 
cleated red  blood  cells.  The  endocardium  was  slightly 
thickened  with  shallow  plaques  seen  microscopically. 
Beneath  these  areas  of  fibroelastosis,  the  muscle  fi- 
bers showed  hydropic  degeneration,  sometimes 
through  a thickness  of  several  layers.  Focally,  the 
nuclei  adjoining  the  subendocardial  zone  showed 
striking  change  (Fig.  5).  Some  were  huge  with  an 
arrangement  of  compact,  darkly  staining  chromatin 


Fig.  5.  Heart,  high  power  photomicrograph.  The  nu- 
cleus is  enlarged  and  hyperchromatic  in  a swollen 
myocardial  fiber  isolated  by  the  interstitial  edema 
(x  688). 
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masses,  almost  appearing  as  malignant  cells.  Many 
nuclei  not  so  enlarged  showed  an  increased  intensity 
of  nuclear  staining  and  squared-off  ends. 

An  incidental  finding  at  autopsy  was  the  dilata- 
tion of  the  left  ureter  and  left  renal  pelvis  related 
to  ureterovesical  obstruction.  The  tips  of  the  renal 
pyramids  were  flattened  and  the  calyces  widened. 
Medullary  compression  was  greater  than  cortical  nar- 
rowing. Many  of  the  renal  tubular  lumens  were  mod- 
erately dilated.  The  pathologic  diagnoses  were: 

1.  Hemolytic  disease  of  the  newborn,  Rh  (anti-D) 
iso-immunization : 

Hydrops  fetalis  (massive  anasarca,  ascites, 
hydropericardium ) . 

Severe  anemia. 

Hepatosplenomegaly. 

Extramedullary  hematopoiesis  in  liver, 
spleen,  kidney,  adrenal  glands,  lungs, 
and  retroperitoneal  tissues. 

Cardiac  hypertrophy  with  minimal  endo- 
cardial fibroelastosis.  Minimal  icterus. 

2.  Failure  of  development: 

Developmental  status  related  to  that  of  1,500 
to  2,000  Gm.  premature  infant. 

3-  Ureterovesical  obstruction  with  left  hydroureter 
and  left  hydronephrosis. 

Dr.  Brooksaler:  Thank  you  very  much,  Dr.  Smith. 
We  now  start  with  the  discussion  of  the  problem  of 
hemolytic  disease  of  the  newborn.  We  will  hear  first 
from  Dr.  Ruth  Guy  who  will  talk  to  us  about  the 
laboratory  diagnosis  of  hemolytic  disease  of  the  new- 
born. 

Clinical  Discussion 

Dr.  L.  Ruth  Guy:  This  is  a good  case  to  serve  as  a 
basis  for  the  consideration  of  some  of  the  laboratory 
problems  in  hemolytic  disease  of  the  newborn. 

The  detection  of  hemolytic  disease  of  the  new- 
born on  a service  such  as  ours  at  Parkland  poses 
some  problems  not  encountered  in  the  private  hos- 
pital. Approximately  76  per  cent  of  the  obstetric 


patients  are  Negroes.  In  addition  to  the  interference 
of  skin  pigmentation  with  visual  observation  of 
jaundice  in  the  newborn,  a third  or  more  of  the 
mothers  have  not  been  seen  by  a physician  until  the 
time  of  admission  for  delivery.  It  was  decided  that 
the  blood  bank  could  offer  assistance  to  the  pedia- 
trician by  performing  blood  grouping,  Rh  typing, 
and  direct  Coombs’  tests  on  the  cord  blood  of  all 
newborn  babies.  The  serum  of  all  Rh  negative  moth- 
ers is  routinely  screened  for  antibodies,  while  the 
blood  of  other  mothers  is  tested  as  indicated  by 
history  or  by  observation  of  the  infants. 

During  the  six  year  period  1956  through  1961, 
32,013  babies  were  born  at  Parkland  Memorial  Hos- 
pital. Evidence  of  hemolytic  disease  due  to  ABO 
incompatibilities  was  detected  in  2.6  per  cent,  or 
836  babies,  while  200  babies  (0.6  per  cent)  were 
found  to  have  problems  related  to  Rh  incompatibil- 
ities (Table  2). 2 Exchange  transfusions  were  per- 
formed on  96  infants  with  ABO  hemolytic  disease, 
while  46  babies  were  given  exchange  transfusions 
because  they  had  Rh  problems.  From  these  data  the 
incidence  of  ABO  disease  appears  to  have  decreased 
in  I960,  but  this  is  probably  a reflection  of  records 
and  communications. 

Although  the  direct  Coombs'  test  on  a cord  blood 
sample  is  of  great  value  in  detecting  Rh  incompati- 
bilities, the  results  in  ABO  hemolytic  disease  have 
been  somewhat  disappointing.  In  contrast  to  the 
strongly  positive  test  seen  in  erythroblastosis  caused 
by  any  one  of  the  Rh  antigens,  the  weakly  positive 
to  negative  test  demonstrated  in  ABO  erythroblast- 
otic  patients  leaves  much  to  be  desired.1’  12, 13  Sev- 
eral workers4, 8’ 10  feel  that  a positive  reaction  to 
the  Coombs’  test  depends  upon  the  choice  of  anti- 
human globulin  serum  and  upon  standardization  of 
readings  and  technique.  From  the  data  compiled  on 
a routine  service  (Table  3), 2 we  agree  that  the 
Coombs’  serum  and  the  techniques  employed  have  a 
direct  bearing  on  the  number  of  cases  recognized. 
The  direct  Coombs’  was  negative  in  12.2  per  cent 
of  the  836  babies  who  had  some  signs  of  ABO  hemo- 
lytic disease.  The  majority  of  reactions  were  in  the 
weakly  reactive  group  plus-minus  to  two  plus.  This 
range  of  reactivity  appears  to  be  a trademark  of 


*Table  2. — Incidence  of  ABO  and  Rh  Incompatibilities  (Guy2). 


Year 

Number  of 
Babies  Tested 

ABO 

Problem 

ABO 

Exchange 

Rh 

Problem 

Rh 

Exchange 

1956 

4,246 

126 

12 

26 

8 

1957 

4,814 

121 

13 

33 

9 

1958 

5,085 

141 

22 

38 

7 

1959 

5,507 

194 

15 

45 

7 

1960 

6,160 

104 

18 

35 

7 

1961 

6,201 

150 

16 

23 

8 

Total 

32,013 

836 

96 

200 

46 

*Tables  2,  3,  and  4 reprinted  through  permission  of  The  Electrolyte,  official 
publication  of  the  Florida  Society  of  Medical  Technologists. 
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Table  3- — Results  of  Direct  Coombs’  Rests  in  673  ABO 
Incompatibilities  (Guy2). 


Year 

— 

+ 

2 + 

3 + 

4+ 

1957 

20 

57 

36 

6 

1 

1958 

20 

12 

65 

28 

6 

4 

1959 

9 

46 

94 

27 

2 

4 

1960 

12 

37 

23 

11 

4 

0 

1961 

21 

45 

59 

21 

4 

0 

ABO  erythroblastotic  patients.  Those  babies  with  a 
strongly  positive  direct  Coombs’  test  almost  invari- 
ably had  a second  antibody  involved,  usually  anti-D. 

However,  in  reviewing  Coombs’  test  results  on 
babies  who  required  exchange  transfusion,  one  finds 
the  results  are  not  very  good  (Table  4). 2 The  1958 
results  are  particularly  interesting;  less  than  5 per 
cent  of  the  babies  who  had  exchange  transfusions  for 


ABO  incompatibility  had  a negative  Coombs’  test. 

Table  4. — Coombs’  Reaction  in  ABO  Babies  Treated 
by  Exchange  Transfusion  (Guy2). 

Positive 

Negative 

Per  Cent 

Year 

Coombs’ 

Coombs’ 

Negative 

1956 

9 

3 

25 

1957 

10 

3 

23 

1958 

21 

1 

4.8 

1959* 

17 

5 

23 

1960 

7 

11 

60 

1961 

9 

7 

43.1 

* Seven 

of  the  22  children  listed 

in  the  1959 

statistics  were  orig- 

inally  diagnosed  as  having  hemolytic  disease  of  the  newborn,  but 
subsequently  were  found  to  have  other  problems  which  necessitated 
the  exchange  transfusions. 

These  results  are  probably  due  to  a rare  combination 
of  excellent  communication  between  the  pediatrics 
service  and  the  blood  bank,  excellent  lots  of  Coombs’ 
serum,  and  well-trained,  intensely  interested  person- 
nel. 

Examination  of  eluates  prepared  from  the  red 
blood  cells  of  affected  infants  is  helpful  but  too 
time  consuming  for  routine  application  to  all  cord 
bloods.  Good  confirmation  of  sensitization  to  A or 
B antigen  may  be  obtained  by  this  method  when 
the  direct  Coombs’  test  is  negative.  Adult  erythro- 
cytes sensitized  with  eluate  from  infant  cells  demon- 
strate more  clear  cut  reactions  with  the  Coombs’ 
serum  than  can  be  obtained  on  cord  samples.  The 
immune  anti-A  or  anti-B  antibody  seems  to  combine 
more  readily  with  adult  cells  than  with  infant  cells. 
This  difference  in  affinity  was  reported  by  Haberman 
and  co-workers.4  In  addition,  the  elution  technique 
is  invaluable  in  identifying  the  offending  antigen 
when  blood  from  the  mother  is  unavailable. 

In  the  prediction  and  diagnosis  of  Rh  hemolytic 
disease,  antibody  titrations  performed  on  the  mother’s 
blood  are  generally  recognized  as  giving  helpful  in- 
formation. The  presence  of  any  Rh  antibody  is  eyed 
with  suspicion,  and  rising  titer  above  1:64  gives 
rise  to  some  alarm  so  that  the  pediatricians  are 


alerted  for  possible  exchange  transfusions  although 
one  cannot  say  with  assurance  how  badly  the  baby 
will  be  affected.  The  techniques  employed  have  not 
changed  markedly  in  the  past  10  years  except  for 
antisera  and  commercial  cell  panels  for  antibody  iden- 
tification, and  the  addition  of  enzyme-treated  cell 
procedures.  On  the  other  hand,  it  is  generally  con- 
ceded that  antibody  titrations  on  the  mother’s  blood 
offer  little  information  in  either  the  prediction  or 
diagnosis  of  ABO  hemolytic  disease.  In  order  to 
establish  a general  titer  range  in  which  difficulties 
usually  arise,  448  titrations  were  performed  on  the 
sera  of  Group  O mothers  of  A or  B children  showing 
some  evidence  of  hemolytic  disease.  The  majority  of 
saline  titers  fell  within  the  high  normal  range  of 
128  to  1,024,  with  four  as  high  as  8,096.  Titrations 
performed  three  to  four  weeks  after  delivery  were 
usually  higher  than  those  performed  at  the  time  of 
delivery.  In  contrast  to  Rh  antibodies  which  fail  to 
demonstrate  in  vitro  hemolytic  activity,  there  have 
been  reports  of  hemolysis  in  serum  containing  im- 
mune anti-A  or  anti-B  antibodies.  Titrations  of  185 
freshly  drawn  blood  samples  from  Group  O mothers 
of  affected  A or  B children  were  observed  for  hemo- 
lysis of  A or  B cells.  Only  two  samples  failed  to 
hemolyze  A or  B cells.  Seventy-one  per  cent  of  the 
samples  demonstrated  hemolysis  in  dilutions  of  one 
to  four  or  over. 

During  the  past  two  years  we  have  performed 
tests  designed  to  differentiate  immune  from  natur- 
ally occurring  anti-A  and  anti-B.  First,  we  attempted 
to  detect  the  immune  antibody  by  applying  the  in- 
direct Coombs’  test  to  serum  dilutions  beyond  the 
agglutination  end  point  of  the  saline  titration.  This 
procedure  worked  reasonably  well  since  the  indirect 
Coombs’  titer  was  two  to  four  tubes  higher  than  that 
detectable  by  saline  technique  in  the  serum  samples 
from  mothers  of  badly  affected  infants. 

However,  the  more  recently  designed  partial  neu- 
tralization procedures12  seem  to  give  more  realistic 
results.  The  naturally  occurring  blood  group  anti- 
bodies are  readily  neutralized  by  the  addition  of 
type  specific  blood  group  substances.  In  contrast, 
immune  antibody  is  not  removed  by  absorption  with 
purified  blood  group  substance  or  by  packed  red 
cells.  When  indirect  Coombs’  titers  are  performed 
on  the  neutralized  serum,  immune  titers  are  two  or 
three  dilutions  beyond  that  of  the  saline  titers.  How- 
ever, we  have  been  startled  occasionally  to  find  that 
the  anti-A  or  -B  in  a serum  with  saline  titer  as 
high  as  1:1,024  may  show  little  or  no  immune  titer 
while  another  with  a saline  titer  of  1:128  may  have 
an  immune  titer  of  1:16,192. 

It  seems  likely  that  the  partial  neutralization  test 
may  be  the  most  valuable  tool  we  have  had  thus  far 
in  predicting  ABO  hemolytic  disease.  However,  one 
must  interpret  results  with  caution.  One  cannot  say 
that  a given  titer  is  significant  or  not  significant. 
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One  is  reminded,  however,  that  the  value  of  Rh  titers 
is  subject  to  the  same  limitations. 

In  a series  of  113  babies  with  positive  direct 
Coombs’  test  results  caused  by  Rh  incompatibilities, 
102  were  of  ABO  groups  compatible  with  their 
mothers.  Only  11  of  the  babies  were  group  incom- 
patible. Eight  of  these  babies  appeared  to  have 
"double  trouble”  with  immune  anti-A  or  -B  as  well 
as  anti-D  antibodies.  There  were  eight  Rh  negative 
mothers  of  Rh  positive  babies  who  failed  to  develop 
Rh  antibodies  but  whose  babies  did  develop  prob- 
lems due  to  ABO  incompatibilities.  These  findings 
are  in  line  with  those  reported  by  Levine.7 

All  except  six  of  the  mothers  of  836  babies  with 
some  signs  of  hemolytic  disease  due  to  ABO  incom- 
patibilities were  Group  O.  In  contrast  to  the  statistics 
from  predominantly  white  populations,  47.5  per  cent 
of  these  babies  were  Group  B and  52.5  per  cent 
were  Group  A.  This  finding  might  be  anticipated 
due  to  the  higher  incidence  of  B antigen  in  Negroes. 

We  have  also  performed  Witebsky’s  test13  for 
antibody  coating  on  the  red  cells  of  infants.  These 
tests  were  positive  on  bloods  of  babies  showing  other 
evidence  of  erythroblastosis,  but  added  no  new  in- 
formation. Tests  for  free  antibody  in  the  serum  of 
infants14  have  also  been  performed  from  time  to 
time  but  again  the  results  were  those  of  confirma- 
tion. 

Although  reasonably  adequate  systems  have  been 
established  for  the  detection  of  erythroblastosis,  the 
severity  of  the  disease  is  not  predictable.  There 
seems  to  be  no  substitute  for  clinical  judgment.  At 
best  the  laboratory  can  draw  the  physician’s  attention 
to  the  baby  so  that  he  can  look  at  him  more  closely 
or  perhaps  it  can  only  confirm  his  observations. 

Dr.  Brooksaler:  Thank  you,  Dr.  Guy.  Now  we  will 
hear  the  obstetrician’s  point  of  view.  Dr.  Jack  Pritch- 
ard will  talk  to  us  about  the  obstetrician’s  part  in  this 
disease. 

Dr.  Jack  Pritchard:  In  the  case  under  discussion, 
the  fate  of  the  baby  unfortunately  was  sealed  at  the 
time  we  first  saw  the  mother.  Let  us  assume  for 
purposes  of  discussion  that  circumstances  had  been 
more  favorable,  namely  that  we  had  seen  the  mother 
in  clinic  much  earlier  in  her  pregnancy.  What  could 
we  have  done?  Her  past  history  strongly  suggested 
that  she  previously  had  an  Rh-sensitized  baby.  We 
would  have  contacted  the  hospital  where  she  previ- 
ously delivered,  and  gleaned  from  that  source  what 
information  we  could.  When  she  was  seen  initially 
we  also  would  have  obtained  an  Rh  determination 
of  course,  and  if  she  were  Rh  negative,  an  antibody 
titer  would  have  been  automatically  performed  in  our 
institution,  as  Dr.  Guy  pointed  out.  We  then  would 
know  that  she  either  is  or  is  not  Rh  negative,  and 
if  Rh  negative,  whether  or  not  she  is  sensitized.  We 


would  have  liked  to  have  known  also  whether  or 
not  the  father  is  Rh  positive  and,  if  so,  whether  he  is 
homozygous  or  heterozygous. 

Actually  it  makes  little  difference  in  terms  of  our 
management  during  pregnancy  for  the  next  several 
months  whether  or  not  antibodies  are  demonstrated. 
Many  attempts  have  been  made  to  inhibit  Rh  sensi- 
tization during  pregnancy  without  success.  Various 
agents  have  been  used,  including  ACTH,  cortisone, 
and  cortisone-like  compounds.  Experience  to  date  in- 
dicates that  these  do  little  to  influence  the  outcome 
favorably.  Some  of  you  will  remember  the  case  that 
I am  about  to  mention.  The  last  day  of  the  patient’s 
last  menstrual  period  she  was  started  on  predniso- 
lone for  Whipple's  disease.  Throughout  her  preg- 
nancy she  was  maintained  on  15  to  30  mg.  of  pred- 
nisolone per  day.  The  newborn  infant  appeared  per- 
fectly normal  at  birth.  Subsequently  the  problem  of 
erythroblastosis  and  intense  jaundice  due  to  ABO 
incompatibility  developed.  In  this  case  prednisolone 
therapy  apparently  did  little  to  alleviate  the  hemo- 
lytic process,  even  though  it  had  been  administered 
since  the  last  day  of  her  last  menstrual  period. 

Other  agents  have  been  recommended  because  of 
a possible  favorable  effect  on  "blood  vessel  and  pla- 
cental integrity”.  These  include  vitamin  C,  hesperi- 
din,  bioflavinoids,  and  vitamin  K.  There  is  no  evi- 
dence that  any  of  these  compounds  do  any  good 
whatsoever.  In  the  past,  there  has  been  some  en- 
thusiasm for  the  use  of  stilbestrol  or  stilbestrol  plus 
progesterone.  Neither  have  these  agents  been  proven 
to  ameliorate  the  hemolytic  process.  Lurthermore,  in 
vitro  studies  suggest  that  glucuronyl  transferase, 
which  is  responsible  for  conjugating  bilirubin  with 
glucuronic  acid,  is  inhibited  by  pregnanediol  and 
pregnanediol  glucuronide.  Progesterone  is  metabo- 
lized to  pregnanediol  which  crosses  the  placenta  into 
the  fetal  circulation.  It  is  possible  that  progesterone, 
if  given  in  large  enough  doses  to  the  mother,  may 
actually  be  harmful  to  the  infant. 

Einally,  let  us  consider  Rh  hapten.  Rh  hapten  has 
been  talked  about  considerably,  especially  in  the  lay 
literature.  Rh  hapten,  however,  has  no  beneficial  ef- 
fect whatsoever  and  its  use  has  been  discontinued  in 
practically  all  medical  centers. 

It  is  apparent  then  that  we  would  manage  this 
case,  throughout  much  of  the  pregnancy,  not  very 
differently  from  what  we  would  under  more  ordinary 
circumstances.  What  can  be  done  then  in  these  cases 
to  try  to  aid  the  pediatrician  in  obtaining  the  healthi- 
est possible  baby?  This  is  the  real  role  of  the  ob- 
stetrician in  these  circumstances.  In  this  particular 
case,  you  will  recall  the  patient  was  admitted  with 
membranes  ruptured.  If  one  felt  obligated  to  delay 
delivery  under  these  circumstances,  I would  make  a 
plea  against  the  prophylactic  administration  of  a 
sulfonamide  to  attempt  to  prevent  intrauterine  in- 
fection. Approximately  two  years  ago  it  was  reported 
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that  Gantrisin  crosses  the  placenta  into  the  fetus,  and 
that  it  can  be  found  in  the  amniotic  fluid.0  These 
observations  were  predictable  because  sulfadiazine 
behaves  the  same  way.  The  recommendation  of  the 
use  of  Gantrisin  for  the  prevention  of  intrauterine 
infection  in  cases  of  premature  rupture  of  the  mem- 
branes is  not  justified,  however.  A clinical  study 
would  be  required  to  determine  whether  it  will,  in 
fact,  prevent  such  an  intrauterine  infection;  and 
more  important,  the  possible  harm  that  might  result 
to  the  fetus  or  newborn  from  sulfonamides  circulat- 
ing in  the  blood  should  be  evaluated.  In  fact,  it  has 
already  been  shown  that  Gantrisin  and  similar  sul- 
fonamides are  potentially  dangerous  to  the  newborn, 
especially  if  jaundice  or  prematurity  are  present. 

We  have  the  Rh  antibody  titer  determination  re- 
peated about  the  31st  or  32  nd  week.  If  there  were 
no  antibodies  initially  but  antibodies  have  developed 
during  this  period  they  would  be  detected.  There 
would  be  little  practical  reason  for  wanting  this  in- 
formation prior  to  the  32  nd  week  because  delivery 
of  the  infant  before  then  almost  certainly  would  re- 
sult in  a neonatal  fatality  because  of  gross  immatur- 
ity. Therefore,  this  seems  to  me  an  ideal  time  to 
obtain  this  information. 

In  case  the  patient  was  definitely  sensitized  we 
would  consider  delivery  at  a time  when  the  baby 
was  essentially  mature,  but  prior  to  full  40  weeks 
gestation.  This  time  would  probably  be  somewhere 
between  35  and  37  weeks  gestation.  It  seems  to  me 
that  we  accomplish  little  good  if  we  move  the  time 
of  delivery  to  much  below  35  weeks.  The  pediatri- 
cian would  then  have  the  serious  problem  of  gross 
prematurity  with  which  to  cope.  Deaths  from  gross 
prematurity  if  delivered  at  32  to  33  weeks  would 
outweigh  the  number  that  might  survive  by  this 
earlier  interruption  of  development  of  the  erythro- 
blastotic  process. 

Finally,  under  more  ideal  conditions,  we  would 
have  had  this  mother  identified  so  that  all  concerned 
medically  would  know  the  potential  problem.  We 
probably  would  have  attempted  to  induce  labor  if 
all  things  were  favorable.  We  would  have  alerted 
the  pediatrician  at  the  time  these  efforts  were  initi- 
ated. At  the  time  of  delivery,  the  cord  would  have 
been  clamped  long  and  we  would  not  have  drained 
the  placental  and  cord  blood  into  the  baby.  A sample 
of  cord  blood,  uncontaminated  with  maternal  blood, 
would  have  been  obtained,  because  this  provides 
better  information  on  what  is  going  on  in  the  baby’s 
blood. 

On  the  basis  of  what  we  know  about  this  problem 
to  date,  I believe  these  things  would  make  it  pos- 
sible to  deliver  to  the  care  of  the  pediatrician  as 
good  a baby  as  can  be  achieved  under  these  circum- 
stances. 

Dr.  Brooksaler:  Thank  you  very  much,  Dr.  Pritch- 
ard. The  final  discussion  will  be  by  Dr.  Jo  Anne 


Whitaker,  who  will  talk  about  the  management  of 
erythroblastosis. 

Dr.  Jo  Anne  Whitaker:  Rh  erythroblastosis  is  a 
disease  caused  by  sensitization,  therefore  the  state- 
ment in  this  case  that  there  were  no  previous  preg- 
nancies or  transfusion  either  repudiates  the  accepted 
theory  of  Rh  erythroblastosis  or  the  mother’s  history. 

I am  inclined  not  to  believe  the  mother’s  history. 
In  contrast  to  Rh  disease,  ABO  hemolytic  disease 
frequently  affects  the  first-born  child.  Several  pos- 
sible explanations  have  been  proposed.  Many  dif- 
ferent substances  have  been  demonstrated  to  be  simi- 
lar to  the  A and  B blood  group  antigens.  Recently 
it  was  suggested  that  influenza  vaccine  might  be  in- 
strumental in  the  production  of  ABO  erythroblastosis 
in  type  A infants  born  to  type  O mothers  since  it 
contains  an  "A-like”  substance.  Studies  by  Haber- 
man3  fail  to  substantiate  this  theory  and  he  suggests 
that  "such  statements  can  only  render  irreparable 
harm  in  medicine  and  public  health  in  the  eyes  of 
the  lay  public  ”.  It  seems  important,  however  to  con- 
sider such  possibilities,  especially  since  there  appears 
to  be  a decreasing  frequency  of  low  titer  (anti-A 
and  -B ) donors  in  the  general  population  from  our 
blood  bank  experience. 

There  are  two  primary  objectives  in  the  manage- 
ment and  treatment  of  the  infant  with  erythroblast- 
osis: 

1.  The  control  of  severe  anemia  to  prevent  cardiac 
failure  (the  major  cause  of  death  in  the  first  24 
hours ) . 

2.  The  control  of  bilirubinemia  to  prevent  kernic- 
terus  (the  major  cause  of  death  after  48  hours). 

Exchange  transfusion  is  the  only  effective  means 
of  control  of  the  two  important  complications  of 
erythroblastosis.  Other  forms  of  therapy  that  have 
been  tried  in  the  mother  and  baby  have  proved  to 
be  more  harmful  than  helpful.  Exchange  transfu- 
sion removes  both  the  maternal  antibodies  affecting 
the  infant's  cells  and  the  bilirubin  bound  to  plasma 
protein.  It  is  possible  to  remove  80  to  90  per  cenr  of 
the  sensitized  Rh  positive  cells  with  a two  volume- 
by-weight  exchange  transfusion  (approximately  500 
cc.  whole  blood)  of  nonsensitized  Rh  negative  cells. 

Proper  management  of  these  infants  can  be 
achieved  only  if  the  obstetric  and  pediatric  services 
work  closely  with  the  blood  bank.  Obstetric  man- 
agement has  been  outlined  by  Dr.  Pritchard.  Early 
delivery  of  sensitized  Rh  negative  mothers  with  a 
history  of  previous  stillbirth  due  to  erythroblastosis 
is  still  a problem. 

The  risk  associated  with  early  delivery,  however, 
should  be  weighed  against  the  risk  of  another  still- 
born infant  (80  per  cent  chance)  if  the  Rh  positive 
fetus  is  carried  to  term.  Complete  Rh  typing  of  the 
father  seems  mandatory  in  such  cases  to  establish 
whether  he  is  homozygous  for  the  specific  Rh  anti- 
gen. The  pediatrician  should  be  prepared  to  ex- 
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change  the  infant’s  blood  at  birth  with  blood  which 
is  compatible  with  the  mother’s  blood,  utilizing  the 
indirect  Coombs’  crossmatching  technique. 

Indications  for  immediate  transfusion  at  birth  in- 
clude: 

1.  Hydrops  fetalis. 

2.  Severe  anemia  (hemoglobin  below  10  Gm.  per 
100  ml.). 

3.  Cord  serum  bilirubin  of  4 mg.  per  100  cc.  or 
higher. 

The  infant  with  hydrops  fetalis,  pallor,  cyanosis, 
anasarca,  and  congestive  heart  failure  is  readily  recog- 
nized; however,  infants  with  cord  serum  bilirubin 
of  4 mg.  per  100  cc.  or  higher  without  evidence  of 
hydrops  are  readily  missed  since  jaundice  may  not 
be  clinically  apparent  at  birth.  Hydrops  fetalis  or 
severe  anemia  may  best  be  handled  by  a partial 
packed  cell  exchange  transfusion.  One  is  trying  to 
accomplish  two  things  in  these  infants: 

1.  Decrease  the  circulating  blood  volume  (to  cor- 
rect hypervolemia  and  congestive  heart  failure). 

2.  Increase  the  circulating  red  cells  (for  effective 
oxygenation  of  vital  organs). 

These  may  be  best  accomplished  by  phlebotomy  and 
a partial  packed  cell  exchange  transfusion. 


Depending  upon  venous  pressure,  30  to  60  cc.  of 
blood  is  removed  from  the  umbilical  vein.  A partial 
exchange  of  100  to  150  cc.  of  packed  cells  is  then 
carried  out  in  increments  of  5 to  10  cc.  (depending 
on  the  size  of  the  infant).  The  infant  is  then  placed 
in  oxygen  and  allowed  to  recover  from  this  pro- 
cedure. When  the  infant’s  clinical  condition  has 
improved,  a complete  two  volume  whole  blood  ex- 
change is  then  done. 

The  other  indications  for  exchange  transfusion 
are  dependent  upon  the  level  of  the  bilirubin  in 
relation  to  the  age  of  the  infant.  The  level  of  the 
bilirubin  is  proportional  to  the  amount  of  hemolysis 
of  red  blood  cells  and  to  the  conjugating  ability  of 
the  infant’s  liver.  The  hemolysis  may  be  assessed 
by  study  of  the  peripheral  blood  smear  and  the 
reticulocyte  count.  The  weight  and  age  of  the  infant 
are  often  helpful  indications  of  liver  maturity.  A 
full  term  infant  usually  starts  conjugating  bilirubin 
around  the  fourth  to  sixth  day  whereas  a premature 
infant  may  not  begin  until  around  the  sixth  to  tenth 
day. 

Because  of  the  expected  rate  (exponential)  of  rise 


in  bilirubin,  exchange  transfusions  are  done  at  these 
levels: 


Bilirubin  (mg./lOO  cc.) 


Age  of  Infant 

Full  term 

Premature 

Cord  serum 

4 

4 

24  hours 

12 

10 

48  hours 

17 

15 

72  hours 

20 

17 

96  hours 

20 

20 

The  effectiveness  of  the  exchange  transfusion  is 
dependent  upon  many  different  factors,  some  of 
which  cannot  be  controlled,  such  as  the  liver  maturity 
of  the  infant.  There  are,  however,  several  factors  re- 
lating to  effectiveness  of  the  exchange  which  can  be 
controlled  with  proper  management  of  these  patients. 

The  blood  should  be  as  fresh  as  possible  (less  than 
48  hours  old ) to  prevent  excessive  hemolysis  and  to 
provide  the  longest  possible  red  blood  cell  survival 
time.  The  exchange  should  be  done  slowly  rather 
than  rapidly  since  it  has  been  demonstrated  that  the 
total  amount  of  plasma  bilirubin  removed  is  greater 
if  more  time  is  taken  for  the  exchange  transfusion. 
This  extra  time  probably  allows  some  of  the  bilirubin 
deposited  in  the  tissues  to  be  pulled  into  the  cir- 
culation by  the  unbound  plasma  protein  (albumin) 
provided  by  the  exchange  transfusion. 

Since  the  exchange  transfusion  is  performed  to 
prevent  kernicterus,  the  clinical  signs  of  kernicterus 
should  be  watched  for  carefully.  If  definite  signs  of 
kernicterus  are  present,  an  exchange  should  be  done 
regardless  of  the  level  of  the  bilirubin. 

It  must  be  remembered  that  there  is  a mortality 
rate  associated  with  the  exchange  transfusions,  and  it 
is  directly  proportional  to  the  training  and  experi- 
ence of  the  physician  doing  the  procedure.  In  good 
institutions  the  mortality  rate  is  as  low  as  1 per  cent. 
The  mortality  rate  may  be  as  high  as  15  to  20  per 
cent.  Each  infant  must  be  considered  as  an  individual, 
and  all  of  the  related  factors  must  be  considered 
before  an  exchange  transfusion  is  done. 

Following  the  elimination  of  excessive  bilirubine- 
mia  the  problems  of  anemia  and  related  contributing 
factors  must  be  considered.  Hemolytic  anemia  may 
result  from  the  presence  of  Rh  antibodies  which  may 
persist  for  four  to  eight  weeks.  During  the  first  two 
months  of  life  the  relatively  hypoplastic  state  of  the 
bone  marrow  may  be  exaggerated  or  prolonged  by 
transfusion. 

Before  discharge,  additional  packed  cell  transfu- 
sions ( 5 cc.  per  pound ) may  be  necessary  to  reach 
a desired  hemoglobin  level  of  12  Gm.  per  100  cc. 
Further  transfusions  usually  are  not  necessary  since 
the  bone  marrow  activity  stabilized  the  hemoglobin 
at  around  6 to  8 Gm.  per  100  cc.  Transfusions  are 
necessary  when  the  infant  is  not  clinically  well,  or 
when  there  is  no  bone  marrow  activity  as  evidenced 
by  lack  of  reticulocytosis. 

Infants  with  Rh  disease  who  have  not  had  an 
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exchange  transfusion  may  have  a precipitous  drop 
in  hemoglobin  within  one  to  two  weeks  after  birth. 
Transfusions  at  this  point  are  mandatory  to  prevent 
cardiac  failure  and  death. 


Additional  Comment 


Dr.  Guy:  One  is  sometimes  inclined  to  think  blood 
banks  have  faucets  so  that  a spigot  marked  "low 
titered  Group  O’  can  be  turned  on  at  will.  Unfor- 
tunately, the  number  of  low  titered  Group  O indi- 
viduals has  decreased  during  the  last  ten  years  or 
so.  This  may  be  caused  in  part  by  the  widespread  use 
of  all  sorts  of  vaccines.  Less  than  20  per  cent  of  all 
Group  O donors  have  low  titers  for  anti-A  and 
anti-B.  Then  20  per  cent  of  the  7 per  cent  incidence 
of  Group  O donors  who  are  Rh  negative  gives  the 
incidence  of  a low  titered  Group  O Rh  negative 
donor  of  less  than  2 per  cent  of  all  donors.  If  one 
wishes  to  use  low  titered  Group  O Rh  negative  blood 
on  a rather  extended  basis,  there  should  be  a source 
other  than  volunteer  donors.  However,  I do  not  feel 
that  the  rise  in  the  incidence  of  high  titered  donors 
is  a contraindication  for  the  use  of  influenza  or  any 
other  vaccine. 
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Baby  Pillow  Source  of  Histoplasmosis 

Perserverance,  a perceptive  grandmother,  and  a pesky  baby  pillow  helped  in 
the  discovery  of  a new  source  of  histoplasmosis  in  children,  according  to  an  article 
in  a recent  issue  of  Medical  World  News. 

In  almost  all  reported  children’s  cases  of  this  disease,  which  is  a fungus 
infection  of  the  lungs,  the  source  of  rhe  infection  has  never  been  discovered.  In 
adults  it  is  generally  caused  by  soil  contaminated  with  bird  or  fowl  droppings. 

The  case  in  question,  however,  involved  a three-month-old  boy  who  had 
hardly  been  out  of  his  crib  and  certainly  had  not  explored  the  back  yard  where 
he  could  have  come  in  contact  with  bird-contaminated  soil.  Nevertheless,  realiz- 
ing the  importance  of  any  contact  whatsoever  the  child  might  have  had  with  birds 
or  fowl,  the  investigators  tested  potted  plant  soil,  blood  donors  who  had  partici- 
pated in  the  infant's  exchange  transfusions  at  birth,  the  idea  of  placental  trans- 
mission, the  family  and  pets,  and  the  house  itself.  They  could  still  find  no  clue 
to  the  cause  of  the  child's  illness. 

Because  of  a perceptive  grandmother,  the  source  was  finally  located.  The 
grandmother  remembered  that  the  baby  had  slept  on  the  family’s  traditional 
feather-stuffed  baby  pillow,  which  had  been  brought  from  Hungary,  and  alerted 
the  investigators.  Extensive  tests  using  the  pillow  feathers  and  mice  finally  revealed 
that  the  baby  had  contracted  the  disease  from  the  feathers  in  the  pillow  and 
established  that  the  fungus  must  have  been  present  since  the  pillow  was  made — 
30  years  earlier. 
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TMA  Policy  on 
Formulated  by 

Future  legislation  held  the  greatest  attention  for 
leaders  of  the  Texas  Medical  Association  at  the 
Conference  for  Physicians  Jan.  19-20  in  Austin.  Re- 
ports to  various  Committees,  Councils,  and  the  Ex- 
ecutive Board  portend  that  1963  will  see  another 
major  battle  in  Congress  and  several  smaller  skirm- 
ishes in  the  State  Legislature. 

With  regard  to  issues  to  come  before  the  58th 
Texas  Legislature,  the  Executive  Board  reached  sev- 
eral decisions  concerning  the  Association’s  policy. 

In  accepting  the  report  of  the  Council  on  Medical 
Jurisprudence,  the  Board  reaffirmed  its  endorsement 
of  previous  action  to  prepare  and  sponsor  a consti- 
tutional amendment  and  such  legislation  as  is  neces- 
sary to  enact  the  second  phase  of  the  Kerr-Mills  Law 
in  Texas. 

It  was  decided  to  support  the  following  measures: 

1.  A proposed  amendment  to  the  Food  and  Drug 
Act  which  would  govern  the  registration  by  manu- 
facturers of  foods  and  drugs  doing  business  in  Texas 
as  well  as  those  who  import  or  bring  into  Texas  foods 
and  drugs  for  distribution  or  sale.  By  this  amend- 
ment, the  State  Department  of  Health  would  be  in- 
formed as  to  the  content  and  makeup  of  foods  and 
drugs. 

2.  S.B.  37  on  reporting  gunshot  wounds.  This  bill 
provides  for  the  reporting  to  police  authorities  medi- 
ical  treatment  of  gunshot  or  other  wounds  indicating 
violence.  It  carries  no  penalties  for  not  reporting 
cases. 

3.  A proposed  sanitarian  registration  bill  which 
would  license  the  sanitarians  or  sanitary  engineers  in 
Texas  and  would  be  of  assistance  to  the  State  De- 
partment of  Health. 

In  addition  to  these  bills  to  be  supported  will  be 
two  TMA-authored  bills.  The  first  will  exempt  physi- 


Legislative  Items 
Executive  Board 

dans  from  liability  for  the  release  of  information 
to  cancer  registries  and  other  organizations  for  sci- 
entific study  and  analysis.  This  bill  will  also  include 
exemption  from  liability  for  tissue  committees  of 
hospitals,  boards  of  censors,  and  others,  in  perform- 
ance of  duties.  Texas  Hospital  Association  has  joined 
TMA  in  support  of  this  bill.  The  second  TMA  bill 
will  place  the  sale  of  paregoric  on  prescription  basis. 

The  Executive  Board  voted  to  oppose  again  li- 
censure of  medical  technologists,  licensure  of  lay- 
owned  laboratories,  licensure  of  psychologists,  the 
corporate  practice  of  medicine,  and  amendments  to 
the  Nurse  Practice  Act  which  will  be  introduced  at 
this  session  of  the  Legislature. 

Trustees  Study  Association's 
Finances,  Investment  Program 

The  Board  of  Trustees  of  the  Texas  Medical  As- 
sociation, meeting  in  Austin  Jan.  18  and  19,  approved 
the  1963  budget  and  received  the  1962  financial  re- 
port showing  a margin  of  revenue  over  expenditures. 

The  margin  of  revenue  over  expenditures,  it  was 
reported,  will  likely  prove  smaller  in  1963  because 
of  the  Association’s  rising  cost  of  doing  business. 
Social  Security  taxes  have  been  increased,  there  has 
been  another  boost  in  postage,  cost  of  publishing  the 
Journal  has  increased,  and  salaries  are  up.  Offsetting 
to  a certain  degree  this  expected  increase  in  expenses 
will  be  an  increase  in  various  revenues  including 
those  from  exhibits  at  the  Annual  Session,  dividends 
from  investments,  and  dues  resulting  from  a larger 
membership.  Although  the  Journal  continues  to  lead 
all  state  publications  in  the  number  of  advertising 
pages  carried,  it  actually  cannot  report  an  increase 


130 


TEXAS  State  Journal  of  Medicine 


in  advertising  revenue.  The  downward  trend  in  ad- 
vertising by  pharmaceutical  firms  has  been  evident 
since  1959  when  the  Congressional  drug  investiga- 
tions were  started.  A second  contributing  factor  was 
the  drop  off  in  the  introduction  of  new  drugs  in 
1962. 

The  income  from  the  Dr.  S.  E.  Thompson  Fund 
investments  is  approaching  $40,000  annually.  This 
past  year  a record  number  of  75  loans  totaling 
$28,150  was  made  from  this  fund  to  students  at  the 
University  of  Texas  Medical  Branch,  Galveston,  and 
Southwestern  Medical  School,  Dallas.  The  portfolio 
of  the  Thompson  Fund  presently  has  a market  value 
of  more  than  $800,000.  The  portfolio  now  is  fully 
invested  in  Investors  Mutual  Fund  which  is  com- 
prised of  common  stocks,  preferred  stocks,  and  bonds; 
it  previously  was  divided  between  the  Investors  Mu- 
tual Fund  and  the  Investors  Stock  Fund.  This  con- 
servative action  recently  taken  by  the  Board  of  Trus- 
tees is  compatible  with  the  objective  of  the  Thomp- 
son Fund  previously  approved  by  the  House  of  Dele- 
gates. 

In  other  action,  the  Board  approved  recommenda- 
tions of  the  Republic  National  Bank  of  Dallas  for 
the  investment  of  the  Association’s  Contingency 
Fund,  presently  valued  at  $120,000.  It  is  primarily 
an  emergency  fund  to  be  used  at  the  discretion  of 
the  House  of  Delegates  or  the  Board  of  Trustees. 

Councilors  Reiterate  Stand 
On  Relations  With  Cultists 

The  Board  of  Councilors  of  the  Texas  Medical 
Association  has  repeated  its  statement  that  voluntary 
professional  association  with  cultists  is  unethical. 

"The  Board  wishes  to  impress  upon  the  members 
of  the  Texas  Medical  Association  and  especially  the 
members  of  committees  and  councils  that  much  un- 
necessary questioning  and  time  would  be  saved  if  all 
members  would  adhere  strictly  to  the  strict  interpre- 
tation of  this  principle  of  medical  ethics”,  the  Coun- 
cilors stated  in  their  report  to  the  Executive  Board  on 
Jan.  20  in  Austin. 


Medical  Aspects  of  Civil  Defense 

Nationally  recognized  authorities  will  present  latest  in- 
formation on  all  phases  of  medical  and  health  care  in  a 
disaster  environment.  Texas’  emergency  plan  will  be  ex- 
plained. Question  and  answer  periods  are  scheduled. 

Feb.  22-23,  1963  — TMA  Headquarters — Austin 
All  TMA  and  Auxiliary  Members  Welcome 


TMA  Membership 
To  Top  9,000  Mark 

Based  on  an  average  increase  of  a few  more  than 
200  new  members  each  year,  membership  in  the 
Texas  Medical  Association  should  exceed  9,000  this 
year.  The  figure  now  stands  at  8,828  representing  a 
net  increase  of  219  for  the  past  year. 

There  was  a slight  drop  in  intern  and  resident 
membership  in  1962;  however,  new  highs  have  been 
reported  for  both  military  and  inactive  members. 

In  1963,  Texas  will  be  entitled  to  a ninth  seat  in 
the  AMA  House  of  Delegates.  During  the  past  year, 
Texas  reported  8,011  active  members  in  the  Amer- 
ican Medical  Association. 

Only  four  states  now  have  greater  representation 
in  the  AMA  House:  New  York  and  California  with 
18  each,  Pennsylvania  with  12,  and  Illinois  with  11. 
Ohio  like  Texas  will  have  nine. 


Need  for  Membership 
Malpractice  Poll  Noted 

It  has  been  a number  of  years  since  the  last  mem- 
bership malpractice  poll,  the  Committee  on  Profes- 
sional Insurance  Programs  reports. 

The  Committee  plans  to  conduct  another  survey 
of  the  membership  of  TMA  regarding  suits,  threats, 
patient  dissatisfactions,  settlements,  and  complaints 
concerning  insurance  carriers. 

This  action  was  voted  by  members  of  the  Com- 
mittee at  the  recent  meeting  held  in  Austin. 


TMA  Librarian  Cited 
For  Ten  Years'  Service 

Miss  Pauline  Duffield’s  ten  years’  service  to  the 
Texas  Medical  Association  and  the  TMA  Memorial 
Fibrary  was  recognized  by  the  Executive  Board  at 
its  recent  meeting  in  Austin. 

During  her  tenure  as  Librarian,  reference  requests 
have  increased  from  935  in  1952  to  more  than  4,300 
last  year.  Film  bookings  have  mounted  from  less 
than  800  to  more  than  1,700.  Library  items  loaned 
have  grown  from  5,300  in  1952  to  more  than  29,000 
last  year. 

Executive  Secretary  of  the  Association,  Mr.  C. 
Lincoln  Williston  told  members  of  the  Board  he 
considers  it  noteworthy  that  this  growth  has  been 
achieved  without  any  essential  increase  in  the  Library 
staff. 

Miss  Duffield  was  given  a standing  ovation  by 
members  of  the  Board. 
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More  than  100  Auxiliary  Members 
Hear  Legislative  Issues  Discussed 


More  than  100  members  of  the  Woman’s  Auxil- 
iary to  the  Texas  Medical  Association  heard  five 
speakers  discuss  political  and  legislative  issues  rang- 
ing from  the  King-Anderson  bill  to  a proposed  state 
law  providing  for  reports  on  cancer.  The  occasion 
was  the  Annual  Legislative  Conference  held  at  the 
Headquarters  Building  in  Austin  on  Jan.  19. 

Mr.  Philip  R.  Overton,  General  Counsel,  discussed 
Association  views  on  bills  affecting  the  health  of 
Texans — the  Kerr-Mills  Law,  bills  for  licensing  medi- 
cal technologists  and  nurses,  the  cancer  registries 
bill,  narcotics  bills,  food  and  drug  laws,  vocational 
rehabilitation  programs,  and  a law  requiring  gunshot 
wounds  to  be  reported. 

Mrs.  Lawrence  A.  Rapee  of  Bethesda,  Md.,  member 
of  the  National  League  of  Republican  Women  and 
Chairman  of  the  Legislative  Committee  of  the  Wom- 
an's Auxiliary  to  the  American  Medical  Association, 
outlined  the  AMA  stand  on  the  King-Anderson  bill, 
which  she  termed  "a  cruel  hoax  on  the  aged  people 
of  this  country,  which  would  tear  the  heart  and  soul 
out  of  the  medical  profession”.  She  asked  the  women 


of  the  Auxiliary  to  join  in  the  fight  against  such 
"socialistic  schemes”. 

Mrs.  Garland  G.  Zedler,  Austin,  immediate  past 
president  of  the  Auxiliary  and  women’s  chairman  of 
the  Texas  Political  Action  Committee,  outlined  the 
work  of  the  Committee  in  political  education.  Con- 
tributions from  its  815  members  provided  more  than 
$13,000  support  for  candidates  in  1962,  she  said. 
"The  freedoms  of  ourselves  and  our  profession  are 
at  stake.” 

"Is  Congress  Obsolete?”  was  the  title  of  a talk  by 
a Fort  Worth  teacher  and  lecturer,  Miss  Dorothy 
Kassel.  Many  of  the  constitutional  powers  of  Con- 
gress have  been  either  "willingly  given  away  or 
blackmailed  away”,  she  charged.  The  Kennedy  Ad- 
ministration’s Office  of  Emergency  Planning  she  de- 
scribed as  a "broad  plan  for  a complete  totalitarian 
state”. 

Mrs.  William  W.  McKinney,  Fort  Worth,  chair- 
man, presided  over  the  meeting  and  Mrs.  R.  C.  L. 
Robertson,  Houston,  President  of  the  Woman’s  Aux- 
iliary, gave  the  address  of  welcome  to  members  and 
guests. 


Objections  Outlined 
To  Nurse  Practice  Act 

Texas  Medical  Association  members  of  the  Texas 
Commission  on  Patient  Care  have  outlined  three 
reasons  for  opposing  the  proposed  amendments  to 
the  Nurse  Practice  Act  being  sponsored  by  the  Texas 
Graduate  Nurses  Association. 

First,  a mandatory  nursing  law  would  make  illegal 
the  use  of  many  hospital  personnel  now  valuable 
in  supplementing  the  short  supply  of  registered 
nurses.  This  could  necessitate  eliminating  beds  in 
many  Texas  hospitals. 

Second,  the  leaders  of  the  TGNA  insist  that  a 
definition  of  nursing  be  included  in  the  new  law. 
Such  a definition,  when  interpreted  literally,  could 
be  applied  to  the  activities  of  technologists,  tech- 
nicians, dietitians,  and  all  of  the  other  paramedical 
professional  groups  in  the  hospitals  who  are  not 
required  by  law  to  be  licensed  separately.  At  a recent 
meeting  of  members  of  the  Commission  and  repre- 
sentatives of  the  TGNA  these  problems  were  dis- 
cussed and  the  TGNA  officials  offered  to  write  in 
exclusions  of  the  various  paramedical  groups  in  the 
definition.  However,  the  Commission  concluded  it 
must  oppose  the  use  of  any  definition  of  nursing  in 
the  legislation  since  it  feared  any  exclusions  written 
into  the  definition  might  be  deleted  later. 


Third,  the  Commission  opposed  the  proposal  that 
only  nurses  with  a baccalaureate  or  higher  degree  in 
nursing  may  be  eligible  for  appointment  to  the 
Texas  Board  of  Professional  Nursing.  The  Commis- 
sion expressed  feeling  that  all  nurses  licensed  by  the 
Board  should  be  eligible  to  serve  on  it. 

Public  Health  Measures 
Merit  Council  Approval 

A number  of  recommendations  regarding  public 
health  were  approved  by  the  Council  on  Public  Rela- 
tions and  Public  Service  at  its  meeting  in  Austin 
Jan.  19.  These  regard  smallpox  immunization,  phenyl- 
ketonuria, oral  polio  virus  vaccine,  fluoridation  of 
water,  and  automobile  seat  belts. 

Originating  in  the  Committee  on  Public  Health  are 
a statement  endorsing  the  implementation  of  the 
AMA  program  of  smallpox  immunization  by  Texas 
physicians,  plans  for  a PKU  pilot  study  program  to 
be  conducted  in  several  Texas  hospitals,  endorsement 
of  continued  use  of  all  three  types  of  oral  polio  virus 
vaccine,  a resolution  requesting  that  the  Texas  Medi- 
cal Association  endorse  the  adjustment  of  fluoride 
content  of  community  water  supplies,  and  a recom- 
mendation that  the  TMA  endorse  the  factory  equip- 
ment of  1964  model  automobiles  with  seat  belts. 
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529  Brave  Inclement  Weather 
To  Attend  TMA  Conference  for  Physicians 


WHILE  THE  thermometer  dropped  steadily  and 
the  overcast  skies  tempted  Austin  with  snow, 
529  registrants  for  the  Texas  Medical  Association’s 
1963  Conference  for  Physicians  took  a serious  look 
at  their  internal  structure  and  at  state  and  national 
legislative  problems. 

Registration  figures  for  the  Jan.  19  meeting  in- 
cluded county  society  officials,  physicians,  guest 
speakers,  members  of  the  Woman’s  Auxiliary,  and 
89  registrants  for  the  orientation  program  which  was 
held  simultaneously  with  the  Conference. 

The  program  opened  with  registration  and  coffee 
at  8:30  a.m.  and  continued  through  the  day  with 
three  general  sessions  and  three  symposiums:  the 
Symposium  for  County  Society  Officials  on  current 
problems  and  recent  developments,  the  Symposium 
on  Legislation,  and  a Symposium  for  County  Society 
Secretaries  on  pertinent  facts  and  details. 

In  addition  to  the  scheduled  meetings  and  sym- 
posiums, the  program  included  a Saturday  morning 
legislative  conference  for  members  of  the  Woman’s 
Auxiliary.  Also  board,  council,  and  committee  meet- 
ings were  held  Friday  night  through  Sunday  morning. 

Guest  speakers  at  the  conference  divided  their 
time  between  main  session  addresses  and  participation 
in  the  symposium  discussions.  Speaking  at  the  morn- 
ing session  were  Herbert  V.  Prochnow,  Chicago, 
president  of  the  First  National  Bank  of  Chicago; 
John  T.  Connor,  Rahway,  N.  J.,  president  of  Merck 
and  Company,  Inc.;  and  Walter  R.  McBee,  Dallas, 
executive  director  of  Blue  Cross-Blue  Shield  of  Texas, 
Inc.  Dr.  John  P.  Culpepper,  Jr.,  of  Hattiesburg,  Miss., 
vice  president  of  the  American  Medical  Association, 
spoke  at  the  afternoon  session,  and  Wayne  Poucher, 
Washington,  D.C.,  Life  Line  radio  and  television 
commentator,  gave  the  closing  address. 

Symposium  guest  speakers  were  C.  Joseph  Stetler, 
Chicago,  director  of  the  legal  and  socio-economic  di- 
vision of  the  AMA,  and  Aubrey  D.  Gates,  Chicago, 
director  of  the  division  of  field  service  of  the  AMA, 
both  of  whom  spoke  at  the  afternoon  Symposium  on 
Legislation. 

Copies  of  the  seven  guest  speakers  talks  may  be 
obtained  by  writing  Jon  Hornaday,  TMA  Public 
Relations  Director,  1801  N.  Lamar,  Austin. 

The  conference  was  concluded  at  4:45  p.m.  In  the 
evening,  registrants  were  treated  to  a hospitality 
hour  and  buffet  in  the  Colonnade  Room  of  the  Com- 
modore Perry  Hotel,  sponsored  by  the  J.  A.  Majors 
Company. 


Prochnow:  Freedom  and  Its  Responsibilities 

The  president  of  the  First  National  Bank  of  Chi- 
cago, Herbert  V.  Prochnow,  Ph.D.,  told  physicians  at 
the  January  conference  that  the  United  States  posi- 
tion as  the  leading  economic  power  of  the  world 
is  being  seriously  challenged  and  only  hard  work  and 
self  discipline  on  the  part  of  the  American  people 
will  answer  the  challenges. 

A dedication  to  freedom  and  to  greatness  carries 
with  it  responsibilities  and  strict  disciplines  which 
the  people  of  America  must  accept  and  impose  on 
themselves  if  America  is  to  remain  powerful,  said 
the  banking  expert.  Dr.  Prochnow,  who  holds  degrees 
in  finance,  commerce,  and  economics,  insisted  that 
the  individual  must  utilize  his  abilities  and  talents  to 
the  fullest,  work  hard,  recognize  the  necessity  of  liv- 
ing within  the  national  income,  and  develop  self- 
reliance. 

Shouldering  these  responsibilities  in  the  past  has 
helped  move  America  into  her  present  position,  but 
neglecting  them  now  and  adopting  a complacent  atti- 
tude would  be  national  suicide.  Dr.  Prochnow  pointed 
out  that  for  the  first  time  in  history,  the  possible 
extinguishment  of  poverty  has  seemed  within  man’s 
grasp;  but  that  in  many  nations,  the  struggles  against 
poverty,  tyranny,  ignorance,  and  superstition  are  still 
in  progress  as  these  people  battle  for  economic,  po- 
litical, intellectual,  and  religious  freedoms. 

"The  extent  to  which  a nation  attains  economic 
freedom  and  economic  growth  depends  largely  on 
three  factors:  working,  saving,  and  investing,’’  said 
Dr.  Prochnow.  However,  people  must  have  an  incen- 
tive to  save  and  invest.  The  communists  provide  this 
incentive  by  returning  a certain  share  of  rhe  profits 
to  the  workers  and  the  factories.  Last  year  the  Rus- 
sian government  gave  back  one  million  dollars  of 
which  $400,000  was  given  to  the  best  workers  and 
$600,000  was  used  for  new  industries  and  expansion. 
The  Communists  also  decide  "what  must  be  pro- 
duced, how  long  men  and  women  must  work,  what 
must  be  saved,  and  how  the  savings  will  be  invested,” 
said  Dr.  Prochnow.  "In  our  system,  private  indi- 
viduals have  the  freedom  to  decide  what  they  will 
produce,  how  much  they  will  save,  and  how  much 
they  will  invest.  The  underlying  issue  is  freedom  of 
man.’’ 

Pointing  out  that  "we  have  achieved  world  leader- 
ship at  a time  when  vast  empires  which  had  main- 
tained some  degree  of  stability  have  been  shattered 
and  dozens  of  new  nations  are  emerging’’,  Dr.  Proch- 
now stated  that  economic  advance  along  with  po- 
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Physicians  and  members  of  the  Woman's  Auxiliary  defied  freezing 
weather  to  attend  the  1963  Conference  for  Physicians.  The  total 
registration  was  529  for  the  meeting  at  the  Headquarters  Building 
in  Austin  Jan.  1 9. 


Committee  work  claimed  the  at- 
tention of  many  attendants.  Nu- 
clear medicine  committeemen  gath- 
ered at  dinner  are,  left  to  right, 
Drs.  Elbert  DoCoursey,  L.  R.  Hersh- 


iitical  instability  will  increase  in  the  years  ahead. 
This,  then,  he  sees  as  one  of  the  perplexing  problems 
now  confronting  Americans  as  free  people:  how  to 
help  the  peoples  of  these  nations.  "These  people  have 
achieved  political  freedom,  though  they  may  not  be 
qualified  for  it,”  he  said.  "Now  they  are  engaged  in 
a struggle  against  poverty  and  ignorance.’’ 

The  rise  of  a billion  people  trying  to  construct  eco- 
nomic progress  out  of  poverty  he  regards  as  one  of 
the  four  major  world  developments,  along  with  the 
rise  of  communism,  the  development  of  a unified 
Europe,  and  the  gradual  erosion  of  Southeast  Asia 
(which  could  result  in  Red  China’s  becoming  one  of 
the  great  world  powers). 

More  important  even  than  communism’s  rise  is  the 
development  of  the  Common  Market,  in  Dr.  Proch- 
now's  authoritative  eyes.  "We  are  suddenly  aware 
that  in  only  a few  years  the  European  economic  com- 
munity of  175  million  people  has  become  one  of  the 
most  powerful  economic  forces  in  the  world,”  he 
stated.  "Moreover,  if  it  ultimately  embraces  most  of 
Western  Europe  with  300  million  persons,  it  may 
become  the  world’s  greatest  market  and  most  power- 
ful economic  group.”  Nevertheless,  Dr.  Prochnow 
feels  that  it  is  a great  asset  to  have  these  six  member 
nations  as  one  strong  unit— not  only  economically, 
but  as  a factor  in  the  Cold  War. 


A public  attitude  change  is  essential  if  we  are  to 
meet  the  challenges  presented  by  these  recent  devel- 
opments, declared  Dr.  Prochnow,  and  this  change 
must  begin  by  newly  adopting  old  responsibilities. 

First,  the  American  unwillingness  to  live  within 
our  national  budget  even  in  prosperous  times  must  be 
curbed.  The  public,  he  noted,  wants  spending  pro- 
grams without  having  to  pay  for  them,  but  he 
stressed  how  unrealistic  this  tendency  to  avoid  re- 
sponsibility is. 

The  banker  recalled  a conversation  with  a seasoned 
American  senator  in  which  the  senator  regretted  that 
it  was  no  longer  possible  to  be  elected  and  to  ask 
anything  of  the  American  people.  One  could  only 
promise  them  benefits  without  sacrifices.  Sacrifices, 
however,  are  essential  if  a nation  is  to  remain  free, 
stated  Dr.  Prochnow. 

Americans  also  are  beginning  to  avoid  the  vital 
responsibility  of  hard  work.  We  demand  shorter 
hours  although  we  can  have  more  goods  and  services 
only  by  working  harder,  saving  more,  and  investing 
more.  Instead,  we  want  to  produce  less  and  less  and 
receive  more  and  more — a typical  American  paradox. 
Dr.  Prochnow  insists,  however,  that  "if  we  could 
maintain  our  present  working  hours  for  the  next  few 
years  instead  of  reducing  them  further,  we  could 
add  substantially  to  our  economic  growth”. 
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Blue  Cross  executive  Walter  R.  McBee  and  General  Counsel  staff 
member  Mrs.  Mary  Jones  join  TMA  President-Elect  Robert  Mayo 
Tenery  for  conversation  at  coffee  time. 


berger,  C.  C.  Shullenberger,  Her- 
bert C.  Allen,  Jr.,  and  J.  A.  Cham- 
berlin. Not  pictured  are  Drs.  E.  E. 

Anthony,  Jr.,  and  J.  R.  Maxfield, 

Jr. 

A third  responsibility  lies  in  overcoming  the  defi- 
cit in  the  balance  of  payments.  The  United  States 
owes  people  abroad  short-term  claims  of  $20  billion 
which  can  be  claimed  in  gold  at  any  rime.  Yet  the 
United  States  has  less  than  three  and  one-half  billion 
dollars  in  free  gold  to  meet  this  huge  debt.  (The  re- 
mainder of  American  gold  is  required  by  law  to  stand 
behind  our  currency.)  "It  is  imperative  that  we 
bring  this  into  balance,”  stated  the  Chicago  banker. 
He  pointed  out  that  the  way  to  reverse  this  trend  was 
not  to  continue  paying  for  the  defense  of  Western 
Europe,  for  Western  Europe  together  has  a gold  re- 
serve of  50  per  cent  more  than  the  United  States. 

In  conclusion,  Dr.  Prochnow  paraphrased  John 
Adams:  "Freedom  requires  that  each  individual  con- 
duct himself  so  that  his  life  demonstrates  the  dignity 
of  man  and  the  noble  rank  man  holds  among  the 
works  of  Providence”. 

Connor:  Government  and  Industry 
Relationships:  Their  New 
Impact  on  Medicine 

"Doing  our  job  right  at  home  is  the  best  way  of 
keeping  Washington  at  its  proper  distance,”  a lead- 
ing pharmaceutical  industry  executive  told  his  physi- 
cian audience  Saturday  morning.  John  T.  Connor, 


President  of  the  First  National  Bank  of  Chicago, 
Herbert  V.  Prochnow,  first  speaker  of  the  day,  is  pic- 
tured at  left  with  Dr.  George  W.  Waldron,  TMA 
President,  who  introduced  him. 

president  of  Merck  & Co.,  Inc.,  in  Rahway,  N.  J., 
described  in  detail  Washington’s  direct,  indirect,  and 
uncertain  influences  on  industry  and  medicine  and 
stressed  that  "Washington  often  pushes  into  areas 
where  we  find  its  presence  uncomfortable  simply 
because  private  initiative  has  failed  to  do  the  job.” 

"Those  of  us  who  look  upon  self-reliance  as  a car- 
dinal virtue  had  better  look  to  our  own  performance 
before  we  criticize  government  intervention  too 
loudly,”  said  Connor.  By  playing  a constructive  as 
well  as  an  active  role  in  industry-government  rela- 
tionships, we  can  benefit  the  industry  as  well  as  the 
national  interest. 

The  executive  hailed  the  release  of  the  Cuban 
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prisoners  as  a good  example  of  constructive  coopera- 
tion with  the  federal  government  and  called  the 
results  a "ten  strike,  brilliantly  conceived  and  exe- 
cuted with  incredible  success”. 

He  noted  that  leading  drug  firms  "responded  im- 
mediately and  affirmatively  when  our  top  govern- 
ment officials  in  Washington  defined  the  national 
security  and  public  interests  in  attaining  the  release 
of  those  prisoners”.  Although  some  of  the  companies 
had  doubts  about  participating  because  of  the  "ran- 
som implications”,  Connor  stated  that  "no  pressure 
whatsoever  was  applied  to  them  by  government  of- 
ficials”; and  in  due  course,  nearly  all  of  the  doubters 
decided  to  participate.  The  result,  a Christmas  re- 
union for  Cuban  prisoners  and  their  families,  was  a 
"dramatic  example  of  what  free  men  can  do  in  co- 
operation with  their  own  government". 

"The  prompt  handling  of  individual  tax  problems, 
all  in  accordance  with  existing  laws”,  made  it  feasible, 
he  explained,  for  companies  to  participate  with  little 
or  no  loss  of  their  stockholders’  money.  "Without 
the  tax  rulings,  absolutely  nothing  would  have  hap- 
pened,” he  said.  "The  men  still  would  be  in  prison." 
Because  they  are  not,  Connor  feels,  the  pharmaceuti- 
cal industry  made  substantial  gains  in  the  area  of 
public  relations. 

Connor  also  cited  recent  changes  in  national  drug 
laws  and  regulations  as  further  examples  of  construc- 
tive teamwork  between  industry  and  Washington, 
but  he  told  the  physicians  that  it  is  now  vitally  im- 
portant for  Congress  to  appropriate  funds  sufficient 
to  permit  the  Food  and  Drug  Administration,  charged 
with  enforcing  the  new  safeguards,  to  do  its  job. 

Connor  pointed  out  how  the  new  requirements  of 
the  bill  will  affect  physicians.  First,  by  requiring 
every  company  to  meet  minimum  standards  of  good 
practice  in  its  manufacturing  and  control  operations, 
the  bill  will  give  the  physician  "greater  assurance  of 
quality  products”.  Second,  since  each  company  must 
register  with  the  FDA  and  the  agency  must  inspect 
each  registered  manufacturer,  the  bill  should  permit 
more  effective  enforcement  of  the  law  for  all  drug 
producers.  Third,  prior  to  marketing  (when  the  drug 
is  still  being  tested),  clinicians  must  inform  patients 
that  they  are  participating  in  a test  and  obtain  the 
patient’s  consent,  except  in  cases  where  the  clinician 
feels  that  such  a procedure  is  not  feasible  or  where 
he  believes  that  telling  the  patient  is  not  in  the  pa- 
tient’s best  interest.  Physicians  may  place  more  trust 
in  prescription  drug  advertisements,  a fourth  effect, 
since  each  advertisement  must  include  a brief  sum- 
mary of  the  product’s  side  effects,  contraindications, 
and  effectiveness. 

"Undoubtedly,  however,  the  law  will  result  in  in- 
creased expenses  and  delays  in  the  introduction  of 
new  products,”  said  Connor,  especially  "since  the 
new  provisions  allow  the  FDA  180  days  (six 
months)  for  initial  consideration  of  a new  applica- 


tion.” The  drug  executive  questioned  whether  the 
FDA  has  enough  manpower  to  handle  all  the  appli- 
cations which  come  through  the  office.  He  pointed 
out  that  at  the  height  of  the  thalidomide  problem, 
President  Kennedy  announced  a 25  per  cent  increase 
in  the  FDA  staff,  but  a few  months  later  Congres- 
sional action  eliminated  the  necessary  supplemental 
appropriation  for  this  increase. 

"How  can  an  understaffed,  overworked,  and  under- 
paid FDA  be  expected  to  cope  with  an  onslaught  of 
data,  much  of  it  requiring  the  most  sensitive  pro- 
fessional judgment?  An  agency  is  useless  if  it  be- 
comes so  hopelessly  overworked  that  it  cannot  func- 
tion. Unless  the  FDA  budget  is  increased,  and  espe- 
cially unless  medical  and  scientific  staff  and  facili- 
ties are  expanded  and  improved,  the  mechanism  for 
drug  regulation  in  this  entire  nation  is  in  real  dan- 
ger of  collapse,”  he  warned.  "It  would  be  a senseless 
tragedy  if  this  nation  forfeited  its  leadership  in  drug 
progress,  not  for  lack  of  discoveries,  but  because  a 
regulatory  agency  could  not  keep  pace.” 

Vigorously  insisting  that  the  initiative  of  indus- 
try and  medicine  can  affect  governmental  actions 
and  even  policies,  Connor  elaborated  on  this  writh  a 
discussion  of  medical  education.  "The  economic  ob- 
stacles to  obtaining  a modern  medical  education  are 
huge,”  he  commented,  "and  it  is  often  suggested  that 
the  federal  government  should  step  in.  But  if  Wash- 
ington picks  up  the  tab,  Washington  wdll  supervise. 
However,”  he  continued,  "if  the  job  is  well  done  by 
private  means,  Washington  will  be  deprived  of  its 
opening  wedge.” 

Connor  commended  the  student  loan  program  of 
the  American  Medical  Association  as  an  attempt  by 
medicine  to  solve  its  own  problems  by  its  own  initia- 
tive, but  he  emphasized  that  to  adequately  handle 
the  situation,  the  guarantee  fund  of  the  program 
should  be  at  least  two  million  dollars  instead  of  its 
present  amount,  $900,000.  In  addition  to  contribu- 
tions of  individual  physicians  and  their  societies, 
industry,  including  Connor’s  firm,  has  helped  to  de- 
velop this  fund. 

"It  may  be  that  private  initiative  and  hustle  can 
shut  the  door  to  another  unwanted  federal  involve- 
ment,” Connor  said,  in  reference  to  medical  care  for 
the  aged.  He  suggested  that  industry's  potential  for 
taking  care  of  medical  needs  of  its  own  retired  em- 
ployees has  hardly  been  explored  and  cited  the  ex- 
ample of  his  own  company,  which  has  successfully 
operated  this  plan  since  1958.  He  also  suggested  that 
prescription  insurance  might  ease  the  problem  of 
drug  costs  for  needy  persons,  regardless  of  age. 

"In  a world  growing  constantly  more  complex,  it  is 
inevitable  that  government  and  industry  must  de- 
velop increasingly  close  relationships,”  said  Connor. 
"But  if  we  keep  our  business  and  professional  houses 
in  order,  we  can  make  our  most  effective  contribu- 
tion towards  preserving  our  nation  as  we  prefer  it.” 
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McBee:  Texas'  Positive  Health  Care 
Plan  for  Needy,  Senior  Citizens 

A strong  centralized  benevolent  and  paternalistic 
government  can  give  to  the  people  only  what  it 
first  takes  away  from  them.  You  cannot  multiply 
wealth  by  dividing  it.  You  cannot  legislate  the  poor 
into  economic  freedom  by  legislating  the  wealthy 
out  of  it.  That  which  one  man  receives  without  work- 
ing for,  another  man  must  work  for  without  receiv- 
ing. 

These  four  points  sum  up  the  morning  address  of 
W.  R.  McBee,  executive  director  of  Blue  Cross-Blue 
Shield  of  Texas,  Inc.,  who  attributed  any  success  of 
Kerr-Mills  legislation  in  Texas  to  the  "enthusiasm, 
confidence,  and  dogged  determination  with  which 
the  majority  of  doctors  and  hospitals  accepted  and 
initiated  this  program”. 

McBee  showed  slides  of  hospitalization  benefits 
under  the  plan  and  then  explained  that  because  the 
original  calculations  were  "a  bit”  too  conservative, 
benefits  were  increased  this  year,  beginning  in  Janu- 
ary. These  changes  in  benefits  included  raising  the 
hospital  room  allowance  after  the  first  15  days,  from 
$5  to  $6;  increasing  the  in-hospital  medical  benefits 
to  $7  and  $5  respectively  for  the  first  two  days; 
providing  for  concurrent  surgical  or  radiation  and 
in-hospital  medical  benefits  unless  these  three  serv- 
ices are  rendered  by  the  same  physician;  and  limiting 
payments  to  the  doctor’s  actual  charges. 

He  then  reviewed  the  effect  of  recertification  and 
illustrated  his  points  with  more  slides.  Showing  fig- 
ures covering  the  first  six  months’  operation  of  this 
program,  McBee  pointed  out  that  the  number  of 
patients  discharged  on  the  15th  day,  at  which  time 
full  benefits  cease  and  the  need  for  further  care 
must  be  recertified,  is  double  that  of  the  16th  day. 
Likewise,  the  number  discharged  on  the  30th  day, 
the  end  of  the  second  period,  is  about  100  per  cent 
greater  than  on  the  31st  day. 

The  white  haired  speaker  then  discussed  the  re- 
sults of  a Belden  survey  of  the  524,000  persons  in 
Texas  who  were  65  years  of  age  and  over  and  who 
were  not  among  those  for  whom  Blue  Cross  of 
Texas  provided  health  care  benefits.  The  survey  re- 
vealed that  283,000  of  these  people  had  at  least  one 
health  insurance  policy;  37,000  did  not  need  insur- 
ance because  they  had  sufficient  savings  with  which 
to  provide  for  themselves;  23,000  had  incomes  in 
excess  of  $4,000  per  year;  134,000  had  children  who 
did,  would,  or  could  help  them;  and  24,000  felt  that 
older  persons  should  take  care  of  themselves.  "This 
then  left  only  3 per  cent  of  the  total  or  23,000  per- 
sons, and  15,000  of  them  had  medical  expenses  of 
less  than  $100  during  1961.  This  then  would  show 
that  only  about  1 per  cent  or  about  8,000  of  the 
745,000  aged  persons  in  our  state  actually  needed  and 
wanted  help  during  1961,”  claimed  McBee. 


Several  contrasting  programs,  each  embodying  a 
distinct  concept  of  the  patient-doctor  relationship, 
are  now  competing  for  popular  and  professional 
favor,  he  said.  He  then  outlined  four  of  the  pro- 
grams: the  limited  cash  reimbursement  plan  of  the 
insurance  industry;  medicine’s  own  Blue  Shield  plan; 
the  "closed  panel"  of  physicians  who  are  paid  a 
salary  or  per  capita  allowance;  and  socialized  medi- 
cine— "a  dreamy  contrivance  which  apparently  can 
only  be  sold  by  attempting  to  discredit  all  that  has 
been  accomplished  by  proponents  of  free  enterprise”. 
The  speaker  emphasized  that  there  should  be  the 
freedom  to  choose  among  several  alternate  programs 
of  medical  prepayment. 

Paraphrasing  an  Oklahoma  office  seeker,  McBee 
then  concluded,  "If  we  insist  that  a way  and  means 
must  be  found,  even  with  government  help,  where  it 
is  possible  for  the  senior  citizen  of  our  state  and  na- 
tion to  have  available  to  them  the  care  that  char- 
acterizes America’s  ever  expanding,  ever  improving 
health  care  system  to  the  end  that  the  joint  facilities 
of  our  hospitals,  doctors,  and  nursing  homes  will  be 
available  to  all  of  our  aged  citizens  through  the 
mechanics  of  Blue  Cross  at  a reasonable  cost  and 
under  local  direction  and  control — then  Brother,  I'm 
all  for  it!” 

Symposium  for 
County  Society  Officials 

Discussing  current  problems  and  recent  develop- 
ments in  medical  ethics,  the  three  speakers  took  up 
the  problem  of  medicine’s  relations  with  osteopathy 
and  optometry  in  Texas  and  on  a national  scale,  the 
local  problem  of  advertising  and  solicitation,  and 
the  policy  toward  doctor-owned  pharmacies  and  drug 
companies  both  in  Texas  and  nationally. 

Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  chairman 
of  the  Board  of  Councilors,  moderated  the  symposium 
and  participated  as  the  first  speaker.  The  two  other 
speakers  were  Dr.  Robert  Mayo  Tenery,  Waxa- 
hachie,  President-Elect  of  the  Texas  Medical  Associa- 
tion, and  Dr.  Travis  Smith,  Abilene,  Councilor  of 
District  13. 

Oswalt:  Medicine-Osteopathy, 

Optometry  in  Texas,  Nation 

Dr.  Oswalt  emphasized  to  his  audience  of  county 
society  officials  and  interested  physicians  that,  accord- 
ing to  Texas  Medical  Association  policy,  it  is  still 
unethical  for  Texas  physicians  to  voluntarily  associ- 
ate themselves  professionally  with  members  of  osteo- 
pathic and  optometric  associations. 

Discussing  relations  with  osteopaths  first,  Dr.  Os- 
walt explained  that,  in  1961,  the  AMA  House  of 
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Mississippian  Dr.  John  P.  Culpepper,  Jr.,  vice  pres- 
ident of  the  American  Medical  Association,  left,  and 
C.  Joseph  Stetler,  director  of  the  AMA  Legal  and 
Socio-Economic  Division,  were  among  the  guest 
speakers. 

Delegates  decided  to  permit  states  to  determine  their 
own  policy  on  association  with  osteopaths.  In  Cal- 
ifornia, for  example,  large  numbers  of  osteopaths 
became  M.D.s,  and  the  osteopathic  school  became  a 
medical  school.  Similar  actions  were  taken  in  New 
Jersey,  Missouri,  Indiana,  and  Colorado.  In  these 
states,  the  responsibility  was  passed  on  to  the  county 
medical  societies  which  determined  whether  it  was 
ethical  to  associate  with  osteopaths.  If  the  county  so- 
ciety could  not  determine  this,  the  individual  physi- 
cian assumed  the  responsibility  of  determining  if  the 
osteopath  was  ethical. 

Recently,  a committee  of  TMA  members  and  rep- 
resentatives of  the  Texas  Association  of  Osteopathic 
Physicians  and  Surgeons,  Inc.,  met  to  see  if  there  were 
any  common  grounds  on  which  they  could  associate. 
However,  Dr.  Oswalt  said,  "There  is  no  reason  for 
us  to  modify  our  present  stand.  They  have  not  given 
up  some  of  their  ideas,  and  therefore,  we  as  doctors  of 
medicine  cannot  associate  with  them." 

Discussing  optometry  and  physician’s  relationship 
with  optometrists,  Dr.  Oswalt  again  stressed  that  it 
was  unethical  for  physicians  to  voluntarily  associate 
with  an  optometrist. 

He  pointed  out  that  when  the  AMA  decided  that 
it  was  ethical  to  associate  with  such  groups,  the  op- 
tometrists began  to  work  for  laws  that  would  prevent 
physicians  from  practicing  ophthalmology.  Conse- 


President of  Merck  & Company,  Inc.,  John  T. 
Connor  of  Rahway,  N.J.,  spoke  of  the  new  impact  on 
medicine  of  government  and  business  relationships. 


quently,  the  AMA  decided  to  make  such  association 
unethical  again. 

Optometrists  may  still  work  for  physicians  if  they 
are  not  practicing  optometry  at  the  time;  however, 
this  presents  the  problem  of  an  optometrist  leaving 
the  physician's  employ  and  subsequently  claiming  to 
have  been  trained  by  the  physician. 

He  pointed  out  further  that  it  was  unethical  to 
refer  a patient  to  an  optometrist,  but  that,  when  a 
doctor  gives  a patient  a prescription  to  fill,  it  is  the 
patients  responsibility  where  he  gets  it  filled. 

Tenery;  Advertising,  Solicitation 
As  a Local  Problem 

"He  should  not  solicit  patients." 

Most  of  the  problems  involving  this  sentence  from 
the  Principles  of  Medical  Ethics  arise  because  either 
the  individual  physician  or  the  county  society  has 
not  studied  adequately  those  sections  of  the  old 
Principles  which  are  still  in  effect  and  the  opinions 
handed  down  by  the  Judicial  Council.  This  point  was 
emphasized  by  Dr.  Tenery  in  his  discussion  on  ad- 
vertising and  solicitation. 

Since  the  final  interpretation  of  rules  of  ethics 
is  the  responsibility  of  the  county  society,  it  is  im- 
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A symposium  for  county  society  secretaries  was 
well  attended  and  proved  informative.  Moderated  by 
Dr.  Carlos  E.  Fuste,  Jr.(  third  from  left,  panelists  in- 


clude, from  left,  Drs.  David  Wade,  Dick  Cason,  and 
J.  H.  Sammons. 


portant  that  its  members,  and  particularly  its  officers, 
be  familiar  with  the  basic  rules  established  by  the 
Judicial  Council.  Realizing  this,  Dr.  Tenery  distrib- 
uted copies  of  these  basic  rules  to  his  audience. 

He  strongly  urged  each  county  society  to  adopt  a 
publicity  code  for  its  members,  but  emphasized 
that  the  Principles  of  Medical  Ethics  should  not  be 
used  to  prevent  the  reporting  of  good  medical  news. 
Charges  of  solicitation  and  advertising  could  easily 
be  avoided  if  every  physician  would  ask  the  advice 
of  his  county  society  when  he  suspects  involvement 
in  anything  that  concerns  his  relationship  with  the 
public. 

A physician  is  seldom  actually  guilty  of  solicitation, 
said  Dr.  Tenery.  "The  young  physician  who  is  eager 
to  practice  all  that  he  has  learned  during  his  years 
of  training  may  fail  to  consider  how  his  efforts  to 
build  a practice  may  be  interpreted  by  his  fellow 
physicians,”  declared  the  speaker. 

He  then  mentioned  several  specific  instances  on 
which  rulings  have  been  established.  For  example,  it 
is  unethical  to  send  unrequested  reprints  to  other 
physicians  if  the  intent  is  to  gain  referral  of  patients. 
This  is  particularly  true  if  these  reprints  are  sent  to 
doctors  within  a 50-100  mile  area.  Likewise,  an  open 
house  is  unethical  if  its  intent  is  solicitation.  It  is 
also  unethical  for  an  institution  or  group  to  release 
stories  implying  that  better  care  can  be  obtained 
there  than  anywhere  else. 

The  problem  of  advertising  and  solicitation  actu- 
ally exists  in  the  conscience  of  the  practicing  physi- 
cian who  disregards  the  dignity  and  heritage  of  his 
profession,  said  Dr.  Tenery. 

An  honorable  man  needs  no  written  code  of 
conduct,”  he  concluded. 


Smith:  Doctor-Owned  Pharmacies, 

Drug  Companies  in  Texas,  Nation 

"Physician-owned  pharmacies,  generally  speaking, 
are  not  good  public  relations,  do  not  create  a good 
image  of  the  medical  profession  in  the  mind  of  the 
public,  and  are  not  in  the  interest  of  serving  the 
people  better,”  declared  Dr.  Travis  Smith  in  his 
morning  symposium  discussion. 

Centering  his  address  around  two  portions  of  the 
Principles  of  Medical  Ethics,  Dr.  Smith  emphasized 
that  a physician  should  limit  the  source  of  his  in- 
comes to  medical  services  actually  rendered  by  him  or 
under  his  supervision  to  his  patients,  and  that  drugs, 
remedies,  or  appliances  may  be  dispensed  or  supplied 
by  the  physician  provided  it  is  in  the  best  interest  of 
the  patient. 

He  pointed  out  that  this  is  a real  problem  in  Texas, 
where  a recent  survey  revealed  93  doctor-owned 
pharmacies,  the  majority  of  which  were  in  areas  with 
ample  drug  facilities.  The  pharmacy  profession  has 
complained  in  many  instances  of  physicians  infring- 
ing upon  their  profession,  and  the  Board  of  Coun- 
cilors of  TMA  as  well  as  the  AMA  Judicial  Council 
is  giving  the  problem  detailed  consideration.  Dr. 
Smith  traced  the  evolution  of  what  he  termed  the 
"watered  down  version”  of  the  ethical  principle 
through  its  progress  in  the  Judicial  Council,  begin- 
ning in  1955.  He  then  emphasized  that  it  is  the  duty 
and  obligation  of  the  county  medical  society  to  in- 
vestigate complaints  against  its  members  in  this  area 
and  to  take  appropriate  action,  when  indicated,  to 
protect  both  the  public  and  the  profession.  He  urged 
that  county  societies  discourage  ownership  of  phar- 
macies or  drug  companies  in  areas  where  adequate 
pharmaceutical  facilities  are  available. 
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Panel  members  Drs.  Travis  Smith,  left,  and  Rob- 
ert Mayo  Tenery  join  moderator  Dr.  C.  E.  Oswalt, 
right,  in  discussing  current  problems  and  recent  de- 
velopments in  a symposium  for  county  society  offi- 
cials. 

"Why  should  a doctor  enter  into  the  drug  busi- 
ness? Is  there  any  other  reason  than  to  supplement 
his  income?”  he  questioned.  He  stated  definitely 
that  to  do  so  for  this  reason  or  for  his  own  conveni- 
ence is  unethical  for  the  physician. 

Dr.  Smith  also  brought  up  the  problem  of  drug 
company  ownership  and  emphasized  that  a franchised 
deal  with  a repackaging  company  is  unethical.  He 
also  cautioned  against  stockholding  in  small  com- 
panies because  it  "could  directly  influence  your 
judgment  in  some  cases”. 

Dr.  Smith  closed  with  this  warning  for  his  audi- 
ence: "I  would  encourage  you  to  do  all  that  you  can 
in  your  county  society  to  discourage  physician-owned 
pharmacies  and  to  discourage  physicians  from  invest- 
ing in  pharmaceutical  stocks  where  there  is  any  pos- 
sibility of  personal  gain  influencing  the  professional 
judgment  in  prescribing  for  the  patient.” 

Symposium  for  County  Society  Secretaries 

A stimulating  discussion  of  Texas  Medical  Associa- 
tion forms,  By-Laws,  and  the  job  of  the  county  soci- 
ety secretary  involved  a panel  of  three  doctors  on 
the  morning  Symposium  for  County  Society  Secre- 
taries. The  program  was  held  Saturday,  Jan.  19,  as 
part  of  the  January  Conference.  The  secretary  of  the 
Board  of  Councilors,  Dr.  Carlos  E.  Fuste,  Jr.,  Alvin, 
moderated  the  panel.  Participants  were  Dr.  Dick 
Cason,  Hillsboro;  Dr.  David  Wade,  Austin;  and  Dr. 
James  H.  Sammons,  Highlands. 

Dr.  Cason,  Vice  Councilor  of  District  12,  carefully 
discussed  the  importance  of  Association  forms,  re- 
ports, and  membership  classification,  as  well  as  dues 
and  their  deadlines.  He  distributed  copies  of  forms 
to  the  audience  and  explained  them  in  detail,  answer- 
ing questions  as  they  were  presented. 

The  job  of  county  society  secretary  is  for  the  ex- 
perienced, not  the  uninitiated,  stressed  Dr.  Wade, 
Councilor  of  District  7,  in  his  discussion  of  the  sec- 
retary’s job.  He  stated  that  it  was  a tragic  mistake  to 


Conference  attendants  gather  for  lunch  in  the 

give  the  job  to  the  newest  physician  in  the  commun- 
ity, since  this  doctor,  concerned  with  establishing  a 
practice  and  learning  about  organized  medicine,  has 
the  least  time  for  extra  activities  and  often  actually 
resents  being  selected  for  the  job.  In  such  a case, 
selection  for  the  post  becomes  a penalty  imposed  on 
the  young  physician  by  his  colleagues  rather  than  an 
honor.  In  addition.  Dr.  Wade  pointed  out  that  the 
newcomer  to  a society  had  no  tradition  of  medical 
society  affairs  behind  him,  and  consequently  he  often 
feels  lost  in  the  position  of  secretary. 

After  discussing  many  other  qualifications  and 
duties  of  the  secretary,  Dr.  Wade  concluded  by  stat- 
ing that  an  able  secretary  is  indeed  "a  gift  of  the 
gods';  he  should  be  chosen  well  and  kept  in  office 
for  four  to  five  years  as  an  honor  to  his  unselfish 
devotion  to  duty. 

Councilor  of  District-5),  Dr.  James  H.  Sammons, 
thoroughly  discussed  the  Constitution  and  By-Laws 
and  how  to  use  them.  He  demonstrated  to  the  audi- 
ence how  to  utilize  parliamentary  procedure  and  how 
best  to  use  a detailed  knowledge  of  the  Constitution 
and  By-Laws. 

Culpepper:  The  Profession's  Foremost 
Issues — A Challenge  to  All  Physicians 

Dr.  J.  P.  Culpepper,  Jr.,  AMA  vice  president  from 
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An  orientation  program  car- 
ried on  during  the  day  intro- 
duced 89  physicians  to  the 
Texas  Medical  Association. 


Addressing  remarks  to  orientation 
program  registrants  are  Dr.  Troy  A. 
Shafer,  Chairman,  Board  of  Trustees, 
above,  and  C.  Dean  Davis,  right,  from 
the  Office  of  the  General  Counsel. 


the  scientific  sections  of  the  AMA  Scientific  Assem- 
bly. All  section  officers  except  a delegate  and  alter- 
nate delegate  to  the  House  would  be  appointed  by 
the  AMA  Board  of  Trustees  from  nominations  sub- 
mitted by  the  AMA  Council  on  Scientific  Assembly. 

"General  practitioners  are  important  to  the  health 
of  the  American  people  and  to  medical  care  in  our 
nation,  and  it  is  imperative  that  the  AMA  assist  in 
clarifying  their  role,”  said  Dr.  Culpepper  in  discuss- 
ing the  second  controversy — surgeons  versus  general 
practitioners.  Main  points  of  this  problem  noted  by 
the  speaker  were  the  compensation  of  assistants  in 
surgery  and  the  qualifications  to  perform  surgery 
competently.  Controversy  rages  over  the  ethical  con- 
siderations of  the  first  point,  and  the  American  Col- 
lege of  Surgeons  contends  that  the  present  AMA 
policy  complicates  the  detection  of  fee  splitting.  Con- 
tention exists  on  the  second  point  as  to  whether  some 
degree  of  apprenticeship,  as  well  as  extensive  formal 
training,  should  have  a place  in  training  an  individual 
to  do  surgery. 

'The  old  'town  against  gown’  controversy  still  of- 
fers conflict  in  intraprofessional  relations  involving 
the  academicians  and  the  practitioners,  and  this  con- 
flict generally  pops  up  wherever  there  is  a medical 
school,”  Dr.  Culpepper  stated.  "One  reason  for  the 
fight  is  poor  liaison.”  A fourth  conflict  involves  the 
AMA  and  the  related  professional,  scientific,  and 
service  personnel,  and  the  speaker  asserted  that  "great 
progress  can  be  made  to  bring  these  groups  closer 


Hattiesburg,  Miss.,  gave  physicians  a thoughtful  dis- 
cussion of  ten  major  problems  of  intra-professional 
relations.  Speaking  to  an  afternoon  audience,  he  re- 
viewed the  foremost  issues  that  demand  action  by 
the  profession  and  offered  suggestions  for  meeting 
these  with  dignity  and  intelligence. 

Noting  the  struggle  for  recognition  between  groups 
of  surgeons,  the  Mississippi  physician  cited  the  con- 
troversy over  a proposed  American  Board  of  Ab- 
dominal Surgery.  At  the  last  AMA  meeting  in  Chi- 
cago, the  proposal  ro  create  such  a board  was  rejected 
by  the  House  of  Delegates  because  the  House  felt 
there  was  no  need  for  the  board.  Last  June,  however, 
the  abdominal  surgeons  were  strong  enough  to  elect 
a complete  slate  of  officers  in  the  section  on  surgery, 
despite  heavy  opposition.  This  illustrated  Dr.  Cul- 
pepper’s objection  to  the  regrettable  tendency  for 
wrangling  groups  to  take  over  a section  at  AMA 
meetings. 

To  counteract  such  controversies,  a committee,  in- 
cluding Dr.  Milford  O.  Rouse  of  Dallas,  was  ap- 
pointed to  study  the  role  and  present  usefulness  of 
sections.  Recommendations  derived  from  rhis  com- 
mittee’s report  will  be  submitted  to  the  House  in 
Atlantic  City  this  year. 

"If  the  report  is  put  into  effect,”  said  Dr.  Cul- 
pepper, "it  will  change  the  complexion  of  many  sci- 
entific activities.”  The  main  change  would  reorganize 
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to  the  medical  profession  in  an  atmosphere  of  mutual 
respect”. 

Although  suggesting  that  "the  use  of  the  insurance 
mechanism  by  the  American  people  has  been  one  of 
the  main  reasons  that  socialization  of  medicine  has 
been  avoided  in  this  country”,  Dr.  Culpepper  called 
for  a re-examination  of  what  is  expected  from  insur- 
ance in  relation  to  health  care.  He  questioned,  "Is  it 
realistic  and  prudent  to  consider  insuring  the  first 
dollar  cost?  Does  our  attempt  to  do  so  actually  create 
a built-in  tendency  to  abuse  insurance?”  The  audi- 
ence chuckled  when  the  speaker  said,  "Every  doctor 
has  come  into  contact  with  an  individual  who  comes 
into  his  office  and  says,  'Doctor,  I’ve  paid  premiums 
for  two  whole  years  and  I want  to  go  to  the  hos- 
pital!’” There  are  two  possible  solutions:  post-pay- 
ment and  catastrophic  or  indemnity  coverage  and 
comprehensive  coverage.  "Labor  unions  want  compre- 
hensive coverage,  but  we  can’t  do  this  without  run- 
ning the  cost  way  up,”  he  commented. 

High  hospital  costs  pose  one  of  the  most  serious 
problems  the  profession  faces,  for  the  expenses  hos- 
pitals are  now  incurring  are  having  a serious  impact 
on  the  cost  of  Blue  Cross  and  hospitalization  insur- 
ance. "The  search  for  new  income  has  even  prompted 
certain  leaders  in  Blue  Cross  to  propose  direct  sub- 
sidy from  the  federal  government,”  said  Dr.  Cul- 
pepper. Citing  a survey  which  revealed  that  any- 
where from  65  to  75  cents  of  a hospital  dollar  goes 
for  labor,  the  speaker  insisted:  "If  we  tell  people 
what  they  are  getting  for  labor,  they  will  understand 
a little  more.  What  they  are  paying  is  what  they 
profit.” 

Another  big  problem  currently  facing  the  AMA  is 
accreditation  of  nonhospital  facilities,  particularly, 
the  accreditation  of  nursing  homes.  According  to  the 
Mississippi  physician,  the  functions  of  such  homes 
need  to  be  more  clearly  outlined  and  their  responsi- 
bilities defined.  "The  upgrading  of  services  available 
to  the  chronically  ill  in  nursing  homes  would  offer 
more  economic  facilities  for  caring  for  many  patients 
that  are  presently  being  cared  for  in  general  medical- 
surgical  beds  at  higher  cost  than  nursing  homes,”  he 
said. 

"We  are  doctors:  we  are  not  politicians,”  said  Dr. 
Culpepper.  "We  have  been  driven  into  this,”  he  con- 
tinued (referring  to  the  necessity  for  political  action 
on  the  part  of  physicians),  "but  if  were  going  to  be 
in  politics,  let’s  do  it  above  board!”  He  praised  the 
American  Medical  Political  Action  Committee 
(AMP AC)  as  an  above  board  activity. 

"Medicine  can  make  history  rather  than  drift  with 
it,”  emphasized  the  speaker.  All  it  requires  is  intelli- 
gent planning,  the  ninth  issue  facing  the  profession. 
"Only  by  extension  of  freedom  and  its  wide  appreci- 
ation by  the  individual  can  society  progress,”  he  said. 
"If  we  are  not  able  to  appreciate  freedom  and  extend 


it,  we  shall  become  the  victims  of  controls,  directions, 
and  limitations  by  those  in  power.” 

The  final  issue,  and  the  most  important  one  as 
seen  by  Dr.  Culpepper,  is  telling  medicine’s  story  to 
the  nation.  "The  AMA  and  medicine  have  a fascinat- 
ing story  to  tell — one  of  accomplishment,  progress, 
and  truth,”  he  said.  "Now  the  profession  is  being 
maligned  and  we  must  tell  our  side  to  the  public, 
but  let’s  be  honest  when  we  tell  it!”  The  caution 
about  honesty  was  occasioned  when  the  speaker  told 
how  a campaign  letter  from  Edward  Kennedy  prom- 
ised Massachusett’s  elderly  people  full  medical  cover- 
age under  the  Administration's  proposed  program. 
Culpepper  termed  this  cruelly  dishonest,  for  the  fed- 
eral program  by  no  means  offered  full  medical  cov- 
erage. 

Concluding,  the  speaker  told  his  audience,  "Amer- 
ica has  been  a great  country;  it  has  been  great  be- 
cause we  can  live  our  lives  as  doctors  based  on  two 
main  principles:  love  of  country  and  love  of  God.” 

Symposium  on  Legislation 

Held  before  an  afternoon  audience  of  politically 
concerned  doctors,  the  Symposium  on  Legislation  of- 
fered a preview  of  the  main  issues  involving  medi- 
cine which  can  be  expected  on  both  the  state  and 
national  levels  in  the  coming  year.  A discussion  on 
lobbying  and  the  physician’s  role  at  the  grass  roots 
level  was  included. 

Moderator  was  Dr.  John  M.  Smith,  Jr.,  San  An- 
tonio, chairman  of  the  Council  on  Medical  Juris- 
prudence. Symposium  speakers  included  C.  Joseph 
Stetler,  Chicago,  director  of  the  AMA  Legal  and 
Socio-Economic  Division;  Philip  R.  Overton,  Austin, 
General  Counsel  for  TMA;  and  Aubrey  D.  Gates, 
Chicago,  director  of  the  AMA  Division  of  Field 
Service. 

Stetler:  88th  Congress — 

Preview  of  Health,  Medical  Issues 

"If  we  defeat  the  Administration’s  social  security 
health  care  proposal  during  the  next  two  years,  we 
will  gain  a legislative  breathing  spell,”  C.  Joseph 
Stetler  told  his  audience.  "In  1963-1964,  medicine 
has  an  excellent  chance  to  lose  a great  deal  of  inde- 
pendence and  ultimately  to  lose  out  in  competition 
with  the  federal  government.” 

Stetler  believes  that  timing  is  of  the  essence  in  this 
year’s  battle  against  socialized  medicine.  "This  means 
the  actual  vote  on  this  issue  will  be  planned  for  the 
Second  Session — or  just  in  time  for  the  1964  Presi- 
dential election,”  he  said.  However,  he  feels  strongly 
that  at  the  first  sign  of  lethargy  or  inactivity  on  the 
part  of  medicine,  the  timetable  will  be  revised  when 
passage  of  the  bill  becomes  feasible. 
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For  this  reason,  and  because  he  believes  the  Ad- 
ministration’s effort  to  push  the  bill  will  be  more 
subtle,  sophisticated,  and  "behind-the-scene”  than  it 
was  in  the  87th  Congress,  medicine’s  job  will  be 
more  complex  and  much  tougher  than  before,  accord- 
ing to  the  speaker. 

Quoting  from  President  Kennedy’s  State  of  the 
Union  speeches  in  1962  and  1963,  Stetler  claimed 
the  Administration’s  stand  on  medical  care  for  the 
aged  was  "about  as  consistent  as  giving  a college  boy 
a convertible,  a blonde,  and  a bottle  of  bourbon  and 
telling  him  to  go  do  his  homework!” 

Stating  that  medicine  is  in  "worse  shape  in  the 
88th  Congress  than  it  was  in  the  87th,”  Stetler  also 
explained  that  this  precarious  position  depends  on 
fickle  factors  of  politics  and  that  the  job  now  is  for 
medicine  to  stress  its  own  positive  program  and  to 
expose  the  weaknesses  and  dangers  in  the  Admin- 
istration’s approach. 

Stetler  then  listed  7 events  which  have  weakened 
medicine’s  position,  and  12  events  which  have 
strengthened  it.  Foremost  on  the  weakening  side  was 
the  death  of  Senator  Kerr,  who  was  co-author  of 
the  Kerr-Mills  Act  and  a staunch  friend  of  medicine. 
In  addition,  he  cited  the  selection  of  Representa- 
tives Bass  and  Jennings  for  the  House  Ways  and 
Means  Committee;  the  Administration’s  gain  of  five 
to  six  votes  in  the  Senate  on  its  medical  care  pro- 
posal; increasing  lethargy  among  some  physicians 
and  medical  society  executives;  apparent  willingness 
of  some  physicians  and  medical  societies  to  admit 
defeat  or  settle  for  a "compromise”;  the  Administra- 
tion’s smoother  staff  work  in  legislation;  and  the 
relatively  easy  Administration  victory  in  the  Rules 
Committee  controversy. 

Medicine’s  position  is  stronger  because  of  indi- 
vidual Congressmen  who  are  staunchly  opposed  to 
the  social  security  approach  to  medical  care  for  the 
aged;  because  of  slight  Republican  gains  in  the 
House  and  a strengthened  Republican-Southern  Dem- 
ocrat coalition;  because  of  the  President’s  inconsistent 
stand  on  taxes  and  social  security;  because  of  weak- 
nesses in  the  social  security  program;  because  of 
growing  public  awareness  of  the  disadvantages  en- 
tailed in  the  Administration’s  proposal;  and  because 
of  better  alternative  plans  being  developed. 

Stetler  concluded,  "What  medicine  does  in  the 
next  few  months  can  have  as  much  effect  on  gov- 
ernment as  government  can  have  on  medicine.” 

Overton:  58th  Legislature — 

Preview  of  Health,  Medical  Issues 

"When  we  call  on  you,  please  don’t  sit  on  your 
hands!  ” Philip  Overton  laughingly  made  this  request 
of  his  audience. 

Characterizing  the  58th  Legislature  as  "the  most 
conservative  legislature  we’ve  had  in  years”,  Mr. 


Overton  outlined  some  of  the  bills  affecting  health 
or  medical  issues  which  are  expected  to  be  put  up 
for  consideration  this  year. 

He  mentioned  a bill  to  exempt  physicians  and 
hospitals  from  liability  in  releasing  cancer  informa- 
tion to  cancer  registries;  a bill  to  offer  protection  to 
hospital  staffs  and  boards  of  censors  who  can  then 
discipline  their  own  groups;  a bill  to  license  medical 
technologists  ( to  which  TMA  is  opposed ) ; a bill 
to  license  geriatric  nurses  (also  opposed  by  TMA); 
a bill  concerning  the  State  Board  of  Health;  and  a 
bill  to  license  clinical  laboratories.  He  elaborated  on 
a bill  supported  by  the  Texas  Graduate  Nurses  As- 
sociation which  would  require  a degree  in  nursing 
education  as  a qualification  for  appointment  to  the 
certification  board.  They  want  a mandatory  bill  which 
could  be  made  to  apply  to  physical  therapists,  X-ray 
technologists,  medical  technologists,  and  others.  TMA 
is  opposed  to  this  bill  also. 

Other  bills  discussed  by  Mr.  Overton  include  one 
to  implement  the  second  phase  of  the  Kerr-Mills  Act 
on  basis  of  need;  one  to  require  paregoric  to  be  re- 
stricted to  oral  or  written  prescriptions;  one  which 
would  require  the  reporting  of  treatment  of  all  gun- 
shot wounds;  and  one  concerning  the  graduate 
school  of  biomedicine  at  the  University  of  Houston. 

Gates:  You  Are  A Lobbyist 

Lobbying  cannot  be  done  strictly  from  Washing- 
ton or  Austin,  because  Congressmen  and  members 
of  the  Legislature  respond  best  to  direct  pressures 
from  their  constituents.  Aubrey  Gates  emphatically 
pointed  this  out  to  his  audience  and  added  that 
"Congress  is  neither  better  nor  worse  than  the  aver- 
age constituent”. 

He  felt  that  one  of  the  primary  functions  of  medi- 
cal lobbying  this  year  will  be  to  make  up  the  defi- 
ciency caused  by  Senator  Kerr’s  death  and  to  set  the 
basis  whereby  medical  people  can  talk  to  any  Con- 
gressman on  the  issues  they  are  most  interested  in. 

Gates  included  in  his  address  a series  of  questions 
aimed  at  the  local  level  and  designed  to  illustrate 
how  effective  local  lobbying  actually  is.  According 
to  him,  if  physicians  can  answer  all  of  these  questions, 
they  will  be  ready  to  begin  effective  lobbying.  The 
questions  are  listed  below. 

What  contacts  has  organized  medicine  or  the  in- 
dividual physician  with  the  Congressman?  What  is 
his  general  attitude  on  health  legislation?  Who  is  the 
Congressman’s  personal  physician  both  at  home  and 
in  Washington?  Who  knows  the  Congressman’s  top 
secretariat  or  his  Washington  staff?  Who  is  the 
person,  or  persons,  in  each  ward  or  county  in  the 
Congressional  district  who  is  most  influential  with 
the  Congressman?  Who  is  the  physician  who  knows 
and  can  work  with  each  of  them?  Who  are  the  four 
or  five  men  in  the  Congressman's  district  who  ad- 
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vise  with  him  on  such  important  matters  as  patron- 
age, who  direct  his  campaign,  etc.?  Who  are  the 
physicians  who  know  and  can  work  with  them? 

Who  are  the  principal  contributors  to  his  cam- 
paign? What  contact  does  the  medical  profession 
have  with  officers  or  leaders  of  such  organizations  as 
Blue  Cross-Blue  Shield,  dentists,  hospital  boards  of 
directors,  Chambers  of  Commerce,  Farm  Bureau,  and 
Grange?  Who  are  the  doctors  who  know  and  can 
talk  to  each  of  these  people  mentioned  in  these  two 
questions?  What  are  the  Congressman’s  hobbies? 
What  is  his  favorite  charity?  To  what  boards,  or- 
ganizations, church  does  he  belong? 

What  newspapers  in  the  district  supported  him 
in  his  last  campaign?  What  is  the  newspapers’  pres- 
ent attitude  toward  him?  What  contacts  does  the 
medical  profession  have  with  any  or  all  of  these 
newspapers?  Either  directly  with  the  editors,  with 
leaders  in  other  media,  or  through  other  influential 
citizens  in  town,  how  can  medicine  reach  him?  How 
big  a factor  is  labor  in  the  district?  Do  any  of  the 
local  labor  organizations  deviate  from  the  national 
labor  organizations  and  for  what  reason? 

Gates  pointed  out  that  a Congressman  must  be 
a politician  before  he  can  be  a statesman;  therefore, 
he  must  be  dependent  upon  his  constituency.  Medi- 
cine must  develop  strong  contacts  within  the  con- 
stituency to  be  effective  in  lobbying. 


Poucher:  Miracle  of  the  American  Way 


In  the  afternoon  o symposium  on  legislation  was  held 
to  inform  physicians  of  issues  expected  to  arise  in  1963. 
Panelists  include,  left  to  right,  back,  Philip  Overton,  Gen- 
eral Counsel,  and  Dr.  John  M.  Smith,  Jr.,  Chairman, 
Council  on  Medical  Jurisprudence;  left  to  right,  front,  C. 
Joseph  Stetler,  director,  AMA  Legal  and  Socio-Economic 
Division,  and  Aubrey  D.  Gates,  director,  AMA  Division 
of  Field  Service. 


Closing  the  January  Conference  with  an  eloquent 
plea  for  a revival  of  the  concept  of  man  as  an  image 
of  God  and  for  the  self-determination  inherent  in 
this  concept,  Wayne  Poucher  told  his  audience  that 
"the  time  has  come  for  Americans  to  stop  looking  to 
Washington  and  start  looking  inside  themselves". 

Poucher,  editor  and  daily  speaker  for  the  Life 
Line  radio  and  television  series  since  1958,  held  his 
audience’s  attention  with  descriptions  of  the  men 
in  religion,  labor,  business,  and  medicine  who  have 
lost  their  purpose  in  life  and  exist  to  "serve  their 
own  purely  materialistic  interests”.  Declared  the 
speaker,  "Here  we  find  the  answer  to  the  loss  of 
freedom  by  a free  people.” 

Poucher  characterized  the  physician  who  encour- 
ages this  loss  of  freedom  as  one  who  is  more  inter- 
ested in  cash  than  cures,  who  has  convinced  himself 
that  it  is  perfectly  logical  that  all  accidents  and  ill- 
nesses must  occur  only  between  the  hours  of  9 to  5 
and  never  on  Sunday,  and  who  will  charge  an  insur- 
ance company  for  three  visits  a day  even  though  he 
doesn’t  actually  see  the  patient  but  once  a week.  "He 
is  the  kind  of  doctor  who,  by  practicing  socialite 
medicine,  is  actually  bringing  on  socialistic  medicine,” 
argued  the  dynamic  speaker. 

However,  Poucher  stated  that  the  battle  of  social- 
ized medicine  is  only  a small  part  of  the  battle  which 


immediately  affects  the  physician’s  profession:  the 
battle  for  good  over  evil,  for  freedom  over  tyranny. 

This,  then,  is  the  main  choice  facing  Americans 
today.  The  individual  must  choose  for  himself  which 
of  two  schools  of  thought  (or  concepts  of  man)  and 
which  of  the  two  consequent  paths  of  action  he  will 
take.  One  school  of  thought  sees  the  universe  and  all 
its  inhabitants  as  the  result  of  an  accidental  chance, 
and  mankind  with  his  intelligence,  abilities,  and  skills 
as  the  "complicated  evolvement  of  an  odds-maker’s 
nightmare”.  This  concept  of  man  as  a "managed 
mass”  leads  to  the  "low  road  of  life”,  according  to 
the  speaker,  where  the  "creative  genius  of  the  human 
mind"  is  turned  to  evil  purposes  and  man  reflects 
evil.  The  influence  of  this  school  of  thought  produces 
"greed,  dishonesty,  immorality,  and  the  present  drive 
towards  collectivism”,  said  the  speaker.  Here  there 
is  no  room  for  individual  dignity,  since  "the  indi- 
vidual is  only  part  of  a faceless  mass  to  be  managed, 
exploited,  and  maintained  for  whatever  use  the 
masterminds  may  desire". 

Man  may  choose  the  other  path,  however,  and 
consider  himself  the  result  of  design  and  supreme 
intelligence,  the  image  of  God  made  to  subdue  the 
earth  and  to  have  dominion  over  it,  created  to  reflect 
His  glory  and  honor  and  eternal  justice  and  good. 
"Here  we  find  the  idea  of  liberty,”  said  Poucher.  "We 
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Philip  Overton,  General  Counsel,  discusses  the 
outlook  for  state  legislation  for  members  of  the 
Woman's  Auxiliary  at  their  1963  Legislative  Con- 
ference, held  simultaneously  with  the  Conference  for 
Physicians. 

are  free  to  make  a choice;  we  have  a freedom  of  will, 
a freedom  which  is  exclusively  the  unalienable  right 
of  every  human  born  upon  the  earth.  It  is  in  the 
exercise  of  this  freedom  of  will  that  we  choose  the 
high  or  the  low  concepts  of  life — the  road  to  free- 
dom, individual  dignity,  and  personal  integrity  or  the 
road  to  slavery  and  collectivism,”  he  stated  emphati- 
cally. 

Poucher  stressed  that  education,  progress,  civiliza- 
tion, and  evolution  follow  the  adoption  of  the  high 
concept  of  man,  whereas  degradation,  hunger,  en- 
slavement, and  devolution  accompany  the  low  con- 
cept. "Upon  this  grand  concept  our  American  gov- 
ernment was  founded,  and  from  it  have  flowed  the 
great  blessings  of  liberty  and  progress  which  Ameri- 
cans have  enjoyed  for  almost  200  years,”  Poucher 
emphasized. 

"Do  we  still  hold  to  this  concept?”  No,  asserted  the 
speaker.  Regretfully,  he  stated  that  in  his  honest 
opinion,  "we  are  now  in  the  process  of  abandoning 
the  grand  concept  of  man.  This  simply  means  that 
we  are  also  in  the  process  of  abandoning  the  very 
foundation  of  freedom  itself.” 

Particularly  in  the  realm  of  international  relations, 
Poucher  found  that  this  unfortunate  tendency  prevails. 

Final  speaker,  Wayne  Poucher,  Washington,  D.C., 
radio  and  television  commentator  for  "Life  Line",  is 
served  coffee  by  Auxiliary  member  Mrs.  C.  P.  Hard- 
wicke. 


"We  utilize  the  power  of  right  over  might,  of  good 
over  evil  when  we  fight  for  principles  over  expedi- 
ency,” he  stated.  Yet  he  called  expediency  one  of 
the  greatest  problems  facing  our  society  today.  Pouch- 
er asserted  that  the  U.  S.  has  abandoned  the  course 
of  "principled  integrity”  and  accepted  one  of  "po- 
litical expediency"  in  both  foreign  and  domestic  af- 
fairs. Recalling  Thomas  Jefferson’s  idea  that  America 
did  not  desire  to  make  the  world  over  in  her  image, 


but  that  she  would  not  recognize  as  legitimate  any 
nation  whose  government  was  not  formed  by  the 
will  of  the  people  substantially  stated,  Poucher  enum- 
erated recent  instances  in  which  the  United  States  has 
deviated  from  this  idea. 

In  his  opinion,  the  economic  boycott  of  Cuba  and 
the  withdrawal  of  diplomatic  recognition  from  "that 
little  dictator"  mean  little  unless  America  has  the 
courage  to  withdraw  recognition  from  Castro’s  boss, 
"the  dictator  of  Russia”.  The  situations  in  the  Congo, 
in  Hungary,  in  all  the  Eastern  European  satellites,  in 
west  New  Guinea  proved  that  we  stand  for  expedi- 
ency instead  of  self-determination,  according  to 
Poucher.  The  strange  situation  where  American  sol- 
diers are  sent  to  fight  in  South  Viet  Nam  while 
foreign  aid  is  sent  to  Poland  (which  in  turn  helps 
the  North  Viet-Namese)  results  in  the  tragedy  of 
the  "same  parents  supplying  both  the  soldiers  and  the 
guns  with  which  they  are  killed”. 

"When  we  summon  the  courage  to  withdraw  our 
diplomatic  recognition,  our  trade,  and  our  aid  from 
every  dictator  on  earth,  whether  he  be  of  the  right 
or  of  the  left,  then  and  only  then  will  we  be  back  on 
the  high  road  which  leads  to  respectability,  to  indi- 
vidual dignity,  and  to  freedom  for  the  whole  human 
race,”  stressed  Poucher. 

Even  in  the  United  States  itself,  in  our  domestic 
affairs,  the  grand  concept  is  disappearing.  "We  hear 
much  about  states’  rights,  but  too  little  about  states’ 
responsibilities.  Everybody  is  against  federal  aid  ex- 
cept the  kind  they  are  getting,”  he  said.  "Many  ob- 
jections to  collectivism  are  voiced,  but  they  are  weak- 
ened by  later  actions.” 

After  stating  that  he  objected  to  socialized  medi- 
cine because  it  means  he  would  be  forced  to  contra- 


vene a specific  command  of  God,  Poucher  elaborated 
on  his  reasons  for  opposition.  "I  believe  it  is  basic 
to  the  concept  of  man  in  the  image  of  God  that 
each  individual  take  care  of  himself  and  his  own 
family  so  long  as  he  is  able  to  do  so.  I also  believe 
it  is  basic  to  this  concept  to  love  my  neighbor  as 
myself  and  to  do  unto  others  as  I would  have  them 
do  unto  me.  My  opposition  to  the  present  drive  to- 
ward socialized  medicine  is  rooted  in  the  fact  that 
the  passage  of  such  a law  would  take  from  me,  by 
force,  a part  of  my  ability  to  take  care  of  my  own. 
Thus,  it  is  a violation  of  my  constitutional  right  to 
practice  my  religion  freely  and  without  prohibition 
from  the  government  of  the  United  States.” 

"Such  a plan  presupposes  the  superior  ability  of 
someone  in  Washington  to  manage  my  affairs  for  me 
better  than  I can  myself,”  he  complained. 

Are  doctors’  reasons  for  opposing  socialized  medi- 
cine valid?  The  speaker  questioned  this  and  then 
explained  his  reasoning.  Poucher  asserts  that  unless 
a doctor  feels  that  the  noblest  service  to  himself  is 
found  in  the  serving  of  his  fellow  man,  he  will  base 
his  objections  on  a purely  material  basis.  Unless  he 
believes  in  the  high  concept  of  man  as  the  image  of 
God  and  in  his  noble  purpose,  the  doctor  will  not  be 
able  to  subdue  the  world  of  disease  and  have  do- 
minion over  it  as  a response  to  this  purpose  and  as 
a privilege  of  being  created  in  this  image.  Unless 
the  doctor  bases  his  objections  on  the  concept  of  in- 
dividual dignity,  he  will  be  obeying  the  laws  of  men 
rather  than  the  laws  of  God. 

"If  your  opposition  stems  solely  from  material- 
istic motives,  then  you  will  fight  a good  fight,  but 
you  will  finally  bow  to  the  god  of  expediency,"  con- 
cluded Poucher. 
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TMA  Annual  Session  Program 
Lists  13  Scientific,  Lay  Films 


A total  of  13  scientific  and  lay  films  will  be 
shown  between  hours  10  a.m.  and  1 p.m.  at  the  film 
program  scheduled  for  Monday  and  Tuesday,  April 
29-30,  as  a feature  of  the  Texas  Medical  Association's 
1963  Annual  Session  in  Dallas. 

A service  feature  of  the  film  program  this  year  is 
the  showing  of  several  lay  films  which  are  available 
to  physicians  from  the  TMA  Memorial  Library  for 
use  in  working  with  civic  clubs  and  other  lay  groups. 

Monday’s  films  include  ’Missile  Destruct’’,  "Re- 
duction Mammaplasty  for  Pendulous  Breasts’’,  "Inno- 
vations in  Transfusion  Therapy”,  ''The  Single  Thyroid 
Nodule”,  "Preparation  for  Childbirth”,  "Poisonous 
Snakes”,  and  "The  Innocent  Party”.  Films  to  be  shown 
on  Tuesday  include  "Friendship  VII”,  "Repair  of 
Median  Episiotomies  Including  Third  Degree  Lacera- 
tions”, "Ligation  of  the  Internal  Iliac  (Hypogastric) 
Arteries”,  "Broken  Glass”,  "Safety  Through  Seatbelts”, 
and  "Facts  About  Figures”. 

Some  of  these  films  are  available  in  the  TMA 
Memorial  Library.  Others  are  brought  in  especially 
for  the  film  program. 

Tickets  for  the  annual  dinner  dance  of  the  96th 
Annual  Session  may  be  obtained  in  advance  from 
E.  Maxwell  Jones,  Business  Manager.  Cost  of  the 
tickets  will  be  $8.50  per  person.  (The  ticket  does 
not  include  setups.)  The  event  will  be  held  in  the 
Grand  Ballroom  of  the  Statler-Hilton  Hotel,  and  A1 
Nilsen  and  his  orchestra  will  furnish  music. 

In  addition  to  the  dinner  dance,  physicians  may 
take  advantage  of  other  activities  planned  for  their 
enjoyment.  A physicians’  golf  tournament  will  be 
held  Monday,  April  29,  at  the  Glen  Lakes  Country 
Club.  Physicians  planning  to  participate  in  the  tourn- 
ament are  asked  to  contact  Dr.  B.  C.  Halley,  3707 
Gaston,  Dallas.  If  enough  interest  is  shown  by  the 
return  of  the  forms  included  in  the  January  issue  of 
the  Texas  State  Journal  of  Medicine,  a skeet  shoot 
will  also  be  scheduled  by  the  Committee  on  General 
Arrangements. 

Physicians  may  also  attend  alumni  events  on  Sat- 
urday evening,  April  27.  The  University  of  Texas 
alumni  group  has  scheduled  a reception  and  banquet 
for  6:30  p.m.  in  the  Roof  Garden  of  the  Adolphus 
Hotel,  and  the  alumni  group  from  Tulane  University 
is  considering  a similar  event.  Plans  have  been  made 
for  a dinner  dance  for  Southwestern  Medical  College 
alumni.  Although  these  plans  are  not  sponsored  by 
the  alumni  association  and  are  not  intended  to  replace 
the  annual  banquet  held  during  the  Southern  Medical 
Association  Clinical  meeting,  Southwestern  alumni 
are  encouraged  to  attend.  The  dinner  dance,  including 


a floor  show,  "Ras  Ma  Tas”,  is  planned  for  the  Cen- 
tury Room  of  the  Adolphus  Hotel.  Only  the  first  200 
applications  received  before  April  16  will  be  ac- 
cepted. Applications  should  include  an  $8  check  per 
person  and  should  be  sent  to  Dr.  Allen  M.  Fain, 
chairman  of  the  Southwestern  alumni  banquet,  621 
Hustead  Drive,  Duncanville,  Tex. 

Nine  patients  showing  different  afflictions  are 
tentatively  scheduled  to  be  presented  on  the  two 
Eidophor  closed-circuit  color  television  programs.  On 
Monday,  April  29,  from  11  to  11:45  a.m.,  Dr.  M.  A. 
Perlstein,  Chicago,  will  discuss  "A  Clinical  Approach 
to  Cerebral  Palsy”  and  possibly  will  present  three  pa- 
tients: one  showing  cerebral  palsy  due  to  the  Rh 
factor,  one  a hemapheic,  and  one  a paraplegic.  Dr. 
Harvey  Blank,  Miami,  on  Tuesday,  April  30,  from 
4 to  5 p.m.,  will  discuss  "Problems  in  Cutaneous  Med- 
icine” and  plans  to  show  five  patients  with  zoster, 
eruptions  due  to  light  or  drug  reaction,  deep  fungus 
or  ringworm,  skin  manifestations  of  systemic  disease, 
and  psoriasis  (occlusive  dressing).  He  also  plans 
to  show  slides  of  hemangiomas. 

Other  special  programs  scheduled  include  the  heart 
conference,  the  Texas  Academy  of  General  Practice 
Seminar,  the  Symposium  on  Aerospace  Medicine,  and 
the  Curbstone  Consultations.  The  Texas  Heart  Asso- 
ciation, in  conjunction  with  Annual  Session,  will 
sponsor  a Conference  for  the  Rehabilitation  of  the 
Cardiovascular  Patient  on  Friday  and  Saturday,  April 
26-27.  TAGP  will  hold  a seminar  entitled  "Reincar- 
nation Through  Rehabilitation”  on  Sunday,  April  28. 
Attendance  at  the  seminar  will  be  acceptable  for  six 
hours  of  Category  I credit  by  the  American  Academy 
of  General  Practice.  Sponsored  by  the  Committee  on 
Nuclear  Medicine,  the  Symposium  on  Aerospace 
Medicine  will  be  held  Sunday,  April  28,  from  2:00  to 
4:30  p.m.  at  the  Baker  Hotel. 

Ten  Curbstone  Consultations  on  varied  subjects 
will  be  sponsored  by  TMA  on  Monday,  April  29,  from 
8 to  9:30  p.m.  in  the  Terrace  Room  of  the  Baker  Ho- 
tel. The  Consultations  will  be  held  in  the  form  of 
simultaneous  round  table  discussions.  Specific  topics, 
TMA  members,  and  guest  speakers  selected  for  six  of 
the  panels  were  listed  in  the  January  Journal.  In  ad- 
dition, two  more  panels  have  been  completed.  Dr. 
John  T.  Mallams,  Dallas,  will  moderate  a panel  on 
"The  Management  of  Advanced  Malignancies”.  Panel- 
ists will  include  Dr.  Oscar  L.  Morphis,  Fort  Worth; 
Dr.  Vincent  P.  Collins,  Houston;  Dr.  William  L.  Wil- 
son, San  Antonio;  Dr.  Karl  W.  Erwin,  Dallas;  and 
possibly,  Dr.  George  A.  Balia,  Dallas. 
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Dr.  Mavis  P.  Kelsey,  Houston,  will  serve  as  mod- 
erator for  the  panel  on  "Common  Problems  of  the 
Thyroid”.  Panelists  will  be  Drs.  Frederick  J.  Bonte, 
C.  Ferrill  Hamilton,  and  George  J.  Race,  Dallas;  and 
Dr.  Edgar  C.  White,  Houston.  A tentative  topic, 
"Management  of  Low  Back  Pain”  has  been  selected 
for  a round  table  discussion  in  the  field  of  ortho- 
pedics. 

The  Orientation  program  has  been  rescheduled  for 
Monday  morning,  April  29,  between  8 and  12  in 
the  Regency  Room  of  the  Adolphus.  A joint  section 
meeting  involving  the  sections  on  surgery,  radiology, 
pathology,  internal  medicine,  and  digestive  diseases 
is  scheduled  for  2:15  p.m.  Tuesday.  Seven  guest 
speakers  will  participate  in  the  two  panel  discussions 
included  in  this  meeting. 

A First  Aid  Station  will  be  set  up  in  the  Adolphus 
Hotel  under  the  direction  of  Dr.  Samuel  R.  Brown 
during  the  session.  The  Chief  Nurse  of  the  Dallas 
Methodist  Hospital  will  be  available  during  the  meet- 
ing. 

Four  more  speakers  may  be  placed  before  civic 
groups  in  the  public  lecture  phase  of  Annual  Session. 
At  present,  Dr.  George  M.  Fister,  AMA  president,  is 
scheduled  to  speak  to  the  Dallas  Rotary  Club  on 
Wednesday,  May  1,  and  Eugene  N.  Beesley,  president 
of  Eli  Lilly  and  Company,  will  address  the  Dallas 
Kiwanis  Club  on  Tuesday,  April  30.  These  two  guest 
speakers  are  scheduled  to  address  the  two  General 
Meeting  Luncheons  held  Monday  and  Tuesday.  On 
April  29,  Mr.  Beesley  will  speak,  and  Dr.  Fister  will 
serve  as  speaker  the  following  day.  Business  and 
civic  leaders  of  the  Dallas-Fort  Worth  area  will  be 
invited  to  attend  the  luncheon  on  Tuesday  to  hear 
Dr.  Fister  and  to  tour  the  exhibit  area. 

Three  guest  speakers  will  address  the  general  meet- 
ing on  Monday,  including  Dr.  Perlstein  with  his 
Eidophor  performance.  The  other  two  speakers  will 
be  Dr.  J.  Leonard  Goldner,  Durham,  N.  C.,  "The 
Musculoskeletal  Aspects  of  Emotional  Conditions”, 
and  Dr.  William  K.  Jordan,  New  York,  "The  Evalua- 
tion of  Minimal  Brain  Damage”. 

Four  speakers  will  address  the  general  meeting  on 
Tuesday.  Dr.  Frank  Princi,  Cincinnati,  will  speak  on 
"Air  Pollution — Facts  and  Fables”.  Dr.  Harvey  Blank, 
Miami,  will  discuss  "Treatment  of  Superficial  Fungus 
Infections”.  Dr.  Wendell  G.  Scott,  St.  Louis,  will  use 
"Radiological  Detection  of  Small  Cancers  and  Polyps 
of  the  Colon'  as  his  topic,  and  Dr.  J.  V.  D.  Hough, 
Oklahoma  City,  will  discuss  "Ears  That  Now  Hear". 

To  remind  physicians  of  the  myriad  activities 
scheduled  for  the  1963  Annual  Session,  promotional 
material  will  be  distributed  on  a regular  schedule  by 
the  public  relations  office.  An  advance  program, 
listing  speakers  and  topics,  will  be  mailed  to  TMA 
membership  the  latter  part  of  February. 


Wink,  Tex.,  Editorial  Writer 
Deplores  Saskatchewan  Situation 

An  editorial  favorable  to  the  private  practice  of 
medicine  was  published  recently  in  the  Wink  Bulle- 
tin, Wink,  Tex.,  edited  by  Bill  J.  Beckham.  En- 
titled "Don’t  Wait  Too  Long!”  it  compares  the  situ- 
ation of  the  people  of  Saskatchewan  to  the  situation 
of  the  American  people. 

The  editorial  emphasizes  that  the  time  to  act 
against  the  threat  of  socialized  medicine  is  now, 
before  socialistic  forces  gain  control  of  the  U.  S. 
government.  It  points  out  that  the  reason  the  Can- 
adian province  was  unsuccessful  in  its  well-publi- 
cized battle  against  socialized  medicine  hinged  on 
the  fact  that  the  government  was  already  controlled 
by  socialistic  powers:  "The  simple  truth  is  that  the 
people  and  the  doctors  of  Saskatchewan  waited  too 
long  to  begin  their  fight  against  socialized  medicine 
and  the  inferior  medical  service  which  it  inevitably 
brings.” 

To  stress  this  point,  the  editorial  includes  a letter 
written  by  a Canadian  housewife,  who  denounced 
the  services  offered  under  the  Medical  Insurance 
Act  and  pleaded  for  action  to  save  Saskatchewan. 
The  editorial  points  out  that  Americans  "can  fight 
socialized  medicine  before  it  is  enacted  into  law”, 
thus  having  an  advantage  over  the  Canadians. 

"The  American  people  must  wake  up  now  and 
fight  for  their  freedoms,  or  the  United  States,  like 
Canada,  may  well  find  that  the  socialist  planners 
have  a deathgrip  on  their  government,”  states  the 
editorial  writer. 


New  Organization  Proposed 
For  Architects,  Engineers,  M.D.'s 

The  formation  of  an  organization  of  the  scientific 
and  mathematical  professions  in  the  state  has  been 
proposed  and  a report  on  its  organizational  meeting 
has  been  accepted  by  the  Executive  Board  of  the 
Texas  Medical  Association. 

A preliminary  discussion  regarding  this  organiza- 
tion took  place  in  December  in  Houston  among  rep- 
resentatives of  the  Texas  Society  of  Architects,  Texas 
Society  of  Professional  Engineers,  and  the  Texas 
Medical  Association. 

The  resolution  adopted  by  the  Executive  Board 
asked  for  permission  of  the  governing  bodies  of 
these  professions  for  further  exploratory  meetings 
regarding  organization.  Purpose  of  the  organization 
would  be  to  improve  communication  and  liaison 
and  mutual  assistance  among  those  professions  in 
the  areas  of  public  relations,  legislation,  professional 
advancement,  professional  education,  and  student  re- 
cruitment. 
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Hospital  Association 
Begins  Construction 

Groundbreaking  ceremonies  for  the  new  $300,000 
Texas  Hospital  Association  headquarters  building  in 
Austin  were  held  Jan.  11. 

Officials  participating  in  the  ceremony  were 
Charles  Nash,  Austin  Chamber  of  Commerce  presi- 
dent; George  B.  Pearson,  THA  president  and  admin- 
istrator of  the  Medical  Center  Hospital,  Tyler;  Dr. 
Leigh  J.  Crozier,  THA  president-elect  and  director 
of  Hermann  Hospital,  Houston;  Austin  Mayor  Pro 
Tern  Edgar  Perry;  Dr.  James  E.  Peavy,  State  Commis- 
sioner of  Health,  Austin;  Sister  Louise  Marie,  admin- 
istrator of  Seton  Hospital,  Austin;  and  T.  H.  Morri- 
son, Jr.,  THA  vice  president  and  administrator  of 
Valley  Baptist  Hospital,  Harlingen. 

Mr.  Pearson  noted  at  the  groundbreaking  cere- 
monies that  the  THA  headquarters  office,  now  at 
1905  North  Lamar  Blvd.,  was  relocated  in  Austin 
because  of  its  geographic  location  and  nearness  to 
allied  organizations  interested  in  hospital  patient 
care.  The  office  had  been  located  in  Dallas  30  years 
prior  to  its  I960  move  to  Austin. 

The  modern  one-story  building,  located  on  a two- 
acre  site,  Highway  290  and  Sheridan  Avenue  in  Aus- 
tin, will  contain  approximately  30,000  square  feet 
of  floor  space.  Two  conference  rooms,  one  to  accom- 
modate 40  persons  and  the  other,  up  to  250  persons, 
were  designed  exclusively  for  association  activities. 


In  addition  to  the  THA  headquarters  staff,  six  al- 
lied health  organizations  will  occupy  space  in  the  new 
building.  They  are  district  and  regional  offices  of 
Blue  Cross-Blue  Shield  of  Texas,  Texas  State  Board 
of  Nurse  Examiners,  Texas  Conference  of  Catholic 
Hospitals,  Texas  Nursing  Home  Association,  Li- 
censed Vocational  Nurse  Association  of  Texas,  and 
Texas  League  for  Nursing. 

Construction  is  now  under  way  and  estimated  com- 
pletion date  is  August,  1963-  Formal  dedication  of 
the  building  will  be  held  May  16-20,  1964,  when 
Austin  hosts  THA’s  35th  annual  convention. 


Four  Physicians  in  Congress 

The  new  Congress  has  only  four  physician  mem- 
bers as  compared  to  seven  in  the  1961-1962  session. 

Senator  Ernest  Gruening  ( D.,  Alaska ) and  Repre- 
sentatives Durward  Hall  (R.,  Mo.)  and  Thomas 
Morgan  (D.,  Pa.)  were  re-elected.  Dr.  James  D. 
Weaver  ( R.,  Pa.)  captured  a House  seat  in  his  first 
political  race. 

Representatives  Walter  Judd  (R.,  Minn.)  and 
Ivor  Fenton  (R.,  Pa.)  were  defeated  in  contests 
where  redistricting  was  a major  factor. 

Representative  Dale  Alford  (D.,  Ark.)  gave  up 
his  House  seat  and  ran  unsuccessfully  for  governor 
of  Arkansas.  Representative  Edwin  Durno  ( R.,  Ore.) 
lost  in  a bid  to  switch  from  the  House  to  the  Senate. 


Architect's  concept  of  the  Texas  Hospital  Associa- 
tion's headquarters  building  shows  a modern  one- 
story  building  having  approximately  30,000  square 


feet  of  floor  space.  In  addition  to  the  THA  head 
quarters  staff,  six  allied  health  organizations  will  oc 
cupy  space  in  the  new  building. 
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Increased  Federal  Controls  Now  Effective 
On  Clinical  Testing  of  New  Drugs 


The  federal  government  appreciably  increased  its 
controls  over  the  clinical  testing  of  new  drugs,  in- 
cluding antibiotics,  with  new  regulations  effective 
Feb.  7. 

The  new  regulations  of  the  Food  and  Drug  Ad- 
ministration require  that  the  FDA  be  put  on  notice 
and  given  full  details  about  the  distribution  of  drugs 
for  investigational  use;  that  clinical  investigations  be 
based  on  adequate  studies  on  animals,  and  that  the 
clinical  tests  be  properly  planned,  executed  by  quali- 
fied investigators,  and  that  the  investigators  and  the 
FDA  be  kept  fully  informed  of  the  adverse  findings 
of  other  investigators  during  the  progress  of  the 
investigations. 

If  an  investigation  develops  evidence  that  the 
drug  is  not  safe  or  is  ineffective,  the  FDA  said  it 
will  order  discontinuance  of  clinical  tests. 

The  old  regulations  did  not  require  either  an  initial 
notice  to  FDA  of  a clinical  trial  of  a new  drug  or 
subsequent  reports  on  such  use. 

Before  they  were  announced  in  their  final  form, 
numerous  modifications  were  made  in  the  version 
published  on  Aug.  10,  1962,  as  proposed  regulations. 
More  than  300  written  comments  on  the  proposed 
regulations  were  received  by  the  FDA.  In  addition, 
FDA  officials  met  with  representatives  of  the  AMA 
and  various  other  interested  scientific  groups. 

The  FDA,  however,  did  not  make  all  the  changes 
urged  by  the  scientific  groups. 

The  Pharmaceutical  Manufacturers  Association 
credited  the  Department  of  Health,  Education,  and 
Welfare  and  the  FDA  with  modifying  the  regula- 
tions as  originally  proposed  sufficiently  so  that  'most 
of  the  major  difficulties  found  by  reputable  medical 
scientists”  had  been  resolved. 

But  the  PMA  said  "the  burden  of  paperwork  im- 
posed by  the  new  regulations  is  enormous.” 

"The  success  of  the  department  meeting  its  stated 
goals  will  of  course  depend  in  large  part  on  the 
wisdom  of  administration  of  these  regulations,”  the 
PMA  said.  "It  is  hoped  that  remaining  troublesome 
problems  may  be  resolved  in  the  near  future  by 
appropriate  amendments.” 

One  modification  was  designed  to  permit  some 
flexibility  in  the  planning  of  the  investigation  of 
the  safety  and  effectiveness  of  a new  drug.  Another 
modification  cut  down  on  the  record-keeping  re- 
quirements. 

To  meet  criticisms  that  the  regulations  as  originally 
proposed  would  impinge  upon  the  physician-patient 
relationship  by  calling  for  inspection  of  the  clinical 
records,  the  FDA  said: 

"The  provisions  for  inspection  of  the  patient’s  rec- 


ords have  been  modified  to  make  it  clear  that  the 
investigator  may  withhold  the  names  of  volunteers 
or  patients  unless  the  records  of  a particular  volun- 
teer or  patient  require  a more  detailed  study  of  drug 
effects,  or  unless  there  is  reason  to  believe  that  the 
records  do  not  represent  actual  results  obtained. 

"...  if  the  record  has  been  sent  to  the  sponsor  by 
the  investigator,  there  is  no  confidentiality,  and  the 
record  is  to  be  made  available  by  the  sponsor  for 
inspection  by  a properly  authorized  employee  of 
the  Department  of  Health,  Education,  and  Welfare. 
Where  the  record  has  not  been  sent  to  the  sponsor, 
the  investigator  is  required  to  maintain  it  and  make 
it  available  upon  request  of  a scientifically  trained 
and  specially  authorized  employee  of  the  Depart- 
ment.” 

The  proposed  regulations  dealing  with  publication 
of  findings  of  investigators  were  construed  by  some 
as  restricting  free  flow  of  scientific  information.  But 
the  FDA  said  the  regulations  were  "not  intended  to 
bar  factual  news  reporting  to  scientists  or  the  public.” 

The  proposed  regulations  also  were  said  to  deny 
extremely  important  new  drugs  not  yet  approved  for 
general  distribution  to  patients  who  might  need  them 
urgently  as  a life-saving  measure.  The  FDA  denied 
this,  saying  "there  is  no  bar  in  the  regulations  to 
giving  the  necessary  instructions  to  and  obtaining 
the  necessary  commitments  from  a new  investigator 
by  telephone  in  case  this  is  needed  to  save  a life.” 

Pending  further  consideration,  radioactive  new 
drugs  were  exempted  from  the  new  regulations  if 
they  are  shipped  in  accordance  with  current  regula- 
tions of  the  Atomic  Energy  Commission.  This  exemp- 
tion was  urged  by  Texas  Medical  Association  through 
a resolution  passed  by  the  Executive  Board  last  Sep- 
tember. The  Committee  on  Nuclear  Medicine  initi- 
ated the  resolution. 

FDA  Commissioner  George  P.  Larrick  said  that 
the  regulations  as  issued  provide  strong  and  necessary 
controls  over  the  investigational  use  of  new  drugs 
and  meet  all  of  the  new  provisions  in  the  Kefauver- 
Harris  amendments  of  1962,  including  assurance  that 
patient  consent  to  the  use  of  investigational  drugs  be 
obtained  by  the  investigators,  unless  in  their  profes- 
sional judgment  this  is  not  feasible  or  is  contrary  to 
the  patient’s  best  interest. 

However,  the  new  regulations  were  issued  under 
an  old  law.  The  drug  testing  provisions  of  the  new 
law  do  not  become  effective  until  next  May  1. 

Before  issuance  of  the  new  regulations,  HEW  Sec- 
retary Anthony  J.  Celebrezze  approved  a reorganiza- 
tion of  the  Division  of  New  Drugs  of  the  FDA's 
Bureau  of  Medicine.  The  HEW  said  the  reorganiza- 
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tion  was  designed  to  "permit  FDA  to  discharge  more 
effectively  its  increased  responsbilities  in  the  new 
drug  area.” 

All  Sources  of  Radiation 
To  Be  State-Regulated 

On  March  1,  the  regulation  of  certain  sources  of 
radiation  used  in  Texas  by  individuals,  industries,  in- 
stitutions, and  hospitals  will  become  the  singular  re- 
sponsibility of  the  Texas  State  Department  of  Health. 

This  is  the  result  of  an  agreement  signed  Jan.  10, 
1963,  by  Governor  Price  Daniel  and  Glenn  Seaborg, 
D.Sc.,  chairman  of  the  Atomic  Energy  Commission, 
transferring  to  the  State  of  Texas  certain  regulatory 
authority  over  by-product  material  and  specified 
amounts  of  source  and  special  nuclear  materials. 

The  transfer  agreement  was  the  result  of  two  years 
of  tedious  negotiation-  between  the  State  and  the 
AEC.  This  was  the  result  of  close  liaison  and  co- 
operation between  the  Texas  Radiation  Advisory 
Board  and  the  Texas  Medical  Association  Commit- 
tee on  Nuclear  Medicine. 

Members  of  the  Association’s  Executive  Board  re- 
cently commended  the  work  of  this  Committee  in 
bringing  to  fruition  this  agreement  and  the  subse- 
quent formation  of  a Radiation  Advisory  Board  un- 
der the  Texas  State  Department  of  Health.  Texas  is 
the  fifth  state  to  have  such  a board  to  administer  a 
complete  radiation  control  program. 

According  to  C.  R.  Barden,  Director  of  Occupa- 
tional Health  and  Radiation  Control,  Texas  State 
Department  of  Health,  before  the  agreement  was 
signed,  the  AEC  issued  licenses,  formulated  rules  and 
regulations,  and  made  compliance  inspections  of  all 
users  of  by-product  material  (those  materials  made 
radioactive  in  nuclear  reactors;  for  example,  radio- 
active iodine-131,  gold-198,  phosphorus-32,  and  iron- 
59).  The  State  had  full  responsibility  for  registration 
of  radium  and  roentgen-ray  production  equipment, 
the  two  other  sources  of  ionizing  radiation.  This  con- 
stituted a duality  of  regulatory  agencies  in  the  licens- 
ing and  inspection  of  many  individual  and  group 
radiation  programs. 

The  issuance  of  licenses  and  the  conduct  of  in- 
spection will  be  the  function  of  the  Division  of  Oc- 
cupational Health  and  Radiation  Control.  All  radio- 
active materials  will  be  licensed  normally  for  a peri- 
od of  two  years.  All  roentgen-ray  producing  equip- 
ment will  continue  to  be  registered.  Soon,  license 
application  forms  will  be  mailed  to  all  individuals 
and  hospitals  presently  holding  AEC  licenses.  After 
receipt,  the  license  application  should  be  submitted 
as  soon  as  possible  for  evaluation  and  reissue  by  the 
State.  It  is  expected  that  relicensing  can  be  accom- 
plished within  the  interim  licensing  period  of  March 
1 to  June  1,  1963. 


Baylor  Receives  Grant 
To  Study  Care  of  Newborn 

A grant  in  the  amount  of  $239,516  for  study  of 
the  special  problems  involved  in  the  care  of  the  new- 
born infant  has  been  awarded  to  Baylor  University 
College  of  Medicine  by  the  John  A.  Hartford  Foun- 
dation, Inc.  of  New  York. 

The  project,  which  was  begun  in  1959  with  a grant 
of  $172,000  from  the  Foundation,  is  a unique  diag- 
nostic study  of  the  infant’s  crucial  period  of  adjust- 
ment— the  time  between  birth  and  its  first  feeding. 
This  is  when  the  difficulties  to  which  newborn 
babies  are  particularly  susceptible  begin. 

An  interdisciplinary  team,  composed  of  pediatri- 
cians, obstetricians,  and  physiologists,  cooperates  to 
provide  highly  specialized  care  for  these  infants  in 
the  transitional  care  nursery  at  Jefferson  Davis  Hos- 
pital in  Houston.  This  nursery  is  operated  along  the 
lines  of  the  "postoperative  intensive  care  units” 
which  have  proved  to  be  of  great  value  in  surgery. 
The  group  has  found  that  many  of  the  problems  in 
infants  during  the  first  day  of  life  are  similar  to 
those  in  postoperative  patients,  such  as  respiratory 
depression,  shock,  and  acidosis. 

The  Baylor  investigators  have  made  extensive  re- 
cordings of  physiologic  events  such  as  respiration, 
heart  beat,  and  electrocardiogram  on  more  than  700 
infants  in  this  unit  since  the  study  began  in  1959- 

One  of  the  developments  from  information  gained 
in  the  care  of  the  newborn  has  been  the  design  of  an 
"artificial  placenta”,  an  electronic  device  which  per- 
forms similarly  to  the  heart-lung  machine.  The  ap- 
paratus, devised  by  the  surgical  consultants  to  the 
transitional  care  nursery,  has  not  been  used  on  human 
infants,  but  has  been  used  successfully  with  newborn 
animals.  The  investigators  believe  the  equipment  may 
in  time  sustain  for  periods  of  several  hours  newborn 
infants  who  are  experiencing  respiratory  depression 
or  shock. 

The  new  two-year  grant  of  the  John  A.  Hartford 
Foundation,  Inc.  will  permit  the  investigators  to 
continue  the  transitional  care  nursery  and  to  obtain 
minute-to-minute  observation  of  the  infant  before, 
during,  and  after  delivery,  with  both  clinical  and 
electronic  monitoring.  Alternate  methods  of  manage- 
ment of  sick  infants  will  be  evaluated  in  the  transi- 
tional care  nursery,  and  the  biochemical  changes  of 
infants  with  birth  asphyxia  and  respiratory  distress 
will  be  investigated  by  laboratory  studies.  The  team 
hopes  to  contribute  vital  information  which  may  lead 
to  improved  care  during  obstetric  labor,  delivery,  and 
the  newborn  period,  thus  reducing  the  death  rate  and 
the  incidence  of  nerve  damage  which  may  produce 
handicaps  later  in  life. 
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Dallas  Southern  Clinical  Society  Schedules 
Annual  Spring  Conference  at  Statler  Hilton 


The  32  nd  annual  spring  clinical  conference  of  the 
Dallas  Southern  Clinical  Society  is  scheduled  for 
March  18-20  at  the  Statler  Hilton  Hotel  in  Dallas. 

Acceptable  for  Category  II  credit,  American  Acad- 
emy of  General  Practice,  the  conference  will  include 
general  assemblies,  scientific  exhibits,  panel  discus- 
sions, roundtable  luncheons,  technical  exhibits,  a din- 
ner dance,  postgraduate  lectures,  informal  breakfast 
discussions,  and  grand  rounds. 

Guest  speakers  include,  on  surgery,  Dr.  W.  A. 
Altemeier,  Cincinnati,  who  will  speak  on  "Treatment 
of  Penetrating  Abdominal  Wounds  in  Civilian  Prac- 
tice”, "Some  Considerations  in  Management  of  Sur- 
gical Infections”,  "Staphylococcal  Enterocolitis”,  and 
"Small  Bowel  Disease”;  and  Dr.  James  D.  Hardy, 
Jackson,  Miss.,  who  will  speak  on  "Carcinoma  of  the 
Breast”,  "Homotransplantation  of  Tissues”,  and 
"Therapy  of  Specific  Atherosclerotic  Arteries”; 

On  ophthalmology,  Dr.  Elmer  J.  Ballintine,  Cleve- 
land, Ohio,  "Recent  Developments  in  Diagnosis  of 
Glaucoma”,  "Recent  Developments  in  the  Manage- 
ment of  Simple  Glaucoma”,  and  "Diagnosis  and 
Management  of  Low  Tension  Glaucoma”;  and  Dr. 
Richard  C.  Troutman,  Brooklyn,  "Ophthalmic  Micro- 
surgery— Instrumentation  and  Techniques”,  "Modi- 
fied Cataract  Techniques  for  Use  with  Alpha-Chymo- 
trypsin  and  Intraocular  Lenses”,  "Incidents,  Accidents, 
and  Complications  in  Cataract  Surgery”; 

On  internal  medicine,  Dr.  William  H.  Beierwaltes, 
Ann  Arbor,  Mich.,  "Radioisotope  Diagnosis  of  Heart 
Disease”,  "Radioisotope  Diagnosis  of  Renal  Vascular 
Disease  with  Hypertension”,  "Management  of  Thy- 
roid Carcinoma”;  Dr.  George  C.  Griffith,  Los  An- 
geles, "Predicting  the  Coronary  Prone  Individual — 
Comments  on  Management”,  "Hypersensitivity  Ar- 
teritis”, "The  Arrhythmias — Detection  and  Manage- 
ment”, and  "Anticoagulation  Therapy”;  and  Dr. 
Harold  Jeghers,  Jersey  City,  N.  J.,  "How  to  Work  Up 
a Jaundiced  Patient”,  "Some  Skin  Manifestations  of 
Systemic  Disease”,  and  "Small  Bowel  Diseases”; 

On  urology,  Dr.  William  H.  Boyce,  Winston- 
Salem,  N.  C.,  "Evaluation  of  Techniques  for  Diver- 
sion of  Urine  from  Bladder”,  and  "Surgical  Manage- 
ment of  Renal  Calculi”; 

On  psychiatry,  Dr.  Norman  Q.  Brill,  Los  Angeles, 
"Interviewing  the  Patient  with  a Psychosomatic  Dis- 
order”, "Emotional  Problems  of  Marriage”,  and  "Mo- 
tivation of  Patients”; 

On  pediatrics,  Dr.  William  C.  Deamer,  San  Fran- 
cisco,  "Growth  Problems — Short  Boys,  Tall  Girls”, 
"After  Skin  Tests,  What?”,  "Respiratory  Tract  In- 
fections in  Childhood  Asthma”; 

On  otolaryngology,  Dr.  David  D.  DeWeese,  Port- 


land, Ore.,  "Management  of  Parotid  Gland  Disease", 
"The  Stuffy  Nose”,  "The  Dizzy  Patient”,  and  "Lacial 
Paralysis  and  Bell’s  Palsy — A Surgical  Emergency?”; 

On  obstetrics-gynecology,  Dr.  R.  Gordon  Douglas, 
New  York  City,  "Diagnosis  and  Management  of  In- 
competent Cervix”,  "Maternal  Mortality  in  Last  Ten 
Years  at  New  York  Lying-In  Hospital”,  "Vasopressin 
in  Control  of  Hemorrhage  in  Gynecological  Surgery”; 
and  Dr.  Clyde  L.  Randall,  Buffalo,  N.  Y.,  "Carcinoma 
of  Ovary”,  "The  Risk  of  Preserving  the  Ovary”,  and 
"Trophoblastic  Tumors”; 

On  space  medicine,  Gen.  Don  Llickinger,  USAL 
(MC),  Washington,  D.  C.,  "Medical  Support  of 
Manned  Space  Exploration",  "Advances  in  Biology 
and  Medicine  Through  Space  Exploration",  "Problems 
in  Medical  Monitoring  in  Manned  Space  Flight”; 

On  otology,  Dr.  Victor  Goodhill,  Los  Angeles, 
"The  Special  Problem  of  Pediatric  Cholesteatoma", 
"Isolation  of  Mastoid  Bowl  in  Tympanoplasty”,  and 
"Perichondrial  Polyethylene  Assembly  and  Stapedec- 
tomy”; 

On  pathology,  Dr.  Arthur  T.  Hertig,  Boston,  "Pre- 
cancerous  Lesions  of  the  Genital  Tract”;  "Functioning 
Ovarian  Tumors”,  and  "Trophoblastic  Tumors”; 

On  orthopedic  surgery,  Dr.  Norman  W.  Hoover, 
Rochester,  Minn.,  "Vascular  Injuries  in  Fractures  and 
Dislocations”  and  "Major  Tendon  Disruptions  Other 
Than  the  Hand  and  Foot”; 

And  on  radiology,  Dr.  Harold  O.  Peterson,  Min- 
neapolis, "Newer  and  Special  Procedures  Popularized 
in  the  Past  Ten  Years”,  "Roentgen  Diagnosis  of 
Ureteral  Colic”,  and  "Roentgen  Diagnosis  in  Gastric 
Ulcer”. 


Oklahoma  TB  Association 
Announces  Colloquy  March  28-30 

The  Oklahoma  Tuberculosis  Association  has  an- 
nounced the  speakers  for  the  4th  Oklahoma  Col- 
loquy on  Advances  in  Medicine.  Topic  of  the  pro- 
gram, scheduled  for  March  28-30,  1963,  in  Oklahoma 
City,  is  pulmonary  insufficiency. 

The  colloquy  will  be  held  at  the  University  of 
Oklahoma  Medical  Center  Auditorium  and  has  been 
developed  by  the  Department  of  Medicine  and  Di- 
vision of  Postgraduate  Education  at  the  University 
of  Oklahoma  School  of  Medicine. 

Collaborating  societies  include  the  Oklahoma  Tu- 
berculosis Association  and  the  Oklahoma  Thoracic 
Society. 

Thirteen  teachers  and  investigators  from  the 
United  States,  Canada,  and  England  will  participate. 
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They  are  Dr.  Richard  V.  Ebert,  professor  and  head. 
Department  of  Medicine,  University  of  Arkansas 
Medical  Center,  Little  Rock;  Dr.  Dickinson  W.  Rich- 
ards, professor  of  medicine,  Columbia-Presbyterian 
Medical  Center,  New  York  City;  Dr.  J.  C.  Scadding, 
dean  and  director  of  studies,  Institute  of  Diseases  of 
the  Chest,  Brompton  Hospital,  London; 

Also,  Dr.  James  K.  Alexander,  Baylor  University 
College  of  Medicine,  Texas  Medical  Center,  Houston; 
Dr.  Alfred  P.  Lishman,  associate  professor  of  medi- 
cine, Columbia  University  College  of  Physicians  and 
Surgeons,  Presbyterian  Hospital,  New  York  City;  Dr. 
Hollis  G.  Boren,  Veterans  Administration  Hospital, 
Houston; 

Also,  Dr.  James  L.  Hammarsten,  professor  of  medi- 
cine, University  of  Minnesota  School  of  Medicine, 
head,  department  of  medicine,  Ancker  Hospital,  St. 
Paul,  Minn.;  Dr.  Vernon  E.  Krahl,  professor,  De- 
partment of  Anatomy,  University  of  Maryland  School 
of  Medicine,  Baltimore;  Dr.  William  L.  Miller,  asso- 
ciate professor  of  medicine,  University  of  Texas 
Southwestern  Medical  School,  Dallas;  Dr.  John  A. 
Pierce,  associate  professor  of  medicine,  University 
of  Arkansas  Medical  Center,  Little  Rock; 

Also,  Dr.  Bram  Rose,  associate  professor,  Royal 
Victoria  Hospital,  Montreal;  Dr.  John  Severinghaus, 
Cardiovascular  Research  Institute,  University  of  Cal- 
ifornia Medical  Center,  San  Lrancisco;  and  Dr.  John 
P.  Wyatt,  professor  of  pathology,  Saint  Louis  Uni- 
versity School  of  Medicine,  St.  Louis. 

Miami  Beach  to  Host 
Medicolegal  Conference 

The  American  Medical  Association’s  1963  Medico- 
legal Symposium  will  be  held  at  the  Americana  Ho- 
tel in  Miami  Beach,  March  8-9-  More  than  1,000 
physicians  and  attorneys  are  expected  to  attend. 

Sponsored  by  the  AMA’s  Legal  and  Socio-Economic 
Division,  the  meeting  will  feature  three  U/2  hour 
mock  trials  based  on  medicolegal  cases. 

Among  the  topics  scheduled  for  discussion  at  this 
meeting  are  "Medicolegal  Aspects  of  Encephalog- 
raphy”, "Medicolegal  Implications  of  Hypnosis”,  and 
"Medicolegal  Aspects  of  Cancer  and  Cigarette  Smok- 
ing”. 

Previously,  the  AMA  conducted  three  medicolegal 
symposiums  every  other  year;  however,  this  year  the 
Miami  Beach  meeting  will  be  the  only  one. 

Registration  fee  for  the  meeting  will  be  $10  to 
cover  the  cost  of  a luncheon  and  a copy  of  the  pro- 
ceedings. Advance  registration  cards  may  be  ob- 
tained from  C.  Joseph  Stetler,  director,  Legal  and 
Socio-Economic  Division,  American  Medical  Asso- 
ciation, 535  N.  Dearborn  Street,  Chicago  10. 


Costly  NIH  Projects 
Include  Echoes,  Dog  Brains 

With  the  help  of  studies  on  echoes,  beagle  brains, 
silent  thinking,  and  sheep's  teeth,  federal  spending 
for  health  and  welfare  has  increased  more  than  five 
times  since  1954,  reports  Tax  Loundation,  Inc. 

This  estimation  does  not  include  aid  to  state  and 
local  governments,  the  Loundation  revealed  in  a re- 
cent issue  of  Monthly  Tax  Features. 

The  unusual  subjects  were  research  projects  of  the 
National  Institutes  of  Health,  the  research  arm  of 
the  Public  Health  Service  and  the  largest  of  the  fed- 
eral government’s  public  health  activities.  NIH  ac- 
counted for  23  per  cent  of  direct  health  and  welfare 
spending  in  1954  and  is  expected  to  account  for  60 
per  cent  in  1963.  Only  twice  since  1950  have  appro- 
priations for  NIH  been  smaller  than  the  budget  esti- 
mates, and  in  many  instances,  the  preceding  year’s 
appropriations  ceiling  became  the  ensuing  year’s 
floor. 

In  speaking  to  Congress  recently,  Senator  Douglas 
of  Illinois  criticized  these  large  appropriations  on  the 
grounds  that  "the  amount  has  encouraged  applica- 
tion for  funds  for  projects  which  are  not  really  very 
important”.  To  prove  his  point,  he  noted  some  of  the 
projects  and  the  grants  given  for  them: 

"Investigation  of  Information  Contained  in 
Echoes”,  $13,837;  "Studies  of  Silent  Thinking”,  $26,- 
565;  "A  Stereostatis  Atlas  of  the  Beagle  Brain”,  $9,- 
775;  "Tooth  Development  in  Sheep”,  $2,300;  "Red 
Tuna  and  Yellow  Eat  Disease  in  the  Cat”,  $19,965; 
"Behavioral  and  Physiological  Concomitants  of 
Dreaming”,  $20,700;  and  "The  Oral  Health  of  Ice- 
landic Peoples”,  $14,030. 

Congress  also  was  reminded  of  former  President 
Eisenhower’s  three  objections  to  a previous  hike  in 
NIH  appropriations.  Lirst,  he  feared  the  increase 
might  lower  the  quality  of  the  projects  by  making 
funds  too  easily  and  rapidly  available;  second,  he 
thought  the  increase  might  divert  too  much  man- 
power from  teaching  and  medical  practice  into  re- 
search; and  third,  he  believed  that  this  might  dis- 
courage nonfederal  support  of  medical  research. 

Nuclear  Society  Sections 
To  Meet  in  New  Orleans 

The  Southeastern  and  Southwestern  Sections  of  the 
Society  of  Nuclear  Medicine  will  hold  a joint  meet- 
ing in  New  Orleans  at  the  Roosevelt  Hotel  on  March 
22-24. 

This  meeting  will  be  of  interest  to  physicians 
practicing  in  the  field  of  nuclear  medicine  and  re- 
lated sciences.  Papers  by  members  of  the  sections,  as 
well  as  some  by  nationally  known  guest  speakers,  will 
be  presented. 
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AMWA  Offers  Services 
For  Medical  Writers 

Physicians  who  are  interested  in  medical  writing, 
in  educational  processes,  in  editing,  publishing,  or 
any  other  aspects  of  medical  communication  may 
wish  to  become  members  of  the  American  Medical 
Writers’  Association,  suggests  the  AMWA. 

AMWA,  now  20  years  old,  is  a national  profes- 
sional society  of  people  who  are  engaged  or  interested 
in  medical  communications.  It  stages  an  annual  two- 
day  convention  (Chicago  in  1963;  Philadelphia  in 
1964);  provides  a medical  manuscript  editing  service 
and  a national  placement  service  for  members;  grants 
awards  and  certificates  for  outstanding  accomplish- 
ments in  medical  writing  and  editing;  judges  medical 
writing  contests;  maintains  a roster  of  lecturers  on 
medical  writing,  and  offers  scholarships  for  people 
contemplating  a career  in  this  field. 

AMWA's  national  office  is  at  250  West  57th  St., 
New  York  19. 


Dallas  to  Host  South  Central 
Association  of  Blood  Banks 

The  annual  meeting  of  the  South  Central  Associ- 
ation of  Blood  Banks  will  be  held  in  Dallas  at  the 
Statler  Hilton  Hotel  March  1-2. 

Any  member  of  the  medical  professions,  admin- 
istrative or  technical  personnel,  and  members  of  bio- 
logical or  chemical  science  professions  who  are  in- 
terested in  blood  banking  may  attend  the  meeting. 

Texas  physicians  who  are  to  be  on  the  program 
include  Drs.  Donald  A.  Sutherland,  Dallas;  E.  Rich- 
ard Halden,  Jr.,  president  of  the  association,  Fort 
Worth;  James  T.  Wheeler,  Dallas;  and  Thomas  F. 
Dutcher,  Dallas. 

Other  Texans  on  the  program  are  Florence  Del 
Prete,  Amarillo;  David  E.  Soules,  Ph.D.,  Dallas;  and 
Roy  Cates,  Austin. 

Lackland  to  Host  Conference 
On  Transmissible  Diseases 

The  13th  Annual  Southwestern  Conference  on  Dis- 
eases in  Nature  Transmissible  to  Man  will  be  held 
in  San  Antonio  on  April  4-5  in  the  auditorium  of 
the  USAF  Hospital,  Lackland  Air  Force  Base. 

The  meeting  is  open  to  all  physicians,  veterinari- 
ans, epidemiologists,  public  health  officers,  micro- 
biologists, zoologists,  entomologists,  laboratory  work- 
ers, and  individuals  of  related  fields. 

Individuals  interested  in  obtaining  further  in- 
formation should  write  to  Capt.  William  D.  Hillis, 
Chief,  Department  of  Epidemiology,  Lackland  Air 
Force  Base,  Texas. 


Thalidomide  Questioned  as 
Sole  Cause  of  Phocomelia  Rise 

Further  investigation  of  the  thalidomide  tragedy 
may  reveal  that  the  drug  has  been  unjustly  blamed 
as  the  sole  cause  of  the  recent  high  rise  of  phoco- 
melia outside  the  United  States. 

Studies  in  England  and  Germany  have  determined 
the  presence  of  large  numbers  of  "negative  cases” 
in  which  the  mother  of  the  malformed  child  is  not 
known  to  have  taken  thalidomide.  Two  theories  have 
resulted  from  these  negative  cases:  one  is  that  these 
mothers  must  have  taken  the  drug  unknowingly,  and 
the  second  is  that  thalidomide  must  not  be  the  only 
cause. 

Dr.  H.  W.  von  Schrader,  scientific  director  of  the 
German  firm  which  first  distributed  thalidomide,  has 
concluded,  after  studying  reports  from  eight  coun- 
tries, that  these  negative  cases  may  account  for  up  to 
50  per  cent  of  the  instances  of  phocomelia. 

In  addition,  in  England,  R.  W.  Smithells,  M.B.,  a 
consultant  pediatrician  at  Alder  Hey  Children’s  Hos- 
pital in  Liverpool,  asserts  that  "this  drug  (meaning 
thalidomide)  appears  to  have  been  responsible  for 
less  than  half  the  cases”.  This  is  based  on  his  study 
of  cases  of  phocomelia  which  occurred  in  Liverpool. 
He  published  his  findings  in  Lancet. 

Both  men  agree  that  there  is  substantial  evidence 
to  confirm  the  association  of  phocomelia  and  thalido- 
mide. 

Also  in  Germany,  a group  of  five  German  scien- 
tists who  had  been  active  in  studying  thalidomide  is 
currently  engaged  in  a joint  study  of  the  negative 
cases  of  phocomelia.  They  were  encouraged  to  do  so 
by  Gunter  Grupp,  Ph.D.,  an  associate  professor  of 
pharmacology  at  the  Cincinnati  University  College 
of  Medicine.  During  his  visit  to  14  German  medical 
centers  in  August  and  September,  Dr.  Grupp  found 
that  "in  all  places  where  patients  had  been  carefully 
studied,  there  were  always  more  than  25  per  cent  in 
which  thalidomide  could  not  be  found  in  the  history”. 

This  information  was  derived  from  a late  Novem- 
ber issue  of  AM  A News. 

Basic  Sciences  Exam  Announced 

The  next  examination  of  the  Texas  State  Board 
of  Examiners  in  the  Basic  Sciences  has  been  set  for 
Friday  and  Saturday,  April  5-6,  1963,  in  Austin,  Dal- 
las, Galveston,  and  Houston. 

Details  as  to  time  and  place  may  be  obtained  from 
the  Executive  Secretary  at  201  East  14th  St.,  Austin. 

Applications  for  the  April  examinations  must  be 
complete  and  in  this  office  by  March  IS,  1963,  and 
all  necessary  information  and  documents  required 
of  examinees  by  the  Board  must  be  completed  and 
in  the  applicant’s  file  by  that  date,  according  to 
Henry  B.  Hardt,  Ph.D.,  president  of  the  Board. 
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Personals 

The  appointment  of  Dr.  Hamilton  Faith  Ford  as 
professor  and  chairman  of  the  Department  of  Neu- 
rology and  Psychiatry  at  the  University  of  Texas 
Medical  Center  has  been 
announced  by  Dr.  John  B. 
Truslow,  executive  dean 
and  director.  The  appoint- 
ment was  effective  Jan.  1. 

Dr.  Ford  succeeds  Dr. 
Titus  H.  Harris,  who  re- 
signed the  department 
chairmanship  last  year  aft- 
er 35  years  as  chairman. 
Dr.  Harris  will  continue  as 
a professor  in  the  Depart- 
ment and  in  his  private  practice. 

The  new  chairman  has  served  at  the  Medical 
Branch  since  1935  when  he  was  appointed  assistant 
professor.  He  became  associate  professor  in  1939, 
and  in  1946  was  given  a professorship. 

— o — 

Dr.  Robert  A.  Hettig,  Houston,  has  been  elected 
president  of  the  Houston  Society  of  Internal  Medi- 
cine for  1963.  Elected  vice  president  was  Dr.  Robert 
S.  Nelson;  secretary,  Dr.  Daniel  Jackson;  and  treasur- 
er, Dr.  Robert  L.  Hershberger. 

— o- 

The  section  on  ophthalmology  and  otolaryngology 
of  the  Southern  Medical  Association  at  its  recent 
meeting  in  Miami  elected  Dr.  Lyle  M.  Sellers  of  Dal- 
las to  its  executive  committee. 

-o- 

East  Harris  County  Branch  of  the  Harris  County 
Medical  Society  officers  for  1963  are  Dr.  H.  W.  Kil- 
patrick, III,  president;  Dr.  W.  A.  Goodrich,  Jr.,  presi- 
dent-elect; Dr.  F.  L.  Jaubert,  Jr.,  vice  president;  Dr. 
J.  C.  Holsomback,  secretary;  and  Dr.  M.  A.  Jones, 
treasurer. 

— o - 

For  25  years’  service  with  the  staff  of  the  Mother 
Francis  Hospital  in  Tyler,  Dr.  E.  H.  Caldwell  has 
been  presented  with  a special  award. 

— o — 

Dr.  N.  E.  Dudney  of  League  City  has  been  elected 
president  of  the  medical  staff  of  the  Galveston  Coun- 
ty Memorial  Hospital  for  1963.  Other  officers  are 
Dr.  Robert  E.  Sullivan,  Jr.,  La  Marque,  vice  presi- 
dent; Dr.  R.  C.  Stiernberg,  Texas  City,  secretary;  Dr. 
W . T.  Anderson,  La  Marque,  chief  of  medicine;  Dr. 
Burton  W . Hink,  Texas  City,  chief  of  surgery;  Dr. 
Herbert  Merz,  Alvin,  chief  of  obstetrics;  and  Dr. 
Elaine  Mantooth  of  Dickinson,  chief  of  general  prac- 
tice. 

— o- 

Dr.  Dick  Cason,  Hillsboro,  reports  that  the  Hill 


County  Medical  Society  met  Jan.  11  at  the  Del-Mar 
Hotel,  Hillsboro.  The  scientific  program  was  a film, 
"Coronary  Collateral  Circulation”. 

-o- 

Dr.  Tom  Hunter  was  in  charge  of  the  program 
presented  at  the  January  meeting  of  the  Tom  Green 
Eight  Counties  Medical  Society.  A film,  "American 
Medicine  Goes  to  Viet  Nam”,  was  shown. 

-o- 

Dr.  Henry  E.  Wahlen  has  opened  an  office  in 
Houston  for  the  practice  of  general  ophthalmology 
with  emphasis  on  the  etiology  of  uveitis. 

— o- 

Dr.  Charles  T.  Ashworth,  professor  and  chairman 
of  the  Department  of  Pathology  at  Southwestern 
Medical  School,  has  received  the  George  T.  Caldwell 
Award  for  outstanding  and  meritorious  service  in 
pathology  in  Texas.  The  award  is  presented  by  the 
Texas  Society  of  Pathologists,  Inc. 

Scott  and  White  Conference 
Announced  for  March  3-5 

The  staff  of  Scott  and  White  Clinic  in  Temple 
will  hold  its  annual  spring  conference  March  3-5. 
Sponsored  in  cooperation  with  the  University  of 
Texas  Postgraduate  School  of  Medicine,  the  11th 
annual  meeting  on  medicine  and  surgery  is  open  to 
all  practicing  physicians. 

Thirteen  hours  of  credit  will  be  certified  through 
the  University  of  Texas  Postgraduate  School  of  Medi- 
cine to  the  Academy  of  General  Practice  for  those 
members  of  the  Academy  of  General  Practice  desir- 
ing credit  for  the  course. 

Physicians’  wives  have  been  invited  to  attend. 
There  will  be  a hospitality  hour  Sunday  evening,  a 
wives’  luncheon  on  Monday,  and  dinner  at  the  Tem- 
ple Country  Club  on  Monday  evening.  Other  activi- 
ties for  the  ladies  also  have  been  planned. 

Guest  speakers  will  be  Dr.  James  L.  Dennis,  pro- 
fessor, department  of  pediatrics,  University  of  Ar- 
kansas Medical  School,  Little  Rock;  Dr.  E.  C.  Ham- 
blen, professor  of  endocrinology  and  associate  pro- 
fessor of  obstetrics  and  gynecology,  Duke  University 
School  of  Medicine,  Durham,  N.  C.;  and  Col.  John  P. 
Stapp,  USAF,  MC,  deputy  chief  scientist,  Aerospace 
Medical  Division,  Brooks  Air  Force  Base. 

There  will  be  a fee  of  $25  for  the  conference, 
$5  of  which  will  be  paid  to  the  University  of  Texas 
Postgraduate  School  of  Medicine,  the  remainder  to 
cover  the  luncheon  and  dinners.  The  $5  fee  will  not 
be  charged  to  members  of  the  Veterans  Administra- 
tion, armed  forces,  residents,  and  interns. 
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Canadian  High  Scorer 
On  State  Board  Exam 

Dr.  John  Bernard  Hicks,  Houston,  who  lists  his 
home  address  as  Deer  Lake,  Newfoundland,  Canada, 
has  made  the  highest  grade  on  the  Dec.  6-8,  1962, 
examinations  of  the  Texas  State  Board  of  Medical 
Examiners. 

After  canvassing  all  grades,  the  Board,  meeting  in 
executive  session  in  Fort  Worth  on  Jan.  12,  informed 
Dr.  Hicks  that  his  general  average  was  90.7. 

Other  examinees  making  the  honor  roll  for  this 
examination  include  Dr.  Virgilio  I.  Beato,  Jaguey 
Grande,  Cuba,  now  in  Pensacola,  Fla.;  and  Dr.  James 
Allen  Collins,  Bridgeport,  Conn.,  now  in  Houston. 

Dr.  Hicks  was  graduated  from  Dalhousie  Univer- 
sity Faculty  of  Medicine,  Halifax,  Nova  Scotia,  in 
1958;  Dr.  Beato,  from  the  University  of  Havana 
School  of  Medicine  in  1943;  and  Dr.  Collins,  from 
Baylor  University  College  of  Medicine  in  1959- 

Neurologic  Groups  to  Meet 
In  Houston  March  14-16 

The  11th  annual  scientific  meeting  of  the  Houston 
Neurological  Society  and  the  Department  of  Neurol- 
ogy, Baylor  University  College  of  Medicine,  will  be 
held  in  the  Texas  Medical  Center,  Houston,  March 
14-16. 

This  symposium  will  be  concerned  with  neurologic 
aspects  of  auditory  and  vestibular  disorders.  Among 
the  participants  are  Dr.  Gunnar  Aschan,  associate 
professor  of  otolaryngology,  Akademiska  Sjukhuset, 
Uppsala,  Sweden;  Dr.  Alf  Brodal,  professor  of  anat- 
omy, The  University  of  Oslo,  Norway;  and  Dr.  Ter- 
ence Cawthorne,  National  Hospital,  London. 

Physicians  interested  in  obtaining  additional  in- 
formation should  write  to  Dr.  William  S.  Fields,  pro- 
fessor and  chairman,  Department  of  Neurology,  Bay- 
lor University  College  of  Medicine,  Texas  Medical 
Center,  Houston  25. 

Hydrocephalus  Research 
To  Continue  at  Southwestern 

Research  investigating  a possible  cause  of  hydro- 
cephalus will  be  conducted  at  the  University  of  Texas 
Southwestern  Medical  School  under  a new  grant  of 
$ 19,190  from  The  National  Foundation-March  of 
Dimes. 

The  project  will  be  directed  by  Dr.  William  Kemp 
Clark,  associate  professor  of  surgery  and  chairman  of 
the  medical  school’s  neurosurgery  division,  and  will 
enable  him  to  conduct  a series  of  experiments  with 
animals  based  on  preliminary  work  on  the  same  prob- 
lem he  studied  two  years  ago  under  a National  Foun- 
dation grant. 


Anson  Jones  Award 
Winners  Announced 

Top  honors  in  metropolitan  daily  newspaper  re- 
porting of  health  and  medical  information  have  gone 
to  The  Houston  Chronicle  and  their  medical  reporter, 
Mrs.  Moselle  Boland.  The  announcement  was  made 
Feb.  1 that  Mrs.  Boland  and  the  Chronicle  were  win- 
ners in  Category  I (daily  newspapers  in  cities  of  250,- 
000  population  or  more)  of  the  Texas  Medical  As- 
sociation’s 1963  Anson  Jones  Award. 

Wilbourn  McNutt,  science  editor  of  the  Austin 
American-Statesman,  was  selected  as  the  top  reporter 
in  his  category  (daily  newspapers  in  cities  with  less 
than  250,000  population).  McNutt  also  serves  the 
Waco  and  Port  Arthur  newspapers. 

The  editor  of  the  Gilmer  Mirror,  Mrs.  Sarah 
Greene,  was  named  the  winner  in  the  category  for 
weekly  newspapers. 

Continental  Oil  Company's  publication,  the  CON- 
OCOan,  was  the  judges’  choice  as  the  top  magazine 
in  Texas  in  the  field  of  providing  health  informa- 
ton.  Mr.  Tom  Powell  is  editor  of  the  monthly  pub- 
lication which  goes  to  13,500  Conoco  employees. 

All  winners  will  receive  an  award  certificate,  and 
the  winner’s  publication  will  be  presented  an  en- 
graved bronze  plaque.  Cash  prizes  for  the  winners 
total  $550. 

The  Anson  Jones  Award  was  created  by  the  Texas 
Medical  Association  in  1956.  It  is  named  in  honor 
of  Dr.  Anson  Jones,  who  was  a physician,  statesman, 
and  writer,  and  served  as  the  last  president  of  the 
Republic  of  Texas. 

AAGP  Plans  Meeting 
In  Chicago  March  29- April  5 

The  15th  annual  scientific  assembly  of  the  Ameri- 
can Academy  of  General  Practice  will  be  held  at 
Chicago’s  McCormick  Place  April  1-4.  Tire  regular 
annual  meeting  of  the  congress  of  delegates  will  be 
held  on  March  30  in  the  Palmer  House,  and  all  dele- 
gates are  requested  to  present  their  credentials  to 
committee  officials  there  on  March  29  or  30. 

A subject  of  prime  concern  to  every  physician  will 
lead  off  the  four  day  scientific  program.  On  Monday, 
April  1,  the  topic  will  be  "The  Role  of  Government 
in  Medical  Care".  Moderating  will  be  Dr.  Walter  H. 
Judd,  Congressman  from  Minnesota.  With  him  will 
be  Dr.  Durward  Hall,  Congressman  from  Missouri. 
Invitations  have  been  extended  to  additional  persons 
who  wish  to  participate  but  have  not  yet  determined 
whether  their  government  responsibilities  will  allow 
them  to  be  absent  from  Washington  in  April. 
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County  Society  Officers 

Armstrong-Donley  - Childress  -Collingsworth  -Hall- 
Wheeler. — President,  Dr.  Fred  H.  Cariker,  Childress; 
vice  presidents,  Dr.  R.  L.  Gilkey,  Clarendon;  Dr.  J.  F. 
Fox,  Childress;  and  Dr.  D.  E.  Blackketter,  Shamrock; 
secretary,  Dr.  J.  J.  Westenberg,  Childress;  delegates, 
Dr.  James  A.  Odom,  Memphis,  and  Dr.  Glen  R. 
Walker,  Wheeler. 

Atascosa. — President,  Dr.  Walter  H.  Joyce,  Lytle; 
vice  president,  Dr.  Robert  E.  Mann,  Pleasanton; 
secretary-treasurer,  Dr.  John  D.  Austin,  Pleasanton; 
delegate,  Dr.  U.  B.  Ogden,  Pleasanton. 

Bell.- — President,  George  H.  Wahle,  Jr.,  Temple; 
vice  president,  Dr.  J.  W.  Padgett,  Killeen;  secretary, 
Dr.  John  D.  Bonnet,  Temple;  delegates,  Dr.  A.  R. 
Kirkley  and  Dr.  O.  B.  Gober,  Temple;  alternates,  Dr. 

N.  C.  Hightower  and  Dr.  W.  L.  Lirette,  Temple. 

Comanche -Mills -San  Saba. — President,  Dr.  William 

O.  Sweet,  Brownwood;  vice  president,  Dr.  Marvin 
A.  Childress,  Goldthwaite;  secretary-treasurer,  Dr. 
Seale  T.  Cutbirth,  Brownwood;  delegate,  Dr.  Joe  B. 
Stephens,  Bangs;  alternate,  Dr.  Paul  M.  Wheelis, 
Brownwood. 

Caldwell. — President,  Dr.  W.  G.  Robertson,  Lul- 
ing;  secretary-treasurer,  Dr.  P.  A.  Wales,  Lockhart. 

Cameron-Willacy. — President,  Dr.  John  C.  Kup- 
pinger,  Harlingen;  president-elect,  Dr.  Lee  Dale 
Jones,  Brownsville;  vice  president,  Dr.  John  A.  Ler- 
ris,  Jr.,  La  Leria;  secretary-treasurer,  Dr.  Charles  Bin- 
ney,  II,  Harlingen;  delegates,  Dr.  Heinrich  Lamm, 
Harlingen,  and  Dr.  Leland  M.  Salinger,  Brownsville; 
alternates,  Dr.  A.  G.  M.  Martin  III,  Harlingen,  and 
Dr.  George  E.  Bennack,  Raymondville. 

Cherokee. — President,  Dr.  Victor  W.  Pryor;  vice 
president,  Dr.  Leslie  W.  Ralston;  secretary-treasurer, 
Dr.  E.  L.  Mahon,  Jr.,  all  of  Jacksonville;  delegate. 
Dr.  James  H.  Kreimeyer,  Rusk;  alternate,  Dr.  J. 
Collier  Rucker,  Jacksonville. 

Dawson-Gaines  - Lynn  - T erry  - Y oakum. — President, 
Dr.  Noah  W.  Stone,  Brownfield;  president-elect  and 
vice  president,  Dr.  C.  A.  Lynn,  Plains;  secretary-treas- 
urer, Dr.  Berry  N.  Squyres,  Denver  City;  delegate, 
Dr.  J.  V.  McKay,  Lamesa;  alternate,  Dr.  C.  B.  Knox, 
Jr.,  Brownfield. 

East  Harris  Branch.- — President,  Dr.  H.  W.  Kil- 
patrick, III;  president-elect,  Dr.  W.  A.  Goodrich; 
vice  president,  Dr.  F.  L.  Jaubert;  secretary,  Dr.  J.  C. 
Holsomback;  treasurer.  Dr.  M.  A.  Jones,  all  of  Bay- 
town. 

Ellis. — President,  Dr.  D.  W.  Williams,  Jr.,  Waxa- 
hachie;  vice  president,  Dr.  A.  O.  Dykes,  Italy;  secre- 
tary-treasurer, Dr.  John  G.  Compton,  Jr.,  Waxahachie; 
delegate,  Dr.  Herbert  Donnell,  Waxahachie;  alter- 
nate, Dr.  Nelson  Jones,  Waxahachie. 

El  Paso. — President-elect,  Dr.  H.  D.  Garrett,  El 
Paso;  delegates,  Dr.  Ira  A.  Budwig,  Dr.  Merle  D. 
Thomas,  and  Dr.  Russell  L.  Deter,  all  of  El  Paso; 


alternates,  Dr.  Mario  Palafox  and  Dr.  Joe  S.  Galatzan, 
El  Paso. 

Galveston. — President,  Dr.  Carroll  T.  Adriance, 
Galveston;  president-elect,  Dr.  Andrew  J.  Magliolo, 
Dickinson;  vice  president,  Dr.  John  L.  Otto,  Galves- 
ton; secretary-treasurer,  Dr.  Robert  E.  Sullivan,  La- 
Marque;  delegates,  Dr.  Edward  J.  Lefeber,  Galveston; 
Dr.  W.  T.  Anderson,  LaMarque;  and  Dr.  Joseph  C. 
Magliolo,  Dickinson;  alternates,  Dr.  John  McGivney, 
Galveston;  Dr.  W.  T.  Matlage,  Texas  City;  and  Dr. 
O.  T.  Kirksey,  Galveston. 

Gonzales. — President,  Dr.  Stewart  M.  Ponder, 
Waelder;  vice  president,  Dr.  Marjorie  Kirkpatrick, 
Gonzales;  secretary-treasurer,  Dr.  Sam  A.  Nixon, 
Floresville;  delegate,  Dr.  Nixon;  alternate,  Dr.  David 
M.  Shelby,  Gonzales. 

Hardeman  - C ottle  - Foard  -Motley  - Dickens  - King. — - 
President,  Martin  M.  Kralicke,  Crowell;  president- 
elect, Dr.  Albert  C.  Traweek,  Jr.,  Matador;  vice  presi- 
dent, Dr.  Wade  Nicolas,  Chillicothe;  secretary-treas- 
urer, Dr.  John  F.  Hughes,  Spur;  delegate,  Dr.  Walter 
A.  Brooks,  Quanah;  alternate,  Dr.  Hughes. 

Harrison. — President,  Dr.  Harold  P.  Bray;  vice 
president,  Dr.  J.  P.  Graves;  secretary,  Dr.  A.  Dieste; 
delegate,  Dr.  Richard  G.  Granbery;  alternate,  Dr. 
Roger  O.  Harmon,  Jr.,  all  of  Marshall. 

Henderson. — President,  Dr.  N.  D.  Geddie,  Jr.; 
vice  president,  Dr.  N.  D.  Geddie,  Sr.;  secretary-treas- 
urer, Dr.  Norris  E.  Holt;  delegate,  Dr.  Holt;  alter- 
nate, Dr.  L.  L.  Cockerell,  all  of  Athens. 

Hill. — President,  Dr.  James  G.  Barton,  Whitney; 
vice  president,  Dr.  Nellins  C.  Smith,  Hillsboro;  sec- 
retary-treasurer, Dr.  Charles  A.  Garrett,  Hillsboro; 
delegate,  Dr.  Dick  Cason,  Hillsboro;  alternate,  Dr. 
Silas  W.  Grant,  Hillsboro. 

Hopkins-Franklin. — President,  Dr.  Lester  A.  Hodg- 
es, Sulphur  Springs;  president-elect,  Dr.  Otto  C.  Wal- 
ling, Mt.  Vernon;  vice  president,  Dr.  Omer  F.  Kirk- 
patrick, Sulphur  Springs;  secretary-treasurer.  Dr.  Wal- 
ling; delegate,  Dr.  Joseph  B.  Longino,  Sulphur 
Springs;  alternate,  Dr.  Sam  W.  Swindell,  Sulphur 
Springs. 

Karnes -Wilson. — President,  Dr.  John  Vaughn 
Blake,  Jr.;  vice  president,  Dr.  Solomon  R.  Boykin; 
secretary-treasurer,  Dr.  Gene  V.  Hdverlah,  all  of 
Floresville;  delegate,  Dr.  H.  J.  Bonnstetter,  Kenedy; 
alternate,  Dr.  Herman  W.  Gaddis,  Stockdale. 

Kaufman. — President,  Dr.  Guy  G.  Shaw,  Jr.,  Kauf- 
man; president-elect  and  vice  president,  Dr.  O.  S. 
Leinart,  Terrell;  secretary-treasurer.  Dr.  R.  G.  Bowers, 
Jr.,  Terrell;  delegate,  Dr.  E.  I.  Hall,  Kaufman;  alter- 
nate, Dr.  R.  C.  Rowell,  Terrell. 

Kerr-Kendall-Gillespie-Bandera. — P resident,  Dr. 
William  C.  Byrd;  secretary,  Dr.  Harry  A.  Claypool; 
treasurer,  Dr.  Theron  C.  Hawkins,  all  of  Kerrville; 
delegate,  Dr.  Choice  B.  Matthews,  Kerrville;  alter- 
nate, Dr.  Lorence  W.  Feller,  Fredericksburg. 

Lamar-Delta. — President,  Dr.  Harold  E.  Hunt, 
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Paris;  president-elect,  Dr.  Charles  H.  Frank,  Paris; 
vice  president,  Dr.  Olen  G.  Janes,  Cooper;  secretary, 
Dr.  Charles  D.  McMillan,  Paris;  delegate,  Dr.  Court- 
ney M.  Townsend,  Paris;  alternate,  Dr.  Harold  E. 
Hunt,  Paris. 

Lampasas-Burnet-Llano; — President,  Dr.  Morris  K. 
Patterson,  Lampasas;  vice  president,  Dr.  Alonzo  C. 
Wood,  Jr.,  Marble  Falls;  secretary-treasurer,  Dr.  Dan 
J.  Hoerster,  Llano;  delegate,  Dr.  Ray  L.  Shepperd, 
Burnet;  alternate,  Dr.  Donald  W.  Carroll,  Lampasas. 

LaSalle-Frio-Dimmit. — President,  Dr.  Clyde  P.  My- 
ers, Cotulla;  vice  president,  Dr.  T.  D.  O’Connor, 
Pearsall;  secretary-treasurer,  Dr.  Dorothy  Mainland 
Brown,  Catarina;  delegate,  Dr.  Emmett  N.  Wilson, 
Pearsall;  alternate,  Dr.  T.  D.  O'Connor,  Pearsall. 

Lavaca. — President,  Dr.  Robert  W.  Williams; 
secretary-treasurer  and  delegate,  Dr.  Robert  J.  Wag- 
ner, both  of  Shiner;  alternate,  Dr.  Loren  K.  Yates, 
Hallettsville. 

Lubbock-Crosby-Garza. — President,  Dr.  Joe  O.  Ar- 
rington, Jr.;  president-elect,  Dr.  T.  H.  Holmes,  Jr.; 
vice  president,  Dr.  C.  L.  Montgomery;  secretary,  Dr. 
Patrick  Pappas;  treasurer,  Dr.  Grady  Wallace;  dele- 
gates, Dr.  J.  G.  Morris  and  Dr.  A.  Lee  Hewitt;  alter- 
nates, Dr.  O.  W.  English  and  Dr.  Pappas,  all  of  Lub- 
bock. 

Medina-Uvalde-Maverick-Val  Verde- Edwards -Real- 
Kinney-T errell-Zavala. — President,  Dr.  Louis  Cartall, 
Del  Rio;  secretary-treasurer,  Dr.  Richard  C.  Rankin, 
Uvalde. 

Nacogdoches. — President,  Dr.  Curtis  R.  Haley,  San 
Augustine;  vice  president,  Dr.  A.  L.  Nelson,  Nacog- 
doches; secretary-treasurer,  Dr.  Tom  P.  Williamson, 
Nacogdoches;  delegate,  Dr.  J.  Frank  Beall,  Nacog- 
doches; alternate,  Dr.  Curtis  R.  Haley,  San  Augustine. 

Navarro. — President,  Dr.  Robert  D.  Mertz;  vice 
president,  Dr.  Lester  E.  McGary;  secretary-treasurer, 
Dr.  Charles  H.  Brown;  delegate.  Dr.  R.  L.  Campbell; 
alternate,  Dr.  Paul  H.  Mitchell,  all  of  Corsicana. 

N olan-Fisher-Mitchell -Scurry  - Borden  - Kent-Stone- 
wall.- — President,  Dr.  W.  P.  Gollihar,  Sweetwater; 
vice  president,  Dr.  Sherman  H.  Merritt,  Snyder;  sec- 
retary-treasurer, Dr.  C.  A.  Johnson,  Sweetwater;  dele- 
gate, Dr.  Francis  Hood,  Sweetwater;  alternate,  Dr. 
Bennie  LeBleu,  Rotan. 

Polk-San  Jacinto.- — President,  Dr.  James  H.  Dam- 
eron;  vice  president,  Dr.  T.  L.  Gardner;  secretary- 
treasurer,  Dr.  John  Corso;  delegate,  Dr.  Dameron; 
alternate,  Dr.  J.  T.  Dabney,  Jr.,  all  of  Livingston. 

Potter-RandalL — President,  Dr.  W.  Q.  Budd;  presi- 
dent-elect, Dr.  W.  E.  Laur;  vice  president,  Dr.  Robert 
F.  Hyde;  secretary-treasurer,  Dr.  Joe  Frank  Robber- 
son;  delegates,  Dr.  C.  B.  Sadler  and  Dr.  E.  D.  McKay, 
all  of  Amarillo;  alternates,  Dr.  J.  Manly  Bryan,  Can- 
yon, and  Dr.  W.  J.  Campbell,  Amarillo. 

San  Patricio-Aransas-Refugio. — President,  Dr.  E.  R. 
Deitch,  Sinton;  president-elect,  Dr.  Richard  H.  Heard, 
Refugio;  vice  president,  Dr.  John  V.  Connolly,  Ingle- 


side;  secretary-treasurer;  Dr.  F.  S.  Ewing,  Sinton;  dele- 
gate, Dr.  A.  F.  Tasch,  Taft;  alternates,  Dr.  M.  C. 
Rittiman,  Sinton,  and  Dr.  L.  G.  Wood,  Rockport. 

Smith. — President,  Dr.  C.  C.  McDonald;  president- 
elect, Dr.  Norris  A.  Wimberly;  vice  president,  Dr.  J. 
Lawrence  Neill;  secretary-treasurer,  Dr.  Norman  E. 
Halbrooks;  delegates,  Dr.  C.  V.  Chenoweth  and  Dr. 
I.  E.  Lamberth;  alternates,  Dr.  J.  Weldon  Birdwell 
and  Dr.  Robert  A.  Gaplinger,  all  of  Tyler. 

Tarrant. — President,  Dr.  Louis  J.  Levy;  president- 
elect, Dr.  John  H.  Richards;  vice  president,  Dr.  Har- 
old J.  Shelley;  secretary-treasurer,  Dr.  D.  E.  Neal; 
alternates,  Dr.  Harry  H.  Womack,  Dr.  Mai  Rumph, 
Dr.  R.  V.  Brasher,  Dr.  J.  M.  Riddell,  Dr.  Drue  O.  D. 
Ware,  and  Dr.  Warren  W.  Moorman;  alternates,  Dr. 
Robert  S.  Guy,  Dr.  E.  N.  Walsh,  Dr.  Robert  D.  Bick- 
el,  Dr.  James  F.  Hooker,  Dr.  Douglas  E.  Bibby,  and 
Dr.  Dewey  W.  Johnston,  all  of  Fort  Worth. 

Taylor-] ones. — President,  Dr.  W.  H.  Seale,  Abi- 
lene; president-elect,  Dr.  Roy  W.  Varner,  Abilene; 
vice  president,  Dr.  J.  F.  Cadenhead,  Haskell;  secre- 
tary-treasurer, Dr.  Jarrett  E.  Williams,  Abilene;  dele- 
gates, Dr.  Willis  J.  Bray  and  Dr.  W.  Kenneth  Day, 
both  of  Abilene;  alternates,  Dr.  Bobby  Jack  Estes  and 
Dr.  Marshall  D.  Turnbull,  both  of  Abilene. 

Tom  Green  Eight.- — President,  Dr.  E.  C.  Winkel- 
mann;  president-elect,  Dr.  B.  A.  Joiner;  vice  presi- 
dent, Dr.  T.  R.  Hunter;  secretary-treasurer.  Dr.  W.  L. 
Smith,  all  of  San  Angelo. 

Travis—  President,  Dr.  George  E.  Clark,  Jr.;  presi- 
dent-elect, Dr.  Douglas  F.  Barkley;  secretary-treasurer, 
Dr.  Walter  S.  Moore;  delegates.  Dr.  P.  C.  Price,  Dr. 
F.  C.  Lowry,  and  Dr.  Ben  M.  Primer,  Sr.;  alternates, 
Dr.  G.  C.  Thorne,  Dr.  B.  Clary  Bates,  and  Dr.  Joe  W. 
Bailey,  all  of  Austin. 

W ashington-Burleson. — President,  Dr.  G.  V.  Paz- 
dral,  Somerville;  vice  president,  Dr.  E.  P.  Tottenham, 
Brenham;  secretary-treasurer,  Dr.  C.  W.  Schoenvogel, 
Brenham;  delegate,  Dr.  Pazdral;  alternate.  Dr.  Joel  H. 
Johnson,  Brenham. 

Wichita. — President,  Dr.  David  H.  Allen;  presi- 
dent-elect, Dr.  William  Rector;  secretary-treasurer, 
Dr.  Henry  B.  Owens;  delegates,  Dr.  William  E. 
Crump  and  Dr.  Robert  L.  Daily;  alternate,  Dr.  John 
L.  Jackson,  all  of  Wichita  Falls. 

The  following  are  corrections  of  listings  published 
in  the  January  issue  of  the  Journal : 

Bexar. — President,  Dr.  Max  E.  Johnson;  president- 
elect, Dr.  Ralph  A.  Munslow,  both  of  San  Antonio. 

Comal. — President-elect,  Dr.  LeRoy  C.  Schleicher; 
secretary,  Dr.  John  K.  Schaefer;  delegate.  Dr.  Arthur 
Bergfeld;  alternate  delegate,  Dr.  John  K.  Schaefer, 
all  of  New  Braunfels. 

Dallas. — President,  Dr.  Ben  A.  Merrick;  president- 
elect, Dr.  Charles  Max  Cole,  both  of  Dallas. 

Jefferson. — President-elect,  Dr.  Walter  W.  Glass, 
Jr.,  Port  Arthur;  vice  president,  Dr.  Charles  H.  Todd, 
Jr.,  Beaumont. 
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MEDICOLEGAL  NOTES 


New  Limits  to  Definition  of  'Informed  Consent" 


This  column  from  time  to  time  has  dealt  with 
the  problems  of  consents  from  patients  for  operative 
procedures.  A collection  of  these  articles  over  the  years 
offers  an  interesting  study  in  how  this  particular  area 
of  medical-legal  endeavor  has  changed.  Some  years 
ago  a verbal  consent  from  a patient  was  all  that  was 
necessary  before  a physician  could  assume  the  tasks 
of  curing  ills.  With  the  emergence  of  malpractice 
lawsuits,  physicians  became  more  interested  in  obtain- 
ing written  consents,  and  this  has  been  on  the  advice 
of  the  General  Counsel. 

Now  not  only  do  physicians  insist  upon  written 
consents,  but  the  doctrine  of  "informed  consent”  has 
made  its  appearance.  Two  recent  cases  from  other 
states  indicate  that  this  doctrine  will  be  a permanent 
legal  fixture.  These  cases,  from  the  Supreme  Courts 
of  New  Mexico  and  Wyoming,  serve  as  studies  in 
contrast  and  set  new  guide  lines  with  respect  to  the 
overall  problem  of  informed  consent.  The  New  Mex- 
ico Supreme  Court  ruled  that  a physician  must  spell 
out  the  dangers  of  electroshock  treatment  to  his  pa- 
tient before  it  is  administered  to  the  patient  if  he  is 
to  bring  himself  within  the  bounds  of  properly  in- 
forming his  patient  as  to  the  dangers  of  the  treat- 
ment contemplated.  The  Wyoming  Supreme  Court 
held  that  it  was  going  too  far,  however,  to  require  a 
surgeon  to  enumerate  the  number  of  incisions  it 
would  be  necessary  for  him  to  make  in  operating  for 
varicose  veins. 

With  respect  to  the  New  Mexico  ruling,  the  key 
issue  was  the  assurance  allegedly  given  to  the  psy- 
chiatric patient  that  no  harm  would  result  from 
electroshock  therapy.  The  patient  charged  that,  con- 
trary to  that  indication,  she  suffered  a compression 
fracture  of  the  spine  and  substantial  loss  of  her 
hearing. 

The  physician  argued  that  the  lower  court  judge 
should  have  directed  a verdict  in  her  favor  inasmuch 
as  there  was  no  evidence  of  negligence  or  malprac- 
tice. 

However,  the  Supreme  Court  ruled  that  the  physi- 
cian owes  his  patient  a "full  and  frank  disclosure”  of 
all  risks  inherent  in  a prescribed  treatment  and  that 
there  can  be  only  two  exceptions  to  that  rule: 

1.  Emergencies  in  which  the  patient  is  in  no  con- 
dition to  weigh  the  risks  before  considering  the  ther- 
apy, and 

2.  Situations  in  which  full  disclosure  of  the  risks 
might  cause  a patient  to  refuse  necessary  surgery  or 
else  mitigate  the  chances  of  successful  therapy. 

The  Court  pointed  out  that  in  most  jurisdictions 
each  case  must  be  treated  as  a separate  problem  in 
which  the  physician  must  weigh  the  dangers  of  dis- 


closure against  his  duty  to  inform  the  patient.  The 
New  Mexico  physician  attempted  to  claim  that  her 
case  was  properly  excepted  from  the  application  of 
the  general  rule  because  the  welfare  of  her  patient — 
already  under  psychiatric  treatment  and  analysis — 
might  have  been  jeopardized  by  realization  of  the 
dangers  of  the  electroshock  therapy.  The  Court, 
however,  barred  this  argument  because  the  physician 
had  made  no  such  argument  on  the  trial  of  the  case, 
but  to  the  contrary  had  insisted  that  the  dangers  of 
the  electroshock  treatment  had  been  fully  discussed 
with  the  patient. 

The  consequences  of  the  decision  are  more  readily 
appreciable  when  it  is  seen  that  the  opinion  of  the 
State  Supreme  Court  in  New  Mexico  concluded  that 
"The  failure  to  disclose  . . . the  probable  consequences 
of  a treatment  constitutes  malpractice”. 

On  the  other  hand  the  Wyoming  Supreme  Court 
ruled  against  a patient  who  had  a successful  operation 
for  varicose  veins  but  who  sued  her  physician  on  the 
grounds  that  the  physician  made  six  incisions  in  her 
leg  although  he  had  assured  her  in  advance  that  only 
two  would  be  necessary.  The  patient  contended  that 
the  four  additional  scars  were  not  included  in  her  con- 
sent. In  directing  a verdict  for  the  physician,  the 
lower  Court,  which  was  upheld  by  the  Supreme 
Court,  ruled  that  the  physician  has  a duty  to  reveal 
the  risk  of  surgery,  "but  how  a physician  chooses  to 
discharge  his  obligation  to  a patient  involves  primar- 
ily a question  of  medical  judgment”. 

A frank  and  full  disclosure  of  the  circumstances 
and  risks  involved  in  a particular  procedure  appears 
to  be  the  only  satisfactory  way  to  insure  against  such 
circumstances  as  have  been  discussed  here.  The  only 
exceptions  appear  to  be  in  emergency  situations  or 
where  such  disclosure  would  be  medically  detrimental 
to  the  patient’s  recovery. 

— Philip  R.  Overton,  LL.B., 
Austin,  General  Counsel. 


New  York  Meeting  Announced 
By  American  College  of  Allergists 

The  American  College  of  Allergists  graduate  in- 
structional course,  March  24-26,  and  the  19th  annual 
congress,  March  27-29,  will  be  held  in  the  Americana 
of  New  York,  New  York  City. 

Physicians  desiring  a preliminary  program  and 
information  should  write  to  American  College  of 
Allergists,  Dr.  John  D.  Gillaspie,  treasurer,  2141 
14th  St.,  Boulder,  Colo. 
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DRUG  NOTES 

A New  Antihypertensive  Drug 
And  a New  Analogue  of  Penicillin 


Diazoxide 

Diazoxide,  a new  medicinal  product  related  to 
chlorothiazide,  has  demonstrated  antihypertensive  ac- 
tivity without  effecting  an  increase  in  renal  sodium 
excretion.  This  is  in  accord  with  reports  that  state 
that  the  antihypertensive  activity  of  chlorothiazide 
and  related  diuretics  may  be  independent  of  the  ef- 
fects that  lead  to  an  increase  in  the  renal  excretion 
of  sodium.  Consequently,  diazoxide  represents  the 
advent  of  a novel  antihypertensive  drug.  It  is  also  an 
interesting  revelation  of  a structure-activity  relation- 
ship. Since  diazoxide  is  the  des-sulfamyl  analogue  of 
chlorothiazide,  it  appears  that  the  antihypertensive 
activity  is  not  associated  with  the  sulfamyl  grouping, 
whereas  the  sulfamyl  group  may  be  necessary  for  the 
natruretic  activity.  In  order  to  fully  appreciate  the 
significance  of  diazoxide  as  a pharmaceutical  product 
it  is  necessary  to  review  briefly  some  of  the  major 
structure-activity  relationships  among  chlorothiazide- 
related  compounds. 

In  1949,  Dr.  W.  B.  Schwartz  recognized  the  im- 
portance of  the  natruretic  properties  of  sulfanilamide 
in  the  treatment  of  congestive  heart  failure.  Previ- 
ously, the  enzyme  carbonic  anhydrase  had  been  de- 
tected in  renal  tissue;  this  enzyme  system  also  had 
been  implicated  in  the  mechanism  of  ion  transport 
in  the  kidney.  The  subsequent  association  of  the 
natruretic  properties  of  certain  compounds  with  in- 
hibition of  this  enzyme  led  to  the  development  of 
the  carbonic  anhydrase  inhibitors  as  a class  of  medi- 
cines. Acetazolamide  was  synthesized  in  1950.  More 
recently,  in  1958,  Dr.  J.  M.  Sprague  studied  a num- 
ber of  aromatic  carbocyclic  sulfonamides  and  con- 
cluded that  sulfonamides  bearing  amino  or  acylamino 
groups  exerted  a pronounced  chloruretic  effect.  For- 
mation of  cyclic  compounds  led  to  bicyclic  deriva- 
tives whose  biologic  properties  led  to  an  increase  in 
the  excretion  of  approximately  equivalent  amounts 
of  chloride  and  sodium  in  dogs;  among  these  chloro- 
thiazide was  born.  The  respective  reduced  analogues 
have  also  been  studied,  and  one  of  these,  hydrochloro- 
thiazide, is  now  employed  extensively  in  therapeutics. 
Structure-activity  studies  reveal  that  the  free  sulfa- 
myl group  performs  a critical  role  in  the  carbonic 
anhydrase  inhibiting  action.  Analogues  of  chlorothi- 
azide in  which  the  sulfamyl  group  has  been  altered 
or  replaced  are  known  to  be  devoid  of  activity,  except 
in  the  case  of  such  alkylamino  or  acylamino  deriva- 
tives that  are  susceptible  to  in  vivo  degradation  to  the 


free  sulfonamide.1  The  case  of  diazoxide  exempli- 
fies and  substantiates  this  structure-activity  relation- 
ship. Clinical  studies  conducted  by  Dr.  D.  E.  Hutch- 
eon  and  others2  reveal  that  diazoxide  which  is  the 
des-sulfamyl  derivative  analogue  of  chlorothiazide 
possesses  antihypertensive  properties,  and  in  contrast 
to  the  diuretic  effect  of  chlorothiazide,  the  anti- 
hypertensive activity  of  diazoxide  is  accompanied  by 
the  syndromes  of  fluid  retention. 

The  clinical  data  also  indicates  that  the  diuretic 
trichloromethiazide  antagonized  the  fluid-retaining 
effect  activity  of  diazoxide  without  interfering  with 
its  antihypertensive  action.  It  has  been  suggested  that 
the  antihypertensive  action  of  diazoxide  is  due  to  a 
direct  effect  of  the  drug  on  the  responsiveness  of 
vascular  smooth  muscle.  Nevertheless,  there  is  a 
possibility  that  the  low  decrease  in  vascular  reactivity 
produced  by  diazoxide  might  be  secondary  to  changes 
in  intracellular  fluid  and  electrolyte  concentration. 

Dr.  Hutcheon  concludes  by  emphasizing  that  no 
serious  electrolyte  abnormalities  were  observed  during 
diazoxide  therapy,  but  it  was  noted  that  among  the 
series  of  ambulatory  patients  studied  there  was  a 
slight  but  significant  decrease  in  plasma  sodium  con- 
centration and  tendency  to  osmose;  hyperglycemia 
was  observed  in  three  patients,  two  of  whom  had 
abnormally  high  glucose  tolerance  curves  prior  to 
therapy. 

Ampicillin 

Ampicillin,  a British  medicinal  product,  is  one  of 
the  more  interesting  penicillins.  It  possesses  a rela- 
tively high  degree  of  stability  toward  acid  hydrolysis, 
and  hence  favorable  absorption  characteristics.  Upon 
administration,  it  leads  to  high  blood  and  tissue 
levels,  minimal  binding  to  serum  protein,  and  ex- 
hibits unique  chemotherapeutic  properties.  Perhaps 
the  most  exciting  news  about  ampicillin  lies  in  the 
fact  that  it  is  active  against  many  gram-negative  or- 
ganisms which  until  now  were  nonsensitive  to  the 
penicillin  spectrum.  In  general,  its  potency  against 
gram-negative  bacilli  is  ten  times  as  great  as  peni- 
cillin G.  This  activity  makes  the  potency  of  ampi- 
cillin comparable  to  those  of  the  tetracyclines  and 
chloramphenicol;  however,  the  potential  toxicities  of 
the  latter  antibiotics  are  absent  with  this  drug.  The 
bactericidal  rather  than  the  bacteriostatic  nature  of 
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Table  1. — Some  Characteristics  of  Penicillins. 


Name 

Half-Life 

Relative 
Availability 
(Unbound ) 

Blood  Level 
(Oral  Adm.) 

Activity 

Gram-Positive 

Sensitive 

Activity 

Gram-Positive 

Resistant 

Activity 

Gram-Negative 

Sensitive 

Group  I 

Pencillin  G 

+ 

+ + + + 

+ 

+ + + + 

+ + + 

Phenoxymethyl  penicillin 

+ + 

+ + 

+ + 

+ + + 

+ + 

Thiophenicillin 

+ + 

+ + 

+ + 

+ + + 

+ + 

Group  II 

Phenethicillin 

+ + + 

+ + 

+ + + 

+ + 

+ 

+ 

Prophlcillin 

+ + + 

+ + 

+ + + 

+ + 

+ 

+ 

Phenbenicillin 

+ + 

+ + 

+ + + + 

+ + 

+ 

+ 

Group  III 

Methicillin 

+ 

+ + + 

+ 

+ 

+ + + 

Oxacillin 

+ + 

+ 

+ + 

+ 

+ + + + 

Group  IV 

Ampicillin 

+ + + + 

+ + + 

+ + + + 

+ + 

+ + + + 

ampicillin  may  make  it  the  drug  of  choice  against 
many  gram-negative  pathogens.  While  the  compound 
is  effective  against  gram-negative  cocci,  such  as  Es- 
cherichia coli,  the  results  are  less  startling.  It  appears 
that  ampicillin  is  not  valuable  in  treating  penicillin- 
ase-secreting organisms.  The  mechanism  of  the  com- 
pound’s activity  is  rather  speculative.  The  introduc- 
tion of  a single  amino  group  into  the  alpha  position 
of  the  penicillin  G molecule  apparently  brings  about 
the  alteration  in  activity,  as  well  as  change  in  acid 
stability.  Perhaps  the  most  rational  hypothesis  for  its 
pharmacologic  activity  lies  in  the  assumption  that 
one  or  more  contact  points  on  an  essential  enzyme 
site  or  cellular  surface  is  masked  by  the  steric  aspect 
of  the  amino  group.3 

Table  1 taken  from  Schumacher  summarizes  some 
of  the  therapeutic  applications  of  the  penicillins. 
While  each  column  in  the  table  does  not  share  equal 
importance,  the  information  presented  is  not  only  of 
interest  to  the  clinician  but  also  to  the  pharmacolo- 
gist, chemist,  and  pharmacist.  Data  relative  to  the 
respective  groupings,  blood  level,  and  general  activ- 
ity of  penicillins  are  essential  to  the  successful  pre- 
diction of  their  value  and  area  of  therapeutic  applica- 
tion. In  treating  sensitive  organisms,  penicillins  of 
Group  I followed  in  order  of  decreasing  activity  by 
those  in  Groups  IV,  II,  and  III  are  most  effective. 
It  appears  that  the  "natural”  penicillins  are  superior 
to  the  "semi-synthetics”  in  this  respect.  The  peni- 
cillins of  Group  III  are  the  drugs  of  choice  for 
treating  penicillinase-secreting  gram-positive  organ- 
isms. One  might  consider  Group  II  penicillins  as 
compromise  agents,  since  with  their  use,  the  clinician 
sacrifices  activity  for  versatility.  These  antibiotics 
span  the  entire  penicillin  spectrum  with  varying  de- 
grees of  activity,  but  fortunately  never  become  in- 
effective as  experienced  with  all  other  groups  in  the 
same  areas  of  application.3 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 

The  University  of  Texas  College 
of  Pharmacy. 
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Postgraduate  Courses 

Infectious  Disease — 1963 — Recent  Contributions 
of  Lasting  Value,  Houston,  Feb.  28  and  March  1, 
1963. — The  University  of  Texas  Postgraduate  School 
of  Medicine  is  sponsoring  this  course  to  be  held  in 
the  Texas  Medical  Center. 

The  program  will  include  a number  of  outstanding 
guest  speakers,  who  will  discuss  new  concepts  in  im- 
munology, bacterial  hypersensitivity,  applied  pharma- 
cology of  antimicrobial  agents,  undue  susceptibility 
to  infection,  present  status  of  antifungal  antibiotics, 
some  basis  for  judgment  in  the  use  of  the  antimicro- 
bial agents,  hypersensitivity  and  penicillin,  fluores- 
cent antibody  techniques  in  the  diagnosis  of  infec- 
tious diseases,  progress  in  virology,  adventures  in  the 
presentation  of  hepatitis,  use  of  live  and  killed 
measles  vaccine,  prevention  of  viral  diseases,  and  per- 
spectives of  infectious  disease. 

Guest  speakers  will  include  Dr.  Benjamin  Kagan, 
Los  Angeles;  Dr.  Samuel  Katz,  Boston;  Dr.  Jonas 
Salk,  San  Diego;  Dr.  Sidney  Raffles,  Palo  Alto,  Calif.; 
Dr.  Robert  Tilley,  Boston;  and  Dr.  Robert  Ward, 
Los  Angeles. 

For  further  information,  one  may  write  to  the  Of- 
fice of  the  Dean,  University  of  Texas  Postgraduate 
School  of  Medicine,  102  Jesse  Jones  Library  Build- 
ing, Texas  Medical  Center,  Houston  25. 

Laryngology  and  Bronchoesophagology,  Chicago, 
March  18-30,  1963. — The  Department  of  Otolaryn- 
gology, University  of  Illinois  College  of  Medicine, 
will  conduct  a postgraduate  course  in  laryngology 
and  bronchoesophagology  from  March  18  to  30, 
1963,  under  the  direction  of  Paul  H.  Holinger,  M.D. 
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Registration  will  be  limited  to  15  physicians  who 
will  receive  instruction  by  means  of  animal  demon- 
strations and  practice  in  bronchoscopy  and  esopha- 
goscopy,  diagnostic  and  surgical  clinics,  as  well  as 
didactic  lectures. 

Interested  registrants  will  please  write  directly  to 
the  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  1853  West  Polk  Street, 
Chicago  12. 

Obstetrics  and  Gynecology,  Houston,  spring,  1963. 
Board  Preparatory  Course  in  obstetric  and  gyneco- 
logic pathology,  endocrinology,  and  radiotherapy  is 
offered.  Tuition  is  $100. 

Additional  information  may  be  obtained  by  writ- 
ing to  the  Department  of  Obstetrics  and  Gynecol- 
ogy, Baylor  University  College  of  Medicine,  Hous- 
ton. 

Pediatrics,  San  Antonio,  March  9-10,  1963- — The 
Children’s  Hospital  of  the  Santa  Rosa  Medical  Cen- 
ter will  present  its  first  annual  teaching  conference 
in  Memorial  Hall.  Dr.  Saul  Krugman,  professor  of 
pediatrics  at  New  York  University,  will  be  the 
speaker.  All  physicians  are  welcome;  there  is  no  regis- 
tration fee. 

Further  information  may  be  obtained  from  the 
director  of  medical  education,  Santa  Rosa  Medical 
Center,  San  Antonio  7. 

Surgery,  Fort  Sam  Houston,  March  11-15,  1963. — 
The  Department  of  Surgery  of  Brooke  General  Hos- 
pital, Brooke  Army  Medical  Center,  will  hold  a 
postgraduate  seminar  entitled  "Surgical  and  Ortho- 
paedic Aspects  of  Trauma '. 

If  additional  information  is  desired,  Col.  Lowell 
R.  Steele,  USA,  MC,  chief,  Department  of  Surgery, 
may  be  contacted. 

Examination  of  the  Vestibular  System,  Houston, 
March  12-13,  1963- — The  University  of  Texas  Post- 
graduate School  of  Medicine  will  offer  a course  which 
includes  electronystagmographic  methods.  It  will  be 
held  in  the  auditorium  of  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute  in 
the  Texas  Medical  Center  and  will  be  given  by  Dr. 
Gunnar  Aschan,  associate  professor  of  otolaryngol- 
ogy, University  of  Uppsala  Medical,  Uppsala,  Sweden. 

Further  information  may  be  obtained  from  the 
Office  of  the  Dean,  The  University  of  Texas  Post- 
graduate School  of  Medicine,  102  Jesse  Jones  Li- 
brary Building,  Texas  Medical  Center,  Houston  25. 

Diabetes,  Houston,  Feb.  24. — The  Clinical  Society 
of  the  Houston  Area  Diabetes  Association  and  the 
Department  of  Medicine,  Baylor  University  College 
of  Medicine,  will  sponsor  a therapeutic  symposium 
on  diabetes  mellitus  from  12:30  to  5:15  p.  m.  in  the 
Auditorium  of  the  Jesse  H.  Jones  Library  Building 
in  the  Texas  Medical  Center.  Participants  in  the 
symposium  will  be  Dr.  W.  R.  Kirtley,  Clinical  Re- 
search Division,  Eli  Lilly  and  Co.,  Indianapolis;  Dr. 
Leo  P.  Krall,  Joslin  Clinic,  Boston;  Dr.  Alfred  E. 


Leiser,  Houston;  and  Dr.  Roger  H.  Unger,  The  Uni- 
versity of  Texas  Southwestern  Medical  School,  Dallas. 

Additional  information  may  be  obtained  from 
the  chairman,  Dr.  L.  Leighton  Hill,  Hermann  Pro- 
fessional Building,  Houston  25. 

New  Books  in  TMA  Memorial  Library 

Association  for  Research  in  Nervous  and  Mental  Diseases, 
Ultrastructure  and  Metabolism  of  the  Nervous  System,  Vol. 
40,  Baltimore,  Williams  and  Wilkins  Co.,  1962. 

Hull,  T.  G.,  and  Jones,  T.:  Scientific  Exhibits,  Spring- 
field,  Charles  C Thomas,  1961. 

Polish  Copernicus  Society  of  Naturalists,  Artificial  Hi- 
bernation and  Hypothermia,  Warsaw,  1961. 

Thorwald,  J.:  The  Dismissal,  the  Last  Days  of  Ferdinand 
Sauerbruch,  New  York,  Pantheon  Books,  1962. 

University  of  Texas,  M.  D.  Anderson  Hospital  and  Tumor 
Clinic,  Carcinoma  of  the  Uterine  Cervix,  Endometrium  and 
Ovary,  Chicago,  Year  Book  Medical  Publishers,  1962. 

Wilens,  S.  L. : My  Friends  The  Doctors,  New  York, 
Atheneum,  1961. 


New  Films  in  TMA  Memorial  Library 

Ligation  of  the  Internal  Iliac  (Hypogastric)  Ar- 
teries. Color,  sound,  24  min.  1962. 

Ligation  of  the  internal  iliac  arteries  may  be  a 
lifesaving  procedure  in  uncontrolled  pelvic  hemor- 
rhage. This  film  focuses  attention  on  this  operation, 
clearly  presents  the  indications,  and  demonstrates  ex- 
cellently the  retroperitoneal  pelvic  anatomy.  The  op- 
eration is  performed,  showing  its  application  in  the 
patient.  This  film  is  recommended  for  specialists  in 
obstetrics  and  gynecology,  and  it  will  be  useful  espe- 
cially for  residents,  interns,  and  medical  students. 

Book  Notes 

Synopsis  of  Genitourinary  Disease.  Austin  I.  Dodson, 
Jr.,  M.D.,  and  J.  Edward  Hill,  M.D.  359  pp.  St.  Louis, 
C.  V.  Mosby  Co.,  1962.  $7.50. 


Wound  Ballistics.  Col.  James  Boyd  Coates,  Jr.,  and  Maj. 

James  C.  Beyer,  Eds.  853  pp.  Washington,  D.  C.,  U.  S. 

Government  Printing  Office,  1962.  $7.50. 

I nformation  in  this  book  is  designed  to  give  as 
much  protection  from  enemy  missiles  as  possible  and 
to  improve  the  care  and  repair  of  those  wounded 
so  that  they  may  return  to  action.  In  the  future  our 
survival  as  a nation  and  a people  may  depend  on  this. 
The  book  sets  forth  conditions  faced  by  the  infantry, 
tank  corps,  air  force,  and  marine  corps  in  all  types 
of  terrain.  They  are  discussed  together  with  the  fac- 
tors encountered  in  each.  However,  one  is  struck  by 
the  complete  absence  of  a contribution  from  the 
Navy. 
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Improvements  in  design  and  construction  of  hel- 
mets, body  armor,  and  other  protective  devices  have 
paid  off  in  a reduction  of  the  number  and  severity  of 
casualties.  Since  this  is  of  particular  interest  to  those 
engaged  in  forensic  medicine,  this  book  will  be  an 
invaluable  reference  to  them. 

The  study  of  weapons  used  by  different  countries 
under  varying  climatic  conditions  with  their  preva- 
lent infectious  agents  are  bits  of  information  valuable 
to  anyone  who  has  to  operate  under  these  circum- 
stances. The  controlled  studies  of  the  effect  of 
ballistic  missiles  on  laboratory  animals  made  it  pos- 
sible to  study  first  hand  what  might  happen  to  troops 
under  similar  conditions. 

In  this  study  one  has  ready  reference  to  many  types 
of  wounds  and  the  frequency  with  which  they  occur, 
and  with  this  information  one  can  plan  with  some 
degree  of  intelligence  for  the  number  and  type  of 
injuries  expected  under  a given  condition. 

— Joe  C.  Rude,  M.D.,  Austin. 


Pathology  of  Infancy  and  Childhood.  Agnes  R.  Mac- 
Gregor, M.D.  610  pp.  Baltimore,  The  Williams  & Wil- 
kins Co.,  I960.  $14.50. 

More  than  one  third  of  the  text  (247  pages) 
concerns  the  pathology  of  the  fetal  and  neonatal  peri- 
ods and  the  developmental  malformations.  This  alone 
justifies  the  existence  of  this  text.  The  emphasis 
placed  on  these  two  sections  is  well  indicated.  The 
pathologic  features  of  congenital  defects  and  of  other 
conditions  peculiar  to  the  fetal  and  neonatal  periods 
are  relatively  different  from  those  of  other  age 
groups.  Only  recently  fetal  and  neonatal  pathology 
are  emerging  as  important  broad  fields  of  knowledge, 
and  much  of  that  development  in  our  learning  is 
just  now  being  placed  in  book  form. 

A disproportion,  however,  is  noted  when  one 
sees  the  space  given  the  other  seven  sections  of  the 
book  (Infective  Diseases,  Rheumatic,  "Collagen”  and 
Allergic  Diseases,  Diseases  of  Metabolism  and  Nu- 


trition, Accidental  Injuries  and  Poisoning,  Neoplastic 
Diseases,  Disease  of  the  Blood,  Miscellaneous). 

The  388  illustrations  in  the  text  are  of  very  good 
quality.  The  many  color  photographs  of  patients, 
gross  specimens,  and  microscopic  preparations  are 
outstanding  and  possibly  among  the  best  ever  in- 
cluded in  a pathology  text. 

The  bibliographic  references  are  catalogued  by 
subjects  at  the  end  of  each  chapter.  It  is  to  be  la- 
mented that,  for  the  most  part,  they  represent  Ameri- 
can and  British  literature.  There  are  only  a few  refer- 
ences to  excellent  work  published  in  languages  other 
than  English. 

It  appears  to  this  reviewer  that,  although  Dr.  Mac- 
Gregor intended  the  book  primarily  for  pathologists, 
it  will  actually  be  of  most  service  to  pediatricians. 
The  text  summarizes  basic  knowledge  that  should  be 
a part  of  every  pediatrician's  literary  resources.  How- 
ever, because  the  general  pathology  texts  presently 
available  are  lacking  in  good  discussions  on  fetal  and 
neonatal  pathology  and  on  congenital  defects,  the 
general  pathologist  would  do  well  to  keep  this  book 
in  his  library. 

— A.  Q.  Da  Silva,  M.D.,  Austin. 

Synopsis  of  Roentgen  Signs.  Isadore  Meschan,  M.D. 

417  pp.  Philadelphia,  W.  B.  Saunders  Co.,  1962.  $11. 

T His  COMPACT  SYNOPSIS  of  roentgen  signs  follows 
an  orderly  approach,  using  clearcut  line  diagrams 
with  appropriate  labeling.  Short  and  concise  explana- 
tions carry  the  student  through  the  experience  in  a 
simple  way,  making  the  book  easy  to  grasp.  The 
questions  at  the  end  of  each  chapter  enable  the  stu- 
dent to  check  up  on  himself,  are  good  for  a rapid 
review,  and  form  a basis  for  directed  group  discus- 
sions between  students  and  their  teachers. 

It  is  surprising  that  so  many  subjects  can  be  cov- 
ered as  well  as  they  are  when  one  stops  to  consider 
that,  in  the  physics  section,  the  anatomy  of  the 
roentgen-ray  tube,  roentgen-ray  circuits,  cassettes  and 
screens,  fluoroscopy,  body  section  devices,  cones,  dia- 
phragms, Potter-Bucky  diaphragms,  stereoscopy,  and 
the  characteristics  of  focal  spots  of  roentgen-ray 
tubes  are  all  covered  in  a space  of  18  pages.  One 
might  add  that  general  darkroom  processing  and  the 
more  common  contrast  media  are  included  in  this 
space.  Radiation  protection,  measurement  of  radia- 
tion, and  its  general  effects  are  effectively  presented. 
A good  section  depicting  bone  anatomy,  physiology, 
development,  and  radiographic  positioning  are  cor- 
related. Illustrations  and  the  reproduction  of  radio- 
graphs of  the  more  common  lesions  affecting  the 
skeletal  system  are  depicted  in  the  next  200  pages. 
The  remainder  of  the  book  is  devoted  to  the  respir- 
atory, gastrointestinal,  biliary,  urinary,  and  genital 
systems. 

— Joe  C.  Rude,  M.D.,  Austin. 
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GYNECOLOGY.  Langdon  Parsons,  M.D.,  and  Sheldon  C. 
Sommers,  M.D.  1195  pp.  Philadelphia,  W.  B.  Saunders 
Co.,  1962.  $20. 

T HE  STUDENT  of  medicine,  the  general  practitioner, 
and  the  specialist,  will  be  able  to  see  the  whole  field 
of  gynecology  from  birth  to  old  age  in  this  text. 

The  two  authors  complement  each  other,  because 
of  their  outstanding  knowledge  in  their  individual 
fields  of  gynecology  and  pathology.  They  have  taken 
the  seven  ages  of  man  and  have  described  the  gyne- 
cologic problems  encountered  within  the  seven  de- 
cades in  the  life  of  the  female.  Therefore,  the  ar- 
rangement and  treatment  of  this  subject  makes  it  a 
convenient  reference  book. 

This  text  focuses  on  symptoms  in  relation  to 


disease  processes  and  derangements  in  function  as 
they  appear  at  various  stages  of  the  female.  The  scope 
of  the  text  deals  not  only  with  the  pelvic  organs  but 
also  with  the  entire  body  throughout  the  woman’s 
life. 

This  text  has  been  described  as  unique  and  com- 
prehensive, and  it  is. 

— Henry  C.  McGrede,  Jr.,  M.D.,  Longview. 

Nutrition  in  a Nutshell.  Roger  J.  Williams.  162  pp. 
Garden  City,  N.Y.,  Doubleday  & Co.,  Inc.,  1962.  S.95. 


The  Complete  Book  of  Birth  Control.  Alan  F. 
Guttmacher,  M.D.  118  pp.  New  York,  Ballantine  Books 
Inc.,  1961.  $.50. 


Recent  Deaths 


DR.  H.  W.  NEWMAN 

Dr.  Henry  Ware  Newman,  pioneer  Austin  pedia- 
trician and  long-time  missionary  to  China,  died  Dec. 
24,  1962,  in  Lexington,  Mass.,  where  he  was  spending 
the  holidays  with  his  son.  Death  was  the  result  of  a 
heart  attack. 

The  84  year  old  physician  was  active  in  the  Uni- 
versity Baptist  Church,  Austin,  where  he  was  honored 
in  early  November  for  his  work  as  a missionary  to 
China  and  as  a continuing  force  for  good. 

Dr.  Newman  went  to  China  in  1913  and  remained 
in  the  East  until  1925.  While  in  China  he  suffered 
greatly,  being  publicly  whipped  by  those  distrustful 
of  the  young  missionary  and  his  ways  of  forgiveness. 
During  World  War  I,  he  served  with  the  Red  Cross 
in  Siberia  and  during  a typhus  epidemic  in  Petro- 
pavlovsk  he  converted  a high  school  building  into  a 
300-bed  hospital  for  1,000  soldiers. 

Other  than  his  work  in  China,  Dr.  Newman  had 
practiced  in  Texas,  Alabama,  and  Ohio.  He  came  to 
Austin  in  1933  and  with  the  help  of  the  American 
Association  of  University  Women,  he  founded  the 
first  free  clinic  for  children  at  Brackenridge  Hos- 
pital. In  1956  he  closed  his  office,  but  until  late  this 
fall  he  was  in  charge  of  a clinic  one  day  a week  at 
the  Negro  housing  unit  for  the  City-County  Health 
Unit. 

Dr.  Newman’s  wife,  Ethel  Smith  Newman,  died 
in  1956.  They  had  met  in  China  where  she,  too,  was 
a missionary. 

The  physician  was  born  Dec.  4,  1878,  in  Rochester, 
N.  Y.  He  held  a bachelor  of  arts  degree  conferred 
by  McMaster  University,  Toronto,  and  received  his 
medical  degree  from  the  University  of  Michigan  in 
1908.  He  had  also  studied  at  the  University  of  Texas 
Medical  Branch  in  Galveston. 


He  had  been  elected  to  inactive  membership  in 
Texas  Medical  Association  in  1956  through  the 
Travis  County  Medical  Society.  He  also  belonged  to 
the  American  Medical  Association. 

Dr.  Newman  is  survived  by  two  sons,  Robert  B. 
Newman  of  Lexington,  Mass.,  and  James  B.  New- 
man of  Dallas;  a sister,  Mrs.  Frederick  Eby  of  Aus- 
tin; and  seven  grandchildren. 


DR.  V.  P.  RANDOLPH 

A Schertz  physician  for  43  years,  Dr.  Vivien  P. 
Randolph  died  in  Kerrville  on  Nov.  27,  1962,  at  the 
age  of  76.  He  was  a member  of  the  original  staff  of 
Medical  and  Surgical  Hospital,  now  Baptist  Memorial 
Hospital  in  San  Antonio. 

Dr.  Randolph  came  to  Schertz  in  1919-  Before  that 
he  had  practiced  medicine  in  Georgetown  and  had 
served  in  the  Army  as  a captain  during  1918-1919- 
He  was  one  of  a thousand  doctors  loaned  by  the 
United  States  to  Great  Britain. 

A graduate  of  Randolph  Macon  College  in  Vir- 
ginia, Dr.  Randolph  took  his  first  two  years  in  medi- 
cine at  the  University  of  Mississippi  where  he  was  a 
star  quarterback  on  the  football  team.  He  received 
his  degree  in  medicine  at  Tulane  University  School 
of  Medicine  in  1914  and  served  his  internship  at 
Scott  and  White  Hospital  in  Temple. 

A member  of  the  American  and  Texas  Medical 
Associations,  he  had  served  through  the  Bell,  Wil- 
liamson, and  Guadalupe  county  medical  societies.  He 
was  elected  to  honorary  membership  in  TMA  in 
1959. 

He  was  a member  of  the  Seguin  Elks  Club.  In 
December,  I960,  he  was  made  a member  of  the 
Fifty  Year  Club  of  Kappa  Sigma  fraternity. 
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Survivors  include  his  wife,  Mrs.  Lucile  D.  Ran- 
dolph; two  sons,  John  P.  Randolph  and  William 
Randolph,  both  of  San  Antonio;  two  sisters  of  Mem- 
phis, Tenn.;  and  six  grandchildren. 

DR.  A.  L.  BRADFORD 

Dr.  Andrew  Leonard  Bradford  of  Coolidge  died  in 
a Mexia  hospital  Oct.  8,  1962.  He  was  82  years  old. 

An  honorary  member  of  the  Texas  Medical  As- 
sociation and  a past  president  ( 1939 ) of  the  Daw- 
son-Lynn-Terry-Gaines  Counties  Medical  Society,  Dr. 
Bradford  began  practicing  medicine  in  1903. 

He  was  born  in  Marble  Falls  on  Dec.  25,  1879, 
the  son  of  Andrew  S.  and  Annie  (Hartson)  Brad- 
ford. After  early  schooling  in  Ranger  and  Weather- 
ford, he  received  his  medical  degree  in  1910  from 
the  then  Medical  Department  of  Fort  Worth  Uni- 
versity ( now  Baylor  University  College  of  Medicine ) . 

Dr.  Bradford  interned  at  the  U.S.  Naval  Hospital 
at  Mare  Island,  Calif.,  in  1903-1904.  Moving  to  Sea- 
graves  in  1922  to  open  an  office  for  general  practice, 
he  was  one  of  the  pioneer  developers  of  that  town. 
He  practiced  at  Ranger,  Fairfield,  and  Pottsboro  for 
short  periods  of  time,  was  on  the  staff  of  the  Mexia 
State  School  from  1947  to  1950,  and  moved  to 
Coolidge  in  1950. 

The  physician  was  a member  of  the  American 
Medical  Association  and  the  Texas  Medical  Associa- 
tion. A Mason  and  a Rotarian,  he  also  belonged  to 
the  Methodist  church. 

Dr.  Bradford  was  married  twice:  to  the  former 
Margaret  Duncan  of  Ranger  in  1911,  and,  following 
her  death  in  1917,  to  the  former  Maggie  Mae  Kelm 
in  1919-  She  died  in  I960.  He  is  survived  by  two 


sons,  Andrew  L.  Bradford,  Jr.,  of  Fort  Worth,  and 
Marshall  D.  Bradford  of  Tulsa,  Okla.;  a stepdaugh- 
ter, Mrs.  J.  D.  Whitehurst  of  Hebbronville;  two 
brothers,  three  sisters,  and  four  grandchildren. 


DR.  U.  P.  HACKNEY 

Dr.  U.  P.  Hackney,  Dallas,  a pioneer  in  radiology 
in  Texas,  died  Nov.  29,  1962.  He  was  still  practicing 
at  the  time  of  his  death  at  80  years  of  age. 

He  was  born  Aug.  9,  1882,  in  Coryell  County,  Tex. 
His  early  education  was  received  at  Texas  Agricul- 
tural and  Mechanical  College  and  the  University  of 
the  South,  Sewanee,  Tenn.  He  received  his  M.D. 
degree  from  the  Maryland  Medical  College,  Balti- 
more, in  1905.  He  later  did  postgraduate  work  at 
Johns  Hopkins  and  Mayo  Clinic. 

He  started  medical  practice  in  Baltimore,  and  later 
became  staff  physician  at  the  Terrell  State  Hospital, 
Terrell,  Tex.  During  World  War  I,  he  was  radiologist 
and  house  physician  at  St.  Paul’s  Hospital  in  Dallas. 
In  1921  he  joined  the  Samuell  Clinic  and  remained 
associated  with  that  firm  until  his  death. 

Elected  to  honorary  membership  in  Texas  Medical 
Association  in  1959,  Dr.  Hackney  was  a member  of 
the  Dallas  County  Medical  Society,  American  Medi- 
cal Association,  Texas  Radiological  Society,  Radio- 
logical Society  of  North  America,  and  was  a fellow 
of  the  American  College  of  Radiology. 

He  was  a Mason  and  an  Episcopalian. 

He  is  survived  by  his  wife;  two  sons,  Vivian  H. 
Hackney  of  Marshall,  and  Kenneth  U.  Hackney  of 
Dallas;  three  brothers,  F.  G.  Hackney,  C.  B.  Hack- 
ney, both  of  Waco,  and  J.  G.  Hackney,  Fort  Worth; 
and  one  sister,  Mrs.  Alma  Hicks,  Nashville,  Tenn. 
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DR.  J.  S.  TOMKIES 


Dr.  James  Scott  Tomkies  was  struck  and  killed  by 
an  automobile  as  he  crossed  a rain-swept  street  to 
answer  a pre-dawn  call  on  Dec.  20,  1962.  He  was  79- 

Dr.  Tomkies  had  been  a Dallas  physician  for  more 
than  43  years.  He  had  been  a member  of  the  Samuell 
Clinic  since  1923  and  at  the  time  of  his  death  was 
serving  on  the  staff  of  St.  Paul  Hospital. 

Born  in  Kingston,  La.,  on  April  17,  1883,  he  re- 
ceived his  M.D.  degree  from  Harvard  School  of  Medi- 
cine in  1908  and  held  a bachelor  of  arts  degree  from 
Tulane  University,  New  Orleans,  conferred  in  1903. 
He  interned  at  Long  Island  Hospital  and  Children's 
Hospital  in  Boston  and  at  St.  Mary’s  Hospital, 
Rochester,  Minn. 

He  was  a member  of  the  Dallas  County  Medical 
Society,  Texas  Medical  Association,  and  the  American 
Medical  Association. 

Survivors  include  his  wife,  Mrs.  Evelyn  Tomkies 
of  Dallas;  a daughter,  Mrs.  Charles  E.  Phillips,  River- 
side, Calif.;  and  one  grandchild. 

DR.  0.  W.  HARRIS 

Dr.  Orion  W.  Harris,  who  practiced  medicine  in 
Texas  from  1950  to  I960,  died  on  Oct.  23,  1962,  at 
State  Tuberculosis  Hospital,  Madisonville,  Ky.  Cause 
of  death  was  acute  myocardial  infarction. 

He  came  to  Texas  in  1950  from  Nashville,  Tenn., 
and  entered  general  practice  at  Liberty.  In  1956  he 
moved  to  Sanatorium  where  he  was  assistant  super- 
intendent at  the  McKnight  State  Tuberculosis  Hos- 
pital. He  left  Texas  in  1959  to  go  to  the  State  Tu- 
berculosis Hospital,  Madisonville,  Ky.,  as  assistant 
medical  director.  Shortly  thereafter,  he  was  trans- 
ferred to  the  State  Tuberculosis  Hospital,  Glasgow, 
Ky.,  as  medical  director.  In  October,  1962,  he  re- 
turned to  the  Madisonville  hospital  to  initiate  out- 
patient clinics  in  western  Kentucky. 

A member  of  the  American  Medical  Association, 
he  has  belonged  to  the  Texas  Medical  Association 
during  his  stay  in  this  state,  serving  through  the 
Liberty-Chambers  and  Tom  Green  Eight  counties 
medical  societies.  He  was  also  a member  of  Southern 
Medical  Association  and  a fellow  of  the  American 
College  of  Chest  Physicians.  He  belonged  to  Phi  Beta 
Pi  and  Theta  Kappa  Psi  medical  fraternities. 

Dr.  Harris  was  born  at  Scottsville,  Ky.,  on  June 
25,  1908.  He  attended  Vanderbilt  University  in  Nash- 
ville and  received  a B.A.  degree  in  1929.  In  1933 
he  received  the  M.D.  degree  from  that  institution’s 
school  of  medicine. 

He  interned  at  Davidson  County  Tuberculosis 
Hospital,  Nashville,  and  was  a resident  in  internal 


DR.  0.  W.  HARRIS 


medicine  and  chest  diseases  at  Nashville  General 
Hospital. 

In  1956,  he  took  postgraduate  training  at  Saranac, 
N.  Y.,  offered  by  the  American  Trudeau  Society  at 
Saranac  Laboratories. 

He  was  in  private  practice  in  Nashville  from  1937 
to  1950  and  specialized  in  internal  medicine  and 
chest  disease  cases. 

He  is  survived  by  his  wife,  Marjorie,  and  one 
sister,  Miss  Naomi  Harris,  both  of  Nashville. 


DR.  G.  W.  NIBLING 

Dr.  George  W.  Nibling,  Sr.,  who  helped  to  found 
the  San  Angelo  Medical  and  Surgical  Clinic  and 
helped  draft  the  1914  San  Angelo  city  charter,  died 
at  his  home  in  San  Angelo  on  Nov.  27,  1962.  He  was 
88  the  day  before  he  died. 

Dr.  Nibling  was  born  in  Bell  County  on  Nov.  26, 
1874.  His  parents  were  Fred  and  Alena  (Nichols) 
Nibling.  He  received  his  preliminary  education  at 
Thomas  Arnold  High  School  in  Salado.  He  was  grad- 
uated from  the  University  of  Texas  Medical  Branch 
in  1898  and  began  the  practice  of  medicine  at  Little 
River. 

There  he  met  Miss  Jerre  Harrison  of  Longview, 
and  the  couple  were  married  on  Oct.  23,  1901,  in 
Longview.  Shortly  after  their  marriage  they  moved 
to  Miles  and  in  1907  moved  to  San  Angelo  where 
Dr.  Nibling  operated  a lumber  and  construction 
business  for  one  year. 

He  returned  to  the  practice  of  medicine  and  was 
the  first  doctor  to  perform  surgery  at  St.  John’s  Hos- 
pital in  San  Angelo. 

In  1931,  Dr.  Nibling  bought  a tuberculosis  sani- 
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tarium  in  San  Angelo,  and  he  and  Mrs.  Nibling  op- 
erated the  75-patient  unit  for  the  government  until 
the  Veterans  Hospital  was  built  at  Kerrville. 

He  was  a Methodist  and  a member  of  the  Masonic 
Orders,  including  the  Moslah  Shrine  in  Fort  Worth. 

He  was  San  Angelo  city  commissioner  from  1910 
to  1914. 

He  was  elected  to  honorary  membership  in  Texas 
Medical  Association  in  1949  upon  nomination  by 
the  Tom  Green  Eight  Counties  Medical  Society.  He 
was  a member  of  the  American  Medical  Association. 

Survivors  include  his  wife;  a daughter,  Mrs.  Aliena 
E.  Hudspeth  of  San  Angelo;  four  sons,  George  W. 
Nibling,  Jr.,  of  Fort  Worth,  Dr.  Boyd  Nibling  of 
McCamey,  Jerre  Nibling  of  San  Angelo,  and  Fred  M. 
Nibling  of  Bryan;  and  14  grandchildren. 

DR.  C.  F.  LYLE 

Dr.  Charles  F.  Fyle  of  San  Benito  died  Dec.  29, 
1962,  in  Houston  following  a heart  attack.  He  was 
visiting  relatives  there  during  the  Christmas  holidays. 

Dr.  Fyle  was  a native  of  Hume,  Mo.  His  birthday 
was  Jan.  8,  1887,  and  his  father  and  mother  were 
J.  R.  and  Nannie  (McCurdy)  Fyle. 

His  medical  career  began  in  1910  when  he  was 
graduated  from  the  now  extinct  University  Medical 
College  of  Kansas  City  in  Kansas  City,  Mo.  He  began 
his  practice  in  Jamestown,  Mo.  Later  he  moved  to 
Boonville,  Mo.,  and  Indianola,  Neb.,  before  moving 
to  San  Benito  in  1924. 

During  World  War  I he  served  three  years  in  the 
U.  S.  Army,  working  for  nine  months  on  the  staff 
of  a hospital  in  Koblenz,  Germany. 

He  married  Miss  Phoebe  Wilson  on  May  14,  1919, 
in  San  Antonio. 


DR.  C.  F.  LYLE 


In  I960,  he  observed  his  50th  anniversary  as  a 
medical  doctor.  He  was  honored  at  a dinner  meeting 
of  the  Dolly  Vinsant  Memorial  Hospital  staff  on  May 

10,  I960,  in  San  Benito  while  he  was  a patient  in  the 
hospital  recuperating  from  an  automobile  accident. 
At  that  time  it  was  estimated  that  he  had  delivered 
between  5,000  and  6,000  babies.  During  World  War 

11,  he  delivered  an  average  of  one  baby  a day  with 
a record  of  six  babies  born  in  one  day. 

He  was  a charter  member  of  the  Lions  Club  and  a 
member  of  the  Shrine  Temple  in  San  Antonio. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  and  the 
Cameron-Willacy  Counties  Medical  Society. 

Survivors  include  his  wife;  one  brother,  Earle  Lyle 
of  Kansas;  and  one  sister,  Mrs.  Addie  Creasy  of  Lub- 
bock. 

DR.  R.  C.  ROGERS 

Dr.  lliveire  L.  Cromwell  Rogers,  Fort  Worth  phy- 
sician for  23  years,  died  there  on  Dec.  18,  1962,  after 
a long  illness.  She  had  retired  from  practice  more 
than  ten  years  ago. 

She  was  born  at  Thorp  Spring  in  Hood  County  in 
1879,  the  daughter  of  Dr.  J.  R.  Lancaster,  pioneer 
Granbury  and  Hood  County  physician,  and  Mrs. 
Lancaster.  She  attended  Granbury  College,  Texas 
Christian  University,  and  was  a 1906  graduate  of 
the  now  extinct  Southern  Methodist  University  Medi- 
cal Department. 

A member  of  the  Christian  church,  she  belonged 
to  the  American  Medical  Association  and  had  been 
elected  to  honorary  membership  in  Texas  Medical 
Association  in  1949  through  the  Tarrant  County 
Medical  Society. 
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Dr.  Rogers  lived  at  the  Blackstone  Hotel  and  had 
practiced  at  the  Coffey  Clinic  in  Fort  Worth  for  18 
years  and  in  the  Torbett  Clinic  and  Hospital  for  20 
years. 

She  is  survived  by  three  sisters,  Mrs.  E.  L.  Chil- 
dress of  Fort  Worth,  Mrs.  Wallace  E.  Lyle,  Sr.,  of 
Stephenville,  and  Mrs.  Bert  Walker  of  Cleburne;  and 
one  brother,  Dr.  Gus  Lancaster  of  Granbury. 

DR.  F.  E.  WILLIAMS,  JR. 

Tyler  physician  Dr.  Frank  E.  Williams  died  Nov. 
23,  1962.  He  was  a past  president  of  the  Lone  Star 
State  Medical  Association. 

Dr.  Williams  was  born  at  Marshall  March  31, 
1906,  the  son  of  Dr.  Frank  Edwin  Williams,  Sr.,  and 
the  late  Mrs.  Drucilla  E.  Williams.  He  attended  Wiley 
Preparatory  School  and  was  graduated  from  Wiley 
College,  Marshall,  in  1926  with  a bachelor  of  science 
degree.  He  received  his  medical  education  at  Meharry 
Medical  College,  Nashville,  graduating  in  1930.  He 
interned  at  Hubbard  Hospital  in  Nashville. 

Dr.  Williams  taught  anatomy  at  Sweatts  Beauty 
School  in  Tyler  for  15  years,  and  for  three  years  he 
taught  nurses  at  East  Tuberculosis  Hospital  in  Tyler. 
He  was  also  in  general  practice  and  a Medical  Center 
Hospital  staff  doctor. 

On  June  27,  1934,  he  was  married  to  Miss  Nanette 
Wheatley  of  Owensboro,  Ky. 

He  was  vice  chairman  of  the  board  of  trustees  of 
Texas  College  in  Tyler.  He  served  as  the  first  presi- 
dent of  the  Tyler  Negro  Chamber  of  Commerce,  and 
was  active  in  many  civic  movements. 

He  assisted  in  1944  in  the  organization  of  T.  J. 
Austin  division  of  the  Council  of  Boy  Scouts  of 
America.  He  secured  the  site  and  assisted  in  financ- 


ing the  building  of  Camp  Kennedy,  first  Boy  Scout 
Camp  for  Negro  boys  in  the  Southwest.  He  received 
the  Silver  Beaver,  the  highest  award  which  can  be 
conferred  by  a Boy  Scout  Council  on  an  adult  vol- 
unteer scouter. 

He  joined  the  Texas  Medical  Association  and  the 
American  Medical  Association  in  1956  through  the 
Smith  County  Medical  Society.  He  also  belonged  to 
the  Interstate  Post  Graduate  Assembly  and  the  Prairie 
View  Post  Graduate  Assembly. 

He  was  a member  of  St.  James  Christian  Methodist 
Episcopal  Church,  Tyler. 

Survivors  include  his  wife,  Mrs.  Nanette  Wheatley 
Williams;  one  daughter,  Mrs.  Antoinette  Williams 
French  of  Jamaica,  N.  Y.;  his  father,  Dr.  F.  E.  Wil- 
liams, Sr.,  Marshall;  one  brother.  Dr.  James  Williams, 
Columbus,  Miss.;  and  a sister,  Mrs.  Annette  Edmonds, 
Los  Angeles. 

DR.  WEBB  WALKER 

Dr.  Webb  Walker,  76,  of  Fort  Worth  died  Dec. 
11,  1962,  in  the  front  yard  of  his  home.  He  had  been 
covering  his  camellia  plants  to  protect  them  from  a 
coming  freeze  when  he  had  a heart  attack. 

A native  of  Lufkin,  he  came  to  Fort  Worth  to 
study  medicine  at  the  old  Fort  Worth  Medical  School 
( now  Baylor  University  College  of  Medicine,  Hous- 
ton) in  1908  and  stayed  to  practice  medicine  after 
receiving  his  M.D.  degree  in  1912. 

He  specialized  in  eye-ear-nose-and-throat  condi- 
tions. His  friend,  the  late  humorist  Will  Rogers  who 
was  many  times  a visitor  at  Dr.  Walker’s  home,  called 
him  "the  country  doctor”. 

A significant  part  of  his  life  was  his  interest  in 
politics.  He  was  never  a holder  of  an  elective  office, 
but  he  was  an  active  behind-the-scenes  politician  in 
Fort  Worth  during  the  1 930’s  and  1940’s. 

The  only  public  offices — both  appointive — that 
Dr.  Walker  ever  held  were  city  health  officer  for 
seven  years,  and  board  chairman  of  the  old  City 
County  Hospital  for  almost  30  years. 

Dr.  Walker  organized  and  for  many  years  headed 
the  Citizens  Committee,  a group  of  Fort  Worth  busi- 
ness men  who  began  forming  their  own  political 
tickets. 

He  served  as  Tarrant  County  campaign  manager 
for  former  Congressman  Martin  Dies,  Sr.,  also  a 
native  of  Lufkin,  when  Dies  ran  for  the  United  States 
Senate  in  1961. 

He  was  a personal  friend  and  long-time  associate 
of  the  late  Amon  G.  Carter  of  Fort  Worth. 

Dr.  Walker  also  was  active  in  Fort  Worth  sports. 
A football  and  baseball  fan,  he  was  named  receiver 
for  the  Fort  Worth  Cats  baseball  team  in  1933  when 
the  team  was  crippled  financially  and  faced  a bleak 
future.  Through  Dr.  Walker’s  efforts,  the  team  was 


168 


TEXAS  State  Journal  of  Medicine 


DR.  WEBB  WALKER 


DR.  J.  B.  ROUNTREE,  JR. 


saved.  He  was  a TCU  football  fan,  and  helped  many 
to  get  athletic  scholarships  there. 

Dr.  Walker  was  born  Sept.  1 1,  1885,  the  son  of 
R.  P.  and  Susan  Walker.  He  grew  up  and  attended 
school  in  Lufkin. 

On  Nov.  25,  1913,  he  married  Gussie  O'Keefe  in 
Fort  Worth. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  and  the 
Tarrant  County  Medical  Society.  He  belonged  to  the 
Christian  church. 

Survivors  include  his  wife;  two  sons,  Richard  D. 
Walker  and  Webb  Walker,  both  of  Fort  Worth;  a 
daughter,  Mrs.  Josephine  Walker  Wood  of  Fort 
Worth;  a sister,  Mrs.  Hattie  Cain  of  Lufkin;  and 
seven  grandchildren. 

DR.  J.  B.  ROUNTREE,  JR. 

Dr.  John  B.  Rountree,  Jr.,  43,  a Lubbock  pediatri- 
cian, was  killed  Nov.  2,  1962,  in  a two-car  collision 
within  the  Lubbock  city  limits. 

Dr.  Rountree  was  born  in  Paris,  Tex.,  Jan.  16, 
1919-  His  parents  were  John  B.  and  Ann  ( Biard ) 
Rountree.  He  was  graduated  from  Lubbock  High 
School,  attended  the  University  of  New  Mexico,  and 
received  a B.A.  degree  from  Texas  Technological 
College  in  1940.  He  was  graduated  in  medicine  from 
the  University  of  Tennessee  in  1944  and  interned 
at  the  U.S.  Naval  Hospital  in  Corpus  Christi.  He  did 
postgraduate  work  in  pediatrics  at  the  University  of 
Tennessee  and  at  Children’s  Memorial  Hospital  in 
Chicago. 

He  had  practiced  in  Lubbock  since  1946.  He  was 
a member  of  the  Texas  Medical  Association  and  the 
American  Medical  Association  through  the  Lubbock- 


Crosby  Counties  Medical  Society,  and  of  the  Amer- 
ican Association  of  Physicians  and  Surgeons.  He 
served  for  several  years  on  the  child  welfare  board 
and  was  the  1962  president  of  the  local  cerebral 
palsy  board. 

During  World  War  II  he  served  as  a lieutenant  in 
the  U.S.  Naval  Reserve,  and  from  1949  to  1956  he 
was  in  the  U.S.  Army  Reserve  with  the  rank  of 
captain. 

He  was  a member  of  the  Episcopal  church,  the 
Rotary  Club,  and  the  Knife  and  Fork  Club.  He  was 
on  the  city-county  board  of  health,  serving  as  vice 
president,  the  community  planning  council,  and  the 
board  of  directors  of  the  Lubbock  day  nursery. 

His  hobby  was  woodworking. 

Survivors  include  his  wife,  the  former  Lillian 
Childress  of  Memphis,  Tenn.;  five  sons,  John  B. 
Rountree,  III,  a student  at  Tulane  University,  Carl 
B.  Rountree,  Lawrence  C.  Rountree,  Paul  Rountree, 
and  Phillip  Rountree,  all  of  Lubbock;  his  parents,  Mr. 
and  Mrs.  J.  B.  Rountree,  Sr.,  Roswell,  N.M.;  a broth- 
er, James  W.  Rountree,  Roswell;  and  two  sisters, 
Mrs.  John  Wise,  Roswell,  and  Mrs.  Sidney  Wat- 
tinger,  Kansas. 


DR.  F.  L.  BUTTE 

Dr.  Felix  L.  Butte,  clinical  professor  of  orthopedic 
surgery  at  the  University  of  Texas  Southwestern 
Medical  School,  died  in  a Dallas  hospital  on  Dec.  28, 
1962. 

Dr.  Butte  was  born  June  30,  1901,  in  Sherman.  His 
parents  were  George  C.  and  Bertha  ( Lattimore ) 
Butte. 

He  received  a bachelor  of  arts  degree  from  the 
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University  of  Texas  in  1921  and  the  medical  doc- 
tor degree  from  the  University  of  Texas  Medical 
Branch  in  1926.  He  was  an  assistant  professor  of 
anatomy  there  from  1926  to  1929  and  from  1930  to 
1933-  He  interned  at  St.  Vincent’s  Charity  Hospital 
in  Cleveland  from  1929  to  1930  and  was  a resident 
at  New  York  Orthopedic  Dispensary  and  Hospital 
in  New  York  City  from  1933  to  19.38. 

He  returned  to  Dallas  in  1938  to  enter  private 
practice  in  orthopedics. 

He  was  certified  by  the  American  Board  of  Ortho- 
paedic Surgery,  Inc.  in  1942. 

From  1942  until  1945  he  served  as  a lieutenant 
colonel  commanding  the  First  Auxiliary  Surgical 
Group  of  the  U.  S.  Army  in  England  and  France. 
Upon  his  return  to  Dallas,  he  was  chief  of  Baylor 
Hospital’s  orthopedic  service  from  1946  until  1958. 
Later,  he  was  a consultant  in  orthopedics  to  the 
Veterans  Administration  Hospital  and  regional  of- 
fice. 

He  served  as  president  of  the  Dallas  County  Med- 
ical Society  in  1961.  He  was  a member  of  the  Amer- 
ican Medical  Association,  the  Texas  Medical  Associ- 
ation, the  American  Academy  of  Orthopaedic  Sur- 
geons, Clinical  Orthopaedic  Society,  Texas  Surgical 
Society,  Dallas  Southern  Clinical  Society,  Russell 
Hibbs  Orthopedic  Society,  Chaparral  Club,  and  Dal- 
las Club.  He  was  a past  president  of  both  the  Texas 
Orthopedic  Association  and  the  Russell  Hibbs  Ortho- 
pedic Society. 

He  was  the  author  of  two  medical  papers  pub- 
lished in  the  Journal  of  Bone  and  Joint  Surgery, 
"Scoliosis  Treated  by  the  Wedging  Jacket  ”,  January, 
1938,  and  "Navicular-Cunieform  Arthrodesis  for  Flat- 
Foot”,  April,  1937. 


DR.  F.  L BUTTE 


Dr.  Butte  married  the  former  Elizabeth  Kirkpat- 
rick of  Austin  on  Sept.  17,  1924,  in  Austin. 

She  survives,  as  do  two  daughters,  Miss  Sara  Butte 
of  New  York  City  and  Mrs.  Porter  W.  Gifford,  Jr., 
of  Dallas;  a son,  Felix  L.  Butte,  Jr.,  Topeka,  Kan.; 
two  brothers,  Woodfin  L.  Butte,  London,  and  George 
M.  Butte,  Phoenix;  and  two  sisters,  Mrs.  Perry  L. 
Jones,  Austin,  and  Mrs.  Rapier  Dawson,  San  Antonio. 


DR.  H.  J.  EHLERS 

Dr.  Helmuth  Jack  Ehlers,  chief  of  staff  of  Saint 
Luke’s  Episcopal  Hospital  in  Houston  and  one  of 
the  leaders  in  the  development  of  the  Texas  Medical 
Center  there,  died  at  Saint  Luke’s  on  Dec.  10,  1962. 
He  was  63. 

He  had  been  ill  for  six  months. 

Born  in  La  Grange  on  Jan.  8,  1899,  Dr.  Ehlers 
was  the  son  of  Hugo  and  Agatha  ( Sladczyk ) Ehlers. 
He  spent  most  of  his  youth  in  Austin  where  he 
later  attended  the  University  of  Texas. 

He  had  lived  in  Houston  for  the  past  35  years  and 
was  a surgeon  for  30  years.  He  was  chief  of  staff 
of  Saint  Luke’s  for  the  past  five  years  and  was  also 
a staff  member  of  Hermann,  Memorial  Baptist,  and 
Methodist  Hospitals.  He  was  a clinical  professor  of 
surgery  of  the  faculties  of  the  Baylor  University  Col- 
lege of  Medicine,  the  University  of  Texas  Postgradu- 
ate School  of  Medicine,  and  the  University  of  Texas 
Dental  School. 

Dr.  Ehlers  was  a board  member  of  the  Jesse  Jones 
Medical  Library  and  a trustee  of  the  Lummis  Founda- 
tion. He  was  a member  of  the  board  of  governors 
of  the  University  of  Houston,  a member  of  the 
American  College  of  Surgeons,  the  Texas  Surgical 
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Society,  the  American  Medical  Association,  and  the 
Texas  Medical  Association  through  the  Harris  Coun- 
ty Medical  Society. 

He  was  a trustee  of  the  Houston  Academy  of 
Medicine  and  a medical  advisor  to  the  board  of  the 
Texas  Children’s  Hospital.  He  is  listed  in  "Who’s 
Who  in  American  Medicine’’. 

He  received  his  medical  degree  from  the  Univer- 
sity of  Texas  Medical  Branch  in  Galveston  in  1923. 
He  interned  at  City-County  Hospital  in  Cleveland, 
Ohio,  and  served  a residency  at  Jefferson  Davis  Hos- 
pital in  Houston. 

He  served  in  the  infantry  during  World  War  I. 
He  was  a member  of  the  Presbyterian  church. 
He  married  Emerence  Truyens  in  Houston  on  Sept. 
10,  1927. 

He  owned  a farm  near  Columbus  where  he  raised 
Hereford  and  Santa  Gertrudis  cattle. 

Survivors  include  his  wife;  two  daughters,  Mrs. 
Jacqueline  Ehlers  Goss  and  Mrs.  Suzanne  E.  Parker, 
both  of  Houston;  four  brothers,  Alfred  Ehlers  of  La 
Grange,  Walter  J.  Ehlers  of  Brownsville,  Werner  J. 
Ehlers  of  San  Benito,  and  Leslie  Ehlers  of  New 
Braunfels;  and  four  grandchildren,  Alice  and  Suzanne 
Goss  and  Emerence  and  Wesley  Ehlers  Parker. 

DR.  R.  R.  CURTIS 

Dr.  Raleigh  R.  Curtis,  52,  formerly  of  Temple, 


was  killed  in  an  automobile  accident  near  Benton, 
Ark.,  on  Nov.  8,  1962. 

Dr.  Curtis  was  chief  of  internal  medicine  and  staff 
psychiatrist  at  the  State  Hospital  in  Benton  at  the 
time  of  his  death. 

He  was  a native  of  Bartlett,  born  May  8,  1910.  He 
was  the  son  of  Dr.  and  Mrs.  R.  R.  Curtis;  his  father 
practiced  medicine  in  Rogers  and  Temple  for  many 
years.  The  young  Dr.  Curtis  was  graduated  from 
Temple  High  School  in  1926  and  received  his  B.A. 
degree  from  the  University  of  Texas  in  1930  and  his 
M.D.  degree  from  the  University  of  Texas  Medical 
Branch  in  1934. 

He  served  his  internship  and  residency  at  Scott 
and  White  Memorial  Hospital  and  was  on  the  hos- 
pital staff  in  internal  medicine  until  leaving  Temple 
four  years  ago.  He  was  a member  of  the  hospital 
board  for  a number  of  years. 

He  was  a past  president  of  the  Bell  County  Medi- 
cal Society  and  a past  president  of  the  Temple  Rotary 
Club.  He  was  a member  of  the  12th  District  Medical 
Society,  Texas  Medical  Association,  American  Medi- 
cal Association,  and  an  Associate  of  the  American 
College  of  Physicians. 

He  is  survived  by  two  sons,  Franklin  Scott,  a stu- 
dent at  the  University  of  Texas,  and  Robert  Lee,  a 
student  at  Sam  Houston  State  College  at  Huntsville. 


Coming  Meetings 


American  Medical  Association,  Annual  Meeting,  Atlantic  City,  June 
16-20,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 

Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 

February 

American  College  of  Radiology,  Chicago.  Feb.  6-9.  1963.  Mr.  W.  C. 

Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

Texas  Public  Health  Association,  Galveston,  Feb.  24-27,  1963.  J.  N. 

Murphy,  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Urological  Society,  Lubbock,  Feb.  9-10,  1963.  Dr.  N.  F. 

McDonald,  915  Medical  Arts  Bldg.,  Houston  15,  Sec. 

First  District  Society,  Pecos,  Feb.  2,  1963.  Dr.  G.  L.  Black,  1501 
Arizona,  El  Paso,  Sec. 

Twelfth  District  Society,  Waco,  Feb.  9,  1963.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

March 

Texas  Division,  American  Cancer  Society,  Austin,  March  20,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
American  Academy  of  Allergy,  Montreal,  March  12-14,  1963.  Mr. 

J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 
American  Academy  of  General  Practice,  Chicago,  March  29-April  3, 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12,  Exec.  Sec. 

American  College  of  Allergists,  New  York,  March  24-29,  1963.  Dr. 

John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 

South  Central  Association  of  Blood  Banks,  Dallas,  March  1-2,  1963. 

L.  R.  Guy,  PhD.,  2927  Maple,  Dallas  4,  Sec. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  22- 
24,  1963.  Dr.  J.  R.  Maxfield.  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 


Texas  Surgical  Society,  Houston,  March  31-April  2,  1963.  Dr.  W.  B. 
King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Tuberculosis  Association,  Austin,  March  16-17,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 


National  and  Regional 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30-Dec.  5, 
1963-  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New  York 
City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Los  Angeles,  April  22-24,  1963- 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 

American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21. 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  of  Plastic  Surgeons,  Washington,  D.C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963-  Mr.  G. 
Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  13-17, 
1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
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American  College  of  Gastroenterology,  Washington,  D.C.,  Oct.  20-23, 
1963.  Mr.  D.  Weiss,  33  W.  60th,  Nett'  York  23.  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists,  New  York. 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 

American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Francisco, 
Oct.  28-Nov.  1,  1963-  Dr.  R.  S.  Myers,  40  East  Erie,  Chicago, 
Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Dallas, 
Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michigan,  Chi- 
cago 2,  Exec.  Dir. 

American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  New  Orleans,  May  13-15,  1 963  - 
Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Heart  Assoication,  Los  Angeles,  Oct.  25-29,  1963-  Mr. 

Rome  A.  Berts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo.,  Nov. 
11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963.  Mr. 

J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29-Oct.  5, 
1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago  11, 
Mgr. 

American  Surgical  Association,  Phoenix,  April.  3-5,  1963.  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  5-6,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation,  Los 
Angeles,  April  21-25,  1963-  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico.  Dr.  C.  Kalil,  200  East 
Monterey  Way,  Phoenix,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22,  1963. 

Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 
Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12,  1963. 

Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 
Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963.  Dr. 

Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905  5th 
Avenue,  Fort  Worth,  Sec. 

Southwestern  Surgical  Congress,  Mexico  Ciry,  April  22-25,  1963.  Dr 
R B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 

State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26,  1963. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15,  1963. 

Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Air-Medics  Association,  Dallas,  April,  1963.  Dr.  C.  F.  Miller. 
Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health.  Dallas,  Oct.,  1963.  Mr.  F.  L. 

Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April,  1963. 

Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29, 
1963-  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April 
28,  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Dermatological  Society,  Dallas,  April  28-30,  1963.  Dr.  M.  A. 

Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Heart  Association.  Mr.  E.  T.  Guy,  2480  Times  Blvd.,  Houston 
5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 

Texas  Neuropsychiatric  Association,  Dallas,  April  27-30,  1963.  Dr 
E.  I Bruce,  Jr.,  1014  Strand.  Galveston,  Sec. 


Texas  Ophthalmological  Association,  Dallas,  April  28-30.  1963.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopedic  Association,  Dallas,  April  29,  1963.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

J.  P.  Moran,  3154  Reid  Dr..  Corpus  Christi,  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham.  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Doctor's  Bldg.,  Fort  Worth,  Sec. 
Texas  Proctologic  Society,  Fort  Worth,  April,  1963.  Dr.  T.  Melton, 
636  Hermann  Professional  Bldg..  Houston,  Sec. 

Texas  Radiological  Society.  Dr.  R.  P.  O'Bannon,  1217  West  Cannon, 
Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  Austin,  July  24-26,  1963.  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Galveston.  Dr.  J.  Kemper.  6655 
Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Duflot, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Dallas,  April, 
1963-  Dr.  Belton  Griffin.  6648  Fannin,  Houston,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Dallas,  April  29, 
1963.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston,  Dec. 

6-7,  1963.  Dr  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  Society  of  Pathologists,  Inc.  Dr.  V.  A.  Stembridge,  Southwest- 
ern Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April  27,  1963.  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  24-26, 
1963  Dr.  M H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28,  1963.  Dr.  J.  C 
Long,  805  W.  8th,  Plainview,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  April  29-May  2,  1963  Dr  U Blanco,  El  Paso,  Sec. 

District 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland. 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones. 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July.  1963.  Dr. 

S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 
Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb,  421  S.  Oak, 
La  Marque,  Sec. 

Ninth  District  Society. 

Tenth  District  Society.  Dr.  I M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon, 
Ft.  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen.  Suite  N-l. 
Medical  Center,  Denison,  Chm. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E Cockrell, 
Jr.,  202  W French  Place,  San  Antonio,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J 
Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas.  Mrs.  W.  H.  Dahme. 

412  Jesse  H.  Jones  Library  Bldg.,  Houston  25.  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Examination, 
Austin,  Dallas,  Houston,  Galveston,  in  mid-April,  1963.  Mrs. 
Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 
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Medical  Staffs  Can  Keep 
Hospital  Costs  Down 

Hospital  costs  to  patients  are  increasing 
each  year.  At  Hermann  Hospital  in  Houston 
the  average  overall  per  diem  cost  for  inpatient 
care  for  1962  was  $31.11.  In  1956  the  cost  was 
$22.20,  and  in  1951  it  was  $18.87.  On  a nation- 
wide basis  for  1962  the  average  per  diem  cost 
for  general  hospitals  was  $36.  In  some  states 
the  hospital  room  rates  are  more  than  $10  a 
day  higher  than  in  a comparable  hospital  in 
Houston. 

Increasingly,  patients  are  unable  to  pay  the 
doctor  or  the  hospital.  This  is  not  a healthy 
trend;  rising  hospital  costs  together  with  an 
increasing  inability  of  patients  to  pay  have 
been  major  reasons  why  many  nations  now 
have  socialized  medicine. 

Doctors  then  very  well  may  ask,  “What  can 
we  do?” 

Here  are  suggestions: 

Use  supplies  as  if  you  were  paying  for 
them.  It  is  distressing  to  learn  about  the 
wasted  suture  material,  dressings,  and  other 
supplies.  Wasted  supplies  do  not  help  the  re- 
covery of  the  patient,  but  they  do  increase  his 
hospital  costs. 

“Stat”  orders  at  night  increase  costs  be- 
cause of  the  extra  staff  required.  Avoid  this, 
when  possible. 

In  surgery  and  in  the  delivery  rooms,  do 
not  request  a graduate  nurse  to  perform  du- 
ties which  could  be  done  by  a student  or  a less 
skilled  person. 

Late  week  day  dismissals  and  admissions 
cause  the  business  office  and  admitting 
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departments  to  hire  extra  personnel. 
These  additional  persons  are  expensive. 
Dismiss  your  patients  early  in  the  day. 
Encourage  your  patients  to  be  admitted 
during  regular  hours.  Whenever  pos- 
sible encourage  them  to  be  pre-admit- 
ted.  This  decreases  costs  and  increases 
the  efficiency  of  these  departments. 

Try  to  advise  patients  in  advance 
what  the  hospital  stay  will  cost.  Re- 
quest accommodations  for  which  the 
patients  can  pay  and  advise  patients 
that  the  hospital  expects  each  to  pay 
for  his  own  bill.  Refrain  from  accept- 
ing clinic  patients  as  full  pay  patients 
unless  there  is  adequate  insurance,  oth- 
erwise the  loss  from  bad  debts  in- 
creases. 

Distribute  charity  fairly.  One  hos- 
pital should  not  be  the  recipient  of  all 
of  a doctor’s  charity  patients  and  those 
who  are  poor  financial  risks  unless  that 
hospital  receives  all  of  his  patients. 

The  hospital  has  a responsibility  to 
obtain  payments  from  pay  patients.  Do 
not  side  with  the  patients  against  the 
credit  manager  when  he  attempts  to 
collect  from  patients  who  do  not  make 
an  effort  to  meet  their  financial  obliga- 
tions to  the  hospital. 

Avoid  mentioning  that  the  hospital 
carries  liability  insurance.  Some  pa- 
tients are  “suit”  conscious.  Utilization 
of  hospital  insurance  protection  always 
increases  its  costs. 

Be  familiar  with  the  cost  of  medica- 
tions, laboratory  procedures,  and  roent- 
gen-ray examinations.  On  the  teaching 
wards  the  number  of  roentgen-ray,  lab- 
oratory, and  other  diagnostic  proced- 
ures ordered  for  the  average  teaching 
patient  are  more  than  three  times  that 
ordered  for  the  private  patient.  Thou- 
sands of  dollars  could  be  saved  if  the 
resident  staff  was  not  required  to  order 
all  these  procedures. 


Benjamin  Franklin  said,  “No  reve- 
nue is  sufficient  without  economy,”  and 
this  is  true  today  in  any  hospital  wheth- 
er privately  owned  or  government  con- 
trolled. The  medical  staff  can  help  the 
hospital  maintain  a reasonable,  sound 
financial  record. 

— Leigh  J.  Crozier,  M.D.,  and 
James  E.  Pittman,  M.D., 
Houston. 

Kerr-Mills: 

The  First  Year 

A reckoning  is  in  order. 

The  Kerr-Mills  program  has  been  op- 
erating in  Texas  for  more  than  a year, 
and  now  certain  data  are  available  to 
appraise  this  form  of  medical  care  for 
the  aged. 

The  Texas  Department  of  Public 
Welfare,  administrator  of  the  program, 
reports  that  during  the  first  year  (Jan. 
1, 1962,  to  Jan.  1,  1963)  Old  Age  Assist- 
ance recipients  who  were  hospitalized 
added  up  to  a total  of  80,000.  This 
amounts  to  2.8  per  cent  of  all  OAA  re- 
cipients being  hospitalized  each  month. 
The  program  is  paying  approximately 
92  per  cent  of  the  hospital  bill  for  each 
recipient  who  is  hospitalized  14  days  or 
less.  The  average  hospital  stay  of  pa- 
tients being  treated  under  this  pro- 
gram is  reported  to  be  9.5  days. 

In  implementing  the  Kerr-Mills  Act 
in  Texas,  the  Texas  Department  of 
Public  Welfare  has  used  state  and  fed- 
eral funds  to  purchase  health  insurance 
policies  for  these  OAA  recipients  from 
Blue  Cross-Blue  Shield  of  Texas.  Ben- 
efits paid  to  date  have  amounted  to 
more  than  $16,394,000,  including  $13,- 
406,000  paid  to  hospitals  and  $2,988,000 
paid  to  physicians.  Even  though  80,000 
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OAA  recipients  have  been  hospitalized 
during  the  first  year,  the  program  is 
financially  sound.  This  is  attested  by 
an  announcement  of  an  increase  in  ben- 
efit schedules  paid  on  behalf  of  pa- 
tients, effective  Jan.  1,  1963. 

It  is  interesting  to  know  that  the 
more  than  223,000  recipients  of  OAA 
represent  approximately  30  per  cent  of 
the  entire  aged  population  of  Texas 
and  amount  to  almost  all  of  the  aged  in 
Texas  who  need  outside  help  with  medi- 
cal bills.  That  almost  all  of  those  who 
need  help  are  now  receiving  it  through 
the  OAA  program  has  been  document- 
ed by  studies  made  by  the  Belden  As- 
sociates, a public  opinion  surveying  or- 
ganization. Just  recently,  Belden  As- 
sociates completed  a comprehensive 
study  of  all  Texans  age  65  or  over  who 
are  not  covered  by  OAA.  Belden  has 
concluded  that  “there  apparently  re- 
mains approximately  3 per  cent  of  all 
aged  Texans  who  need  and  want  out- 
side help.  During  a calendar  year,  only 
1 per  cent  had  what  might  be  called 
more  than  minor  medical  expenses 
($100  or  more)  warranting  the  need 
for  outside  help”. 

With  regard  to  these  remaining  aged 
Texans  who  need  and  want  outside 
help,  the  Texas  Medical  Association  is 
supporting  the  enactment  of  the  pro- 
posed Medical  Aid  for  the  Aged  portion 
of  the  Kerr-Mills  Act.  Designed  to  help 
those  with  marginal  resources,  this  por- 
tion of  the  Act  cannot  be  effected  with- 
out passage  of  a constitutional  amend- 
ment by  the  voters  of  the  state.  Legis- 
lation proposing  such  an  amendment  to 
the  voters  has  been  introduced  in  the 
58th  Texas  Legislature. 

Examination  of  these  data  points  to 
one  conclusion — a successful  first  year 
for  the  Kerr-Mills  program  in  Texas. 


Medical  History 

Many  physicians  regard  medical  his- 
tory as  a dull  subject  about  illiterate 
people  of  past  eras  who,  at  best,  should 
be  left  alone  to  die  in  peace — letting 
“bygones  be  bygones”.  Some  also  think 
of  history  as  an  avocation  for  retired 
medical  men  used  only  for  their  per- 
sonal amusement — often  to  elevate  de- 
flated egos. 

This  is  an  amazing  misconception. 
From  the  day  we  are  born  we  begin 
living  history.  Experience  is  our  great- 
est and  most  dependable  teacher.  This 
has  been  true  throughout  the  ages  and 
it  is  true  today.  History  is  the  founda- 
tion upon  which  all  progress  must  be 
built;  it  is  the  rock  upon  which  all 
progress  has  been  made. 

A few  of  the  “great”  discoveries  that 
have  been  introduced,  nurtured,  loved, 
and  abandoned  since  1930  include  tan- 
nic acid  treatment  of  burns,  injection 
treatment  of  hernias,  injection  treat- 
ment of  hemorrhoids,  intravenous  hy- 
drochloric acid  for  enlarged  prostates, 
intravenous  mercurochrome  for  septi- 
cemia, reversal  of  circulation  in  the  ex- 
tremities for  thrombophlebitis  (yes, 
the  attaching  of  the  femoral  artery  to 
the  femoral  vein  and  the  femoral  vein 
to  the  femoral  artery).  Most  of  these 
techniques  sound  preposterous  in  light 
of  our  present  knowledge  but  they  were 
ethically  introduced  and  used  by  excel- 
lent men  in  the  medical  profession. 

During  this  same  period,  by  the  same 
system,  and  with  the  same  minds  there 
were  developed  antibiotics,  replacement 
blood  transfusions,  cardiac  surgery, 
anticoagulant  therapy,  steroids,  hor- 
mones, intravenous  feedings  as  routine 
treatment,  tetanus  toxoid,  polio  immu- 
nization, and  intestinal  decompression. 
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So  there  are  some  bad  misses  for  a few 
hits. 

Some  medical  discoveries  have  been 
abandoned  and  then  reintroduced  suc- 
cessfully. Spinal  anesthetics  were  used 
and  forgotten  about  1905  and  then  re- 
introduced in  1938;  they  still  have  a 
place  in  surgery.  Hypnosis,  or  mesmer- 
ism, was  used  and  abandoned  after 
about  1820  to  be  popularized  again  in 
the  past  five  years  and  now  is  used  suc- 
cessfully. 

Sir  William  Osier  once  remarked  that 
if  a practicing  physician  did  not  keep 
abreast  of  medical  progress  he  would 
become  a “has  been”  in  five  years.  This 
is  even  more  true  now.  It  takes  years, 
however,  for  a new  discovery  to  reach 
its  proper  perspective  in  the  practice 
of  medicine.  As  Alexander  Pope  said 
in  his  “Essay  on  Criticism”:  “Be  not 
the  first  by  whom  the  new  are  tried, 
nor  yet  the  last  to  lay  the  old  aside.” 

Medical  history  should  never  become 
a special  branch  of  medicine;  it  inte- 
grates all  of  medicine,  including  each 
specialty,  and  even  brings  medicine  in- 
to proper  perspective  with  all  other 
fields  of  knowledge  and  science  that 
contribute  to  the  welfare  of  mankind. 
Because  of  this,  medicine,  religion,  art, 
anatomy,  and  science  have  been  insep- 
arable throughout  the  ages. 

It  is  thought  that  among  all  living 
things  man  is  the  only  one  that  knows 
he  must  die.  In  the  past  5,000  years 
man’s  battle  for  survival  has  been  un- 
ceasing. The  tools  with  which  we  carry 
on  this  battle  have  changed  to  an  un- 
believable degree  and  some  now  sug- 
gest that  this  might  well  be  for  the 
worse.1 

Medical  history  will  widen  the  indi- 
vidual’s horizon,  and  will  relieve  some 

1.  Shanbrom,  E. : Malthus.  Morality,  and  “Miracle’*  Drugs, 
JAMA  182:856  (Nov.  24)  1962. 


of  the  insecurity  of  our  times  by  teach- 
ing how  the  great  minds  of  the  pasi 
have  dealt  with  similar  problems. 

These  are  not  new  thoughts.  Hip- 
pocrates wrote  in  his  book  “On  Ancient 
Medicine”,  “I  say  we  ought  not  to  re- 
ject the  ancient  Art  as  if  it  were  not 
and  had  not  been  properly  founded 
since  it  did  not  attain  accuracy  in  all 
things,  but  rather  . . . receive  and  ad- 
mire its  discoveries.”  This  was  written 
about  400  years  before  Christ. 

The  human  mind  has  not  improved 
in  its  capacity  for  thinking  since  the 
Golden  Age  of  Pericles  with  its  peri- 
patetic philosophers. 

— Wm.  M.  Crawford,  M.D.,  Fort  Worth, 
Chairman,  Committee  on  Medical 
History,  Texas  Medical  Association. 

End  of  An  Era? 

Editor’s  Note:  On  Feb.  13,  1963,  Annie 
Lee  Thompson  died  after  an  illness  of 
several  months.  She  and  her  husband,  the 
late  Dr.  Sam  E.  Thompson,  were  Texas 
medicine’s  generous  benefactors.  Follow- 
ing her  funeral  in  Kerrville,  Dr.  York 
wrote  this  tribute  to  “Ole  Miss”. 

We  were  assembled  at  her  home  to 
pay  our  last  respects  to  Mrs.  Sam 
Thompson.  The  two-story  house  of  na- 
tive limestone  is  high  on  a ridge  over- 
looking the  Guadalupe  and,  beyond  the 
river,  the  little  city  of  Kerrville  with  its 
live  oak  groves  and  church  steeples. 
The  grounds  of  the  estate  are  spacious, 
and  it  was  once  the  center  of  many  so- 
cial functions.  Inside  the  house,  the  fur- 
niture had  been  removed  from  the  large 
main  drawing  room  and  dining  room, 
built  at  right  angles  to  each  other,  and 
both  rooms  were  filled  with  folding 
chairs  for  the  funeral. 

The  areas  about  the  casket  and  along 
the  walls  were  heavily  banked  with 
beautiful  floral  offerings.  Both  rooms 
and  the  foyer  filled  quickly.  Someone 
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sang  “The  Old  Rugged  Cross”.  The 
minister  offered  a prayer  and  read  the 
scriptures. 

A former  patient  of  Dr.  Thompson’s, 
L.  R.  Baker  of  Harlingen,  gave  the 
farewell  address.  He  told  that  only  sev- 
en years  before  in  those  rooms  he  had 
said  the  last  rites  for  Dr.  Sam.  He  told 
of  the  impact  for  all  that  is  noble  and 
good  that  Dr.  and  Mrs.  Thompson  had 
made  on  the  community  and  on  all  their 
friends.  He  described  how  through  the 
benevolence  of  these  two,  many  have 
benefited.  In  just  one  area  alone,  215 
loans  have  been  made  to  needy  Texas 
medical  students. 

Hearing  this,  I wondered  if  it  had 
ever  occurred  to  “Ole  Miss”,  as  her 
friends  called  her,  that  hers  and  Dr. 
Sam’s  accomplishments  were  outstand- 
ing. I doubt  it;  it  seems  to  me  she  saw 
these  as  their  duty  in  appreciation  of 
God’s  magnificent  kindness  through 
the  years. 

She  once  confided  to  me  how  Dr.  Sam 
had  to  teach  school  every  other  year  to 
save  enough  money  to  go  back  to  medi- 
cal school  on  alternate  years.  They  real- 
ized what  financial  help  can  mean  to  a 
young  man  in  getting  a medical  educa- 
tion, so  he  and  she  decided  to  give  their 
life  savings  to  establish  a fund  for  this 
purpose.  The  present  market  value  of 
the  Dr.  S.  E.  Thompson  Fund  now  is 
$800,000. 

After  the  services  at  the  home,  we 
joined  the  long,  quiet  procession  of  cars 
winding  down  the  tortuous  road  off 
the  mountain  to  the  old  cemetery.  The 
minister  said  the  final  prayers,  and  we 
turned  to  leave  the  old  graveyard 
where  the  community’s  first  settlers 
are  buried. 

Someone  remarked,  “This  is  the  end 
of  an  era  for  Kerrville.” 

Perhaps  so,  but  it  is  only  the  begin- 


ning of  a wave  of  influence  which  will 
touch  the  lives  of  thousands  in  the  fu- 
ture who  are  destined  to  benefit  from 
the  great  benevolence  of  this  wonder- 
ful couple. 

— Byron  P.  York,  M.D.,  Houston. 

Look  in  Yellow  Pages 
For  Annual  Program 

The  bright  yellow  section  in  this 
Journal  contains  the  complete  program 
for  the  Texas  Medical  Association’s 
Annual  Session,  which  will  be  April  28- 
30  in  Dallas.  The  Woman’s  Auxiliary 
Convention  Program  also  is  included. 

The  Program  is  virtually  complete  at 
this  time  although  some  minor  revi- 
sions may  be  made  before  printing  for 
final  distribution  at  the  meeting. 

Curbstone  Consultations,  newcomers 
to  TMA’s  Annual  Session,  are  outlined 
in  a separate  section  of  the  program. 
Physicians  are  invited  to  look  over  the 
list  of  ten  general  topics  to  be  discussed, 
and  to  bring  case  histories,  X-ray  films, 
electrocardiograms,  and  any  questions 
they  may  have  for  discussion. 

In  the  “Highlights”  section,  physi- 
cians may  check  on  services  which  will 
be  offered  them  during  the  meeting, 
hotels  and  motels,  locations  of  exhibit 
areas  and  meeting  rooms,  and  informa- 
tion on  special  programs. 

Various  entertainments  are  to  be 
held,  and  a list  of  these  in  the  program 
gives  doctors  an  opportunity  to  select 
and  plan  to  attend  the  ones  they  will 
most  enjoy. 

TMA  officials  will  be  occupied  with 
a full  agenda  of  business  matters. 

Bringing  opinions  and  techniques 
from  many  parts  of  the  country  and 
from  England  will  be  28  guest  speakers 
on  the  programs  of  the  11  scientific  sec- 
tions and  25  specialty  programs. 
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Opinions 

and 

Views 


Challenge  of  a New  Dimension 


SCIENCE  HAS  as  its  sole  purpose  the  as- 
signment to  assist  us  in  making  easier 
and  happier  man’s  journey  through  his  life 
span.  The  purpose  of  conquering  the  atom 
and  the  exploration  of  space  is  to  benefit 
mankind  without  regard  to  nationality,  be- 
lief, or  position. 

The  splitting  of  the  atom  and  the  forward 
thinking  in  nuclear  and  related  sciences  have 
been  the  keynotes  of  progress  in  the  20th 
Century.  Hundreds  of  scientific  papers  have 
given  bits  of  information  about  details  and 
processes.  Through  this  storehouse  of  record- 
ed data  our  scholars  can  piece  together  the 
patchwork  which  will  bring  forth  new 
thoughts,  augment  present  processes,  and 
unleash  the  energy  of  the  atom  to  full  fru- 
ition on  a meaningful  scale. 

Exploration  by  scientists,  students,  and 
persons  in  various  other  professions  in  the 
next  few  years  will  set  the  pattern  for  com- 
ing generations.  Some  theories  and  estab- 
lished explanations  may  have  to  be  discarded, 
but  not  until  they  have  served  as  guide  posts 
in  our  search  for  a more  accurate  and  ap- 
plicable answer  to  the  new  dimension  we  are 
entering.  Certain  points  of  understanding  are 
necessary  for  us  to  meet  the  challenge  of  to- 
day: the  mechanics  of  man’s  physical  limita- 
tions and  latent  potentialities ; man’s  mental 
processes;  man’s  adjustability  under  antici- 
pated and  unanticipated  circumstances;  pa- 
tience in  the  acceptance  of  the  true  value  of 
pursuing  a project;  economics  of  thrift  in 
terms  of  time  and  accomplishment  as  well  as 
money ; training  in  the  science  of  communica- 
tion of  ideas  through  speech;  salesmanship 
for  the  dimension  of  tomorrow — a new  prod- 
uct must  have  operating  capital  so  that  its 
financial  lifeline  is  kept  in  good  condition; 
faith — this  product’s  most  valuable  trade- 
mark ; and  competitive  and  aggressive  spirit 
to  keep  those  in  related  fields  in  full  competi- 
tive effort.  Many  industries  and  products  are 
spawned  by  the  economic  pressures  brought 
about  by  the  desire  to  survive.  Necessity  and 


danger  act  as  great  instigators  for  scientifi 
development. 

The  past  history  of  fundamental  researcl 
and  the  philosophy  of  the  Nuclear  Age  tie  ii 
intimately  with  the  general  scientific  devel 
opments  of  the  past.  It  would  be  foolish  t< 
imagine  that  we  are  wiser  than  our  fore 
fathers,  merely  because  we  can  calculate 
faster.  The  very  principles  which  enable  u: 
to  do  this  feat  are  based  upon  the  knowledgi 
which  past  generations  have  discovered  anc 
left  recorded  for  us.  All  modern  day  calcula 
tors  and  computers  are  the  rewards  of  earli 
er  work.  The  mathematicians  of  our  age  ar< 
utilizing  the  heritage  of  the  past  to  forge  nev 
tools  of  scientific  thought  for  the  use  of  fu 
ture  generations.  Step  by  step  the  progress 
of  mathematics  continues.  The  future  holds 
in  store  even  greater  discoveries  than  haw 
been  made  in  the  past. 

Communication  by  visual  means  is  noi 
limited  by  language,  grammar,  or  tongue.  Ii 
can  be  perceived  by  the  illiterate  as  well  as 
the  literate.  It  is,  in  fact,  international.  Sc 
may  we  think  of  science.  Dynamic  imagen 
can  fortify  the  verbal  concept  so  that  a widei 
and  deeper  understanding  can  be  achieved 
Technological  discoveries  have  changed  oui 
surroundings — partly  by  physically  modify- 


Nuclear  power  has  a vital  new  role  in  medi- 
cine; it  also  challenges  man's  imagination 
in  applying  its  use  in  numerous  other  fields. 
Dr.  J.  R.  Maxfield,  Jr.,  Dallas  radiologist, 
a member  of  Texas  Medical  Association's 
Committee  on  Nuclear  Medicine,  chairman 
of  Texas  Radiation  Advisory  Board,  and  pres- 
ident of  the  Society  of  Nuclear  Medicine, 
presents  some  of  these  challenges.  (Con- 
densed from  a talk  dedicating  the  Nuclear 
Science  Center  at  Texas  A&M  College,  Bry- 
an, on  May  25,  1962.  The  Center  and  Nu- 
clear Reactor  is  the  the  first  of  its  kind  to 
be  installed  in  Texas.) 
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ng  some  of  the  surface  of  this  planet  and 
>artly  by  altering  the  concept  that  allowed 
is  to  see  a world  that  was  once  too  large,  too 
lomplicated,  and  almost  beyond  orientation 
levelop  into  a world  that  is  now  small,  com- 
>act,  with  fast  communication  and  almost 
complete  orientation. 

The  rapid  progress  and  developments  be- 
ng  made  in  science,  industry,  medicine,  agri- 
culture, and  other  related  fields  to  harness 
;he  atom  to  man’s  benefit  are  numerous.  A 
;ew  applications  of  nuclear  energy  may  be 
nentioned  briefly  to  present  a general  pic- 
;ure: 

1.  Power  and  Propulsion.— In  many  cities, 
lomes  and  factories  are  electrified  with  vir- 
sually  unlimited  sources  of  energy.  Now,  por- 
table prefabricated  nuclear-power  reactors 
ire  being  placed  in  remote  areas  which  were 
formerly  impossible  to  supply  with  fuel  be- 
cause of  vast  distances,  weather  conditions, 
br  prohibitive  cost.  In  the  future,  electric 
power  undoubtedly  will  be  produced  at  a cost 
small  enough  to  use  in  irrigating  dry  areas — 
turning  deserts  into  fertile  agricultural  land. 

The  production  of  our  nuclear  submarines 
jiis  fascinating  history.  News  headlines  were 
made  when  plans  for  them  were  announced, 
and  they  are  now  a bulwark  in  our  Nuclear 
Navy.  Their  accomplishments,  the  submerged 
navigation  across  the  top  of  the  world  under 
the  North  Pole,  and  the  complete  submerged 
navigation  around  the  world,  are  but  the 
beginnings  of  a brilliant  record  for  our  naval 
jannals.  The  addition  of  our  Polaris  type  sub- 
marines, our  nuclear  powered  aircraft  car- 
riers, and  our  merchant  fleet  are  steps  for- 
ward that  we  shall  be  appreciating  more  in 
the  years  to  come. 

The  development  of  nuclear  power  for  air- 
craft is  inevitable.  How  extensively  it  will 
be  used  and  the  degree  to  which  it  will  be 
practical  will  depend  upon  the  ingenuity  of 
our  design  engineers  and  the  faith  of  their 
superiors.  It  is  inevitable  that  as  we  step 
further  into  space  travel,  we  must  utilize  nu- 
clear propulsion  to  provide  an  adequate 
source  of  energy  for  our  astronauts. 

The  utilization  of  nuclear  energy  to  dig 
canals  and  harbors,  divert  rivers,  or  move 
mountains  is  approaching  reality.  The  utili- 
zation of  nuclear  energy  for  explosives  in 
mining  and  blasting  operations  opens  up  po- 
tentials for  further  development. 

2.  Agriculture. — Radioactive  isotopes  may 
be  used  to  increase  food  production  through 
better  fertilizers,  to  develop  larger  and  hardi- 
er plants  (peanuts,  corn,  wheat,  oats,  and 


even  flowers),  to  eliminate  insects  and  pests 
that  destroy  crops  and  stored  foods,  and  to 
determine  how  livestock  utilize  various  fod- 
der and  thereby  increase  meat  production. 
The  utilization  of  atomic  radiation  for  steril- 
ization procedure  of  the  fly  in  the  screwworm 
problem  has  been  a tremendous  boost  to  the 
productive  yield  of  the  cattle  industry  in 
Florida  and  other  Southern  states.  Atomic 
radiation  has  been  used  to  reduce  food  spoil- 
age by  destroying  bacteria  and  extending 
shelf  life  of  meats,  sea  food,  poultry,  vege- 
tables, and  fruits.  This  same  technique  may 
be  applied  in  countries  where  there  is  little 
or  no  refrigeration  for  foods.  This  will  mean 
a better  food  distribution. 

3.  Medicine. — The  diagnostic  procedures 
of  using  radioisotopes  in  tracer  techniques 
range  from  the  ability  to  determine  the  life 
of  the  red  blood  cells,  the  circulation  time  of 
the  blood,  the  detection  of  pernicious  anemia, 
the  total  blood  volume,  and  the  detection  of 
brain  tumors,  to  the  evaluation  of  thyroid 
function.  In  all  of  these  fields,  the  radioiso- 
tope method  has  replaced  the  relatively  crude 
processes  previously  employed.  Potentials  are 
limited  only  by  the  imagination  of  the  in- 
vestigators and  the  quality  of  the  technical 
instrumentation. 

In  the  therapeutic  procedures  using  radio- 
active materials,  the  use  of  telecobalt  ther- 
apy (the  so-called  cobalt  bomb  for  medical 
use)  is  a powerful  tool  for  the  physician.  This 
has  improved  the  palliative  treatment  of  ma- 
lignant disease  and  has  increased  the  cura- 
bility rate  in  some  instances.  The  outstand- 
ing uses  of  radioactive  isotopes  by  oral  admin- 
istration are  the  radioactive  iodine  (the  so- 
called  atomic  cocktail)  in  the  treatment  of 
hyperthyroidism  and  the  administration  of 
radioactive  phosphorus  in  the  treatment  of 
polycythemia  vera.  There  are  many  other 
conditions  in  which  radioactive  materials 
have  played  a vital  role  in  therapeutic  arma- 
mentarium, notably  in  leukemia,  the  treat- 
ment of  cancer  of  the  thyroid,  the  treat- 
ment of  ascites  of  malignant  origin,  and  the 
treatment  of  metastatic  carcinoma  of  the 
breast  and  prostate. 

The  diagnostic  and  therapeutic  applica- 
tions of  radioactive  materials  in  medicine 
are  too  numerous  to  describe,  except  in  gen- 
eral terms.  The  medical  profession  is  to  be 
commended  for  the  excellent  use  it  is  mak- 
ing of  this  new  tool.  One  authority  on  atomic 
energy  has  stated  that  if  no  other  use  of 
nuclear  energy  had  been  found,  the  entire 
cost  of  the  project  could  be  justified  on  the 
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basis  of  the  diagnostic  and  therapeutic  uses 
in  medicine. 

4.  Industry. — Radioisotopes  are  used  to  in- 
spect welds  in  ships  and  pipelines,  to  make 
“wear  studies”  of  motors  and  lubricants,  to 
measure  accurately  thickness  and  density  of 
sheet  materials  (rubber,  metals,  glass,  plas- 
tics, paper)  as  they  move  along  the  produc- 
tion line,  to  measure  ingredients  in  food 
manufacturing,  and  to  supply  information 
in  oil  well  logging.  Many  more  applications 
of  radioisotopes  in  industry  are  being  util- 
ized, and  more  will  be  developed  as  time  goes 
on. 

5.  Meteorology. — The  world’s  first  auto- 
matic weather  station  in  the  Arctic  region 
was  made  possible  with  power  from  radioiso- 
topes. Its  equipment  measures  wind  speed 
and  direction,  temperature,  and  barometric 
pressure,  and  transmits  this  information  to 
report  centers  in  the  United  States  every 
three  hours.  Satellite  Tiros  III  carried  a ra- 
dioisotope power  unit  and  telemetered  ad- 
vance warnings  of  hurricanes  last  summer. 
Satellites  carrying  radioisotope  power  units 
make  it  possible  to  record  continuous  weath- 
er operations  and  weather  characteristics 
over  the  entire  world,  including  polar,  oce- 
anic, and  desert  areas. 

6.  Space. — Radioisotope  power  units  have 
made  it  possible  to  increase  the  knowledge 
of  the  earth  and  its  atmosphere.  Satellites 
Tiros  I and  II  made  photographs  and  relayed 
them  back  to  the  earth  from  space.  The  bal- 
loon satellite,  Echo  I,  transmitted  the  human 
voice  from  California  to  New  Jersey,  thus 
expanding  the  channels  of  communication. 
This  is  opening  a tremendous  new  vista  of 
communication.  The  fuel  for  man’s  trip  to 
the  moon  and  return  will  be  accomplished 
undoubtedly  through  the  use  of  atomic  pow- 
er. 

Einstein  once  remarked,  “Ultimate  auto- 


mation based  upon  atomic  power  could  mak 
our  modern  industries  look  as  primitive  a 
the  methods  of  the  stone  age  man  look  to  u 
now.”  Today,  computers  are  developing  h 
the  point  of  freeing  man’s  mind  for  intellec 
tual  tasks.  The  sinews  of  industry  an 
stretching  and  showing  the  potentials  tha 
remain  in  private  enterprise.  The  heart  am 
soul  of  America  is  dedicated  to  the  desirt 
of  offering  American  help  and  the  Americai 
standards  of  living  to  all  people  on  earth- 
even  our  most  recent  enemies  are  aided  ir 
their  struggle  for  rehabilitation. 

Education  needs  great  attention  and  is 
moving  ahead.  The  importance  of  this  under- 
taking is  recognized.  Scientific  endeavors  ir 
industry  have  given  us  a richer  life  in  a 
safer  plane  in  the  biological  and  physical 
realms.  But  man’s  failing  to  understand 
himself  still  persists,  and  progress  is  slow, 
tedious,  and  sometimes  discouraging.  A new 
breakthrough  is  necessary — a method  where- 
by the  living  fiber  of  man  can  be  changed 
into  a wholesomeness  of  his  whole  being. 
Values  are  no  longer  static.  Advances  in  sci- 
ence and  technology  have  created  a new  di- 
mension. Potentials  of  energy  heretofore  un- 
dreamed of  are  at  our  beck  and  call.  The 
structure  of  the  world  seems  smaller,  the 
boundaries  less  definite,  the  people  of  the 
world  a large  neighborhood,  with  responsi- 
bilities increasing  with  leaps  and  bounds. 
This  is  a new  dimension — a dimension  of  a 
world  grown  smaller  almost  overnight.  We 
are  in  a stage  of  rapid,  truly  fantastic,  de- 
velopment where  the  impossible  dreams  of 
yesterday  are  the  fascinating  achievements 
of  today  and  the  common  place  things  of 
tomorrow. 

These,  then,  form  the  outline  and  begin- 
ning of  this  challenge  of  a “new  dimension”. 

— J.  R.  Maxfield,  Jr.,  M.D.,  Dallas. 


Red  Cross  Mercy  Ship  Goes  Into  Mothballs 

Old  and  worn,  and  nursing  bruises  from  nearly  20  years  of  ocean  travel, 
the  ship  “African  Pilot”  has  gone  into  mothballs  after  a last  minute  reprieve 
that  closed  her  record  in  a blaze  of  glory  in  the  Cuban  prisoner  project,  x'eports 
the  February  Red  Cross  Newsletter.  The  World  War  II  vintage  freighter  was 
the  sixth  vessel  to  serve  as  an  American  Red  Cross  mercy  ship.  She  was  lent  to 
the  Red  Cross  during  the  Cuban  project  by  the  Committee  of  American  Steam- 
ship Lines. 

The  first  ship  to  be  chartered  by  the  American  Red  Cross  was  used  to  take 
food  to  Russian  famine  victims  in  1892.  The  second  ship,  the  “State  of  Texas”, 
was  used  by  Clara  Barton  also  for  a trip  to  Cuba,  that  time  during  the  Spanish- 
American  War.  During  the  first  World  War,  the  “SS  Red  Cross”  took  doctors, 
nurses,  and  medical  supplies  to  Europe.  During  World  War  II,  two  Red  Cross 
mercy  ships  transported  wounded  soldiers. 
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The  Osteopathic  Physicians 

In  recent  years  there  have  been  repeated  attempts  to  solve  the  "osteopathic 
problem".  The  eclectic  and  homeopathic  practitioners  problem  was  solved  many 
years  ago  by  the  absorption  of  the  two  groups  into  allopathic  medicine.  This 
method  could  be  applied  to  a settlement  of  the  osteopathic  situation  but  only 
with  the  enthusiastic  approval  and  cooperation  of  the  osteopaths.  The  osteo- 
pathic leaders  in  Texas  say  that  they  want  the  best  for  their  patients  and 
are  interested  in  obtaining  consultations  in  their  hospitals , with  members 
of  our  profession — even  to  the  point  of  having  some  of  our  members  operate 
there  under  emergency  conditions.  This  would  be  for  the  benefit  of  the  pa- 
tient who  needs  professional  services  of  a type  no  osteopath  could  provide, 
such  as  neurosurgery.  They  say  that  they  would  certainly  like  to  follow  their 
patients  in  our  hospitals , as  referring  doctors  or  consultants,  until  some- 
thing better  can  be  worked  out. 

The  Texas  osteopaths  do  not  uniformly  agree  with  the  California  arrangement 
in  which  osteopathic  physicians  who  so  desired  were  made  the  recipients  of 
M.D.  degrees.  The  Los  Angeles  College  of  Osteopathy  discontinued  as  such, 
and  the  rest  of  the  D.O.  's  continue  as  osteopaths  with  emphasis  on  manipula- 
tion. Such  M.D.  degrees  are  at  the  present  time  good  in  California  (but  not 
in  Texas)  and  do  not  qualify  these  physicians  for  membership  in  Calif  ornia ' s 
regular  county  medical  societies,  though  they  can  be  used  for  state  and  AMA 
membership. 

While  the  Texas  osteopathic  spokesmen  insist  that  the  manipulation  they  now 
employ  is  little  different  from  physical  therapy,  they  are  reluctant  to  call 
it  that.  They  claim  a staunch  belief  in  regular  medical  diagnosis  and  treat- 
ment but  with  something  added  that  they  insist  is  not  cultism. 

Our  physicians  believe  that  the  five  remaining  colleges  of  osteopathy  in  the 
United  States  should  be  converted  into  Class  A schools  of  medicine  with  all 
traces  of  cultism  abandoned.  Then  there  can  be  an  acceptance  of  worthy 
D.O.'s  as  doctors  of  medicine  practicing  in  the  established  institutions  of 
medicine.  Leaders  of  the  Texas  Association  of  Osteopathic  Physicians  and 
Surgeons,  Inc.,  do  not  fully  agree.  Is  it  that  they  feel  that  they  possess 
some  advantage,  or  do  they  yet  believe  to  some  degree  in 
the  theories  of  the  founder  of  osteopathy,  Andrew  Taylor 
Still? 

If  there  is  to  be  a satisfactory  final  solution  it  must 
occur  on  a two-way  street  on  which  cultism  is  abandoned 
and  both  groups  obtain  the  same  medical  degrees  and  ob- 
serve the  same  ethics. 

We  cannot  embrace  two  standards  of  medical  practice. 


George  W.  Waldron,  M.D. 

President,  Texas  Medical  Association 


Aerospace  Medicine 


ROBERT  BOYLE,3  writing  in  Philosophical 
Transactions  for  Sept.  12,  1670,  reported 
a remarkable  and  prophetic  observation.  He 
had  placed  a beaker  of  freshly  drawn  blood 
in  his  vacuum  apparatus  and  noted  that  it 
boiled  when  the  air  was  evacuated  from  the 
chamber.  He  then  placed  a small  snake  in  the 
same  chamber  and  reported,  “.  . . . I once  ob- 
served in  a VIPER,  furiously  tortured  in  our 
Exhausted  Receiver,  namely  that  it  had  man- 
ifestly a conspicuous  bubble  moving  to  and 
fro  in  the  waterish  humour  of  one  of  its 
eyes.”  In  1934,  Harry  G.  Armstrong1  demon- 
strated the  presence  of  nitrogen  bubbles  in 
the  cerebrospinal  fluid  of  goats  at  chamber 
altitudes  as  low  as  18,000  feet.  Subsequent 
workers  have  demonstrated,  by  roentgen  ray, 
the  presence  of  bubbles  in  the  joint  cavities 
of  persons  suffering  from  aviator’s  bends. 

Between  the  natural  philosopher,  Robert 
Boyle,  and  the  physician,  Harry  Armstrong, 
were  many  doctors  who  contributed  to  the 
science  of  aviation.1  In  1784,  an  American 
physician,  Dr.  John  Jeffries  accompanied  the 
French  balloonist  M.  Blanchard  to  an  alti- 
tude of  9,250  feet.2  Here,  he  made  various 
physical  observations,  and  collected  air  sam- 
ples which  he  studied  after  landing.  He  also 
dropped  a note  to  a friend  on  the  ground  and 
can  thus  be  credited  with  the  first  air  mail. 
In  1785,  Jeffries  and  Blanchard  flew  a bal- 
loon across  the  English  Channel — the  first 
transoceanic  flight. 

In  1878,  Paul  Bert1  developed  a decompres- 
sion chamber  in  which  he  studied  the  physio- 
logic effects  of  decreased  and  increased  at- 
mospheric pressure.  He  is  credited  with  es- 
tablishing the  concept  of  partial  pressure  of 
gases  insofar  as  this  concept  applies  to  the 
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physiology  of  high-altitude  flight.  In  187c 
other  early  heroes  of  aviation,  three  of  Bert’ 
subjects,  Tissandier,  Croce-Spinelli,  and  Sh 
el,  ascended  in  a balloon  to  an  altitude  o 
28,820  feet.  All  three  lost  consciousness  an 
only  Tissandier  survived.  In  recounting  hi 
experiences,  Tissandier  provides  a classi 
description  of  the  subjective  effects  of  hj 
poxia,1  “There  is  no  suffering.  On  the  cor 
trary,  one  feels  an  inward  joy.  There  is  n 
thought  of  the  dangerous  position ; one  rise 
and  is  glad  to  be  rising.  I soon  felt  myse' 
so  weak  that  I could  not  even  turn  my  hea 
to  look  at  my  companions  ....  I wished  t 
call  out  that  we  were  now  at  26,000  feet,  bi 
my  tongue  was  paralyzed.  All  at  once,  I shi 
my  eyes  and  fell  down  powerless  and  lost  a 
further  memory”. 

Heroism  in  aviation  medicine  is  not  coi 
fined  to  the  19th  century.  In  the  early  pa: 
of  World  War  II,  aviators  were  seen  to  ba 
out  of  aircraft  at  high  altitude.  Their  d 
parture  from  the  aircraft  was  without  inc 
dent,  but  many  were  found  to  be  dead  fro 
hypoxia.  Others  were  found  to  have  suffer* 
severe  internal  injuries.  In  1943,  Dr.  Willia 
Randolph  Lovelace,  II,2  tested  some  newly  d 
veloped  items  of  equipment  by  jumping  fro 
a B-17  at  an  altitude  of  40,200  feet.  His  par 
chute  was  opened  by  a static  line  and  tl 
unexpected  opening  shock  of  about  40g  to 
loose  his  protective  gloves,  and  he  suffen 
severe  frostbite  on  the  left  hand,  a grievo 
injury  for  an  accomplished  surgeon.  Lov 
lace’s  experience  showed  clearly  that  if  o: 
wished  to  escape  successfully  from  an  ai 
craft  flying  at  great  altitude,  it  would  ■ 
necessary  to  free-fall  to  a region  where  t 
denser  air  would  produce  a less  severe  par 
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Since  early  balloon  flights  in  the  1800's, 
physicians  have  participated  in  programs  to 
conquer  space.  Each  contributed  to  the 
field  now  known  as  aerospace  medicine.  Pe- 
culiarly different  from  other  branches  of 
medicine,  the  field  requires  that  ail  patients 
must  be  healthy  to  start  with.  Data  con- 
cluded from  study  of  the  ill  leads  only  to 
error. 


hute  opening  shock.  To  test  this  concept, 
mother  physician,  Dr.  Melbourne  W.  Boyn- 
on2  in  1944  jumped  from  a high  altitude,  in- 
ending to  open  his  parachute  at  about  10,000 
eet.  For  reasons  which  are  not  clear  Dr. 
Boynton’s  parachute  did  not  open  and  he 
perished. 

In  1954,  Dr.  John  Paul  Stapp  subjected 
limself  to  a decelerative  force  of  35g  after 
attaining  a velocity  of  632  miles  per  hour  on 
i rocket-propelled  sled.  Pictures  of  him  taken 
ifter  the  ride  attest  to  the  severity  of  this 
;rauma. 

The  Man  High  Flight  of  Dr.  David  G.  Si- 
mons6 in  August,  1957,  to  an  altitude  of  more 
:han  100,000  feet  added  to  our  knowledge  of 
space  flight  conditions.  Dr.  Simons’  experi- 
mces  and  those  of  others  in  the  Man  High 
[program  have  contributed  much  to  the  store 
of  knowledge  that  has  made  possible  the  re- 
pent Mercury  flights  of  astronauts  Alan  B. 
Shepard,  Jr.,  Virgil  I.  Grissom,  John  H. 
Glenn,  Jr.,  and  M.  Scott  Carpenter. 

f 

Peculiarities  of 
Space  Medicine 

There  is  much  to  be  learned  about  the 
human  organism  in  this  new  environment  of 
space  flight,  and  it  can  be  predicted  safely 
that,  in  the  near  future,  one  of  the  crew 
members  will  be  a flight  surgeon,  a special- 
ist in  aerospace  medicine.  A doctor  must  per- 
form such  experiments  as  those  of  Lovelace, 
Boynton,  Stapp,  Simons,  and  the  others  be- 
cause they  cannot  be  done  in  the  safe  con- 
fines of  the  laboratory. 

In  “Essay  on  Man”,  Alexander  Pope  said, 
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“The  proper  study  of  mankind  is  man.”  Med- 
ical students  and  physicians  for  generations 
have  used  these  words  as  a motto  by  which  to 
live  and  study.  We  study  man  in  the  anatomy 
dissecting  room ; we  study  man  in  the  physi- 
ology laboratory,  and  in  the  hospital  bed.  But 
is  this  really  the  study  of  man  ? How  does  the 
cadaver  on  the  dissecting  table  compare  with 
the  superb  physical  specimens  who  fly  in  our 
spacecraft?  How  does  the  instrumented, 
probed,  and  catheterized  medical  student  in 
the  physiology  laboratory  compare  with  the 
working,  functoning  body  and  mind  of  John 
Glenn  in  Friendship  7?  There  is  little  simi- 
larity. You  undoubtedly  know  that  when  the 
patient  with  paroxysmal  tachycardia  devel- 
ops a pulse  rate  of  about  180,  he  goes  into 
shock.  We  have  been  told  that  this  is  because 
the  cardiac  output  declines  because  the  di- 
astolic period  is  not  of  sufficient  duration  to 
permit  adequate  filling  of  the  heart.  Now, 
this  may  be  true  of  the  cardiac  patient  in  the 
hospital  bed,  but  pulse  rates  of  over  170  have 
been  recorded  on  the  pilots  of  the  X-15  air- 
craft in  flight.  These  men  were  functioning, 
working  pilots  doing  a good  job,  fully  con- 
scious, and  in  complete  control  of  their  air- 
craft. Cross  country  runners  have  exhibited 
pulse  rates  of  more  than  200  as  they  jogged 
across  the  country  side.  Physicians  become 
concerned  when  a patient’s  temperature  ex- 
ceeds 104  F.  Coma  frequently  occurs  at  106 
F.  These  are  physiological  facts  we  have 
learned  to  respect.  However,  on  Oct.  8,  1958, 
a young  Air  Force  lieutenant,  Clifton  Mc- 
Clure, was  piloting  the  third  flight  in  the 
Man  High  series  when  his  environmental 
control  system  failed  at  an  extreme  altitude.6 
At  about  noon,  his  body  temperature  was 
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101.4  F.  At  this  time,  his  balloon  was  at 
99,700  feet.  To  descend  from  this  altitude 
safely  takes  time.  During  the  remainder  of 
the  afternoon,  his  temperature  continued  to 
rise,  reaching  104.1  F.  by  3 p.m.  When  the 
balloon  landed  about  6 p.m.,  Lieutenant  Mc- 
Clure’s temperature  was  108.5  F.  Even  dur- 
ing the  last  hour  of  his  flight,  he  was  cere- 
brating adequately;  he  was  making  original 
creative  thoughts,  he  was  preparing  his  bal- 
loon for  landing ; and  he  was  taking  the  nec- 
essary steps  to  assure  his  survival. 

Here,  then,  are  some  examples  that  con- 
tradict the  established  normals  for  mankind. 
Physicians  have  studied  man  to  learn  about 
mankind,  but  we  have  erred  in  one  area.  We 
have  not  studied  man  in  the  environment  of 
mankind.  We  have  drawn  conclusions  from 
the  laboratory  and  the  hospital  bed  which  we 
have  tried  to  apply  to  the  working  healthy 
man.  Part  of  this  error  could  not  be  helped. 
Only  recently  we  have  developed  the  capabil- 
ity of  studying  man  in  his  normal  environ- 
ment. As  late  as  1945,  an  electrocardiogram 
customarily  was  taken  with  a sensitive  string 
galvanometer.  The  record  had  to  be  devel- 
oped and  dried  before  it  could  be  read.  The 
patient  had  to  be  lying  quietly  in  bed.  Now, 
there  are  devices  small  enough  to  be  carried 
in  a man’s  suit  coat  pocket  which  will  permit 
the  continuous  recording  of  eight  hours  of 
electrocardiographic  records  taken  while  the 

"Since  then,  three  additional  manned  space  flights 
have  occurred.  On  Aug.  11,  1962,  and  on  Aug.  12, 
1962,  the  Russian  Vostok-III  and  Vostok-IV  were 
launched.  The  pilots  were  Andrian  G.  Nikoloyev 
and  Pavel  R.  Popovich.  These  cosmonauts  experi- 
enced, respectively,  94  hours  and  70  hours  of  or- 
bital flight.  On' Oct.  3,  1962,  CDR.  Walter  M. 
Schirra  flew  in  the  NASA’s  Mercury-Atlas-8  for  a 
total  of  nine  hours  of  orbital  flight.  The  NASA  has 
reported  that  Commander  Schirra  demonstrated  a 
mild  postural  hypotension  for  a short  period  of  time 
immediately  following  his  recovery.  This  condition 
had  disappeared  the  next  day.3  The  only  public  state- 
ment made  by  the  Russian  scientists  has  been  that 
the  cosmonauts  in  Vostok-III  and  -IV  suffered  no 
ill  effects. 


subject  is  at  his  desk,  or  driving  his  car,  or 
bowling,  or  flying  his  airplane.  Devices  have 
been  developed  which  permit  the  physician  to 
read  the  entire  eight  hours  of  electrocardio- 
graphic record  in  as  little  time  as  five  min- 
utes. Even  more  sophisticated  devices  are 
being  developed.  For  example,  a radio  trans- 
mitter about  the  size  of  a package  of  cigar- 
ettes, which  includes  a pre-amplifier,  and  an 
amplifier,  will  permit  an  ECG  record  to  be 
transmitted  great  distances  for  periods  up 
to  several  days.  Just  think  what  advances 
can  be  made  by  the  use  of  such  equipment. 
What  really  happens  to  the  electrocardio- 
gram of  a patient  with  angina  pectoris  when 
he  becomes  frustrated  by  the  freeway  traffic, 
or  when  he  is  hailed  down  by  a traffic  po- 
liceman, or  when  his  boss  rakes  him  over  the 
coals  for  a minor  infraction  of  the  company 
rules?  With  equipment  of  this  nature,  physi- 
cians will  learn  the  answers  to  such  ques- 
tions as  these. 

Let  us  examine  that  portion  of  aviation 
medicine  which  has  been  labeled  space  medi- 
cine, or  as  the  modern  father  of  space  medi- 
cine, Dr.  Hubertus  Strughold,  has  called  it, 
astromedicine.  Contrary  to  common  opinion, 
astromedicine  was  being  practiced  before 
National  Aeronautics  and  Space  Administra- 
tion’s (NASA)  Project  Mercury  was  even 
contemplated.  In  1951,  Strughold7  advanced 
his  concept  of  space  equivalents.  He  pointed 
out  that,  insofar  as  the  human  organism  is 
concerned,  there  are  certain  cut-off  altitudes 
at  which  the  body  might  as  well  be  in  space. 
For  example,  at  52,000  feet,  the  atmospheric 
pressure  is  less  than  that  of  the  combined 
partial  pressure  of  carbon  dioxide  and  water 
vapor  in  the  alveoli ; hence,  no  oxygen  is  ab- 
sorbed by  the  blood,  even  if  the  subject  is 
in  a 100  per  cent  oxygen  environment.  In 
World  War  II,  some  aircraft  could  exceed 

52.000  feet  and  it  became  necessary  to  provide 
breathing  oxygen  under  pressure.  This  is  a 
space  equivalent,  insofar  as  oxygen  is  con- 
cerned. At  62,000  feet,  the  atmospheric  pres- 
sure is  less  than  the  vapor  pressure  of  water 
at  37  C.,  and  the  body  fluids  will  boil.  Yet, 
as  early  as  1947,  the  X-l  aircraft  flying  out 
of  Edwards  Air  Force  Base,  Calif.,  exceeded 

70.000  feet.  One  considers  the  phenomenon 
of  weightlessness  as  the  unique  feature  of 
space  flight;  yet  in  1955  and  1956,  the  United 
States  Air  Force  School  of  Aviation  Medi- 
cine was  studying  the  physiological  effects  of 
weightlessness  on  passengers  of  jet  aircraft 
flying  Keplerian  trajectories. 

It  was  not  until  May  5,  1961,  when  CDR. 
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Alan  B.  Shepard,  Jr.,  made  his  sub-orbital 
Mercury  flight  that  we  really  accomplished 
true  space  flight  in  all  of  its  many  aspects. 
Shepard’s  flight  was  soon  followed  by  that 
of  Captain  Grissom,  and  the  culmination  of 
iour  efforts  occurred  on  Feb.  20,  1962,  when 
Lt.  Col.  John  H.  Glenn,  Jr.,  experienced  true 
orbital  flight.  LCDR.  M.  Scott  Carpenter’s 
recent  flight  shows  that  we  are  really 
progressing  in  this  new  field,  and  we  can  ex- 
pect continuous  progression.  All  of  these  men 
were  supported  by  hundreds  of  physicians 
and  scientists  of  other  disciplines,  including 
biochemists,  psychologists,  nurses,  and  lab- 
oratory technicians.  There  were  nearly  100 
physicians  directly  concerned  with  the  sup- 
port of  John  Glenn’s  flight.  Many  of  these 
were  flight  surgeons.  Most,  if  not  all,  of  them 
were  trained  by  the  Department  of  Defense 
in  this  specialty  which  is  unique  in  its  char- 
acter. The  flight  surgeon  has  the  most 
healthy  patients  in  the  world.  His  duty  is  to 
support  the  man  who  flies,  whether  he  is  in 
an  airplane  or  in  a spacecraft.  He  is  perhaps 
more  than  anything  else  a teacher.  It  is  his 
job  to  teach  the  pilot  basic  physiology  with 
emphasis  on  those  stresses  associated  with 
aviation. 

Selection  of  Astronauts 

In  October  of  1958,  NASA  called  upon  the 
Department  of  Defense  for  help  in  the  medi- 
cal selection  of  seven  men  who  were  destined 
to  be  America’s  first  astronauts.  It  was  de- 
cided at  that  time  that  these  pioneers  should 
all  be  experienced  test  pilots,  and  that  they 
should  be  the  best  the  country  had  to  offer. 
It  was  a simple  process  to  reduce  the  120  or 
so  qualified  applicants  down  to  a select 
group  of  31  men.  These  men  were  then  sub- 
jected to  perhaps  the  most  thorough  physical 
examination  the  medical  profession  could 
provide.  They  were  next  literally  tortured  in 
a variety  of  devices  to  help  estimate  their 
ability  to  withstand  stress.  They  were  placed 
in  heat  chambers  in  which  the  temperature 
was  raised  to  130  F.  and  the  relative  hu- 
midity to  80  per  cent.  They  were  exposed  to 
an  acceleration  of  12g  on  the  centrifuge. 
They  were  subjected  to  a battery  of  physical 
fitness  tests  that  would  exhaust  the  ordi- 
nary man.  No  specific  requirements  were 
established  by  which  individuals  could  be 
eliminated  or  specifically  selected.  It  was  our 
intention  to  simply  select  the  best  7 out  of 
31.  At  that  time,  we  had  no  experience  on 


which  to  establish  selection  criteria.  No  one 
had  flown  in  space  before.  Even  today,  after 
two*  orbital  flights,  we  are  not  much  bet- 
ter off.  It  will  take  many  flights  and  a 
great  mass  of  data  before  we  can  define  the 
physical  qualifications  for  astronaut  duty. 
For  the  time  being,  we  only  say  that  we  want 
people  in  the  high-normal  category.  We  are 
certain  that  we  do  not  want  individuals  at 
the  extreme  ends  of  the  distribution  curve. 
In  years  to  come,  such  types  would  be  hard 
to  find  in  sufficient  numbers  to  perform  the 
missions.  Our  goal  is  to  design  the  space- 
craft to  fit  the  man,  not  the  reverse. 


Training  of  Astronauts 

After  the  selection  program  was  complet- 
ed, we  were  faced  with  a similar  dilemma — 
the  training  of  these  people.  Here  again,  we 
really  didn’t  know  what  we  were  training 
them  for.  We  knew  they  were  going  to  be 
exposed  to  the  accelerations  of  launch  and 
re-entry,  so  it  was  clear  that  they  should  be 
trained  not  only  to  withstand  these  stresses, 
but  also  to  function  throughout  the  experi- 
ence. This  training  was  accomplished  on  the 
Navy’s  human  centrifuge  at  Johnsville,  Pa. 
Here,  the  predicted  accelerations  of  launch 
and  re-entry  were  duplicated  exactly  and  a 
mock-up  of  the  capsule’s  interior  with  func- 
tioning controls  and  instruments  was  built 
into  the  centrifuge  to  provide  the  man  with 
a realistic  task.  The  gondola  was  evacuated 
to  a pressure  of  5 pounds  per  square  inch 
(p.s.i.)  and  the  man  wore  his  pressure  suit 
and  helmet.  His  breathing  gas  was  100  per 
cent  oxygen.  Conditions  on  the  centrifuge 
were  as  similar  to  the  real  flight  as  we  could 
make  them. 

We  also  knew  that  the  pilot  would  experi- 
ence prolonged  weightlessness,  but  this  is 
something  that  cannot  be  duplicated  for  any 
significant  period  of  time  on  the  earth.  The 
next  best  thing  was  to  let  him  experience 
many  short  periods  of  weightlessness  in  jet 
aircraft  flying  the  Keplerian  (or  ballistic) 
trajectories  as  had  been  done  by  the  Air 
Force  School  of  Aviation  Medicine  in  its 
1956  studies.  By  using  more  modern  aircraft, 
we  were  able  to  obtain  weightless  periods  ap- 
proaching 60  seconds.  We  considered  using 
submersion  techniques  to  simulate  weight- 
lessness, but  here  we  were  confronted  with 
the  philosophy  mentioned  earlier  concerning 

*See  footnote,  page  184. 
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the  proper  study  of  mankind.  Man’s  environ- 
ment is  not  marine.  His  environment  is  not 
the  vacuum  of  space  either,  but  the  space  en- 
vironment is  more  akin  to  the  terrestial  one 
than  is  the  environment  of  the  fish  and  the 
whale. 

We  also  knew  that  the  spacecraft  would 
land  on  the  water,  and  that  knowledge  of 
the  techniques  of  water  survival  were  impor- 
tant. Again,  through  the  courtesy  and  coop- 
eration of  the  Navy,  we  were  able  to  provide 
the  astronauts  with  an  extensive  course  in 
water  survival  in  the  Gulf  of  Mexico,  just 
off  Pensacola,  Fla.  If  something  should  go 
wrong  during  the  flight,  it  was  conceivable 
that  the  capsule  might  land  in  the  desert 
areas  of  North  Africa  or  Australia,  so  we 
took  these  men  out  on  the  desert  near  Reno, 
Nev.,  and  let  them  live  there  for  three  days 
and  nights  in  the  middle  of  the  summer  with 
only  the  survival  items  which  they  would 
have  with  them  in  the  spacecraft  or  which 
they  could  fabricate  from  the  vehicle  itself. 

During  all  of  this  training  program,  the 
men  were  accompanied  by  a flight  surgeon. 
He  not  only  observed;  he  actually  partici- 
pated in  all  of  these  experiences — at  least, 
insofar  as  the  limitations  imposed  on  his  own 
less  than  ideal  physique  would  permit.  It  was 
our  belief  that  a doctor  could  not  presume 
to  discuss  these  stresses,  to  explain  them,  or 
to  teach  them  to  these  men  if  he  did  not  know 
by  personal  experience  just  what  the  men 
themselves  were  feeling  and  living  through. 
In  informal  sessions  during  and  after  each  of 
these  training  experiences  the  pilots  were 
taught  the  physiological  principles  involved 
in  each  stress.  They  were  taught  the  physi- 
ology of  respiration  during  altitude  chamber 
exposures.  They  were  taught  about  cardio- 
vascular hemodynamics  during  centrifuge 
rides,  and  they  were  taught  about  water  bal- 
ance and  temperature  regulation  while  on 
the  desert.  They  learned  their  lessons  so  well 
that  they  sometimes  refer  to  themselves  as 
junior  grade  flight  surgeons. 

Training  of  Space  Physicians 

Many  people  have  asked  how  they  could 
prepare  themselves  for  work  in  this  new  and 


exciting  field.  There  is  a need  for  many  tal- 
ents and  disciplines.  This  nation’s  space  ef- 
fort needs  dedicated  nurses,  skillful  labora- 
tory technicians,  and  willing  doctors.  The 
practice  of  astromedicine  is  different  from 
that  for  which  the  graduate  medical  student 
has  prepared  himself.  A doctor  who  hopes  to 
contribute  to  his  country’s  space  endeavor 
must  know  enough  mathematics  to  let  him 
calculate  accelerative  forces,  for  example.  He 
must  know  enough  chemistry  to  permit  him 
to  understand  the  toxic  effects  of  some  of  the 
exotic  fuels  soon  to  be  used  in  boosters.  He 
should  know  enough  physics  to  permit  him 
to  understand  orbital  mechanics.  He  should 
even  have  a nodding  acquaintance  with  as- 
tronomy, geology,  and  meteorology.  He  must 
be  able  to  speak  the  language  of  engineering. 
In  today’s  advanced  medical  curriculum, 
there  is  barely  enough  time  for  the  doctor  to 
cram  into  four  years  all  of  the  knowledge 
necessary  for  him  to  pass  his  state  board 
examinations,  so  to  suggest  adding  an  engi- 
neering degree  to  the  already  over-crowded 
preparatory  period  of  the  doctor  would  be 
ridiculous.  There  is  a way  out,  however.  If 
one  has  the  interest  to  do  so,  he  can  learn 
these  other  sciences  on  his  own.  He  can  sub- 
scribe to  the  journals,  he  can  read  the  basic 
texts,  and  most  important,  he  can  associate 
with  people  who  have  the  knowledge  he  de- 
sires. This  type  of  life  leaves  little  time  for 
golf,  or  for  bridge,  or  for  watching  televi- 
sion— but  it  is  rewarding. 
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Current  Civil  Aeromedical  Research 
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CONTINUING  progress  in  aviation  is  es- 
sentially inseparable  from  aeromedical 
considerations.  Functional  combinations  in- 
volving the  interdisciplinary  collaboration  of 
aeronautical  engineers,  physiologists,  psy- 
chologists, physical  anthropologists,  physi- 
cians, and  representatives  of  other  disci- 
plines are  providing  the  information  neces- 
sary to  accommodate  safely  the  crew  and 
passengers  of  today’s  and  tomorrow’s  air- 
craft. 

Aeromedical  research  provides  large  divi- 
dends to  all  aspects  of  aviation.  The  results 
of  this  research  produce  safer  operations  in 
general  aviation  and  scheduled  air  carrier 
activities,  an  eventuality  which  fosters  the 
continued  growth  of  private  and  commercial 
aviation. 

The  prevention  of  aviation-engendered 
morbidity  and  mortality  rests  upon  the  same 
tenets  as  found  in  the  preventive  medicine 
and  public  health  practices  applied  to  non- 
aviation fields.  One  encounters,  however, 
some  rapidly  changing  dimensions  in  avia- 
tion medicine.  For  example,  the  past  two 
decades  have  witnessed  a progressive  in- 
crease in  the  cruising  altitudes  and  speeds  of 
general  aviation  and  air  carrier  aircraft. 
Many  of  today’s  single  engine  four  place 
light  airplanes  can  easily  climb  to  15,000 
feet  in  30  minutes.  In  recent  years,  unwary 
private  pilots  have  become  victims  of  hy- 
poxia through  unwise  operation  of  these 
higher  performing  aircraft.  Also,  air  carrier 


All  aspects  of  aviation  profit  from  aeromedi- 
cal research.  Certain  selected  activities 
are  reported  here  which  represent  some  cur- 
rent projects.  The  results  of  these  are 
expected  to  minimize  many  risks  of  flying. 


activities  are  beginning  to  push  routinely  to 
altitudes  approximating  40,000  feet.  Explo- 
sive decompression  protective  measures  are, 
therefore,  now  a necessary  concomitant  of 
jet  air  travel. 


History 

The  world’s  first  scheduled  airline  was 
launched  in  1909. 13  Count  Ferdinand  von 
Zeppelin  and  Dr.  Hugo  Eckener  created 
the  Deutsche  Luftschiffahrts-Aktien-Gesell- 
schaft,  which  operated  dirigibles  between 
Friedrichshafen,  Frankfurt,  Hamburg,  Leip- 
zig, Potsdam,  and  Dresden.  For  five  years 
this  airline  carried  more  than  37,000  passen- 
gers without  injury.  Low  speeds,  low  cruis- 
ing altitudes,  and  good  maintenance  helped 
to  produce  this  good  safety  record. 

The  first  scheduled  airline  to  use  heavier- 
than-air  equipment  operated  a Benoist  fly- 
ing boat  between  St.  Petersburg  and  Tampa, 
Fla.  It  made  two  round  trips  a day  and  car- 
ried one  passenger  at  a time.  This  operation 
began  on  Jan.  1,  1914.  The  22  mile  one  way 
flight  took  20  minutes. 

The  Air  Commerce  Act  of  1926  provided 
for  air  mail  contracts  to  private  operators 
and  marked  the  start  of  air  transport  in  the 
United  States.15  This  first  year  of  private 
contractor  airline  operation  saw  5,782  pas- 
sengers carried.  This  number  makes  an  in- 
teresting contrast  with  the  56,000,000  do- 
mestic passengers  carried  by  scheduled  U.  S. 
airlines  during  fiscal  year  I960.12  It  is  esti- 
mated that  this  figure  will  be  75,000,000  in 
1967. 

In  the  1920’s,  many  of  the  commercial  air- 
liners, for  example  the  Ford  Tri-Motors,  had 
no  safety  belts  for  the  passengers.  The  wick- 
er seats  were  provided  with  hand  grips  for 
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passenger  stability  in  rough  air.  Overhead 
baggage  racks  were  used  for  suitcases,  a 
hazardous  transfer  to  aviation  of  practices 
used  with  reasonable  safety  by  the  railroads. 

A final  historical  note  seems  pertinent. 
In  1929,  Transcontinental  Air  Transport 
provided  travelers  with  the  possibility  of 
crossing  the  United  States  in  48  hours.  The 
itinerary  consisted  of  travel  from  New  York 
City  at  night  to  Columbus,  Ohio,  via  the 
Pennsylvania  Railroad.  From  Columbus,  a 
Ford  Tri-Motor  flew  to  Waynoka,  Okla., 
where  a Santa  Fe  sleeper  took  passengers 
overnight  to  Clovis,  N.M.  Another  Tri-Motor 
then  flew  passengers  to  Los  Angeles.  The 
passengers  were  subjected  to  noise,  vibra- 
tion, air  pressure  changes,  temperature  ex- 
tremes, and  other  stresses. 

Now,  34  years  later,  air  travel  is  much 
more  efficient  and  reliable,  but  the  stresses 
to  crew  and  passengers,  though  different  in 
quantity  and  quality  from  those  of  yester- 
year, are  still  extant.  Selected  aspects  of 
aeromedical  research  which  may  minimize 
these  stresses  are  presented. 


Human  Limitations 

Physiologic  Aspects. — The  engineer  can 
design  wide  ranges  of  performance  into  fu- 
ture aircraft.  He  is  limited,  however,  by  the 
degrees  of  performance  which  can  be  tol- 
erated by  the  crew  and  passengers  of  these 
future  aircraft. 

A recent  publication  lists  and  discusses 
the  extremes  of  heat,  cold,  altitude,  accelera- 
tion, physical  work  demands,  psychophysio- 
logic  stresses,  and  other  environmental  fac- 
tors which  human  beings  can  withstand.2 
Combinations  of  various  degrees  of  the  fore- 
going factors,  plus  continuous  and  discon- 
tinuous exposures,  are  explored.  Many  of 
man’s  physiologic  limitations  and  changes 
are  presented  in  the  publication.  Man,  for 
instance,  can  withstand : 

1.  Alveolar  carbon  dioxide  tensions  of  less 


than  25  mm.  of  mercury  (normal  = 40  mm. 
of  mercury),  producible  through  overventi- 
lation. Through  practice,  this  can  be  lowered 
to  10  mm.  of  mercury. 

2.  Altitudes  approximating  18,000  feet 
(following  acclimatization).  Through  spe- 
cial training,  some  work  can  be  done  at 
altitudes  as  high  as  28,500  feet. 

3.  Altitudes  as  high  as  50,000  feet  with 
100  per  cent  oxygen  supplied. 

4.  A fourfold  increase  in  metabolic  rate  I 
attributable  to  shivering  from  several  hours’ 
exposure  to  a cold  environment. 

5.  For  the  poorly  conditioned  man,  an  in-  i 
crease  in  resting  ventilation  of  10  to  15  times 
during  the  performance  of  physical  work; 
for  the  well  conditioned  man,  the  figure  is 
20. 

6.  For  the  poorly  conditioned  man,  carbo- 
hydrate reserves  of  150  Gm.;  for  the  well- 
trained  man,  reserves  of  400  Gm.  (liver  and 
muscle  glycogen). 

7.  For  the  average  man  doing  physical 
work  at  a pulse  rate  of  160,  a cardiac  output 
of  25  liters  per  minute.  (During  environ- 
mental heat  stress  [temperatures  of  100  to 
110  F.],  the  cardiac  output  may  reach  10 
liters  per  minute  for  purposes  of  heat  loss 
through  increased  skin  irrigation  and  sweat- 
ing, an  event  which  leaves  a circulatory  re- 
serve for  physical  work  of  only  15  liters  per 
minute;  athletes  often  have  maximal  cardiac 
outputs  of  30  liters  per  minute.) 

8.  Headward  to  footward  accelerations 
producing  gravitational  forces  of  4 to  6 g’s 
(gray-out  or  black-out  occurs  at  these  levels 
in  the  absence  of  suitable  g suits) . 

9.  Accelerations  at  right  angles  to  the 
longitudinal  axis  of  the  body  producing  10 
to  12  g’s. 

10.  Sustained  accelerations  producing  3 
g’s  for  a period  of  one  hour. 

Psychologic  Aspects. — Part  of  the  classic 
work  bearing  upon  the  selection  of  aviation 
personnel  is  found  in  the  German  literature 
during  and  following  the  World  War  I peri- 
od.9 These  early  investigators  rapidly  discov- 
ered the  difficulties  and  pitfalls  underlying 
the  interpretation  of  psychologic  test  results 
relative  to  on-the-job  performance. 

Dr.  Otto  Lowenstein10  describes  how  he 
attempted  during  Woi’ld  War  I,  while  at  the 
University  of  Bonn,  to  select  persons  most 
fit  for  military  aviation.  Among  these  tests 
were  a mental  fatigability  test  (continuous 
calculation),  a muscular  fatigability  test 
(measured  by  ergography),  a mental  task 
undertaken  while  irritating  events  are  go- 
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ing  on,  and  some  complex  tests  involving  re- 
action times.  To  Dr.  Lowenstein’s  surprise, 
some  of  the  lowest  scores  on  these  tests  were 
made  by  top  aces;  one  notable  example  was 
Capt.  Oswald  Boelke.  These  early  studies  in- 
dicated the  caution  which  must  be  exercised 
in  drawing  conclusions  from  selection  tests. 

Today,  however,  the  science  of  selection 
has  come  far.  For  example,  for  a given  pros- 
pective air  traffic  controller,  it  is  now  pos- 
sible to  predict,  with  a high  degree  of  con- 
fidence, the  chances  that  he  will  complete 
satisfactorily  air  traffic  controller  training. 
3,  21, 22  of  particular  significance  in  this  re- 
gard are  tests  which  determine  the  prospec- 
tive student’s  innate  mental  abilities  with 
respect  to  abstract  reasoning,  facility  with 
numbers,  conceptualization  of  spatial  rela- 
tions, nonverbal  analogies,  and  a specially 
designed  test  of  air  traffic  control  problems. 

The  application  of  these  controller  student 
selection  tests  to  Federal  Aviation  Agency 
controller  training  programs,  is  estimated  to 
result  in  a ten  year  saving  in  excess  of  $2,- 
000,000,  since  potentially  unfit  controllers 
will  not  be  put  through  fruitless  training. 

In  addition,  air  safety  is  promoted  since 
these  tests  help  the  training  programs  to  un- 
dertake the  training  of  persons  who  are  more 
apt,  and  more  temperamentally  suited,  to  be 
air  traffic  controllers. 

Gerontologic  Aspects. — A clinical  research 
laboratory  devoted  almost  exclusively  to  the 
study  of  the  aging  process  as  manifested  in 
pilots  has  been  established  by  the  Federal 
Aviation  Agency  at  the  Georgetown  Medical 
Center  in  Washington,  D.C.6  Through  peri- 
odic re-evaluations  of  the  same  persons,  this 
program  is  determining  the  physiologic  and 
psychologic  changes  which  accompany  the 
disease-free  aging  process.  Where  traces  of 
superimposed  pathologic  conditions  begin  to 
appear,  close  observation  of  these  conditions 
is  made,  with  an  eye  toward  assessing  their 
impact  upon  biologic  aging. 

Toxicologic  Aspects. — A blood  test  for  use 
by  aerial  applicator  personnel  has  been  de- 
vised. The  test  measures  the  activity  of  blood 
cholinesterase,  an  enzyme  which  is  inactivat- 
ed by  the  organo-phosphate  compounds 
(parathion,  for  example)  used  in  crop  dust- 
ing. Should  a pilot  or  ground  worker  begin 
to  show  diminishing  levels  of  blood  cholines- 
terase activity,  time  away  from  these  highly 
toxic  phosphorus  compounds  should  be 
planned.  Smith16  points  out  that  the  swamp- 
er (mixer-loader)  and  flagman,  are  poten- 
tially in  danger  of  organo-phosphate  intoxi- 


cation, as  is  the  pilot.  Treatment  for  severe 
cases  may  require  a 24  hour  intravenous 
drip,  delivering  a 24  hour  total  of  25  mg.  of 
atropine.  Oxygen  may  be  required.  Other 
ancillary  drugs  and  procedures  have  been 
found  useful. 

The  chlorinated  hydrocarbons  (dieldrin, 
lindane)  and  other  substances  used  in  aerial 
application  present  special  problems  and 
require  special  therapy.16 

Clinical  Aspects. — Primarily,  the  clinical 
aspects  of  aviation  medicine  are  concerned 
with  judgments  pertaining  to  whether  medi- 
cal certificates  for  Class  I,  II,  or  III  pilots 
can  be  provided  for  patients  who  have  chron- 
ic diseases  or  other  abnormal  conditions. 

Also  involved  are  other  considerations, 
such  as  penetrating  eye  injuries  with  respect 
to  air  evacuation.5  Intraocular  trapped  air 
resulting  from  ocular  penetration  can  be  a 
hazard  for  the  patient  should  the  trapped 
gas  expand  under  reduced  barometric  pres- 
sure. Extrusion  of  ocular  contents  is  pos- 
sible. 

Interior  Design  of  Aircraft 

Not  infrequently,  an  airplane  and  its  fit- 
tings are  constructed  in  a fashion  which  does 
not  accommodate  well  the  skeletal  frame  and 
soft  tissues  of  the  crew  and  passengers. 

A study  has  been  accomplished  which  has 
assessed  the  sitting  area  and  pressure  of 
man.20  Surprisingly,  nearly  one-half  of  the 
body  weight  is  supported  by  8 per  cent  of 
the  sitting  area.  This  high  pressure  area  is 
under  the  ischial  tuberosities.  On  the  aver- 
age, the  sitting  area  encompasses  179.4  sq. 
in.,  and  has  a pressure  of  0.92  pounds  per 
square  inch  (p.s.i.). 

This  study  has  a direct  application  in  the 
design  of  aircraft  seats.  Uncomfortable  seats 
lead  to  excessive  fatigue  and  irritability  on 
the  part  of  aircrew  and  passengers.  The  in- 
corporation of  the  results  of  this  and  similar 
studies  in  the  design  and  manufacture  of 
seats  is  expected  to  lead  to  greater  in-flight 
comfort. 

Air  traffic  controllers  are  being  measured 
anthropometrically,  to  develop  information 
for  the  design  of  air  traffic  facility  interiors. 

Accident  Factors 
And  Impact  Injuries 

A recent  study  points  out  the  importance 
of  providing  adequate  support  strength  for 
aft  facing  seats.8  In  a survivable  accident 
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involving  a twin  engine  Convair  transport 
plane  and  moderate  g forces  of  deceleration, 
certain  persons  in  aft  facing  seats  sustained 
vertebral  injuries  because  certain  support- 
ing arm  rests  had  been  moved  from  steel  fit- 
tings to  aluminum  fittings.  Aft  facing  seats 
furnish  a degree  of  deceleration  protection 
not  achievable  in  forward  facing  seats.  But 
this  does  not  mean  that  seats  and  floor 
boards  designed  for  a forward  facing  con- 
figuration, can  be  altered  indiscriminately 
to  make  a safe  aft  facing  configuration. 

Another  study  illustrates  how  certain  as- 
pects of  aircraft  interiors  can  produce  flail- 
ing injuries  during  decelerations.18  The  en- 
tire cockpit  and  instrument  panel  area  is 
potentially  lethal.  Shoulder  harnesses  do 
much  toward  providing  protection  from 
flailing  injuries  received  through  forward 
and  lateral  motions  of  aircraft  occupants 
during  an  accident.  Light  planes  offer  con- 
siderable room  for  improvement  in  this  re- 
gard.14 

A study  of  survivors  of  extreme  impacts, 
such  as  are  received  in  a sudden  deceleration 
from  a long  fall,  is  underway  at  the  Civil 
Aeromedical  Research  Institute,  Norman, 
Okla.17  It  is  becoming  evident  that  certain 
factors  can  work  together  to  enable  persons 
to  survive  hundreds  of  g’s  of  impact  decel- 
eration. 

The  complete  escape  of  crew  and  passen- 
gers from  a crashed  airplane  is  determined 
by  many  factors.7  In  particular,  a prior 
knowledge  of  the  escape  processes  in  the  air- 
craft involved  is  invaluable.  Often,  the  con- 
fusion immediately  following  the  accident 
precludes  an  adequate  transmission  of  in- 
structions from  crew  to  passengers  con- 
cerning escape  routes. 

A matter  under  current  investigation  is 
the  question  of  what  role  tranquilizers,  anti- 
histamines, alcohol,  and  other  drugs  and  sub- 
stances play  in  fostering  general  aviation 
accidents. 

Until  the  recent  starling  population  explo- 
sion, this  new  menace  to  aviation  was  non- 
existent.1 Studies  indicate  that  positive  sono- 
tropism  on  the  part  of  certain  commercial 
aircraft,  leads  to  starling  attraction  at  cer- 
tain periods  of  the  year.19  Especially  during 
the  autumn,  food  deprived  starlings  in  the 
colder  parts  of  the  U.  S.  may  be  attracted 
to  some  turbojet  engines  which  produce 
sounds  similar  in  frequency  and  wave  form 
to  the  sounds  of  field  crickets. 


When  a taxiing  aircraft  suddenly  turns 
180  degrees  and  heads  back  into  the  follow- 
ing starlings,  they  clump  in  a dense  “flock 
reaction”,  a characteristic  starling  emergen- 
cy social  behavior.4  This  flock,  if  ingested, 
can  stop  a jet  engine. 


Sociologic  Problems 

A recent  development  in  aeromedical  stud- 
ies is  the  establishment  of  a focus  of  investi- 
gation relative  to  airport-community  inter- 
relationships.11 Not  infrequently,  individuals 
in  a certain  segment  of  a city  or  county  will 
view  an  existing  or  prospective  airport  as  an 
unnecessary  nuisance.  Others,  while  recog- 
nizing the  economic,  social,  and  cultural 
value  of  the  airport  to  their  community, 
maneuver  for  personal  gain.  At  times,  this 
latter  activity  has  resulted  in  airport  site 
placement  which,  from  the  safe  operating 
standpoint,  is  not  the  best  site  choice.  Com- 
munity officials  will  one  day  be  aided  in 
their  selection  of  sites  by  individualized 
community  profiles  aimed  specifically  at 
identifying  beforehand  trouble  spots.  Ap- 
propriate preventive  measures  then  can  be 
taken,  and  a solution  reached  which  does  not 
unduly  compromise  air  safety. 


Conclusion 

A retrospective  view  of  aviation  opera- 
tions points  up  the  fact  that  the  lack  of  exist- 
ence of  proper  aeromedical  information  has 
resulted  in  fatalities.  Many  persons  are  dis- 
suaded from  taking  up  private  flying  activi- 
ties or  enjoying  the  benefits  of  commercial 
aviation  because  of  past,  often  preventable, 
air  accidents.  The  selected  activities  and  re- 
ports described  in  this  paper  represent  some 
current  research  which  may  lead  to  mini- 
mum risks  in  aviation  activities. 

Discussion  concerning  other  informally 
and  formally  coordinated  programs  of  aero- 
medical research  conducted  by  the  U.  S.  De- 
partment of  Defense,  the  aircraft  industry, 
the  airlines,  university  and  medical  centers, 
and  other  institutions  is  not  attempted  in 
this  writing.  However,  the  programs  at  Ohio 
State  University  at  Columbus,  the  Lovelace 
Foundation  for  Medical  Education  and  Re- 
search, Albuquerque,  N.M.,  and  the  Mayo 
Clinic,  Rochester,  Minn.,  are  particularly 
pertinent  here,  as  is  that  at  the  Harvard 
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University  School  of  Public  Health,  Boston. 
These  programs  are  solving  problems  bear- 
ing upon  the  parent  institutions’  and  investi- 
gators’ specific  interests.  The  rapidly  pro- 
gressing and  expanding  general  and  air  car- 
rier civil  aviation  operations  call  for  a com- 
mensurate adjustment  in  civil  aeromedical 
research.  National  security  demands  that  ex- 
ecutives, government  officials,  university 
leaders,  and  other  users  of  the  civil  airways, 
be  provided  with  overall  air  safety  practices 
which  incorporate,  to  the  fullest  extent  feasi- 
ble, the  information  continually  arising  from 
dynamic,  productive,  and  efficient  aeromedi- 
cal research  programs. 
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Ban  Urged  on  Rat  Poison,  a Child  Killer  in  Texas 

A medical  research  team  has  urged  a ban  on  household  use  of  thallium  sul- 
phate, a rat  poison  that  can  cause  death  or  permanent  brain  damage  when  eaten 
by  children. 

The  victims  are  almost  always  children  who  consume  food  saturated  with 
the  poison  as  a bait  for  rodents  and  insects,  according  to  a report  in  the  Feb.  16 
Journal  of  the  American  Medical  Association. 

“Complete  curtailment  of  household  use  of  thallium-sulphate-containing  pest- 
icides is  the  only  effective  way  of  stopping  thallium  sulphate  poisoning,”  the 
medical  team  said. 

Between  1954  and  1959  in  South  Texas  alone,  they  said,  more  than  130 
children  were  poisoned  by  the  accidental  ingestion  of  this  compound. 

The  group  reviewed  case  reports  of  72  poisonings  in  Houston,  Corpus  Christi, 
San  Antonio,  and  Galveston.  All  of  the  victims  were  under  12  years  of  age. 

Two  physicians  from  Texas  were  on  the  team,  Drs.  James  Crawley  and 
Samuel  J.  Pieper  of  Baylor  University  College  of  Medicine,  Houston. 

The  study  showed  that  9 of  the  72  had  died.  Of  48  survivors,  26  had  abnor- 
malities involving  the  nervous  system,  the  authors  said. 

Mental  abnormalities,  namely  retardation  and  psychosis,  were  the  most  com- 
mon findings,  and  several  children  were  so  severely  retarded  they  had  to  be 
placed  in  institutions,  they  said.  Abnormal  reflexes,  irregular  muscular  coordi- 
nation, and  tremor  were  the  next  most  common  findings,  they  reported. 

Present  legislation,  which  limits  the  content  of  thallium  sulphate  in  house- 
hold pesticides  to  1 per  cent  is  not  adequate,  they  noted.  Texas  enacted  such  a 
law  in  1957  and  the  U.S.  Department  of  Agriculture  issued  a similar  regulation 
in  1960;  nevertheless,  they  reported  21  per  cent  of  the  72  cases  in  Texas  occurred 
after  the  1957  law  was  enacted. 

They  suggested  that  rat  poison  containing  thallium  sulphate  could  be  re- 
placed by  compounds  which  are  more  effective  and  relatively  harmless  to  humans. 

In  lieu  of  a ban  on  this  poison,  the  authors  said,  “every  household  should  be 
made  aware  that  thallium-sulphate-containing  pesticides  may  cause  permanent 
neurologic  damage,  and  that  an  effective  antidote  is  yet  to  be  found”. 
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Physiologic  Problems  of  Importance 
To  Civilian  Pilots 


|N  FLYING,  the  human  element  is  the  pri- 
* mary  weakness  and  “pilot  factors”  account 
for  a major  proportion  of  aircraft  accidents. 
This  places  the  burden  of  responsibility  on 
those  who  deal  with  the  human  element — 
among  them  physicians. 

This  discussion  is  concerned  primarily 
with  the  private  aviator.  Private  aviation  in 
the  United  States  experiences  more  than 
4,000  accidents  yearly,  about  10  per  cent  of 
which  involve  fatalities.  There  are  approxi- 
mately 17  lives  lost  in  each  ten  fatal  acci- 
dents (excluding  those  of  scheduled  air- 
lines) . Pilots  of  all  ages  and  experience  lev- 
els are  involved,  and  the  peak  incidence  of 
accidents  occurs  in  the  group  having  between 
200  and  300  flying  hours. 

The  degree  to  which  the  private  flyer  is 
subjected  to  the  stresses  of  altitude  and  of 
the  aircraft  itself  has  tended  to  increase. 
Civilian  aircraft,  including  light  planes,  have 
ceilings  near  or  above  20,000  feet.  It  is  logi- 
cal to  expect  that  an  uninformed  pilot  would 
wish  to  investigate  the  maximum  obtainable 
altitude  of  his  airplane  just  as  the  sports  car 
owner  wants  to  know  his  maximum  speed 
capability.  Further,  many  small  airplanes  are 
equipped  for  instrument  flying.  Cruising 
speeds  for  private  aircraft  have  increased 
during  the  past  decade. 

Every  physician  associated  with  aviation 
should  be  knowledgeable  in  several  general 
areas  of  aviation  medicine  in  order  to  edu- 
cate and  advise  his  patients  who  fly.  At  least, 
he  should  know  the  fundamentals  concerned 
with  (1)  altitude  physiology,  (2)  effects  of 
gravity  and  motion,  (3)  visual  criteria  in 
aviation,  (4)  instrument  flying,  (5)  diseases 
and  flying,  and  (6)  drugs,  nutrition,  and  al- 
cohol in  flying.  These  are  the  facts  of  life  in 
the  flying  world.  It  is  this  information  which 
military  aviation  medical  officers  are  able 
to  pass  along  to  civilian  physicians  to  aid  in 


saving  lives  and  lowering  the  percentage  of 
pilot  factor  accidents. 


Altitude  Physiology 

In  the  realm  of  altitude  physiology  every 
pilot  should  have  some  definite  but  simple 
guidelines  or  “rules  of  thumb”.  He  should  be 
aware  with  ascent  to  higher  altitude  of  the 
steadily  decreasing  supply  of  oxygen.  Oxy- 
gen supplement  when  flying  above  10,000 
feet  is  a cardinal  rule  for  pilots;  at  night, 
because  of  vision  problems,  the  rule  should 
be  5,000  feet.  At  altitudes  above  10,000  feet 
the  body  enters  the  compensatory  zone  in 
which  the  rate  and  depth  of  respiration,  to- 
gether with  increased  heart  rate,  are  able  to 
maintain  adequate  oxygen  saturation  of  cir- 
culating hemoglobin.  The  sensory  cells  of  the 
retina  are  sensitive  to  mild  degrees  of  hy- 
poxia. This  graying  of  vision  can  be  dem- 
onstrated convincingly  in  an  altitude  cham- 
ber and  is  a routine  part  of  U.  S.  Air  Force 
physiologic  training.  The  symptoms  which 
accompany  the  insidious  onset  of  hypoxia  are 
important  as  well  as  the  physical  handicaps 
which  ensue.  The  reactions  to  mild  hypoxia 
are  similar  to  the  effects  of  alcohol  upon  most 
individuals.  This  usually  means  a false  sense 
of  well  being,  impaired  reaction  time,  and  a 
disturbance  in  coordinated  movements.  As 
the  degree  of  hypoxia  increases,  the  severity 
of  handicap  progresses  until  the  individual  is 
unconscious.  The  insidious  nature  of  these 
changes  is  such  that,  unless  the  early  symp- 
toms are  recognized,  the  pilot  may  progress 
beyond  the  point  at  which  he  is  able  to  take 
corrective  action  (that  is,  descent  to  a lower 
altitude  or  use  of  supplemental  oxygen). 
Pressure  changes  with  altitude  have  effects 
upon  the  middle  ear  cavity,  the  sinuses,  and 
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Every  physician  should  know  several  general 
areas  of  aviation  medicine  in  order  to 
educate  and  advise  his  patients  who  fly. 


gases  in  the  gastrointestinal  tract.  Air  or 
gases  trapped  in  these  closed  cavities  will 
expand  upon  reaching  18,000  feet  to  twice 
their  sea  level  volume.  The  common  cold  and 
upper  respiratory  infections  are  the  main 
offenders  in  the  production  of  ear  pain  be- 
cause of  the  pilot’s  inability  to  open  the 
eustachian  tubes  and  equalize  the  pressure 
exerted  on  the  tympanic  membrane  due  to 
pressure  differences  between  the  middle  ear 
cavity  and  the  outside.  A similar  mechanism 
is  involved  in  sinus  pain  when  the  ostia  are 
occluded.  The  frontal  sinuses  are  the  most 
frequently  involved.  Gases  trapped  in  the 
bowel  can  lead  to  severe  abdominal  cramps, 
especially  if  the  flyer  misinterprets  the  symp- 
toms and  fails  to  obtain  relief.  The  problem 
of  hyperventilation  should  be  understood  be- 
cause this  symptomatology  may  be  misin- 
terpreted by  the  pilot  only  to  aggravate  the 
condition  further.  Hyperventilation  is  most 
apt  to  occur  during  periods  of  excitement  or 
apprehension.  This  is  the  precise  moment 
when  physiologic  aberrations  are  least  desir- 
able. It  is  aggravated  by  hypoxia,  and  the 
decreased  carbon  dioxide  tension  in  the  blood 
further  complicates  the  problem  by  causing 
cerebral  vasoconstriction.  At  this  point  one 
need  only  add  some  positive  g (acceleration 
due  to  gravity)  to  interfere  with  blood  sup- 
ply to  the  brain  and  the  summation  of  effects 
will  cause  the  individual’s  incapacitation. 
Ideally,  all  of  these  effects  should  be  ex- 
plained on  a physiologic  basis  when  time  and 
circumstances  permit.  A relatively  small 
amount  of  reading  and  study  will  enable  any 
physician  to  become  conversant  in  this  sub- 
ject area  of  aviation  medicine.* 

*An  excellent  reference  for  general  information  is 
entitled  “Aerospace  Medicine”  edited  by  Maj.  Gen. 
Harry  G.  Armstrong,  USAF  (Ret.),  and  published 
in  1961  by  The  Williams  & Wilkins  Co.  in  Baltimore. 


LT.  COL.  PAUL  W.  MUSGRAVE,  USAF,  MC 


Effects  of  Gravity  and  Motion 

Gravity  and  motion  (accelerative  effects) 
as  they  relate  to  flying  are  poorly  under- 
stood, if  at  all,  by  most  pilots.  The  matter  of 
balance  and  its  dependence  upon  the  eye, 
equilibratory  apparatus  of  the  middle  ear, 
and  the  bones,  muscles,  and  joints  (proprio- 
ceptive system)  are  part  of  every  pilot’s  edu- 
cation. The  gravitational  or  g forces  merit 
consideration  not  because  they  are  such  a 
hazard  in  light  plane  flying  but  because  they 
can  be  confusing  to  the  uninformed  indi- 
vidual. Except  in  aerial  flight,  the  body 
seldom  is  subjected  to  significant  linear, 
radial,  or  angular  accelerations.  The  body 
sensations  produced  by  turbulence  exemplify 
how  one  feels  the  applied  forces  when  there 
may  be  no  visual  or  other  references  to  indi- 
cate them.  In  this  connection,  the  subject  of 
motion  sickness  merits  discussion.  Contrary 
to  some  opinions,  almost  everyone  will  ex- 
perience motion  sickness  under  circum- 
stances which  produce  sufficient  stimulation 
of  the  body’s  special  senses. 

Visual  Criteria  in  Aviation 

The  importance  of  good  vision  in  aviation 
is  obvious,  but  there  are  several  aspects  of 
this  subject  which  are  not  so  readily  appar- 
ent to  pilots.  Those  whose  vision  is  im- 
paired by  refractive  errors  may  be  restricted 
to  wearing  glasses  only  while  flying.  Many 
are  not  aware  of  a change  in  visual  acuity 
until  actually  examined  for  periodic  renewal 
of  medical  certificates.  Others  reach  the  pres- 
byopic age  and  experience  difficulty  reading 
maps  and  charts.  People  with  moderate  to 
large  myopic  corrections  may  experience  re- 
fractive changes  in  a relatively  short  time. 
One  way  for  the  individual  to  detect  a re- 
fractive change  is  in  the  relative  distinctness 
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of  red  and  green  neon  lights.  Normally,  these 
will  appear  equally  sharp,  but  a refractive 
change  will  make  one  or  the  other  compara- 
tively fuzzy. 

Depth  perception  means  little  more  to 
pilots  than  a part  of  the  eye  examination. 
The  binocular  and  monocular  clues  to  depth 
are  of  practical  value  as  part  of  the  pilot’s 
knowledge.  Although  he  has  used  them  sub- 
consciously all  his  life,  he  perhaps  has  never 
realized  the  importance  of  motion  parallax  or 
that  he  can  enhance  depth  perception  by 
moving  the  head  from  side  to  side. 

Poor  night  vision  has  many  times  spelled 
disaster  for  the  uninformed  flyer.  Every  pi- 
lot should  know  the  practical  points  concern- 
ing dark  adaptation,  night  blindness,  the  ef- 
fect of  hypoxia  on  night  vision,  and  the  per- 
tinent facts  about  cockpit  lighting.  Lastly, 
eye  diseases,  injuries,  or  diplopia  from  sev- 
eral causes  may  have  a sudden  onset  in 
flight. 


Instrument  Flying 

The  reliability  of  smaller  private  aircraft 
naturally  has  led  to  the  installation  of  instru- 
ments for  blind  flight.  Understanding  of  the 
principles  of  instrument  flying  is  now  part 
of  the  licensing  procedure.  Experience  has 
taught  us  some  dangers  in  regard  to  psycho- 
physiologic  phenomena  which  occur  during 
instrument  flight.  The  first  of  these  con- 
cerns the  loss  of  visual  references  from  out- 
side the  aircraft.  This  leaves  the  pilot  with 
only  his  equilibratory  apparatus  and  proprio- 
ceptive system  as  body  receptors  for  sense  of 
position.  These  two,  in  the  absence  of  visual 
reference,  are  not  efficient  or  sensitive 
enough  to  maintain  the  body’s  spatial  orien- 
tation. Flying  “by  the  seat  of  the  pants”  is 
the  layman’s  description  of  proprioception 
which  is  made  up  of  the  sensory  receptors  in 
tendons,  joints,  muscles,  ligaments,  and  other 
tissues.  Slight  changes  in  the  attitude  of  the 


aircraft  are  not  sufficient  to  produce  sensory 
impulses  from  these  receptors.  The  same  is 
true  of  the  semicircular  canals  because  these 
cannot  detect  a rate  of  aircraft  roll  of  less 
than  two  degrees  per  second,  and  there  are 
similar  sensory  decrements  for  small 
amounts  of  pitch  and  yaw.  Further,  in  a co- 
ordinated turn,  the  semicircular  canals  will 
sense  the  turning  for  about  20  seconds  but 
then  will  cease  to  function  and  the  pilot  feels 
“straight  and  level”.  This  leads  to  a disparity 
between  the  instrument  readings  and  the  sub- 
jective sensation  of  the  body  which  results 
in  mental  confusion  unless  the  pilot  is  fore- 
warned and  knows  he  must  believe  the  in- 
struments. Unfortunately  for  the  poorly 
trained  pilot,  failure  to  believe  the  instru- 
ments is  still  a principal  cause  of  fatal  air- 
craft accidents. 


Diseases 

Sickness  and  disease  are  factors  which 
hinder  flight  safety.  The  physical  examina- 
tion for  flying  can  be  an  effective  and  im- 
portant event  for  the  pilot  each  time  it  oc- 
curs. At  this  time  the  physician  has  an  op- 
portunity to  present  important  facts  to  the 
pilot — especially  those  which  pertain  par- 
ticularly to  the  pilot  being  examined.  All  pi- 
lots are  subject  to  colds  and  upper  respira- 
tory infections,  thus  the  physiology  of  the 
middle  ear  and  sinus  cavities  is  important 
information.  Pilots  over  age  40  should  know 
the  symptoms  of  angina  pectoris.  The  avia- 
tion medical  examiner  should  be  ever  alert 
for  vasomotor  instability  in  the  form  of  syn- 
cope. The  incidence  of  peptic  ulcers  in  flyers 
is  high  and  eases  of  perforation  or  massive 
hemorrhage  during  flight  have  occurred.  It 
is  advisable  continually  to  remind  pilots  that 
the  purpose  of  the  aviation  medical  physician 
is  to  keep  them  in  good  physical  condition 
for  flying  rather  than  to  seek  reasons  for 
grounding  them. 


Drugs,  Nutrition,  and  Alcohol 

The  use  of  drugs  while  flying  is  another 
hazard.  Widespread  use  of  antihistamines, 
even  in  nonprescription  proprietary  drugs,  is 
significant  because  these  depress  the  vestibu- 
lar apparatus  and  decrease  depth  perception. 
Indiscriminate  use  of  nasal  decongestants 
can  cause  tachycardia,  nervousness,  and  even 
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tremors  due  to  the  high  rate  of  absorption 
by  the  nasal  mucosa.  Atropine  and  hyoscine 
commonly  are  found  in  proprietary  drugs 
and  cause  mydriasis  or  even  cycloplegia  if 
large  amounts  are  consumed.  Antibiotics  are 
significant,  especially  streptomycin  and  di- 
hydrostreptomycin, because  of  their  effect 
on  the  vestibular  apparatus.  Analgesic  drugs 
containing  acetanilid  and  phenacetin  tend  to 
form  methemoglobin  and  hence  decrease  tol- 
erance to  hypoxia.  The  use  of  drugs  for  air- 
sickness, although  permissible  for  passen- 
gers, is  not  safe  for  the  pilot.  The  use  of 
amphetamines  by  pilots  on  long  flights 
should  be  with  caution  because  some  indi- 
viduals are  unusually  sensitive  to  their  ef- 
fects. A small  test  dose  should  be  adminis- 
tered as  a trial  before  issuing  a prescription 
for  amphetamines. 

There  recently  has  been  a great  deal  of 
emphasis  upon  weight  reduction.  A word  of 
caution  concerning  the  relationship  between 
dieting  and  the  stresses  of  flight  is  in  order. 
Any  effective  weight  reduction  program  will 
produce  a relative  hypoglycemia  in  the  pa- 
tient. Normally,  this  is  not  a risk,  but  a pa- 
tient with  hypoglycemia  should  not  pilot  an 
airplane.  The  body  system  most  sensitive  to 
blood  sugar  deficit  is  the  central  nervous 
system.  Also,  hypoxia,  hyperventilation,  and 
g forces  all  produce  additional  detrimental 
effects,  the  combination  of  which  can  pro- 
duce incapacitation. 

One  final  point  has  to  do  with  alcohol,  or 
as  sometimes  stated  “the  bottle  and  throttle”. 
One  must  face  the  fact  that  alcoholic  bever- 


ages are  a part  of  our  social  environment. 
Fortunately,  most  pilots  have  the  good  judg- 
ment to  abstain  from  drinking  for  an  ade- 
quate period  of  time  prior  to  flight.  If  the 
pilot  understands  that  alcohol  is  an  anes- 
thetic agent  and  that  it  impairs  judgment, 
coordination,  and  vision,  he  will  be  reason- 
ably forewarned.  The  effects  of  alcohol  and 
hypoxia  are  additive  so  that  the  blood  alcohol 
from  one  drink  may  produce  the  same  effects 
at  10,000  feet  as  two  or  three  drinks  at 
ground  level.  Elimination  of  alcohol  from  the 
body  does  not  follow  a linear  pattern  in  such 
a way  that  one  can  correlate  the  number  of 
hours  required  to  burn  a given  amount  of 
alcohol.  The  rate  varies  with  the  rate  of  me- 
tabolism, respiration,  body  hydration,  and 
exercise.  As  a rule,  an  average  size  individ- 
ual can  metabolize  about  10  ml.  of  alcohol 
per  hour.  This  guarantees  nothing,  however, 
concerning  the  effects  of  cerebral  edema  and 
other  manifestations  of  alcoholic  indulgences. 


Summary 

It  is  prudent  to  reflect  upon  these  factors 
in  flying  at  a time  when  aviation  medicine  is 
rapidly  advancing  in  areas  of  conventional 
and  space  flight.  The  accident  statistics  in 
civil  aviation  speak  for  themselves,  and  the 
high  percentage  of  pilot  factor  accidents 
should  challenge  all  of  those  who  play  a role 
in  aviation  medicine. 

♦ Lt.  Col.  Musgrave,  USAF,  MC,  School  of  Aero- 
space Medicine,  Brooks  Air  Force  Base,  Tex. 


Mosquito  Mating  Proves  Difficult  to  Study 

Eating  is  generally  carried  on  in  public,  but  most  people  would  agree  that 
mating  is  a private  affair.  Where  the  mosquito  is  concerned,  however,  both 
functions  come  under  public  study. 

In  trying  to  understand  the  resistance  of  mosquitoes  to  insecticides,  malaria 
investigators  began  studying  the  mosquito’s  genetic  components,  but  to  study  this, 
they  had  to  overcome  the  difficulty  of  the  modest  mosquito  who  refused  to  mate 
naturally.  A method  of  artificial  insemination  for  mosquitoes  was  the  ultimate 
result. 

In  another  study,  investigators  discovered  that  it  is  possible  to  ascertain 
whether  a mosquito  has  fed  on  man  or  on  an  animal,  and  on  what  kind  of 
animal,  by  testing  the  stomach  contents  of  this  insect.  Tens  of  thousands  of  such 
blood  meal  messages  have  been  interpreted  on  the  feeding  preferences  of  malaria 
mosquitoes. 

This  massive  detection  and  the  method  of  insemination  are  part  of  the 
efforts  of  the  World  Health  Organization  to  eradicate  malaria.  Both  develop- 
ments were  reported  in  a recent  issue  of  World  Health. 
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Dyslexia 

A Form  of  Visual  Imperception  in  Children 


JPPI 


r\YSLEXIA  is  a common  neurological 
problem  in  normal  children.  The  dis- 
orders of  perception  are  probably  second  in 
occurrence  only  to  mental  retardation  in 
children  with  nervous  system  difficulty. 
Dyslexia  is  the  most  common  of  these  dis- 
orders of  perception.  Recent  experience  has 
demonstrated  that  many  children  with  such 
problems  have  not  come  to  the  attention  of 
physicians.  The  author  wishes  to  focus  at- 
tention on  this  prevalent  neurological  diffi- 
culty and  point  to  its  frequency  in  children 
who  are  normal  or  above  normal  intellectu- 
ally. Suggestions  are  then  made  for  teaching 
and  training  these  children  so  they  may  have 
a normal  life. 


History 

Jackson,  in  1876,  described  a patient  with 
a tumor  of  the  right  hemisphere  who  had  a 
disturbance  of  visual  comprehension  without 
loss  of  visual  acuity.  He  suggested  that  this 
difficulty  of  visual  comprehension  be  termed 
“imperception”.9  The  semantics  of  his  sug- 
gestion have  not  been  improved  upon,  but 
much  confusion  has  arisen  since  that  time 
regarding  the  proper  terminology  for  dis- 
orders of  visual  perception.  The  first  clin- 
ical description  of  a reading  disability  was 
published  in  1843  by  Lordat.2  Several  simi- 
lar clinical  syndromes  were  described  over 
the  next  three  decades  and  anatomical  cor- 
relation for  this  type  of  visual  disturbance 
was  published  in  1872. 2 Kussmaul  is  said  to 
have  introduced  the  expression  “wordblind- 
ness”  in  1877.2  Then  “congenital  wordblind- 
ness”  was  suggested  in  1896. 3 Since  that 


time,  the  following  terms  have  been  intro- 
duced for  specific  reading  disability  in  chil- 
dren: congenital  alexia,  congenital  dyslexia, 
strephosymbolia,  developmental  alexia,  spe- 
cific dyslexia,  and  disorders  of  visual  per- 
ception. Educators  have  been  aware  of  the 
condition  for  a number  of  decades  and  Gray 
(1925)  gave  a lucid  description  of  nonread- 
ers in  the  school  systems.5  In  1937,  Orton7 
brought  attention  to  these  disorders  in  the 
development  of  language  difficulty  in  chil- 
dren, and  his  observations  are  the  most  fre- 
quently quoted. 

Much  attention  recently  has  focused  on 
children  with  visual  imperception  because  of 
change  in  teaching  methods  two  to  three  de- 
cades ago,  recent  strenuous  competition  for 
academic  achievement,  and  increasing  medi- 
cal awareness  of  the  problem. 


Incidence 

The  number  of  children  with  visual  per- 
ceptual difficulty  is  not  known.  The  esti- 
mates vary  considerably.  The  number  of 
school  children  with  definite  visual  perceptu- 
al problems  varies  from  1 to  10  per  cent  of 
all  school  children,  regardless  of  the  method 
of  teaching.  This  may  increase  to  20  per 
cent  in  crowded  schools  where  the  whole 
word  method  of  teaching  is  utilized.8 

The  author  recently  has  examined  ap- 
proximately 90  children  and/or  adolescents 
with  dyslexia.  From  discussion  with  various 
school  authorities,  it  has  become  obvious  that 
specific  reading  disability  is  a common  prob- 
lem in  the  normal  school  population.  The 
teaching  profession  is  more  acutely  aware  of 


196 


TEXAS  State  Journal  of  Medicine 


Disorders  of  visual  comprehension  in  other- 
wise normal  children  result  in  dyslexia,  or 
specific  reading  disability.  Poor  schoolwork 
and  behavior  problems  usually  follow.  This 
neurological  disorder  may  not  be  correctable, 
but  patients  can  be  trained  to  overcome 
the  condition  so  that  only  minimal  diffi- 
culties will  exist. 


dyslexia  than  the  medical  profession.  Some 
universities  and  colleges  are  now  giving 
reading  tests  as  part  of  the  entrance  exami- 
nation. These  facts  suggest  that  we  must 
recognize  the  problem  and  find  a reasonable 
solution. 

Etiology  and  Pathophysiology 

The  etiology  of  developmental  perceptual 
disorders  is  not  known.  Recent  experience 
suggests  that  most  of  the  children  have  some 
physiologic  block  in  cerebral  function.  This 
block  may  be  in  the  associative  areas  rather 
than  in  any  localized  defect.  Cobb1  suggested 
this  etiology  in  1943.  These  are  not  brain- 
damaged children.  They  should  be  considered 
as  individuals  with  an  error  in  physiological 
development  in  cerebral  function  until  the 
entire  problem  is  better  understood.  The  be- 
havior disorders,  personality  problems,  and 
emotional  disturbances  are  secondary  in 
children  with  perceptual  disorders.  There 
are  children  with  primary  emotional  prob- 
lems who  have  perceptual  difficulty,  and  the 
general  assumption  has  been  that  the  disor- 
ders of  perception  are  primarily  emotional 
in  origin.  It  now  appears  that  this  is  an  in- 
correct assumption. 

Some  forms  of  reading  disability  are 
thought  to  be  transmitted  on  a hereditary 
basis  and  follow  a dominant  mode  of  inherit- 
ance.3 It  is  more  common  in  males. 

Clinical  Manifestations 

The  degree  of  severity  varies  with  each 
patient.  In  addition  to  poor  reading,  there 
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may  be  poor  spelling,  poor  writing,  letter 
and  number  reversals,  confused  laterality, 
spatial  confusion,  and  inability  to  copy  pat- 
terns. Frequently,  speech  problems  and  in- 
coordination complicate  the  neurological  find- 
ings previously  listed.  Behavior  problems 
usually  are  an  aftermath  of  the  perceptual 
disorder  and  follow  the  pressure  of  school- 
work. 

These  otherwise  normal  children  are  usu- 
ally brought  to  the  physician  for  evaluation 
because  of  poor  schoolwork,  for  “not  try- 
ing”, for  daydreaming  in  school,  and  for 
behavior  problems. 

Any  normal  child  who  is  not  doing  well  in 
school  deserves  an  evaluation  of  visual  per- 
ception, particularly  reading  and  reading 
comprehension.  This  is  especially  important 
when  the  parents  give  a history  of  good  per- 
formance in  all  areas  except  reading. 

Many  such  children  have  visual-motor  im- 
perception  which  is  probably  a kinesthetic 
disturbance.  However,  much  clinical  investi- 
gation must  be  done  before  this  complication 
will  be  fully  understood. 


Diagnosis 

History  may  reveal  confused  laterality ; 
reversals  of  letters,  numbers,  or  words ; mir- 
ror writing ; spatial  confusion ; and  reading 
words  backwards.  The  reading  disability  be- 
comes most  apparent  during  the  latter  part 
of  the  third  grade  when  reading,  writing, 
and  spelling  really  begin. 

Examination  reveals  a patient  who  has 
difficulty  in  the  previously  mentioned  areas 
of  performance.  Suggested  tests  for  reading 
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are  the  Gilmore  Oral  Reading  Test  and  the 
Durrell  Analysis  of  Reading  Difficulty.  Other 
tests  that  are  employed  by  the  author  are 
the  Peabody  Picture  Vocabulary  Test,  Bender 
Motor  Gestalt  Test,  and  Raven’s  Coloured 
Progressive  Matrices.  If  there  is  any  ques- 
tion concerning  the  patient’s  intellectual 
ability  after  these  tests,  a psychometric 
evaluation  is  completed. 

A complete  neurological  examination 
should  be  done.  Particular  attention  should 
be  given  to  motor  coordination  and  speech. 
Some  older  children  may  learn  to  read  aloud, 
but  do  not  develop  normal  reading  compre- 
hension, writing,  or  spelling.  These  areas, 
especially  writing  and  spelling,  must  be  ex- 
amined in  addition  to  reading  aloud. 


Treatment 

Patients  can  be  trained  to  overcome  their 
disorders  so  an  existence  with  minimal  dif- 
ficulty from  dyslexia  may  be  anticipated. 
There  is  no  quick  and  easy  method  of  train- 
ing such  children.  The  author  has  elected  to 
utilize  the  Gillingham  System  of  Language 
Training.  This  method,  developed  by  Gilling- 
ham4 in  conjunction  with  Orton,  has  proved 
successful.  It  employs  techniques  that  utilize 


all  sensory  modalities  concerned  with  com- 
munication in  training  patients. 

Comment 

Dyslexia  is  a common  neurological  prob- 
lem in  children  who  are  otherwise  normal. 
They  may  be  trained  to  overcome  the  diffi- 
culty for  practical  purposes  unless  there  is  a 
severe  degree  of  disability.  Training  adoles- 
cents with  a severe  reading  disability  pre- 
sents a difficult  problem  and  a serious  chal- 
lenge. 

Lippman0  presents  the  problem  in  a con- 
cise manner  and  discusses  the  psychiatric 
and  psychologic  implications.  Vernon10  dis- 
cusses all  aspects  of  the  reading  problem  and 
presents  a good  review  of  the  pertinent  lit- 
erature. The  references  listed  will  provide 
more  detailed  information. 

Much  research  and  clinical  investigation 
remains  before  a complete  understanding  of 
all  children  with  dyslexia  can  be  obtained. 
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Clinical  Effects  of  Alpha-Chymotrypsin 


WARREN  W.  BINION,  M.D. 


THE  CLINICAL  effects  of  alpha-chymo- 
trypsin  have  been  evaluated  by  studying 
200  consecutive  cataract  operations  in  which 
this  enzyme  was  used.  Of  these  patients,  88 
per  cent  attained  20/40  or  better  vision.  The 
enzyme  facilitated  the  lens  extraction  in  97 
per  cent  of  the  operations.  However,  there 
was  evidence  of  delayed  wound  healing,  stri- 
ate keratitis,  and  distortion  of  the  pupil. 
Recommendations  listed  later  in  this  article 
may  help  to  avoid  these  complications  of 
alpha-chymotrypsin . 


Case  Distribution 

The  age  distribution  is  shown  in  Table  1, 
and  the  types  of  cataracts  which  were  re- 
moved are  indicated  in  Table  2. 

Complicating  factors  were  present  in  40 
cases  before  operation ; these  are  listed  in 
Table  3.  In  addition,  there  were  nine  patients 
with  diabetes  and  six  with  hypertension. 


Techniques 

Roughly  half  of  the  sections  were  per- 
formed with  a Graefe  knife;  the  others  (ex- 
cept for  two  scratch  incisions)  were  with  a 
keratome.  A peripheral  iridotomy  was  done 
in  all  but  24  instances.  Twenty  patients  re- 
ceived a sector  iridectomy  and  four  a radial 
iridotomy.  A fornix-based  flap  was  used  in 
all  but  38  cases.  Silk  sutures  were  used  in 
167  cases  and  in  three  of  these  the  sutures 
were  preplaced.  Tract  sutures  were  used  in 
29  cases  and  catgut  in  four  cases.  The  num- 
ber of  sutures  is  shown  in  Table  4. 

A 1:5,000  enzyme  concentration  was  used 
in  all  but  three  instances,  when  1:10,000 


was  used.  In  most  instances,  1 to  2 ml.  were 
used,  and  the  usual  time  in  solution  before 
instillation  was  15  minutes. 

The  erysiphake  was  the  usual  instrument 
of  extraction.  The  Smith  technique  was  em- 
ployed once.  One  lens  was  looped  out  of  the 
vitreous. 

Pilocarpine  was  used  to  constrict  the  pu- 
pil in  most  cases. 

The  enzyme  had  been  used  in  the  fellow 
eye  in  20  cases. 

In  all  but  seven  cases  the  enzyme  was 
thought  to  facilitate  the  lens  extraction. 


Complications 

Complications  during  operation  included 
ruptured  capsule  in  seven  cases,  lost  vitreous 
in  six  cases,  and  one  case  in  which  the  lens 
dislocated  into  the  vitreous. 

The  immediate  postoperative  complica- 
tions revealed  evidences  of  delayed  wound 
healing.  There  was  one  case  each  of  persist- 
ent shallow  chamber,  reopened  wound  with 
vitreous  lost,  and  iris  prolapse.  In  two  cases 
wound  healing  was  clinically  delayed. 

In  addition,  two  chambers  which  were 
shallow  initially  reformed  to  normal  depth. 
Six  weeks  after  surgery  a patient  with  trau- 
matic cataract  developed  a retinal  detach- 
ment which  was  surgically  reattached.  Des- 
cemet’s  membrane  was  torn  in  three  cases. 
A permanent  endothelial  opacity  was  present 
in  one  patient. 


Alpha-chymotrypsin  was  used  in  200 
consecutive  cases  of  extraction  of  cat- 
aract. Vision  attained  was  20/40  or 
better  in  88  per  cent  of  the  cases. 


Volume  59,  MARCH,  1963 


199 


Table  1.- 

—Age  Distribution  of  Patients. 

No.  of 

Age 

Cases 

10-19 

1 

20-29 

3 

30-39 

11 

40-49 

37 

50-59 

42  Total 

under  age  60  = 94 

60-69 

64 

70-79 

30 

80-89 

11 

90  or  over 

1 Total 

over  age  60  = 106 

Table  2. — Types  of  Cataracts. 


Types 

No.  of  Cases 

Adult  immature 

119 

Adult  mature 

56 

Traumatic  mature 

13 

Traumatic  immature 

2 

Congenital  immature 

6 

Congenital  mature 

2 

Hypermature 

1 

Secondary  to  uveitis 

1 

Table  3. — Preoperative  Complications. 

Condition 

No. 

Open  angle  glaucoma 

7 

Inactive  uveitis 

6 

Previous  glaucoma  surgery 

5 

Closed  angle  glaucoma 

4 

Traumatic  corneal  opacity 

4 

Congenital  nystagmus 

4 

High  myopia 

3 

Glaucoma  plus  hypermature  lens 

2 

Penetrating  injuries 

2 

Macular  cyst 

1 

Perforated  lens 

1 

Albinism 

1 

Total 

40 

Table  4. — Number  of  Sutures 

Used. 

No.  of  Sutures 

No.  of  Cases 

3 

9 

4 

4 

Total 

13 

5 

85 

6 

73 

7 or  more 

29 

Total 

187 

* . • • ' : ""  ..  jjjgsL,  !J. 

The  pupil  was  peaked  in  six  cases  and  in 
four  of  these  the  zonules  were  connected  to 
the  wound. 

Pupillary  block  occurred  twice  and  one  of 
these  required  surgical  maneuvering  to  re- 


lieve the  patient’s  glaucoma  and  the  sur- 
geon’s apprehension. 

The  vitreous  face  was  broken  in  18  cases. 
Striate  keratitis  was  observed  in  80  cases 
and  all  of  these  subsequently  cleared. 


Visual  Results 

Of  this  series  of  200  patients,  176  at- 
tained a visual  acuity  of  20/40  or  better.  The 
24  cases  in  which  vision  was  20/40  or  less 
are  explained  in  Table  5. 


Table  5. — Conditions  of  Patients  with  Vision 
Less  Than  20 HO. 


Cases 

Condition 

Vision 

5 

Macular  degeneration 

20/50,  20/80, 
20/200,  20/200, 
20/400 

! 5 

U 

i ■ 

Glaucoma 

20/200,  20/200, 
20/400,  20/400, 
20/400 

j 3 

Traumatic  cataract 

20/200,  20/200, 
20/200 

3 

Congenital  nystagmus 

20/60,  20/200, 
20/200 

1 

Traumatic  corneal 

i 

opacity 

20/400 

i 

Albinism 

20/200 

t i 

Postoperative  uveitis 

20/70 

i 

Retinal  detachment, 

i 

developed  6 weeks 

t 

postoperatively 

20/200 

2 

Vitreous  lost 

20/50,  20/100 

2 

Wound  healing  poor 
Vitreous  lost 

j 

Anterior  chamber 

20/200 

shallow 

20/50 

In  all  but  the  last  four  cases — patients 
with  vitreous  lost  and  poor  wound  healing 
(see  Table  5) — the  factors  affecting  vision 
are  beyond  surgical  control. 


Discussion 

To  improve  the  usefulness  of  this  enzyme 
the  following  conditions  should  be  studied 
carefully:  (1)  improved  wound  healing,  (2) 
decrease  in  endothelial  trauma,  and  (3)  ab- 
sence of  peaking  of  pupil. 

Wound  closure  can  be  improved  by:  (1) 
irrigation  of  the  wound  edges  with  saline 
solution,  (2)  increasing  the  number  of  su- 
tures to  five  or  more,  and  (3)  using  the  en- 
zyme only  in  patients  under  60  years  of  age 
(with  some  exceptions,  of  course). 

Keratitis  is  diminished  by  less  manipula- 
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tion  of  Descemet’s  membrane  and  by  touch- 
ing the  endothelium  less.  A scleral  incision  is 
therefore  advisable,  and  the  incision  should 
extend  for  a full  180  degrees. 

Peaking  of  the  pupil  caused  by  intact 
zonules  can  be  prevented  by  tumbling  the 
lens,  spatulation  of  the  wound,  and  by  re- 
forming the  anterior  chamber  with  pilocar- 
pine to  constrict  the  pupil  well. 

Alpha-chymotrypsin  is  particularly  useful 
in  the  following  types  of  cataract  cases:  (1) 
hypermature  lens  or  intumescent  lens,  (2) 
lens  containing  an  intraocular  foreign  bodv, 
(3)  subluxated  lens,  (4)  high  myopia,  (5) 
previous  retinal  detachment,  and  (6)  in  pa- 
tients under  60  years  of  age. 
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Cancer  Detection  Increases 
With  Wider  Use  of  Pap  Smear  Test 

Two  new  approaches  to  early  detection  of  cancer  of  the  cervix  have  been 
reported  recently.  Both  are  ways  of  using  the  Papanicolaou  smear  test. 

An  exam-by-mail  technique,  developed  by  Dr.  Hugh  J.  Davis  of  Johns  Hop- 
kins School  of  Medicine,  is  being  used  to  examine  the  entire  female  population 
of  Washington  County,  Md.,  between  the  ages  of  30  and  45.  One  woman  already 
is  receiving  treatment  for  an  early  curable  cancer  discovered  when  the  vaginal 
specimen  she  had  collected  was  tested  in  a Hopkins  laboratory.  The  do-it-yourself 
Pap  smear  method  utilizes  a plastic  pipette  containing  an  irrigating  solution. 
The  pipette  is  mailed  to  a woman  with  written  instructions.  The  woman  then 
mails  the  pipette  back  to  the  laboratory  for  examination  by  technicians. 

Pap  smear  tests  are  made  routinely  on  all  women  admitted  to  the  obstetrics 
and  gynecology  section  of  emergency  rooms  at  Jackson  Memorial  Hospital  in 
Miami.  That  this  is  an  effective  means  of  discovering  unsuspected  cancer  of  the 
cervix  is  shown  by  the  fact  of  3,697  cervical  smear  examinations  performed 
during  a 2%  year  period,  261  produced  evidence  of  cancer.  In  43  per  cent  of 
these  261  patients,  there  were  no  visible  signs  of  cancer. 


Volume  59,  MARCH,  1963 


201 


Photosensitization  of  the  Eye  with  Methoxsalen 

THOMAS  M.  CLOUD,  M.D. 


- 


PHOTOSENSITIZATION  may  be  defined 
as  a change  in  biologic  material  caused  by 
the  combination  of  light  and  a photosensi- 
tizing agent.  The  change  is  usually  harm- 
ful.3- 4-  10  The  responsible  light  might  be  vis- 
ible, long  ultraviolet,  or  short  ultraviolet. 
The  visible  band  extends  roughly  from  4,000 
to  7,000  A.  Under  ordinary  circumstances, 
visible  light  is  apparently  harmless.  The  ul- 
traviolet band  occupies  a position  adjacent 
to  that  of  visible  light,  extending  in  air 
roughly  from  1,800  to  4,000  A.  From  the  bio- 
logic standpoint,  the  ultraviolet  band  may  be 
divided  at  8,200  A.  into  active  and  inactive 
portions.  The  longer  wavelengths  (3,200  to 
4,000  A.)  are  biologically  almost  inert.  They 
are  incapable  of  inducing  erythema,  kera- 
titis, and  most  of  the  other  biologic  effects 
of  ultraviolet  light.  All  of  these  effects  are 
accomplished  by  wavelengths  shorter  than 
3,200  A.3 

There  are  many  different  photosensitizing 
agents,  for  examples,  phenothiazine,  eosin, 
fluorescein,  hematoporphyrin,  and  sulfanila- 
mide.10- 10  Attention  recently  has  been  fo- 
cused upon  one  such  agent,  methoxsalen, 
which  has  the  capacity  of  endowing  long  ul- 
traviolet light  with  erythemogenic  proper- 
ties.7- 14  Methoxsalen  is  one  of  the  active 
principles  of  the  fruit  of  Ammi  majus  linn, 
a plant  that  grows  freely  in  the  Nile  delta 
area.  It  has  been  used  for  centuries  in  Egypt 
in  the  treatment  of  vitiligo.  It  is  currently 
being  used  in  this  country  for  the  same  pur- 
pose. Several  years  ago  it  enjoyed  some  pop- 
ularity as  a cosmetic  aid  to  sun  tanning.  The 
present  studies  were  stimulated  by  observa- 
tions made  in  the  laboratories  of  the  De- 
partment of  Biochemistry  at  M.  D.  Ander- 


son Hospital  and  Tumor  Institute  in  Hous- 
ton, where  Dr.  A.  Clark  Griffin  and  his 
associates  were  studying  the  effects  of  meth- 
oxsalen and  long  ultraviolet  light  upon  the 
skin  of  albino  mice.  In  the  course  of  these 
experiments,  a large  number  of  ocular  le- 
sions appeared.  The  purpose  of  the  experi- 
ments presented  herein  was  to  study  these 
ocular  lesions  in  greater  detail. 


Acute  Methoxsalen  Effect 

The  first  experiments  were  designed  to 
create  an  acute,  violent  methoxsalen  effect. 

Methods  and  Materials. — The  experiment- 
al animals  used  throughout  this  study  were 
white  and  black  female  guinea  pigs.  At  the 
time  of  experimentation,  they  were  approxi- 
mately 10  to  12  weeks  old  and  weighed  400 
to  500  Gm.  They  were  housed  in  galvanized 
wire  cages  and  provided  food  (Purina  Guin- 
ea Pig  Chow)  and  water  freely.  Factors  such 
as  room  temperature  and  extraneous  room 
light  were  constant  for  all  groups. 

The  source  of  long  ultraviolet  light  was  a 
fixture*  which  houses  two  Sylvania  Black- 
light  Blue  tubes.f  They  emit  strongly  be- 
tween 3,200  and  4,000  A.  and  weakly  below 
3,200  A.  The  temperature  beneath  the  lamps 
was  approximately  30  C.  The  guinea  pigs 
were  left  in  their  cages  during  exposure.  Two  I 


*Manufactured  by  Ultraviolet  Products,  Inc.,  San 
Gabriel,  Calif.  (Blak-Ray  Model  XX-15). 

fSpectral  energy  distribution  of  Sylvania  Black- 
light  Blue  tubes  courtesy  of  Mr.  T.  C.  Sargent,  Syl- 
vania Electric  Products,  Inc.,  Salem,  Mass. 
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Controlled  experiments  with  methoxsalen 
and  with  long  ultraviolet  light  indicate  that 
when  eyes  are  exposed  to  either  element 
individually,  each  is  virtually  harmless;  how- 
ever, combination  of  the  two  factors  is  ex- 
tremely harmful. 


such  fixtures  were  suspended  approximately 
45  cm.  overhead. 

A 4 per  cent  suspension  of  methoxsalenj 
in  saline  was  used  for  injection.  Pectin,  aca- 
cia, and  propylene  glycol  were  used  as  adju- 
vants to  obtain  a better  suspension.  It  previ- 
ously has  been  shown  that  none  of  these 
adjuvants  possesses  a photosensitizing  ef- 
fect. One  milliliter  (40  mg.)  of  the  suspen- 
sion was  injected  intraperitoneally  one  hour 
before  irradiation. 

Prior  to  exposure,  the  eyes  were  exam- 
ined with  a slit  lamp,  and  animals  with  ocu- 
lar lesions  were  eliminated.  The  pupils  were 
dilated  to  provide  a better  view  of  the  lens. 
After  exposure,  the  eyes  were  examined  at 
the  following  intervals : 12,  24,  and  48  hours ; 

3,  4,  5,  6,  7,  8,  10,  12,  14,  18,  and  22  days; 

4,  5,  6,  7,  8,  9,  10,  and  11  weeks. 

The  guinea  pigs  were  divided  into  three 
groups : 

1.  Group  1 was  exposed  to  long  ultraviolet 
light  alone.  These  animals  were  exposed  con- 
tinuously for  24  hours  to  the  long  ultraviolet 
lamps. 

2.  Group  2 was  exposed  to  methoxsalen 
alone.  These  animals  received  40  mg.  of 
methoxsalen  and  subsequently  were  placed 
in  darkness  for  24  hours. 

3.  Group  3 was  exposed  to  methoxsalen 
plus  long  ultraviolet  light.  These  animals  re- 
ceived 40  mg.  methoxsalen.  One  hour  later, 
they  were  placed  beneath  the  lamps,  where 
they  remained  for  24  hours. 

Results. — In  the  first  two  groups,  damage 
to  the  eyes  and  ears  was  not  observed.  As  a 

tSupplied  by  Paul  B.  Elder  Co.,  Bryan,  Ohio. 
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correlated  experiment,  one  guinea  pig  was 
left  beneath  the  lamps  continuously  for  a 
week  without  sustaining  damage  to  his  eyes 
or  ears. 

In  contrast,  the  animals  in  group  3 sus- 
tained severe  damage  of  both  eyes  and  ears 
as  the  following  results,  representing  the 
findings  in  11  guinea  pigs,  indicate.  All  ears 
were  severely  damaged.  During  the  first 
three  or  four  days  they  were  red,  swollen, 
and  sometimes  blistered.  Thereafter,  the 
edges  began  to  ulcerate,  and  the  ear  began 
to  wither.  Within  two  weeks  only  a small, 
hard  stump  of  the  original  ear  remained. 

The  lids  also  were  damaged  severely.  Im- 
mediately after  exposure  they  were  red, 
swollen,  and  sometimes  blistered.  A profuse 
discharge  appeared  which  was  first  watery 
and  then  mucopurulent.  About  four  to  six 
days  after  exposure,  the  fissures  became 
sealed  with  a thick  yellow  crust,  the  removal 
of  which  left  the  lids  eroded  or  ulcerated  and 
hairless.  The  first  signs  of  improvement  ap- 
peared on  the  seventh  or  eighth  day,  and, 
during  the  next  two  weeks,  the  epithelium 
re-formed.  New  hairs  were  first  noted  about 
four  weeks  after  exposure.  They  were 
sparse,  coarse,  and  poorly  directed  and  even- 
tually became  longer  than  the  original  hairs. 
When  the  experiment  was  terminated  (7  to 
11  weeks  after  exposure),  there  was  some- 
times slight  ectropion.  Chemosis  was  present 
during  the  first  few  days  in  all  animals. 

Corneal  edema  was  used  to  evaluate  cor- 
neal damage.  It  was  classified  as  follows : 

“Slight”  was  used  to  describe  edema  suf- 
ficient to  interfere  slightly  with  the  view  of 
the  iris,  but  insufficient  to  cause  thickening. 
“Moderate”  was  used  to  describe  edema  suf- 
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ficient  to  interfere  substantially  with  the 
view  of  the  iris  and  to  cause  thickening. 
“Severe”  was  used  to  describe  opacification 
and  gross  thickening.  In  these  11  animals, 
the  maximum  corneal  edema  was  classified 
as  follows: 


No  edema  or  equivocal  5 eyes 
Slight  10  eyes 
Moderate  3 eyes 
Severe  4 eyes 


The  behavior  of  the  pupil  was  the  same  in 
all  eyes.  It  remained  normal  until  the  fifth 
day  when  it  began  to  dilate.  After  this,  it 
would  not  react  even  to  intense  light.  It  re- 
mained dilated  throughout  the  remainder  of 
the  experiment. 

Dilatation  of  the  iris  blood  vessels  was  an- 
other constant  finding.  It  occurred  in  all  22 
eyes.  Occasionally,  a stromal  hemorrhage  or 
a coagulum  in  the  anterior  hemorrhage  was 
observed. 

In  21  of  the  22  eyes,  multiple  punctate 
opacities  appeared  in  the  anterior  layers  of 
the  lens.  In  15  eyes,  the  opacities  disap- 
peared, usually  beginning  about  the  eighth 
day.  In  some  of  the  remaining  eyes,  however, 
a dense  anterior  cortical  cataract  remained 
at  the  apex  of  the  lens. 

The  retina  was  not  studied  adequately  be- 
cause of  the  poor  view  of  the  guinea  pig 
retina  obtained  with  the  direct  ophthalmo- 
scope. 

Similar  experiments  with  black  guinea 
pigs  demonstrated  again  that  alone,  neither 
methoxsalen  nor  long  ultraviolet  light  was 
harmful,  but  that  together  they  were  harm- 
ful. In  black  guinea  pigs,  the  pigmented 
structures,  such  as  the  lids  and  iris,  were 
not  damaged  as  severely  as  they  were  in  the 
white  animals. 


Chronic  Methoxsalen  Effect 

The  next  experiments  were  designed  to 
create  a chronic,  less  violent  methoxsalen 
effect. 


Methods  and  Materials. — Female  Swiss  al- 
bino mice  were  used  throughout  the  study 
At  the  beginning  of  the  experiment,  they 
were  approximately  eight  to  ten  weeks  old 
and  weighed  20  to  30  Gm.  They  were  housed 
in  galvanized  wire  cages  and  provided  food 
(Purina  Laboratory  Chow)  and  water  free- 
ly. Factors  such  as  room  temperature  and 
extraneous  room  light  were  constant  for  all 
groups. 

The  source  of  long  ultraviolet  light  was 
the  same  fixture  used  in  the  acute  experi- 
ments. 

A 0.4  per  cent  suspension  of  methoxsalen 
was  used  for  injection.*  The  test  animals 
received  0.1  ml.  (4  mg.)  intraperitoneally 
one  hour  prior  to  exposure. 

Prior  to  the  experiment,  the  eyes  were  ex- 
amined with  the  slit  lamp,  and  animals  with 
ocular  lesions  were  eliminated.  The  eyes 
were  examined  with  the  pupil  both  dilated 
and  undilated  to  obtain  a good  view  of  the 
lens  and  iris.  A 2 per  cent  solution  of  homa- 
tropine  was  used  to  dilate  the  pupils.  The 
eyes  were  re-examined  at  the  end  of  five  and 
ten  months. 

The  acceptable  mice  were  divided  into  two 
groups  of  40  each.  Both  were  exposed  to  long 
ultraviolet  light  ten  minutes  six  days  a week 
for  five  months.  One  group  received  methox- 
salen intraperitoneally  one  hour  prior  to  ex- 
posure. The  other  did  not.  Between  expo- 
sures, the  animals  were  exposed  to  ordinary 
room  light  of  the  animal  area.  At  the  end  of 
five  months  the  eyes  were  re-examined,  and 
the  experimental  conditions  (long  ultraviolet 
light,  methoxsalen)  were  discontinued.  The 
animals  were  kept  for  an  additional  five 
months  at  which  time  a final  eye  examina- 
tion was  made. 

Results. — The  ears  were  not  adequately 
examined  at  five  months  (Table  1). 

At  the  end  of  five  months,  cataracts  were 
present  in  the  test  group  in  numbers  signifi- 
cant at  the  level  of  1 per  cent.  Most  of  these 
cataracts  were  “typical”,  as  Table  2 illus- 
trates. 

At  the  end  of  ten  months,  there  were  sev- 
eral differences  significant  at  the  1 per  cent 
level.  The  cornea  was  abnormal  in  an  unex- 
pectedly large  number  of  eyes  in  the  control 
group. 

The  following  results  occurred  in  signifi- 

*Supplied  by  the  Paul  B.  Elder  Co.  of  Bryan, 
Ohio.  Pectin,  glycerin,  and  alcohol  were  used  as  ad- 
juvants to  obtain  a better  suspension.  None  of  these 
is  a photosensitizing  agent. 
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Table  1. — Results  of  Five  Month  Examination. 

Control 

Test 

Findings 

Group 

Group 

Significance 

Mortality 

2 

3 

NSD* 

Cornea— 

Normal 

74 

68 

NSD 

Leukoma 

0 

0 

NSD 

Vascularization 

0 

1 

NSD 

Punctate  opacities  2 

4 

NSD 

Iris — 

Normal 

76 

73 

NSD 

Devascularized 

0 

0 

NSD 

Pupil — 

Normal 

76 

73 

NSD 

Dilated 

0 

0 

NSD 

Lens — 

Normal 

70 

30 

SDf 

Cataracts 

6 

43 

SD 

*No  significant  difference. 

fSignificant  difference 

rH 

o 

o 

A 

CL 

• 

Table  2. — Lens  Findings  at  Five  Months. 

Control 

Test 

Findings 

Group 

Group 

Significance 

Typical  cataracts 

1 

37 

SD* 

Mature  cataracts 

0 

3 

NSDf 

Other  cataracts 

5 

3 

NSD 

^Significant  difference 

V 

o 

b 

fNo  significant  difference. 

Table  3.— Results  of  Ten  Month  Examination. 

Control 

Test 

Findings 

Group 

Group 

Significance 

Mortality 

9 

26 

SD* 

Ears — 

Normal 

62 

2 

SD 

Damaged 

0 

26 

SD 

Cornea — 

Normal 

51 

28 

SD 

Leukoma 

2 

0 

NSDf 

Vascularization 

2 

0 

NSD 

Punctate  opacities  7 

0 

SD 

Iris — 

Normal 

62 

20 

SD 

Devascularized 

0 

8 

SD 

Pupil — 

Normal 

62 

24 

SD 

Dilated 

0 

4 

SD 

Lens— 

Normal 

56 

3 

SD 

Cataracts 

6 

25 

SD 

■'Significant  difference 

►d 

V 

© 

b 

fNo  significant  difference. 

cant  numbers  in  the  test  animals : death,  ear 
damage,  devascularization  of  the  iris,  typi- 
cal anterior  cortical  cataracts,  mature  cata- 
racts, and  total  number  of  cataracts. 

The  eight  eyes  with  mature  cataracts  were 
particularly  interesting.  The  iris  was  devas- 
cularized  in  all,  and  the  pupil  was  dilated  in 
four.  Devascularization  of  the  iris  and  dila- 


Table  4. — Lens  Findings  at  Ten  Months. 

Findings 

Control 

Group 

Test 

Group 

Significance 

Typical  cataracts 

0 

16 

SD* 

Mature  cataracts 

0 

8 

SD 

Other  cataracts 

6 

1 

NSDf 

Total  number  of 
cataracts 

6 

25 

SD 

* Significant  difference  (P>0.01). 
fNo  significant  difference. 


tation  of  the  pupil  did  not  occur  in  the  ab- 
sence of  a mature  cataract. 

The  lens  findings  are  summarized  in  Table 
4. 

Comment 

These  studies  indicate  that  methoxsalen 
photosensitizes  the  eye  to  an  otherwise 
harmless  kind  of  energy,  long  ultraviolet 
light. 

The  acute  methoxsalen  effect  in  white 
guinea  pigs  was  characterized  by  erosion  or 
ulceration  of  the  lid,  corneal  edema,  conges- 
tion of  iris  blood  vessels,  persistent  dilata- 
tion of  the  pupil,  and  anterior  cortical  opaci- 
ties of  the  lens.  In  black  animals,  the  pig- 
mented structures  (lids  and  iris)  were  either 
undamaged  or  less  severely  damaged.  Other- 
wise, the  damage  was  similar  to  that  ob- 
served in  the  white  guinea  pigs. 

The  chronic  methoxsalen  effect  was  char- 
acterized by  cataract,  dilatation  of  the  pupil, 
and  devascularization  of  the  iris.  In  addition, 
the  mortality  rate  and  incidence  of  ear  dam- 
age were  high.  The  cataract  often  involved 
the  anterior  cortex  of  the  lower  half  of  the 
lens,  and  mature  cataracts  occurred  in  sig- 
nificant numbers.  Mature  cataract  was  in- 
variably accompanied  by  devascularization 
of  the  iris  and  often  by  abnormal  dilatation 
of  the  pupil. 

Several  possibilities  arise  from  these  stud- 
ies. First,  the  acute  methoxsalen  effect  and 
the  ordinary  acute  ultraviolet  burn  (due  to 
wavelengths  shorter  than  3,200  A.)  should 
be  compared.  This  can  be  done  histologically 
and  biomicroscopically.  It  currently  is  sus- 
pected that  the  two  lesions  are  not  identical. 
Specifically,  it  is  suspected  that  intraocular 
damage  will  not  be  as  prominent  in  the  ul- 
traviolet burn  as  in  the  methoxsalen  effect. 
Second,  an  attempt  should  be  made  to  photo- 
sensitize the  eye  with  other  substances.  It 
may  be  possible  to  demonstrate  different 
kinds  of  ocular  photosensitivity,  depending 
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PHOTOSENSITIZATION  OF  EYE  — Cloud  — continued 

upon  the  wavelength  of  the  responsible  light. 
The  action  spectra  of  various  agents  peak  in 
different  regions  of  the  spectrum.3'  4'  10’ 16 
For  example,  the  action  spectrum  of  pheno- 
thiazine  peaks  in  the  visible  region.  That  of 
methoxsalen  peaks  in  the  long  ultraviolet. 
That  of  sulfanilamide  peaks  below  3,200  A. 
The  eye  deals  with  different  wavelengths  in 
different  ways.1'  6’  13'  18  Visible  light  is  large- 
ly transmitted  by  the  cornea  and  lens  so  that 
a great  deal  of  it  reaches  the  retina.  Long 
ultraviolet  light  is  largely  transmitted  by  the 
cornea  but  strongly  absorbed  by  the  lens. 
Ultraviolet  wavelengths  shorter  than  3.200 
A.  are  absorbed  strongly  by  the  cornea  so 
that  little  reaches  the  lens.  The  possibility  of 
three  types  of  ocular  photosensitivity  is  un- 
der question.  The  type  due  to  visible  light 
should  be  characterized  by  damage  of  the 
cornea,  lens,  and  retina.  Some  evidence  sup- 
ports such  a prediction.  The  action  spectra 
of  phenothiazine,  hematoporphyrin,  and  eo- 
sin  peak  in  the  visible  area.16  A photosensi- 
tized keratitis  has  been  produced  in  calves 
with  phenothiazine.4  Photosensitized  cata- 
racts have  been  produced  in  mice  with  hem- 
atoporphyrin by  Howell.5  Photosensitized 
retinal  lesions  have  been  produced  in  rabbits 
with  eosin.19  Ocular  photosensitivity  attribu- 
table to  long  ultraviolet  light  might  be  char- 
acterized by  damage  of  the  cornea  and  lens 
with  sparing  of  the  retina.  The  acute  meth- 
oxsalen experiments  indicate  that  the  cornea 
and  lens  are  damaged  in  the  acute  methox- 
salen effect.  Pilot  histologic  studies  seem  to 
indicate  that  the  retina  is  spared.17  Ocular 
photosensitivity  to  ultraviolet  wavelengths 
shorter  than  3,200  A.  has  not  yet  been  dem- 
onstrated. If  it  exists,  it  should  resemble  an 
ordinary  ultraviolet  burn  due  to  wavelengths 
shorter  than  3,200  A.,  for  instance,  the  dam- 
age should  be  limited  to  the  cornea. 

Examples  of  ocular  photosensitivity  in 
humans  should  be  sought.  Certain  diseases 
are  characterized  by  cutaneous  photosensi- 
tivity. At  least  one  of  these,  congenital  por- 
phyria, is  sometimes  associated  with  a chori- 
oretinopathy.2- 12  The  possibility  that  this  is 
a photosensitized  lesion  should  be  explored. 
In  addition,  the  possibility  should  be  consid- 
ered that  photosensitized  lesions  may  occur 
without  concomitant  skin  lesions.  Particular 
attention  should  be  paid  to  unpigmented 
structures  such  as  the  lens  and  sensory  layer 
of  the  retina.  In  this  respect,  one  theory 
holds  that  central  serous  retinopathy  is  a 


photosensitized  lesion.19  Moreover,  a numbt 
of  drugs  in  current  use  possess  photosens 
tizing  properties : sulfonamides,  sulfony 
urea  hypoglycemics  (Orinase),  chlorothk 
zide  diuretics  (Diuril),  phenothiazine  trar 
quilizers,  demethylchlortetracycline  (Deck 
mycin),  methoxsalen,  and  others.16  Some  o 
these  are  activated  by  wavelengths  which  ar 
absorbed  by  the  cornea;  for  instance,  wave 
lengths  shorter  than  3,200  A.  Others,  lik 
phenothiazine  and  methoxsalen,  are  activat 
ed  by  wavelengths  which  are  transmitted 
The  latter  should  be  considered  at  least  po 
tentially  capable  of  causing  intraocular  dam 
age.  Chorioretinopathy  has  been  reportec 
following  the  use  of  certain  tranquilizers.11- 1 1 
In  this  respect,  it  should  be  pointed  out  thai 
ocular  lesions  have  not  been  reported  fol- 
lowing the  use  of  chlorpromazine  (Thora- 
zine) , and  chlorpromazine  is  the  most  potenl 
cutaneous  photosensitizer  among  the  tran- 
quilizers. Moreover,  in  the  series  of  Goar  and 
Fletcher,11  in  which  a chorioretinopathy  re- 
sulted from  the  use  of  a tranquilizer,  cutane- 
ous photosensitivity  was  not  a prominent 
finding.9 

The  possibility  that  cataracts  will  develop 
in  persons  receiving  methoxsalen  for  vitiligo 
also  should  be  considered.  This  probably  will 
not  become  a major  problem  because  meth- 
oxsalen is  not  used  as  frequently  now  as  it 
was  several  years  ago.  Moreover,  some  au- 
thors feel  that  methoxsalen  protects  the  skin 
from  the  harmful  effects  of  sunlight.12 


Summary  and  Conclusions 

Methoxsalen  photosensitizes  the  eye  to 
long  ultraviolet  light.  Alone,  both  long  ultra- 
violet light  and  methoxsalen  are  virtually 
harmless.  Together,  they  are  extremely  j 
harmful. 

The  acute  methoxsalen  effect  is  character- 
ized by  erosions  or  ulcerations  of  the  lids,  | 
corneal  edema,  congestion  of  the  iris  blood 
vessels,  abnormal  dilatation  of  the  pupil,  and 
opacities  in  the  lens.  In  black  animals,  the 
damage  is  similar  except  that  the  pigmented 
structures  are  less  severely  damaged. 

The  chronic  methoxsalen  effect  is  char- 
acterized by  cataract,  devascularization  of 
the  iris,  abnormal  dilatation  of  the  pupil, 
ear  damage,  and  death. 

Cataracts  located  in  the  anterior  cortex  in 
the  lower  half  of  the  lens  were  considered 
typical  of  the  chronic  methoxsalen  effect. 
Mature  cataracts  occurred  in  statistically 
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significant  numbers.  They  were  accompanied 
invariably  by  devascularization  of  the  iris 
and  often  by  dilatation  of  the  pupil.  An  un- 
expected and  unexplained  finding  was  a high 
incidence  of  corneal  disease  in  the  control 
animals.  This  may  have  been  a character- 
istic of  the  species.  The  results  of  the  five 
and  ten  month  examination  were  different. 
Specifically,  there  were  more  statistically 
significant  findings  at  the  ten  month  exam- 
ination. The  chronic  methoxsalen  effect  is 
ostensibly  different  from  the  acute  effect. 
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Fewer  Women  Dying  from  Cancer 


Progress  in  cancer  control  is  indicated  by  the  reduction  in  mortality  from 
the  disease  among  women  in  the  past  decade,  the  statisticians  of  Metropolitan 
Life  Insurance  Company  report. 

Among  Metropolitan  policyholders,  who  constitute  a large  segment  of  urban 
wage  earners  and  their  families,  the  age-adjusted  cancer  death  rate  of  white 
females  at  ages  1-74  years  fell  from  78.5  per  100,000  in  1950-1951  to  68.4  in 
1960-1961,  a decrease  of  13  per  cent.  The  reduction  among  non-white  females  was 
4 per  cent,  from  89.6  to  85.6  per  100,000. 

Each  age  group  of  white  females  recorded  a decrease  in  cancer  mortality 
rates  in  the  past  decade,  with  the  largest  relative  reductions  at  the  childhood 
ages.  Among  colored  women,  the  death  rates  decreased  in  the  range  of  ages 
from  35  to  74  years. 

In  contrast  to  the  experience  among  females,  mortality  rates  from  cancer 
among  males  at  ages  1-74  have  increased.  Among  white  males,  the  death  rate 
from  the  disease  increased  8 per  cent — from  95.1  per  100,000  in  1950-1951  to 
102.6  in  1960-1961.  Among  non-white  males  it  rose  nearly  20  per  cent. 

The  difference  between  the  female  and  male  cancer  deaths  has  been  widen- 
ing steadily,  according  to  the  statisticians.  In  1950-1951,  the  mortality  rate  among 
white  males  was  approximately  20  per  cent  higher  than  that  among  white  fe- 
males. By  1960-1961  the  disparity  had  increased  to  50  per  cent. 
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Ocular  Manifestations  of  Diabetes  Mellitus 


Characteristic  ocular  changes  occur 
so  frequently  in  patients  with  diabetes 
mellitus  that  every  diabetic  patient  is  likely 
to  develop  these  ocular  manifestations  if  he 
lives  long  enough.  Even  before  overt  diabetes 
develops,  subtle  physiologic  and  anatomic 
alterations  probably  occur  in  the  eyes  of  di- 
abetic patients  just  as  they  have  been  dem- 
onstrated in  the  kidneys.  Degenerative  ocu- 
lar changes  (for  example,  arteriosclerotic 
retinal  vessels  and  senile  cataracts)  which 
are  not  peculiar  to  diabetic  patients  occur 
frequently;  however,  a relatively  rare  type 
of  cataract,  “snowflake”,  is  typically  dia- 
betic. 

Visual  impairment  may  be  the  first  notice- 
able symptom  of  diabetes  mellitus.  This  im- 
pairment is  secondary  to  changes  in  the  re- 
fractive index  of  the  lens  which  varies  as 
the  blood  sugar  varies.  Permanent  loss  of  vi- 
sion is  accompanied  by  demonstrable  patho- 
logic changes  in  the  eye.  Relentless  progres- 
sion of  the  retinopathy  occurs  relatively  late 
in  the  process,  usually  ten  or  more  years 
after  the  onset  of  the  disease. 

The  distinctive  ocular  changes  which  re- 
sult from  diabetes  mellitus  appear  predomi- 
nantly vascular  and  occur  primarily  on  the 
venous  side  of  the  capillary  system  in  con- 
trast to  the  renal  lesions  which  seem  to  be 
primarily  arterial.  The  onset  of  the  Kimmel- 
stiel-Wilson  syndrome  often  seems  to  paral- 
lel the  onset  of  the  diabetic  retinopathy; 
however,  it  has  been  suggested  that  changes 
in  the  endothelial  cells  in  the  latter  compli- 
cation can  be  recognized  with  the  electron 
microscope  long  before  renal  involvement  is 
recognized  clinically.  Diabetes  occurs  fre- 
quently in  patients  with  myotonic  dystrophy 
and,  in  many  case,  the  changes  in  the  volun- 
tary muscles  and  in  the  kidneys  are  accom- 
panied by  punctate  multicolored  subcapsu- 
lar  lens  opacities  and  weakness  of  the  extra- 
ocular muscles.3 


Most  likely,  the  characteristic  changes  of 
diabetic  retinopathy  result  primarily  from 
vascular  changes.  Varying  degrees  of  occlu- 
sion of  the  small  vessels  always  are  present. 
Ashton1  believes  that  pressure  in  the  swol- 
len retinal  tissue  is  sufficient  to  choke  off 
the  capillaries.  Some  supporting  evidence 
that  the  ocular  manifestations  are  due  to 
primary  changes  within  the  vessels  is  the 
fact  that  the  larger  veins,  both  retinal  and 
conjunctival,  are  dilated  in  patients  who 
have  only  a moderate  degree  of  diabetic  ret-  ! 
inopathy.  In  some  persons,  the  dilatation  of 
the  retinal  veins  is  extreme. 

The  reason  for  the  formation  of  micro- 
aneurysms which  are  characteristic  of  dia- 
betic retinopathy  remains  obscure.  The  au- 
thor has  seen  what  appeared  to  be  unilateral 
retinal  microaneurysms  in  a nondiabetic  pa- 
tient who  seemed  to  have  partial  occlusion 
of  the  central  retinal  vein. 

The  typical  ocular  hemorrhages  in  diabetic 
retinopathy  are  small,  round,  and  deep,  and 
are  scattered  throughout  the  retina  but  have 
a predilection  for  the  central  region.  They 
may,  at  times,  be  more  superficial  and  of 
varying  shapes.  Preretinal  hemorrhages  oc- 
cur rarely.  Rubeosis  iridis  diabetica  occurs 
occasionally  in  patients  who  have  had  dia- 
betes for  a long  time.  The  newly  formed 
blood  vessels  are  detected  easily  on  the  an- 
terior surface  of  the  iris.  The  secondary 
glaucoma  which  accompanies  rubeosis  iridis 
diabetica  responds  poorly  to  medical  or  sur- 
gical management. 

The  exudates  which  are  seen  in  patients 
with  diabetic  retinopathy  are  fairly  typical 
in  appearance.  They  are  hard  and  are  yel- 
lowish-white in  color.  Exudates  occur  pre- 
dominantly in  the  posterior  portion  of  the 
retina  and  often  they  completely  surround 
the  macula  lutea  region. 

Some  of  the  less  common  ocular  manifesta- 
tions of  diabetes  are  lipemia  retinalis,  optic 
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Strict  control  of  diabetes  mellitus  from  its 
inception  delays  the  onset  of  ocular 
changes;  but  once  diabetic  retinopathy  be- 
gins, strict  control  often  does  not  seem 
to  retard  the  changes.  Treatment  of  the  ocu- 
lar manifestations  of  diabetes  mellitus 
is  discouraging. 


neuritis,  and  paralysis  of  the  extraocular 
muscles.  Bilateral  detachment  of  the  retina, 
followed  by  painful  secondary  glaucoma, 
may  occur  in  the  second  or  third  decade  of 
life  as  a climax  to  the  diabetic  syndrome  and 
its  degenerative  complications.  At  this  stage 
of  deterioration,  the  patient  lives  for  only  a 
few  months. 

The  prognostic  significance  of  the  ocular 
manifestations  of  diabetes  mellitus  varies 
with  the  patient.  The  onset  of  retinopathy  is 
serious  in  a patient  who  is  within  the  first 
two  or  three  decades  of  life,  especially  if  the 
changes  are  rapid.  In  the  diabetic  patient 
who  is  in  his  sixth  decade  or  later,  ocular 
changes  may  occur  slowly  and  loss  of  vision 
may  be  correspondingly  slow.  Except  in 
young  persons,  the  onset  and  severity  of  dia- 
betic retinopathy  seems  related  more  to  the 
duration  of  the  diabetes  than  to  its  severity. 
Strict  control  of  diabetes  from  its  inception 
delays  the  onset  of  ocular  changes ; but  once 
diabetic  retinopathy  begins,  strict  control 
often  does  not  seem  to  retard  the  changes. 

Treatment  of  the  ocular  manifestations  of 
diabetes  mellitus  is  discouraging.  Routinely, 
patients  are  instructed  to  keep  their  diabetes 
under  the  best  possible  control.  Heparin  and 
many  other  preparations  have  been  recom- 
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mended  for  treating  diabetic  retinopathy; 
however,  their  value  is  questionable.  Hypo- 
physeal-stalk section  has  been  reported  to 
produce  improvement  in  selected  cases  of 
diabetic  retinopathy.2  Following  the  removal 
of  cataracts,  the  incidence  of  complications 
has  been  reported  as  higher  in  diabetic  than 
in  nondiabetic  patients,  but  this  has  not  been 
appreciably  true  in  the  experience  of  this 
investigator. 
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Plastic  Surgery  of  Ocular  Malignancies 


PLASTIC  SURGERY  of  ocular  malignan- 
cies is  a restricted  type  of  plastic  surgery. 
There  are  three  aspects  to  such  surgery: 
it  is  a life  saving  procedure  in  the  case  of 
malignancy;  it  provides  the  conservation  of 
visual  functions ; and  it  is  important  as  a cos- 
metic procedure.  Ophthalmic  surgeons  have 
a significant  responsibility  because  when 
they  see  a patient  with  metastatic  malignan- 
cy, the  patient  is  dying  or  is  about  to  die 
from  the  primary  malignancy. 

Marginal  Defects 

The  first  subdivision  of  the  subject  is  the 
treatment  of  marginal  defects  as  corrected 
by  resections  and  sutures.  There  are  several 
well  established  procedures  available.  Fox,1 
Troutman,7  Cole,2  Hughes,2  and  May4  have 
written  on  the  subject.  Wedge  and  block  re- 
sections, tongue  and  groove  arrangements  for 
closure,  canthoplasties,  the  utilization  of  a 
portion  of  the  skin  of  one  upper  lid  for  the 
correction  of  the  other  are  all  needed  at 
various  times.  The  technique  of  Troutman7 
(Fig.  1)  is  representative. 

The  reconstruction  of  canthal  angle  de- 
fects requires,  almost  entirely,  the  use  of 


Fig.  1.  Lid  resection  and  closure,  technique  by  Troutman. 


pedicle  flaps — some  sliding  and  some  boot- 
jack  shaped — with  a well-outlined  pedicle. 

Free  skin  grafts,  full  thickness  and  razor 
cut  types,  can  be  used  on  lid  surface  malig- 
nancies which  do  not  penetrate  deeply  if  the 
lid  margin  is  not  involved  and  if  one  can  be 
certain  that  the  underlying  tarsus  palpe- 
brarum is  normal.  Fig.  2 is  a good  example. 


Fig.  2.  Skin  graft,  full  thickness,  for  superficial  malig- 
nancy, technique  by  Stallard.'1 


In  the  utilization  of  free  skin  grafts  the 
physician  must  be  certain  that  the  malig- 
nancy has  been  resected  entirely,  not  only  in 
its  surface  measurements,  but  also  in  depth. 
The  pathologist’s  report  regarding  the  meas-  I 
urements  on  the  resected  tissue  is  most  im- 
portant. 

The  next  technique  for  consideration  is 
that  of  sliding  flaps.  This  technique  is  based 


210 


TEXAS  State  Journal  of  Medicine 


In  ophthalmic  malignancies,  patients  die  of 
the  metastases  from  the  primary  malig- 
nancy. Ophthalmologists,  therefore,  have  a 
prime  responsibility  to  save  the  patient's 
life,  but  saving  the  patient's  vision  and  leav- 
ing him  with  the  best  possible  cosmetic 
effect  are  also  important. 
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entirely  on  one  presented  by  Imre3  after 
World  War  I.  It  involves  a resection  of  the 
malignancy,  an  extensive  undermining  of 
the  tissues  to  be  used  for  the  pedicle  flap, 
and  the  use  of  a Burow’s  triangle  for  satis- 
factory closure  of  the  operative  site. 

There  are  many  modifications  of  this 
basic  technique.  It  is  invaluable  in  many  dif- 
ferent cases.  Fig.  3,  one  of  Burow’s3  original 
illustrations,  shows  possibilities. 


Fig.  3.  Imre's3  sliding  flap  technique  for  the  resection  and 
reconstruction  of  lid  malignancies. 


Other  types  of  pedicle  flaps  may  be  used, 
especially  in  lower  lid  reconstruction  follow- 
ing a complete  resection  of  a lid  because  of 
a malignancy.  This  will  be  discussed  more 
in  detail  later  in  this  article. 

The  various  techniques  available  are  lat- 
eral flaps  to  be  transposed  medially,  fore- 


head flaps  to  be  transplanted  downward, 
flaps  from  the  posterior  surface  of  the 
lower  lid  for  reconstruction  of  the  conjunc- 
tival surface  of  the  upper  lid,  and  conjunc- 
tival-tarsal flaps  from  the  upper  lid  to  be 
used  in  the  reconstruction  of  the  lower  lid. 
The  basic  requirement  is  that  any  skin  flaps 
for  lid  reconstruction,  if  the  reconstruction 
involves  the  posterior  surface  of  the  lid,  must 
be  lined  or  carry  with  them  mucous  mem- 
brane. Any  mixture  of  skin  and  mucous 


Fig.  4.  Schematic  illustration  showing  the  use  of  a pedicle 
flap  with  a simultaneous  mucous  membrane  graft. 
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Fig.  5.  Drawings  illustrate  the  use  of  the  author's  pedicle 
flap-mucous  membrane  technique. 

membrane  is  unwise.  This  is  well  known  as 
it  applies  to  the  reconstruction  of  a socket. 

Fig.  4 illustrates  the  basic  principles  of 
this  combination  of  mucous  membrane  and 
skin,  and  Fig.  5 illustrates  an  actual  case  of 
the  secondary  repair  of  a malignancy  defect. 

The  principle  of  using  tarsal-conjunctival 
flaps  from  one  lid  for  the  correction  of  an 
opposite  lid  was  first  presented  by  Landolt.5 
Since  then  the  basic  principle  has  been  modi- 
fied many  times  and  utilized  to  a remark- 
able degree  of  perfection.  Illustrative  cases 
include  those  of  Hughes,2  Fox,1  McLean,5 
Cutler,5  and  Cole.2 

The  basis  of  the  corrective  surgery  is  first 
a block  resection  of  the  malignancy.  Tarsus 
and  conjunctiva  from  one  lid  are  utilized  for 
the  replacement  of  the  conjunctival-tarsal 
portions  of  the  opposite  lid  which  had  been 
resected  because  of  the  malignancy.  Lid  mar- 
gins must  be  resected  to  permit  an  accurate 
approximation  of  skin  surfaces  and  the  or- 
bicularis oculi  of  both  lids.  Total  intermar- 
ginal tarsorrhaphies  permit  the  subsequent 
adjustment  of  the  combined  tissues  of  the 
two  lids  and  make  possible  the  formation  of 
a new  palpebral  fissure.  Lashes  are  to  be 
replaced  with  hair-bearing  grafts.  Fig.  6 is 
the  technique  of  Hughes2  and  of  Fox1  in  the 
reconstruction  of  such  a case. 

There  are  three  important  factors  to  con- 
sider in  handling  these  conditions : 

1.  The  necessity  for  several  surgical  pro- 
cedures must  be  emphasized  to  the  patient. 


Fig.  6.  The  Hughes2  technique,  as  modified  by  Fox,1  for 
tarsus-conjunctiva  flaps. 


2.  It  is  important  not  to  undercorrect. 
Overcorrection  is  easily  repaired;  undercor- 
rection means  unnecessary  and  unsatisfac- 
tory surgery. 

3.  The  surgery  itself  makes  possible  the 
conservation  of  a functioning  eyeball,  a most 
important  factor. 

Lacrimal  Sac  Malignancy 

The  second  subdivision  is  the  plastic  sur- 
gery of  lacrimal  sac  malignancy.  Assuming 
that  a diagnosis  of  malignancy  has  been 
made,  primary  surgery  must  include  with 
the  resection  of  the  sac  the  lacrimal-nasal 


Fig.  7.  Primary  grafting  in  a case  of  malignancy  of  the 
lacrimal  sac. 
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duct.  This  operative  site  is  grafted  tempo- 
rarily to  permit  the  patient’s  full  recovery 
from  the  surgery  required  to  excise  the  ma- 
lignancy. Fig.  7 is  such  a condition.  Such  a 
case  is  then  ready  for  the  later  plastic  sur- 
gery correction  of  a defect  without  concern 
for  any  recurrence  of  the  malignancy.  The 
surgery  in  this  case  was  completed  within  a 
year  from  the  time  of  the  illustration. 

If  there  is  recurrence  of  the  malignancy  of 
a lacrimal  sac,  the  physician  must  proceed 
immediately  with  a complete  orbital  exenter- 
ation, including  the  medial  wall  of  the  orbit. 
The  mortality  rate  in  such  cases  is  well  over 
50  per  cent,  even  in  the  best  circumstances, 
hence  radical  surgery  is  absolutely  neces- 
sary. 


Fig.  9.  Reconstruction  of  an  exenterated  socket  during  the 
surgery  and  the  final  result. 


Exenteration 
And  Rehabilitation 


The  last  problem  for  consideration  in  the 
plastic  surgery  of  malignancies  is  that  of 
exenteration  and  rehabilitation.  Many  pa- 
tients’ eyes  cannot  be  rehabilitated  through 
plastic  surgery.  These  cases  are  best  handled 
either  with  a covering  dressing  or  with  some 
type  of  prosthesis.  Fig.  8 is  such  an  instance. 


Fig.  8.  Orbital  exenteration:  (a)  prior  to  surgery,  (b)  dur- 
ing surgery,  and  (c)  final  result. 


There  are  other  cases,  however,  in  which  it 
seems  logical  to  attempt  reconstruction  of 
the  lids  and  the  orbit  so  that  the  patient  can 
wear  an  artificial  eye. 

In  general,  in  ophthalmic  plastic  surgery 
it  is  most  unwise  to  permit  epithelium  to 
come  into  contact  with  the  conjunctiva  or 
the  cornea.  This  means  that  posterior  lid 
surfaces  and  conjunctival  replacements  al- 


ways must  be  of  mucous  membrane.  In  cases 
proper  for  the  repair  of  an  exenteration 
there  is  no  functioning  eyeball  present,  hence 
epithelium  may  be  used  for  the  reconstruc- 
tion of  the  posterior  surface  of  the  lids  as 
well  as  for  the  anterior  surface.  Fig.  9 is  a 
good  example  of  an  exenteration  reconstruc- 
tion. This  technique  involves  the  use  of  de- 
layed pedicle  flaps,  their  transplantation  in 
stages,  and,  finally,  the  fitting  of  a pros- 
thesis which  will  conform  to  the  shape  and 
size  of  the  reconstructed  socket. 

Much  has  been  omitted  from  this  discus- 
sion of  plastic  surgery  for  ocular  malignan- 
cies, but  most  of  the  basic  principles  are 
presented. 

REFERENCES 

1.  Fox,  S.  A.:  Ophthalmic  Plastic  Surgery  (2nd  rev.  ed.). 
New  York,  Grune  and  Stratton,  1958. 

2.  Hughes,  W.  L.,  et  al. : Ophthalmic  Plastic  Surgery,  Amer- 
ican Academy  Ophthalmology  and  Otolaryngology,  1961.  J.  Gor- 
don Cole,  contributor. 

3.  Imre,  J. : Lidplastik  und  Plastische  Operationen  anderer 
Weichteile  des  Gesichts,  Budapest,  Studium  Verlag,  1928. 

4.  May,  H. : Reconstructive  and  Reparative  Surgery,  Phila- 
delphia, Davis,  1947. 

5.  Spaeth,  E.  B. : Principles  and  Practice  of  Ophthalmic  Sur- 
gery (4th  ed.),  Philadelphia,  Lea  & Febiger,  1948. 

6.  Stallard,  H.  B. : Eye  Surgery  (3rd  rev.  ed.),  Bristol, 
Wright,  1958. 

7.  Troutman,  R.  C.,  et  al. : Plastic  and  Reconstructive  Sur- 
gery of  Eye  and  Adnexa,  Washington,  Butterworth,  1962. 

+ Dr.  Spaeth,  1930  Chestnut  St.,  Philadelphia  3. 


Dr.  Edmund  B.  Spaeth  is 
emeritus  professor  of  oph- 
thalmology at  the  Univer- 
sity of  Pennsylvania  Gradu- 
ate School  of  Medicine, 
Philadelphia.  His  article  is 
an  abstract  of  a paper  pre- 
sented Jan.  27,  1962,  for  the 
San  Antonio  Division,  Uni- 
versity of  Texas  Postgradu- 
ate School  of  Medicine. 


Volume  59,  MARCH , 1963 


213 


Central  Nervous  System  Involvement 

With  Semicoma,  Hyperreflexia,  Dysarthria,  and  Convergence  Nystagmus 


This  is  the  twelfth  and  last  in  a series  of  clinico- 
patho logic  conferences  from  the  University  of  Texas 
Southwestern  Medical  School,  Dallas.  Guest  editor 
for  the  conference  is  Dr.  C.  T.  Ashworth,  Depart- 
ment of  Pathology.  Dr.  C.  B.  Shuey,  Department  of 
Internal  Medicine,  presents  the  clinical  summary. 
The  radiological  findings  are  given  by  Dr.  J.  T. 
Davis,  Department  of  Radiology,  and  the  clinical 
discussion  is  by  Dr.  S.  G.  Eliasson,  Department  of 
Internal  Medicine.  Pathological  findings  are  pre- 
sented by  Dr.  F.  J.  Luibel,  Department  of  Pathol- 
ogy. The  conference  for  April  will  be  prepared  by 
the  University  of  Texas  Medical  Branch,  Galveston. 

Dr.  C.  B.  Shuey. — This  was  the  first  Park- 
land Hospital  admission  for  this  60  year  old 
unemployed  Caucasian  widow  who  was  said 
to  have  been  in  excellent  health  until  three 
weeks  prior  to  admission.  At  that  time  she 
developed  an  illness  characterized  by  mild 
frontal  headache,  malaise,  generalized  weak- 
ness, nausea,  vomiting,  and  diarrhea.  Al- 
though there  had  been  no  objective  measure- 
ments of  body  temperature,  she  was  not 
thought  to  have  been  febrile.  She  was  seen 
by  her  private  physician,  who  treated  her 
symptomatically  with  unknown  medications 
for  the  gastrointestinal  complaints,  with  a 
resulting  remission  of  these  symptoms.  She 
continued  to  be  weak,  however,  and  there- 
after she  was  lethargic  and  preferred  to 
sleep  most  of  the  time.  Two  weeks  prior  to 
admission,  weakness  and  lethargy  seemed 
overwhelming  and  she  became  bedridden. 
Her  relatives  noted  for  the  first  time  that 
she  was  becoming  “shaky”.  This  unsteadi- 
ness was  most  obvious  in  the  execution  of 
fine,  purposeful  motions,  such  as  eating  and 
dressing. 
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With  this  history,  she  was  seen  in  the 
emergency  room  of  this  hospital  one  week 
prior  to  admission.  She  was  described  as  a 
well  developed,  poorly  nourished  woman  with 
alternating  periods  of  alertness  and  unre- 
sponsiveness. Blood  pressure  was  200/120 
mm.  of  mercury ; temperature  was  99.8  F. ; 
pulse  rate  was  100  per  min. ; and  respira- 
tions were  28  per  min. 

Findings  on  physical  examination  were 
normal,  and  she  was  sent  home  with  the  di- 
agnosis of  subsiding  gastroenteritis.  At 
home,  lethargy  and  weakness-  persisted.  She 
ate  poorly  but  took  liquids  well.  Four  days 
prior  to  admission,  her  family  first  noted 
coarse  jerking  movements  of  her  eyes  and 
speech  difficulty.  At  that  time,  three  weeks 
after  the  onset  of  illness,  she  was  admitted 
to  the  hospital.  At  no  time  prior  to  hospitali- 
zation was  she  thought  to  have  been  febrile. 
Drug  ingestions  or  toxic  exposures  were  de- 
nied. There  were  no  known  environmental 
illnesses,  and  there  were  no  insect,  animal,  or 
bird  exposures.  She  had  moved  to  Dallas 
from  Fort  Worth  five  months  prior  to  the 
onset  of  the  illness.  Recent  excursions  from 
the  Dallas-Fort  Worth  area  were  denied. 

Excessive  alcohol  ingestion,  initially  de- 
nied, was  finally  admitted.  This  was  said  to 
have  been  particularly  excessive  for  the  five 
months  prior  to  admission,  following  the 
death  of  her  husband.  Past  history,  family 
history,  and  review  of  systems  were  other- 
wise negative. 

Physical  examination  on  admission  re- 
vealed a small,  undernourished  Caucasian 
woman  who  was  confused  and  dysarthric, 
but  in  no  acute  distress.  Blood  pressure  was 
140/90;  pulse,  88;  respirations,  18;  and 
temperature,  98  F.  Pupils  were  round,  regu- 
lar, and  equal  and  reacted  directly  and  con- 
sensually  to  light  and  accommodation.  Extra- 
ocular movements  were  intact,  but  there  was 
a coarse  horizontal,  vertical,  and  converg- 
ence nystagmus.  The  optic  fundi  were  with- 
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in  normal  limits.  The  neck  was  supple.  The 
chest,  lungs,  heart,  and  abdomen  were  with- 
in normal  limits.  Positive  neurological  find- 
ings included  nystagmus,  an  intense  inten- 
tion tremor,  and  bilaterally  poor  perform- 
ance of  finger-nose  and  heel-to-toe  tests. 
There  were  moderate  wasting  and  diffuse 
symmetric  weakness  of  all  major  muscle 
groups.  There  was  no  fasciculation.  The  deep 
tendon  reflexes  were  symmetrically  hyper- 
active, and  there  were  no  pathologic  reflexes. 
The  cranial  nerves  were  intact.  All  sensory 
modalities  were  intact. 

The  patient  was  placed  at  bed  rest  and  on 
a general  hospital  diet.  Lumbar  puncture 
was  done  shortly  after  admission,  and  this 
revealed  a normal  opening  pressure.  The 
fluid  contained  9 red  blood  cells  and  39  white 
blood  cells,  of  which  95  per  cent  were  mono- 
nuclear cells.  Vital  signs  and  neurologic  sta- 
tus remained  stable  through  the  first  hos- 
pital day.  Twenty-four  hours  after  hospitali- 
zation she  was  begun  on  300  mg.  thiamine 
per  day  and  vitamin  B complex  supplement. 
On  the  second  hospital  day  she  was  begun  on 
intravenous  fluid  supplements  because  of 
failure  to  maintain  adequate  oral  intake.  On 
this  day,  for  the  first  time,  she  also  began 
to  hallucinate.  On  the  third  hospital  day  she 
seemed  more  lethargic,  but  the  neurologic 
status  remained  unchanged  otherwise.  On 
the  fourth  day,  considering  the  possibility  of 
a mass  lesion,  a pneumoencephalogram  was 
done,  and  145  white  blood  cells  per  cu.  mm., 
with  138  mononuclear  cells  and  7 polymor- 
phonuclear cells  were  found  in  the  spinal 
fluid.  Approximately  five  hours  after  the 
pneumoencephalogram,  the  patient  became 
febrile  to  101.8  F.  and  hypotension  devel- 
oped. An  electrocardiogram  (EKG)  at  this 
time  revealed  sinus  tachycardia.  The  pa- 
tient’s lungs  were  clear.  She  developed  bi- 
lateral Babinski  reflexes  and  was  deeply  ob- 
tunded.  White  blood  cells  and  gram  negative 
bacilli  were  noted  in  the  urine  sediment.  She 


was  begun  on  Aramine  intravenously  and 
was  treated  initially  with  tetracycline  and 
streptomycin.  Subsequently,  she  was  given 
chloramphenicol  and  streptomycin.  On  the 
fifth  hospital  day,  she  continued  to  require 
vasopressors  in  increasing  amounts ; her  res- 
pirations became  irregular,  and  a tracheos- 
tomy was  required  to  maintain  adequate  ven- 
tilation. She  continued  to  be  febrile  and  was 
noted  to  have  early  papilledema.  The  left  pu- 
pil became  larger  than  the  right,  but  both 
continued  to  react  to  light.  The  nystagmus 
was  replaced  by  abnormal  conjugation  and 
wandering  movements.  Her  deep  tendon  re- 
flexes remained  symmetrically  hyperactive, 
and  the  plantar  extensor  responses  persisted. 
On  the  evening  of  the  fifth  hospital  day  she 
became  apneic  and  respirations  were  there- 
after automatically  cycled.  On  the  sixth  hos- 
pital day  oliguria  was  present.  She  was  coma- 
tose and  had  intermittent  opisthotonic,  de- 
cerebrate crises.  On  the  seventh  hospital  day 
clinical  and  radiologic  findings  indicated  the 
presence  of  left  lower  lobe  pneumonia.  Peni- 
cillin was  then  added  to  the  antibiotic  pro- 
gram. Colistin  was  substituted  for  strepto- 
mycin on  this  day  on  the  basis  of  the  urine 
culture  sensitivities. 

A downhill  course  continued,  and  she  died 
on  the  eighth  hospital  day. 

Radiological  Findings 

Dr.  J.  T.  Davis.- — The  radiographic  find- 
ings in  this  case  are  contributory  mainly  in 
a negative  way.  Chest  film  of  Sept.  12, 
1962,  taken  in  the  anteroposterior  recumbent 
projection,  demonstrates  the  presence  of  a 
tracheostomy  tube  in  place.  Old,  healed  rib 
fractures  on  the  left  posteriorly  are  noted. 
The  heart  does  not  appear  enlarged.  A small 
infiltrate  is  seen  in  the  left  lung  base  just 
above  the  left  leaf  of  the  diaphragm  and 
lateral  to  the  cardiac  apex;  the  configura- 
tion of  this  suggests  a combination  of  discoid 
atelectasis  with  pneumonia  or  even  pulmon- 
ary infarction.  No  pleural  fluid  is  seen.  Sur- 
vey skull  films  are  normal.  The  pneumoen- 
cephalogram is  a suboptimal  study  technical- 
ly. The  frontal  projection  shows  the  lateral 
ventricles  to  be  symmetric;  the  septum  pel- 
lucidum  and  the  third  ventricle  are  midline, 
and  there  is  no  deformity  in  the  ventricular 
system.  The  brow  up,  lateral  projection  dem- 
onstrates good  filling  of  the  anterior  horns 
of  the  lateral  ventricles;  this  view  demon- 
strates the  foramen  of  Monroe  and  the  an- 
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terior  portion  of  the  third  ventricle  which 
both  appear  normal.  The  fourth  ventricle  is 
demonstrated  on  the  frontal  view  and  is  nor- 
mal in  appearance;  it  is  not  well  seen  on  the 
lateral  films.  The  air  study  does  not  define 
any  abnormality  of  the  ventricular  system  or 
its  neighboring  structures. 

Clinical  Discussion 

Dr.  S.  G.  Eliasson. — This  woman  was  ad- 
mitted to  the  Neurological  Service  with  the 
following  signs  and  symptoms : first,  a vari- 
able state  of  consciousness  with  periods  of 
lethargy  alternating  with  semicoma ; second, 
hyperreflexia ; third,  dysarthria  combined 
with  inability  to  find  and  to  construct  the 
proper  words ; and  finally,  one  of  the  rarest 
neurologic  signs,  convergence  nystagmus. 
To  facilitate  the  discussion  of  the  case  I 
would  like  to  start  with  a consideration  of 
convergence  nystagmus,  because  it  was  in- 
strumental in  deciding  upon  the  initial  treat- 
ment. Convergence  nystagmus  can  be  dis- 
cussed from  two  points  of  view.  One  is  its 
significance  in  the  anatomic  localization  of  a 
lesion ; the  other  is  under  what  circum- 
stances and  in  what  diseases  we  find  con- 
vergence nystagmus. 

Convergence  movements  of  the  eyes  are 
mediated  by  those  nuclei  known  to  supply 
the  internal  or  medial  recti ; a single  or  sep- 
arate convergence  nucleus  does  not  exist  in 
man.  It  is  quite  common,  in  a lesion  in  this 
region,  to  see  impairment  also  of  the  accom- 
modation mechanism.  Paralysis  of  upward 
gaze  and/or  paralysis  of  palpebral  movement 
commonly  is  associated  with  the  convergence 
nystagmus.  Neither  of  these  was  present  in 
this  case;  nor  did  we  see  in  the  beginning 
any  pupillary  abnormality.  The  patient  had 
a straightforward  convergence  nystagmus 
with  a rapid  phasing  of  the  direction  of  con- 
vergence. Anatomically,  we  would  be  inclined 
to  localize  one  lesion  in  this  patient  to  the 
region  of  the  third  nerve  nucleus,  specifical- 
ly in  the  midline  near  the  periaqueductal 
grey  area.  This  does  not,  of  course,  mean 
that  this  was  the  only  lesion.  With  the  locali- 
zation mentioned,  a radiation  of  electrical 
discharges  to  all  parts  of  the  eye  motor  nu- 
clei can  occur.  Clinically,  this  is  seen  as  re- 
traction nystagmus;  that  is,  the  eyeball  is 
forcefully  pulled  backwards  into  the  orbit  at 
the  same  time  as  the  jerk  medially  occurs. 
Actually  the  association  of  these  two  phe- 


nomena is  more  common  than  that  of  con- 
vergence nystagmus  alone.  However,  the 
sum  total  of  all  cases  reported  in  the  litera- 
ture with  or  without  retraction  was  46  in 
October,  1961,  28  of  which  had  convergence 
and  retraction  nystagmus.  The  remainder 
had  only  convergence  nystagmus. 

Of  these  46  cases,  28  were  due  to  tumors. 
The  most  common  tumor  in  this  region  is  the 
pinealoma.  Glioblastomas  of  the  brain  stem 
and  a few  other  rare  varieties  may  occur 
here.  The  next  most  common  type  of  disease 
which  produces  these  symptoms  is  infectious, 
usually  viral  encephalitis.  A few  cases  occur 
in  brucellosis  and  syphilis.  The  anatomic  re- 
gion discussed  is  also  the  preferential  loca- 
tion of  Wernicke’s  polioencephalitis.  This 
was  one  of  our  first  choices  because  of  the 
necessity  to  treat  the  patient  promptly  in 
these  cases.  Our  reasoning  was  strengthened 
by  the  patient’s  known  alcoholic  intake.  This 
provides  an  outline  of  the  alternative  expla- 
nations, several  of  which  are  not  amenable 
to  therapy. 

Here  are  a few  more  facts  which  support 
the  diagnosis  of  Wernicke’s  polioencephali- 
tis. The  state  of  confusion,  lethargy,  and 
coma  could  very  well  occur  in  Wernicke’s 
disease.  On  the  other  hand  the  presence  of 
hyperactive  reflexes  would  be  unusual.  The 
reflexes  in  Wernicke’s  disease  are  hypoac- 
tive  in  about  50  per  cent  of  the  cases,  and 
the  other  50  per  cent  tend  to  be  normal.  We 
elected  to  treat  the  patient  for  Wernicke’s 
disease,  and,  of  course,  when  giving  thiamine 
one  usually  gets  very  prompt  restitution — if 
the  treatment  is  started  in  the  early  phase 
of  the  disease.  In  spite  of  ample  doses  of 
thiamine,  we  did  not  see  any  improvement 
in  this  case. 

We  therefore  had  to  consider  alternative 
explanations.  Tumor  was  one  of  these.  The 
electroencephalogram  was  not  of  much  help 
here.  It  showed  only  diffuse  lesions  which 
could  be  present  both  with  increased  intra- 
cranial pressure  and  with  encephalitis.  The 
pneumoencephalogram  showed  no  clear  evi- 
dence of  pinealoma  or  any  other  tumor  in 
the  posterior  position  of  the  third  ventricle, 
nor  was  there  any  ventricular  dilatation  of 
the  magnitude  one  sees  in  pinealomas. 

We  were  left  with  the  possibility  of  viral 
encephalitis.  I might  add  here  that  the  find- 
ings in  the  spinal  fluid  were  not  very  help- 
ful. It  certainly  could  be  pointed  out  that  the 
presence  of  cells  in  the  spinal  fluid  is  uncom- 
mon in  Wernicke’s  disease  and  points  in  the 
direction  of  either  tumor  or  inflammatory 
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disease.  The  spinal  fluid  protein  was  about 
the  right  level  for  either  tumor  or  inflam- 
matory disease,  and  the  same  can  be  said 
about  the  number  of  cells.  All  tumors  of  the 
central  nervous  system  that  are  in  close  con- 
tact with  the  subarachnoid  space  tend  to  lead 
to  an  increased  number  of  cells  irrespective 
of  their  primary  nature.  Perhaps  it  should 
also  be  pointed  out  that  there  is  no  way  in 
which  one  could  exclude  a glioma  of  the 
brain  stem.  It  is  known  that  these  grow  dif- 
fusely, sparing  certain  areas.  Therefore  they 
can  produce  such  symptoms  as  convergence 
nystagmus  with  intact  eye  movements.  They 
do  not  always  appear  on  the  pneumoence- 
phalogram due  to  the  diffuse  growth.  Wheth- 
er it  is  caused  by  viral  encephalitis  or  glioma 
of  the  brain  stem,  the  fact  that  the  lesion 
leads  to  an  interruption  of  communication 
between  the  cortex  and  the  lower  brain  stem 
regions  could  explain  the  presence  of  lethar- 
gy and  curious  inability  to  react  to  outside 
stimuli. 

In  spite  of  the  attempts  made  to  maintain 
this  patient,  she  had  a rather  severe  setback 
following  the  pneumoencephalogram,  wheth- 
er post  or  propter  is  difficult  to  decide.  It  is 
known  that  in  central  encephalitides  there  is 
a considerable  incidence  of  sudden  hypoten- 
sive episodes.  On  the  other  hand,  it  cannot 
be  said  that  one  should  indiscriminately  use 
pneumoencephalography  in  the  presence  of 
inflammatory  disease  of  the  nervous  system. 

At  this  time  I would  favor  one  of  the  two 
mentioned  diagnoses  of  viral  encephalitis  or 
a glioma  of  the  brain  stem,  and  I do  not  feel 
that  I can  make  a decision  between  the  two 
on  the  evidence  presented. 

Pathological  Findings 

Dr.  F.  J.  Luibel. — The  estimated  height 
and  weight  of  this  patient  were  5 feet  2 
inches  and  110  pounds,  respectively.  A re- 
cent tracheostomy  was  present.  The  com- 
bined lung  weight  was  850  Gm.  Inferior  to 
the  tracheostomy  site,  the  tracheal  mucosa 
was  denuded,  exposing  the  underlying  carti- 
lage. Moderate  acute  bronchitis  was  ob- 
served, and  a small  amount  of  retained  mu- 
cus was  found  in  the  tracheobronchial  sys- 
tem. The  left  lower  lobe  was  atelectatic.  This 
lesion  probably  explains  the  impression  of 
something  amiss  in  the  left  lower  lobe  which 
was  obtained  from  the  radiological  examina- 
tion. Moderate  bronchopneumonia  was  also 
present.  An  interesting  microscopic  finding 
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was  the  presence  of  hyaline  membranes  in 
the  pulmonary  alveolar  ducts.  These  formed 
amorphous  pink  membranous  deposits  lining 
many  of  the  alveolar  ducts.  They  were  not 
present  in  all  sections,  however;  and  prob- 
ably only  a slight  degree  of  respiratory  em- 
barrassment was  caused  by  their  presence. 

There  was  no  evidence  of  acute  pyelone- 
phritis or  pyelitis.  The  only  lesion  demon- 
strable in  the  genitourinary  tract  was  a 
hemorrhagic  cystitis.  This  consisted  of  ero- 
sion and  congestion  of  the  bladder  mucosa 
and  presumably  was  the  source  of  the  py- 
uria. The  kidneys  were  small,  each  weigh- 
ing 125  Gm.  Moderate  arteriolar  nephroscle- 
rosis was  the  only  lesion  encountered.  The 
liver  weighed  950  Gm.  It  was  symmetrically 
reduced  in  size  but  otherwise  was  not  re- 
markable. There  was  no  evidence  of  cir- 
rhosis, and  the  microscopic  sections  of  the 
liver  showed  only  central  congestion. 

The  outstanding  lesions  were,  of  course, 
confined  to  the  central  nervous  system.  The 
brain  weighed  1,290  Gm.  The  external  ves- 
sels were  widely  patent  and  were  the  seat  of 
only  a slight  degree  of  arteriosclerosis.  There 
was  no  evidence  of  terminal  pontine  hemor- 
rhage. There  was  an  overall  moderate  cere- 
bral edema,  but  no  indication  was  seen  of 
herniation  of  the  uncus  or  of  a cerebellar 
pressure  cone.  Gross  sections  of  the  brain  re- 
vealed slight  compression  of  the  ventricles. 
The  smaller  cerebral  vessels  were  congested 
and  were  prominent  grossly. 

Microscopic  examination  revealed  slight, 
generalized  cerebral  edema.  This  was  mani- 
fested by  a “cobwebby”  or  loose  appearance 
of  the  cerebral  white  matter.  The  neurons 
were  normal  in  almost  all  areas,  and  there 
was  no  evidence  of  neuronophagia.  Intra- 
nuclear or  cytoplasmic  inclusion  bodies  were 
not  observed.  The  outstanding  histologic  le- 
sion consisted  of  a perivascular  accumula- 
tion of  mononuclear  cells,  which  was  readily 
seen  in  all  areas.  Occasionally  there  was  a 
very  slight  perivascular  mononuclear  cuffing 
of  the  arachnoid  vessels  at  the  base  of  the 
brain  and  in  a few  areas  over  the  cerebral 
cortex.  Whereas  the  perivascular  cellular  ag- 
gregates were  found  in  all  regions,  they  were 
most  evident  in  sections  from  the  pons  (Fig. 
1 ) . There  was  no  neuronal  destruction  in  the 
region  of  the  substantia  nigra,  however. 
Such  destruction  is  characteristically  pres- 
ent in  cases  of  encephalitis  lethargica.  The 
inflammatory  cells  were  located  in  the  spaces 
of  Virchow-Robin  and  consisted  of  numerous 
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Table  1. — Laboratory  Studies. 


1 week 
prior  to 
admission 

Admission 

2nd 

day 

3rd 

day 

4th 

day 

6th 

day 

7th 

day 

8th 

day 

Hemoglobin 

13.1 

13.7 

14.2 

14.3 

14.0 

13.1 

Hematocrit 

43 

43 

48.5 

White  cell  count 

6400 

8900 

7300 

25,000 

22,000 

22,600 

Differential  count 

shift  to 

shift  to 

the  left 

the  left 

Blood  urea  nitrogen 

14 

24 

16 

4.3 

Glucose 

106 

156 

60 

10.5 

C02 

16.7 

21.0 

13.0 

121 

Chloride 

88.5 

94.7 

13.0 

4.0 

Sodium 

134 

121 

120 

Potassium 

3.2 

3.7 

3.1 

Phosphorus 

4.2 

2.4 

Total  serum  protein 

7.3 

5.3 

A/G 

4. 5/2. 8 

3. 2/2.1 

Bilirubin 

0.4 

0.6 

(total) 

0/2  + 

Cephalin  flocculation 

Thymol  turbidity 

8.0 

Alkaline  phosphatase 

4.2 

4.4 

SGOT  (normal  55)  37 

Spinal  fluid 


Pressure  (mm.  H?0) 

120 

RBC 

9 

WBC 

39 

145* 

Neutrophils 

2 

7* 

Mononuclear  cells 

37 

138* 

Protein  (mg.%) 

80 

60* 

Pandy’s  test 

3 + 

2 + * 

Serology 

neg. 

neg.* 

Colloidal  gold  curve 

00000000 

00000000* 

Glucose  (mg.%) 

71 

74* 

Blood  glucose  (mg.%) 

156 

Culture 

sterile 

Chloride  (mg.%) 

118* 

Toxicology 

Acidic  drugs 

neg. 

Basic  drugs 

neg. 

Meprobamate 

neg. 

Bromides  (mcg./L.) 

0.5 

Urine 


pH 

7.0 

Sp.  gr. 

1.010 

Protein 

neg. 

Sugar 

neg. 

Acetone 

mod. 

WBC 

RBC  (per  hpf ) 

Culture  (cath.) 

Sensitivity 

Viral  complement  fixation 
Mumps 

Lymphogranuloma  venereum 
Lymphocytic  choriomeningitis 
Eastern  equine  encephalitis 
Western  equine  encephalitis 
St.  Louis  encephalitis 
Febrile  agglutinins 
S.  typhosa 
Brucella 
Tularemia 
Paratyphoid  A 
Paratyphoid  B 
Proteus  OX  19 
EKG 

Electroencephalogram  (2nd  day)  : Diffusely  abnormal 

encephalitis. 


2-12 

>500,000  E.  coli 
colistin 

1:4 

neg. 

neg. 

neg. 

neg. 

neg. 

neg. 

1:40 

neg. 

neg. 

neg. 

neg. 

Sinus  tachycardia 

compatible  with  elevated  intracranial  pressure  or 


*At  pneumoencephalography. 
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Fig.  1.  Perivascular  accumulation  of  mononuclear  cells  in 
the  space  of  Virchow-Robin.  This  lesion  was  present  in  all 
areas  of  the  brain  and  was  most  prominent  in  the  pons, 
(x  29.07) 


Fig.  2.  Oil  immersion  view  of  perivascular  cellular  infil- 
trate. The  lumen  of  the  vessel  lies  in  the  upper  left;  two 
swollen  endothelial  cells  may  be  seen  adjacent  to  the  lu- 
men. The  inflammatory  cells  resemble  lymphocytes.  Acute 
arteritis  was  not  seen,  (x  65.437) 


lymphocytes  and  perhaps  a few  large  mono- 
nuclear cells  (Fig.  2).  Plasma  cells  were  ab- 
sent, and  there  was  no  neutrophilic  leuko- 
cytic infiltration  or  acute  arteritis.  In  only 
one  area,  this  again  in  the  region  of  the 
pons,  a small  glial  nodule  was  found  (Fig. 
3).  Comparable  small  nodular  lesions  occur 
in  several  types  of  viral  and  rickettsial  en- 
cephalitis and  consist  of  an  accumulation 
of  macrophages  and  glial  cells.  They  must 
be  differentiated  from  neuronophagia  in 
which  there  is  an  accumulation  of  phago- 
cytic elements  about  degenerating  neurons. 

In  summary,  the  lesions  in  the  brain  were 
predominantly  those  of  a perivascular  ac- 
cumulation of  mononuclear  cells,  especially 
lymphocytes.  There  was  very  little  evidence 
of  neuronal  damage.  The  lesions  were  dif- 
fuse, being  present  in  all  of  numerous  histo- 
logic sections,  and  were  very  intense  in  the 
brain  stem.  What  can  be  said  about  the  etio- 


logic  type  of  encephalitis  from  the  histologic 
findings?  Von  Economo’s  Type  A encepha- 
litis can  be  eliminated,  with  reasonable  cer- 
tainty, by  the  absence  of  the  characteristic 
neuronal  destruction  in  the  substantia  nigra. 
The  equine  encephalitides  in  the  early  stages 
engender  a more  intense  acute  inflammatory 
process  than  was  present  in  our  case.  These 
lesions  are  characterized  by  a polymorpho- 
nuclear leukocytic  infiltration  around  the 
blood  vessels,  and  more  severe  involvement 
of  the  white  matter  is  generally  found.  The 
lesions  in  the  present  case  are  compatible 
with  the  histologic  findings  either  of  St. 
Louis  encephalitis  or  Japanese  encephalitis. 


Fig.  3.  Glial  nodule  present  in  the  pontine  area.  An  ill 
defined  aggregate  of  large  and  small  mononuclear  cells  is 
observed.  An  intact  neuron  may  be  observed  in  the  upper 
right.  Neuronophagia  and  neuronal  degeneration  were  not 
prominent  features  of  this  case,  (x  29.07) 

The  two  are  very  similar  morphologically.  In 
fact,  many  of  the  viral  encephalitides  are 
quite  similar  histologically,  and  a definitive 
diagnosis  depends  upon  serologic  identifica- 
tion of  the  virus.  Nevertheless,  in  our  case, 
the  presence  of  meningeal  involvement,  the 
diffuse  nature  of  the  lesions,  the  lack  of  de- 
struction of  neurons  and  the  presence  of  oc- 
casional small  glial  nodules  are  all  compati- 
ble with  and  suggestive  of  St.  Louis  encepha- 
litis. 

There  was  no  evidence  of  a severe  bacteri- 
al infection,  although  the  cystitis  could  con- 
ceivably have  been  the  source  of  a gram- 
negative septicemia.  This  seems  unlikely, 
however.  The  known  mortality  rate  in  severe 
cases  of  St.  Louis  encephalitis  is  in  the  range 
of  20  per  cent.  The  severity  of  the  lesions  in 
the  brain  in  our  case  make  it  most  likely 
that  the  severe  course  and  ultimate  demise 
were  due  to  viral  encephalitis. 

Final  Diagnosis:  Viral  encephalitis. 

t Drs.  Shuey,  Davis,  Eliasson,  and  Luibel,  Univer- 
sity of  Texas  Southwestern  Medical  School,  5323 
Harry  Hines  Blvd.,  Dallas  35. 
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TMA  Supporting  25  Legislative  Measures 


Twenty-five  bills  and  resolutions  proposed 
during  this  Texas  legislative  session  have 
been  given  the  nod  of  approval  by  the  Coun- 
cil on  Medical  Jurisprudence  of  the  Texas 
Medical  Association,  and  the  Association  has 
gone  on  record  as  opposing  two  bills.  Latest 
TMA  action  was  taken  at  a called  meeting 
of  the  Council  in  Austin  on  Feb.  17. 

Five  resolutions  pertaining  to  the  second 
phase  of  the  Kerr-Mills  Act  are  supported 
in  principle  by  the  Association.  These  include 
Senate  Joint  Resolutions  10  and  21,  Senate 
Concurrent  Resolution  18,  and  House  Joint 
Resolutions  23  and  42. 

It  is  probable,  in  the  opinion  of  the  Coun- 
cil, that  S.J.R.  10  will  pass  and  will  be  the 
constitutional  amendment  necessary  for  im- 
plementation in  Texas  of  the  second  phase 
of  the  Kerr-Mills  Act.  Both  it  and  H.J.R.  42 
will  provide  payment  for  medical  care  for 
certain  persons  over  65  years  of  age.  The 
Senate  resolution  was  reported  out  of  com- 
mittee favorably  on  Feb.  13,  whereas  the 
House  resolution  is  still  in  the  Constitutional 
Amendments  Committee.  S.J.R.  21  would  al- 
low the  Legislature  power  to  provide  assist- 
ance to  certain  needy  people ; it  was  reported 
out  of  the  Constitutional  Amendments  Com- 
mittee favorably  on  Feb.  13.  H.J.R.  23  would 
give  the  Legislature  power  to  provide  medi- 
cal care  for  needy  persons  65  or  over  who 
are  not  recipients  of  Old  Age  Assistance; 
this  resolution  is  in  the  Constitutional 
Amendments  Committee.  S.C.R.  18,  now  in 
the  State  Affairs  Committee,  would  request 
the  Legislative  Council  to  study  services  for 
and  rehabilitation  of  the  blind. 

In  contrast,  the  Association  opposes  both 
S.B.  64  and  H.B.  354,  dealing  with  the  li- 
censing of  clinical  laboratories  and  directors. 


This  reaffirms  the  position  taken  by  the  Ex- 
ecutive Board  of  TMA  which  is  on  record  in 
opposition  to  this  type  of  legislation.  The  lat- 
est introduction  of  the  bill  is  its  fourth;  a 
similar  bill  was  first  introduced  in  1947. 

The  legislation  provides  for  the  licensing 
of  clinical  laboratories  and  clinical  laboratory 
directors  through  the  Texas  State  Depart- 
ment of  Health.  The  Association  objects  to 
such  licensing  because  this  would  amount  to 
regulation  of  medical  practice,  since  the  At- 
torney General  has  recently  held  that  the 
tests  and  studies  performed  by  clinical  lab- 
oratories on  various  forms  of  human  speci- 
mens constitute  the  practice  of  medicine. 
This  opinion  was  based  on  the  fact  that  such 
tests  and  studies  and  the  information  and  re- 
sults derived  from  them  constitute  an  inte- 
gral part  of  diagnosis;  therefore,  such  ac- 
tivities must  be  performed  under  the  direct 
control  and  supervision  of  an  individual  li- 
censed to  practice  medicine  in  Texas.  In  ad- 
dition, the  Association  believes  that  the  bill 
does  not  provide  adequate  information  relat- 
ing to  the  directors  of  laboratories  or  to  the 
examining  board. 

Historically,  the  pathologists  have  opposed 
any  type  of  legislation  which  would  regulate 
laboratory  activities  because  they  feel  that 
laboratory  work  is  actually  a part  of  medical 
practice,  and  any  legislation  to  regulate  ac- 
tivities would  do  nothing  more  than  accentu- 
ate the  Medical  Practice  Act.  They  further 
believe  that  since  the  bill  implies  compliance 
with  minimum  standards  or  requirements, 
it  implies  mediocrity.  Pathologists  advocate 
discipline  by  practicing  physicians  within 
the  framework  of  existing  mechanisms  rath- 
er than  the  licensure  of  laboratories  and  di- 
rectors. 
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This  legislation  will  not  solve  the  problems 
of  clinical  laboratories;  these  problems  will 
be  solved  only  by  discipline  of  physicians  by 
medical  organizations.  This  is  in  line  with 
the  findings  of  a committee  of  the  American 
Society  of  Pathologists  and  Clinical  Pathol- 
ogists which  reported  that  the  best  control 
is  not  licensure  but  is  control  from  within 
and  high  standards  of  medical  education.  An 
example  of  such  control  from  within  is  the 
licensing  of  laboratories  and  the  certification 
of  hospital  laboratories  by  the  American  Col- 
lege of  Pathologists. 

In  its  discussion  of  the  bill,  the  Council 
recommended  that  its  concern  about  this  leg- 
islation be  presented  to  the  House  of  Dele- 
gates and  that  cooperation  between  pathol- 
ogists and  other  groups  in  organized  medi- 
cine be  established  to  bring  about  legislation 
to  end  this  recurring  problem. 

S.B.  64  and  H.B.  354  are  in  the  Public 
Health  Committee  of  each  house  with  no 
hearings  as  yet. 

One  of  the  other  bills  supported  by  TMA 
relates  to  the  commitment  and  treatment  of 
alcoholics  in  state  institutions.  If  H.B.  265 
(now  in  Judiciary  Committee  with  no  hear- 
ings) passes,  it  will  authorize  the  Texas 
Commission  on  Alcoholism  to  accept  any  al- 
coholic resident  of  Texas  for  treatment,  so 
long  as  the  applicant  voluntarily  applies  for 
treatment  and  has  no  criminal  charges  pend- 
ing against  him.  The  Commission  may  retain 
him  for  a maximum  of  90  days  and  may  re- 
strain him  exactly  as  if  he  had  been  commit- 
ted by  court  order.  However,  the  person  must 
be  released  within  15  days  after  a written 
notice  of  intent  or  desire  to  leave  is  received. 
Any  applicant  who  has  been  treated  solely 
for  alcoholism  in  any  state  hospital  within 
the  12  months  immediately  preceding  his  ap- 
plication may  be  refused  if  it  is  felt  that  his 
admission  would  be  useless. 

S.B.  275  and  H.B.  505,  both  relating  to 
blood  tests  for  automobile  drivers,  are  sup- 
ported by  TMA  with  amendments.  The  Sen- 
ate bill  concerns  presumptions  from  the 
amount  of  alcohol  in  the  defendant’s  blood 
which  may  be  used  in  prosecutions  for  driv- 
ing while  intoxicated.  No  hearings  have  been 
held  on  the  bill  yet  and  it  is  now  in  the  Jur- 
isprudence Committee.  The  House  bill  per- 
tains to  the  implied  consent  of  a driver  to 
submit  to  chemical  testing  to  determine  the 
alcoholic  content  of  his  blood.  It  is  in  the 
Criminal  Jurisprudence  Committee  with  no 
hearings  yet.  These  bills,  with  amendments, 
are  in  line  with  recommendations  of  the 


TMA  Committee  on  Transportation  Safety 
which  were  approved  by  the  House  of  Dele- 
gates last  year. 

Another  bill  relating  to  automobiles,  H.B. 
270,  would  require  that  passenger  cars  be 
equipped  with  seat  belts.  The  Association  re- 
affirmed its  support  of  this  type  of  legisla- 
tion, which  is  also  in  line  with  the  recom- 
mendations of  the  Committee  on  Transpor- 
tation Safety.  The  bill  is  now  in  the  Com- 
merce Committee  with  no  hearings. 

Both  TMA  and  the  Texas  Hospital  Associ- 
ation are  on  record  in  support  of  H.B.  418, 
which  concerns  reporting  to  the  cancer  reg- 
istry and  other  registries.  This  bill,  if  passed, 
would  establish  the  confidentiality  of  records 
of  hospital  tissue  committees  and  similar 
committees  of  county  medical  societies  and 
would  exempt  physicians  from  liability  for 
releasing  information  to  such  registries. 


National  Society  for 
Crippled  Children  and  Adults 
2023  W.  Ogden  Ave. 
Chicago  12,  111. 


If  S.B.  195  and  H.B.  266  pass,  the  Board 
for  Texas  State  Hospitals  and  Special  Schools 
will  be  authorized  to  contract  for  medical 
care  and  treatment  with  local  facilities.  The 
Association  supports  this  legislation.  In  the 
last  legislative  session,  a similar  bill,  re- 
stricted to  the  El  Paso  area  only,  was  passed. 
Under  this  original  bill,  allowing  the  Board 
to  contract  with  facilities  near  the  patient’s 
own  community,  rather  than  removing  the 
patient  to  distant  State  institutions,  has 
proven  successful.  It  has  saved  money  for 
the  state  and  resulted  in  quicker  treatment 
and  care  for  the  patient,  particularly  in  tu- 
berculosis cases.  In  addition,  the  patient  is 
less  likely  to  leave  the  hospital  before  treat- 
ment has  been  completed,  which  is  often  the 
case  when  treatment  is  carried  out  in  State 
institutions  away  from  family  and  commun- 
ity. The  House  bill  was  reported  favorably 
from  the  Hospitals  and  Special  Schools  Com- 
mittee on  Feb.  14,  and  the  Senate  bill  is  in 
the  Public  Health  Committee  with  no  hear- 
ings yet. 
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To  eliminate  the  possibility  of  narcotics 
addicts  buying  legal  quantities  of  paregoric 
from  several  drug  stores,  boiling  it  down  to 
obtain  concentrated  morphine,  and  using  the 
morphine  to  satisfy  their  addiction  (a  prob- 
lem which  has  recently  troubled  several  large 
Texas  cities),  S.B.  262  and  H.B.  162  are 
proposed  to  strengthen  the  regulations  on 
sale  of  paregoric.  The  Association  is  already 
on  record  in  favor  of  these  bills.  The  House 
bill,  sent  to  a subcommittee  by  the  Criminal 
Jurisprudence  Committee  on  Feb.  13,  would 
place  paregoric  on  prescription,  requiring  at 
least  an  oral  prescription  for  its  sale.  The 
Senate  bill,  in  the  Public  Health  Committee 
with  no  hearings  set,  basically  would  attempt 
to  bring  the  Texas  Narcotics  Law  into  closer 
conformity  with  the  Federal  Narcotics  Law 
by  amending  the  Penal  Code  in  regard  to 
paregoric. 

Another  narcotics  bill,  H.B.  183,  which  is 
also  supported  by  the  Association,  relates  to 
voluntary  and  involuntary  commitment  for 
hospitalization  and  care  of  persons  addicted 
to  narcotics.  This  bill,  originated  to  fill  a 
void  in  Texas  law  concerning  the  problems  of 
narcotics  addiction,  is  based  on  the  principle 
revealed  in  the  case  of  Robinson  v.  Cali- 
fornia, where  the  U.S.  Supreme  Court  held 
that  treating  narcotics  addiction  as  a crime 
is  cruel  and  unusual  punishment  and  thus 
unconstitutional.  The  present  bill  is  in  the 
Criminal  Jurisprudence  Committee  with  no 
hearings  set. 

Also  being  supported  by  the  Association 
are  two  bills,  S.B.  155  and  H.B.  500,  to  es- 
tablish a Graduate  School  of  Biomedical  Sci- 
ences in  Houston  for  the  University  of  Texas. 
This  would  suspend  the  Postgraduate  School 
of  Medicine  and  establish  it  as  a separate 
division  of  continuing  education  for  physi- 
cians; M.  D.  Anderson  Hospital  and  Tumor 
Institute  would  also  be  a part  of  this  new 
school.  The  Senate  Finance  Committee  re- 
ported favorably  on  the  bill,  and  H.B.  500  is 
in  the  State  Affairs  Committee  with  no  hear- 
ings yet. 

Another  education  issue  supported  by  the 
Association  concerns  changing  the  name  of 
South  Texas  Medical  School  to  the  University 
of  Texas  South  Texas  Medical  School.  S.B. 
198  and  H.B.  351,  which  deal  with  this  issue, 
have  both  been  reported  out  of  committee 
favorably,  and  H.B.  351  passed  the  House 
on  Feb.  12. 

If  S.B.  37  passes  the  Senate,  physicians 
will  be  required  to  report  to  police  authori- 
ties the  medical  treatment  of  all  gunshot 


wounds  or  other  wounds  indicating  violence. 
The  bill,  however,  carries  no  penalties  for  not 
reporting  cases.  The  Association  is  on  record 
in  support  of  this  legislation. 

TMA  support  is  also  given  to  H.B.  156, 
which  would  allow  the  Board  for  Texas  State 
Hospitals  and  Special  Schools  to  use  its  facil- 
ities and  personnel  for  carrying  out  research 
in  mental  retardation.  The  bill  would  allow 
the  Board  to  use  funds  available  for  this  pur- 
pose from  any  source.  Research  to  determine 
the  causes,  proper  treatment,  and  diagnosis 
of  mental  retardation  would  benefit  the  peo- 
ple of  Texas,  particularly  if  such  research 
could  be  carried  out  on  state  facilities. 

A bill  to  increase  per  diem  pay  for  the 
Board  of  Vocational  Nurse  Examiners  from 
$10  to  $20  (H.B.  537)  and  one  to  increase 
the  per  diem  pay  of  the  Board  of  Medical 
Examiners  from  $20  to  $30  (H.B.  538)  are 
both  supported  by  the  Association.  Both 
bills  are  in  the  State  Affairs  Committee  with 
no  hearings  scheduled. 

S.B.  276,  if  passed,  would  allow  the  can- 
cellation of  a store  permit  for  the  violation  of 
the  Pharmacy  Act  by  a nonregistered  owner 
or  employee.  At  the  present  time,  the  phar- 
macist’s license  must  be  cancelled  first,  then 
the  store  permit  may  be  cancelled.  This  bill 
would  also  place  wholesalers  and  distributors 
under  the  licensure  provisions  of  the  Act, 
thus  requiring  a license  from  the  Board  be- 
fore they  can  operate  in  Texas.  It  would  also 
provide  for  cancellation  of  a store  permit,  or 
the  license  of  a wholesaler  or  distributor, 
when  the  licensee  has  been  guilty  of  selling 
counterfeit  drugs  or  legend  item  drugs  with- 
out a prescription  to  persons  not  entitled  to 
such  drugs.  The  renewal  fee  of  the  pharma- 
cist would  be  raised  from  $5  to  a maximum 
of  $10.  The  bill,  supported  by  the  Associa- 
tion, is  in  the  Public  Health  Committee  with 
no  hearings. 

Because  many  children  in  Texas  have  died 
during  recent  years  from  accidental  poison- 
ing caused  by  eating  or  handling  prepara- 
tions containing  thallium  sulphate  or  other 
thallium  compounds,  H.B.  284  proposes  to 
make  it  unlawful  to  sell,  or  offer  for  sale, 
any  rat  poison  or  other  preparation  which 
contains  thallium  sulphate  or  any  other  thal- 
lium compound.  These  preparations  are  now 
available  in  grocery  stores,  drug  stores,  and 
other  retail  establishments.  The  Association 
is  supporting  this  legislation.  The  bill  was 
heard  before  the  Criminal  Jurisprudence 
Committee  on  Feb.  13  and  referred  to  a sub- 
committee. 
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Texas  Surgical  Society 
To  Meet  March  31,  April  1-2 

The  spring  semi-annual  meeting  of  the 
Texas  Surgical  Society  will  be  held  in  Hous- 
ton at  the  Sheraton-Lincoln  Hotel  March  31, 
April  1-2. 

Papers  to  be  presented  include  the  follow- 
ing: 

“Chronic  Segmental  Ulcerative  Colitis”  by 
Dr.  Edwin  M.  Sykes,  San  Antonio;  “Total 
Resection  of  Ileum,  Colon,  and  Rectum  for 
'Regional’  Entero-Colitis”  by  Drs.  John  F. 
Thomas,  C.  P.  Hardwicke,  both  of  Austin, 
and  G.  L.  Jordan,  Jr.,  of  Houston;  “The  Ex- 
tension of  Cancer  of  the  Head  and  Neck 
Along  Peripheral  Nerves”,  Dr.  A.  J.  Ballan- 
tyne,  Houston;  “Thyroiditis  and  Cancer 
(‘Hashimoto’s  Disease’)”,  Dr.  Samuel  F. 
Marshall,  Boston;  “Experience  with  Open 
Heart  Surgery  Using  Disposable  Oxygena- 
tors, 5 Per  Cent  Glucose  Prime,  and  Normo- 
thermia:  Report  of  More  than  200  Opera- 
tions”, Dr.  Denton  A.  Cooley,  Houston. 

“Intra-hepatic  Obstructive  Jaundice”,  Dr. 
Kenneth  C.  Bebb,  Wichita  Falls;  “Carotid 
Body  Tumors”,  Dr.  Charles  R.  Morris,  Dal- 
las; “Necrotizing  Fasciitis”,  Dr.  R.  W.  Cros- 
thwait,  Jr.,  Waco;  “Peck-Order”  by  Dr.  J. 
Griffin  Heard  of  Houston;  “Extreme  Head 
Positions  as  a Cause  of  Stroke”,  Dr.  John  R. 
Derrick  of  Galveston;  “Surgical  Treatment 
of  Hypertension  due  to  Primary  Hyperaldo- 
steronism” by  Drs.  Jesse  Thompson,  G.  Tom 
Shires,  N.  Kaplan,  and  R.  D.  Campbell  of 
Dallas. 

“Iatrogenic  Carcinoma”  by  Dr.  Jake  Sha- 
pira  of  Midland;  “The  Controversy  of  the 
Single  Pint”  by  Dr.  Randolph  Rutledge  of 
Lubbock ; “Newer  Concepts  in  the  Treatment 
of  the  Cleft  Palate”  “Part  I.  Maxillary  Or- 
thopedics” by  Dr.  R.  0.  Brauer  of  Houston 
and  “Part  II.  Use  of  Bone  Grafts  in  the  Re- 
pair of  the  Complete  Cleft  Palate”  by  Dr.  T. 
D.  Cronin  of  Houston;  “The  Father  of  Mod- 
ern Surgery”  by  Dr.  Howard  Dudgeon,  Jr., 
of  Waco;  “Surgical  Treatment  of  Peptic  Ul- 
cer” by  Dr.  Marshall. 

“Surgical  Management  of  Civilian  Colon 
Injuries”  by  Drs.  W.  B.  Gordon,  Thomas 
Biggs,  and  Arthur  Beall,  Houston;  and  “An 
Evaluation  of  Respiratory  Function  Tests  in 
Patients  with  Postoperative  Respiratory 
Complications”  by  Drs.  A.  0.  Singleton,  Jr., 
Chetan  Dev,  and  Jerry  Mount,  of  Galveston. 

Additional  information  may  be  obtained 
from  Dr.  Walter  B.  King,  Jr.,  2320  Colum- 
bus Ave.,  Waco,  secretary  of  the  society. 


AMA  President-Elect  to  Speak 
To  East  Texas  Chamber  of  Commerce 

Dr.  Edward  R.  Annis  of  Miami,  Fla.,  Pres- 
ident-Elect of  the  American  Medical  Associa- 
tion, will  be  the  featured  speaker  at  the  37th 
annual  convention  of  the  East  Texas  Cham- 
ber of  Commerce.  The  meeting  will  be  held 
in  Kilgore,  and  Dr.  Annis  will  speak  the 
night  of  April  19  at  the  annual  banquet  of 
the  regional  chamber. 

All  members  of  the  American  Medical  As- 
sociation and  the  Texas  Medical  Association 
are  invited  to  attend  the  banquet  and  all  ses- 
sions of  the  annual  meeting  of  the  regional 
organization,  which  serves  71  counties  in 
East  Texas  and  Caddo  Parish,  La. 

The  East  Texas  Chamber  of  Commerce  has 
campaigned  actively  against  Medicare  and 
sponsored  25  meetings  in  its  region  prior  to 
the  defeat  of  this  legislation  in  Congress  last 
year. 

Tickets  for  the  dinner  meeting  will  be 
available  by  advance  reservations  only,  and 
requests  should  be  addressed  to  the  East 
Texas  Chamber  of  Commerce,  P.  O.  Box 
1592,  Longview.  Hotel  reservations  should  be 
made  through  the  Kilgore  Chamber  of  Com- 
merce, Kilgore. 

Plans  Outlined 

For  TMA  Golf  Tournament 

Doctors  planning  to  compete  in  the  TMA 
Golf  Tournament  at  Annual  Session  in  Dal- 
las should  pack  their  golf  clubs  for  the  trip. 

Caddies  and  electric  carts  will  be  available 
on  tournament  day,  Monday,  April  29,  at 
the  Glen  Lakes  Country  Club,  but  partici- 
pants are  encouraged  to  provide  their  own 
clubs. 

Teetime  will  be  between  8 a.m.  and  1 p.m., 
although  specific  times  may  be  arranged  at 
the  pro-shop  of  the  club.  Doctors  should 
make  up  their  own  foursomes.  Players  pre- 
senting certified  handicaps  signed  by  their 
home  professional  will  play  in  the  handicap 
tournaments ; all  others  will  enter  Calloway 
flight. 

United  States  Golf  Association  rules  will 
be  followed,  and  participants  must  pay  a $6 
fee  which  includes  green  fees  and  prizes. 
Prizes  will  be  awarded  between  5 and  6 p.m., 
following  completion  of  play.  Gross  and  net 
winners  must  receive  their  prizes  in  person. 

Glen  Lakes  Country  Club  is  located  at  9500 
North  Central  Expressway. 
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Dallas  is  the  Southwest's  unchallenged  leader  in  fashion  sales. 


Map  and  “Points  of  Interest  in  Dallas”  are  re- 
printed from  “The  City  of  Dallas”  published  by 
Neiman-Marcus  Co.,  Dallas. 


POINTS  OF  INTEREST  IN  DALLAS 


Adolphus  Hotel  2 

Baker  Hotel  3 

Brook  Hollow  Industrial  District  8 

Central  Bus  Station 14 

Dallas  Cotton  Exchange  15 

Dallas  Memorial  Auditorium  16 

Dallas  Morning  News 13 

Dallas  Museum  for  Contemporary  Arts  22 

Dallas  Public  Library  . . . 7 

Dallas  Theater  Center  . . 20 

Dallas  Times  Herald  12 

Dallas  Trade  Mart.  18 

Exchange  Park  . 23 

Fair  Park  19 

First  National  Bank  10 

Love  Field  30 

Marsalis  Zoo 27 

Neiman-Marcus  Company  1 

Neiman-Marcus  Preston  Center  24 

Neiman-Marcus  North  Park  25 

Republic  National  Bank  9 

Sheraton-Dallas  Hotel  5 

Six  Flags  Over  Texas  28 

Southern  Methodist  University  21 

Southland  Center  6 

Statler  Hilton  Hotel  4 

Texas  Instruments  Company  26 

Trinity  Industrial  District  11 

Union  Station  ......  31 

University  of  Texas  Southwestern  Medical  School  17 

White  Rock  Lake  29 
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Big  Meeting  for  Big  Dallas 


city  OF  tall,  clean  buildings  proudly 
rising  in  the  middle  of  a prairie  and  growing 
like  a weed — that’s  Dallas,  1963,  whose  sky- 
line will  welcome  Texas  physicians  and  visi- 
tors gathered  for  the  96th  Annual  Session  of 
the  Texas  Medical  Association  April  28-30. 

Dallas,  popular  for  its  cultural  and  educa- 
tional facilities,  its  cleanliness  and  friendli- 
ness, long  ago  outgrew  the  sand  and  sage- 
brush image  of  Texas.  Today  it  is  recognized 
as  the  cultural  center  of  the  state  and  as  one 
of  the  major  fashion  capitals  of  the  nation, 
ranking  with  New  York  and  Chicago. 

Sophistication  and  elegance,  industry  and 
expansion  blend  and  create  a distinct  Dallas 
flavor  which  is  savored  by  its  more  than  a 
million  citizens.  Since  1841  Texas’  second 
largest  city  has  grown  from  a trading  post 
established  by  John  Neely  Bryan,  a lawyer- 
merchant  from  Tennessee,  beside  the  Trinity 
River  to  a thriving  city  of  1,084,000  by  1960 
population  figures.  Dallas  has  always  grown 
quickly.  In  its  first  43  years,  between  1841 
and  1884,  it  swelled  to  a city  of  20,000  peo- 


ple. Expansion  in  Dallas  has  been  the  great- 
est of  all  major  inland  cities,  and  its  growth 
rate  has  exceeded  that  of  Texas,  the  South- 
west, and  the  United  States. 

Dallas’  only  natural  advantage  is  its  loca- 
tion— sprawled  in  the  heart  of  the  nation’s 
blackland  belt.  It  early  became  a trading  cen- 
ter for  local  cotton,  wheat,  and  corn,  and  to- 
day is  a central  transportation  point  for  the 
western  hemisphere. 

The  largest  city  in  the  U.S.  not  situated 
near  a navigable  body  of  water,  Dallas  has 
become  a major  industrial  center  in  spite  of 
lacking  water  transportation  and  specialized 
raw  material  resources.  To  be  so  industrial- 
ized, Big  D suffers  from  surprisingly  little 
smog,  and  citizens  praise  natural  gas,  the 
city’s  standard  fuel,  as  the  reason. 

For  more  than  75  years,  Dallas  has  been 
the  Southwest’s  unchallenged  leader  in 
wholesale  sales.  Particularly  in  fashion  sales 
is  Dallas  accorded  undisputed  leadership ; 
and  the  four  mart  buildings  (in  which  a 
number  of  local  and  outside  lines  are  fea- 
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tured  four  times  a year)  house  the  greatest 
concentration  of  merchandise  displays  in 
America,  outside  of  New  York  and  Chicago. 
The  total  annual  volume  resulting  from  the 
apparel  industry  is  estimated  at  $130,000,- 
000. 

Millionaires  are  plentiful  in  Big  D,  and 
Dallas  ranks  ninth  in  the  nation  as  head- 
quarters for  “million  dollar”  companies,  with 
373  of  these  located  in  the  city. 

Principal  industries  in  the  nation’s  14th 
largest  city  are  printing  and  publishing,  pro- 
duction of  electronic  equipment,  food  process- 
ing, apparel,  aircraft,  and  manufacture  of  oil 
field  and  cotton  gin  machinery. 

Dallas  is  particularly  noted  for  its  aero- 
space and  related  manufacturing,  and  the 
home  offices  of  both  Ling-Temco-Vought  and 
Texas  Instruments  are  located  in  the  city. 
Although  no  oil  refineries  are  located  in  Big 
D and  there  are  no  oil  wells  in  the  county, 
there  are  scores  of  specialized  oil  industry 
services,  including  firms  which  deal  in  oil 
well  mud ! 

Another  point  of  interest  in  this  fast 
growing  city  is  the  airport  terminal,  Dallas’ 
Love  Field.  Tenth  largest  air  traffic  center 
in  the  free  world,  Love  Field  is  approxi- 
mately half  again  as  large  as  any  other  air- 
port terminal  in  Texas.  It  has  served  Dallas 
for  35  years  and  is  the  largest  of  the  city’s 
nine  airports.  Completely  air-conditioned,  it 
also  features  moving  sidewalks. 

If  Annual  Session  were  being  held  in  Oc- 
tober during  the  State  Fair  or  on  New  Year’s 
Day,  Dallas  would  also  be  able  to  offer  two 
classic  examples  of  football  rivalry,  both 
situated  in  the  huge  Cotton  Bowl  stadium  on 
the  fair  grounds.  Each  year  the  city  hosts 
students  from  the  University  of  Texas  and 
from  Oklahoma  University  for  the  tradition- 
al gridiron  battle  between  the  Longhorns 
and  the  Sooners,  and  each  Jan.  1,  the  Cotton 
Bowl  is  filled  to  capacity  for  the  Cotton 
Bowl  Classic  between  the  winner  of  the 
Southwest  Conference  and  another  top  team. 


Dallas  and  Culture 

Although  Houstonians  are  reluctant  to  ad- 
mit it,  Dallas  is  the  cultural  center  of  Texas, 
and  a quick  look  at  the  entertainment  facili- 
ties available  in  Big  D proves  this  point.  A 
symphony  orchestra,  recognized  as  one  of 
the  top  ten  symphonies  in  the  nation,  and  a 
civic  opera  company,  together  with  seven  art 
galleries  and  four  theaters  show  the  city’s 


Texas  Instruments  Incorporated,  above,  is  engaged  in 
commercializing  new  technologies  in  materials,  electronics, 
and  the  earth  and  space  sciences. 


Love  Field,  above,  is  the  tenth  largest  air  traffic  center 
in  the  free  world.  Below  is  the  huge  Cotton  Bowl  stadium, 
the  scene  of  great  football  rivalry. 


love  for  culture.  One  of  Dallas’  strongest 
features  is  the  Dallas  Theater  Center,  the 
only  theater  ever  designed  by  architect 
Frank  Lloyd  Wright,  where  classical  plays, 
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The  Dallas  Museum  of  Fine  Arts,  above,  is  one  of  nine 
museums  in  the  city.  At  right  is  the  Dallas  Theater  Center, 
a building  designed  by  Frank  Lloyd  Wright. 


Broadway  hits,  musicals,  world  premieres, 
and  intimate  reviews  are  presented  on  a 
round  stage  200  nights  a year,  from  October 
through  July.  In  addition,  the  Pearl  Chappell 
Playhouse  and  the  Theater  Three  offer  live 
productions.  The  Music  Hall,  located  in  State 
Fair  Park  just  ten  minutes  from  downtown 
Dallas,  offers  road  shows,  operas,  and  con- 
certs throughout  the  year,  musicals  in  the 
summer,  and  the  State  Fair  Show  in  October. 

Also  located  in  State  Fair  Park  are  six  of 


the  nine  museums  in  the  city.  The  Museum 
of  Fine  Arts  has  12  exhibition  galleries 
where  40  exhibits  are  arranged  each  year. 
The  Health  and  Science  Museum  shows  medi- 
cal exhibits,  a rock  and  mineral  display,  and 
a planetarium;  and  the  Dallas  County  Dis- 
aster Control  Center,  from  which  the  city 
government  will  operate  in  case  of  disaster, 
is  under  construction  on  these  museum 
grounds.  The  Hall  of  State,  a shrine  to  Texas 
heroes,  reflects  the  history  of  the  state, 
whereas  the  Natural  History  Museum  offers 
an  indoor  cross-sectional  tour  of  outdoor 
Texas.  The  Garden  Center  maintains  a con- 
servatory with  tropical  plants  and  seven 
acres  of  Southwestern  gardens,  including  one 
planted  with  aromatic  herbs,  especially  for 
the  blind.  The  Aquarium,  one  of  the  four 
largest  in  the  U.S.,  contains  18  large  display 
tanks  with  natural  settings  and  houses  more 
than  4,000  fish,  amphibians,  and  reptiles. 
The  other  three  museums  in  Dallas  are  the 
Dallas  Museum  for  Contemporary  Arts,  the 
Graphic  Arts  Center,  and  the  Terrace  Room 
of  the  public  library. 

More  entertainment  is  in  order  with  a 
tour  through  Marsalis  Zoo,  which  contains 
50  acres  and  houses  about  900  mammals,  rep- 
tiles, and  birds,  including  a good  collection  of 
rare  animals. 

Dallas  is  only  a few  minutes’  drive  from 
Six  Flags  Over  Texas,  which  is  widely  ac- 
claimed as  a spectacular  park  and  often  com- 
pared to  the  famous  California  Disneyland. 
Here  visitors  can  relive  the  history  of  the 
state  as  it  passed  under  the  flags  of  Spain, 
France,  Mexico,  the  Republic  of  Texas,  the 
Confederacy,  and  the  U.S.A. 
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Dallas  and  Medicine 

Education,  particularly  in  medicine  and 
science,  plays  a vital  part  in  the  everyday 
life  of  Dallas.  In  addition  to  Southern  Meth- 
odist University  and  the  University  of  Dal- 
las, Dallas  is  the  site  of  the  University  of 
Texas  Southwestern  Medical  School  and  the 
Baylor  School  of  Dentistry.  It  is  also  the  lo- 
cation of  the  newly  formed  Graduate  Re- 
search Center  of  the  Southwest  which  is 
dedicated  to  the  advancement  of  graduate 
education  and  research  in  the  physical  sci- 
ences. 

The  Southwestern  Medical  School,  formal- 
ly established  in  1943,  has  about  400  stu- 
dents and  115  full  time  faculty  members.  It 
joined  the  University  system  in  1949,  and 
the  campus  site  on  Harry  Hines  Blvd.  was 
occupied  in  1955.  The  citizens  of  Dallas  and 
the  Southwest  subscribed  funds  for  operat- 
ing expenses,  land  for  a building  site,  and  a 
permanent  building.  Research  projects  in 
microbiology,  arteriosclerosis,  arthritis, 
heart  disease,  and  endocrine  disorders  are 
particularly  noteworthy  in  the  school’s  re- 
search program. 

Ten  of  the  40  Dallas  hospitals  and  clinics 
are  affiliated  with  the  medical  school,  and 
several  of  the  private  hospitals  in  Dallas  ac- 
tively support  extensive  research  programs. 
These  40  hospitals  are  equipped  with  a total 
of  4,298  beds  and  include  9 chronic  disease 
hospitals  with  626  beds.  Expansion  under- 
way will  add  11  new  hospitals.  Even  though 
Dallas  is  a healthy  place  to  live,  persons 
needing  medical  help  are  provided  with  an 
impressive  array  of  facilities. 

With  the  completion  of  the  Dan  Danciger 
building,  Parkland  Memorial  Hospital  will 
be  connected  to  the  Southwestern  Medical 
School  physically  as  well  as  administratively. 
The  Chiefs  of  the  Services  in  the  hospital  are 
also  chairmen  of  the  medical  school  depart- 
ments. The  principal  teaching  hospital  in 
clinical  medicine  for  the  medical  school, 
Parkland  is  one  of  the  two  major  divisions 
of  Dallas  County  Hospital  District.  It  has 
673  beds  and  62  bassinets,  and  serves  as  a 
finishing  school  for  about  600  young  people 
yearly.  In  addition  to  interns  and  residents, 
students  from  Southwestern  Medical  School, 
nursing  students  from  Texas  Woman’s  Uni- 
versity, and  students  from  Baylor  University 
College  of  Dentistry  are  trained  in  this  nine 
year  old  hospital.  Within  the  hospital  there 
are  training  schools  for  medical  technolo- 


Methodist  Hospital,  above.  Has  a capacity  of  420  beds 
and  80  bassinets. 


Parkland  Memorial  Hospital,  above,  is  the  principal 
teaching  hospital  for  the  University  of  Texas  Southwestern 
Medical  School.  Below  is  the  new  504-bed  St.  Paul  Hospital 
to  be  completed  next  June. 
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students.  In  addition,  active  research  in  the 
fields  of  heart  and  vascular  surgery  make 
Baylor  Hospital  vital  to  Dallas. 

Following  remodeling  and  expansion  pro- 
grams completed  in  1960,  Methodist  Hospital 
of  Dallas,  owned  and  operated  by  the  North 
Texas  Conference  of  the  Methodist  Church, 
has  a capacity  of  420  beds  and  80  bassinets. 
In  addition  to  regular  hospital  services,  its 
ancillary  services  include  a physical  medicine 
and  rehabilitation  department;  facilities  for 
electrotherapy,  electroshock  therapy,  and  hy- 
drotherapy ; and  an  experimental  surgery 
laboratory,  where  extensive  research  in  heart 
and  vascular  surgery  is  carried  out.  Method- 
ist Hospital  also  supports  a school  of  nurs- 
ing, the  largest  diploma  school  in  Texas. 


Above  and  below  are  shown  projects  of  research  at  the 
Veterans  Administration  Hospital. 


The  University  of  Texas  Southwestern  Medical  School, 
above,  has  an  outstanding  research  program. 


gists,  X-ray  technicians,  vocational  nurses, 
and  inhalation  therapists. 

By  providing  an  isolation  division  for 
communicable  diseases  which  other  hospitals 
in  the  city  are  not  equipped  to  handle  and  by 
staffing  a busy  emergency  room  and  new 
outpatient  clinic,  Parkland  provides  broad 
protective  service  for  the  community’s 
health.  Last  year,  80,313  patients  were  treat- 
ed in  the  emergency  room,  and  184,024  pa- 
tients were  treated  in  the  clinic.  All  patients 
treated  in  the  clinic  are  available  for  teach- 
ing purposes. 

Parkland  is  located  on  a 33-acre  site  in 
the  growing  Southwestern  Medical  Center. 
It  is  primarily  tax-supported  and  last  year 
provided  medical  care  for  27,259  inpatients. 

Woodlawn  Hospital,  the  long  term  division 
of  the  county  hospital  district,  has  160  beds 
in  the  chest  division,  52  beds  in  the  psychi- 
atry division,  and  60  beds  in  the  chronic  or 
convalescent  disease  division. 

Baylor  University  Medical  Center,  with 
800  beds  available,  cooperates  with  the  medi- 
cal school  by  providing  medical  and  surgical 
service  for  third  and  fourth  year  medical 
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Plans  for  the  addition  of  550  more  beds  are 
now  being  considered.  The  hospital  cooper- 
ates with  the  medical  school  in  clerkship  and 
externship  training  programs. 

The  oldest  hospital  in  the  city,  St.  Paul 
Hospital,  will  move  this  summer  into  its  $12,- 
000,000  structure  in  Southwestern  Medical 
Center  after  67  years  in  its  present  location. 
The  facilities  will  include  a 504-bed  hospital, 
to  be  completed  around  June,  and  three  an- 
cillary buildings — an  outpatient  clinic;  edu- 
cational unit ; auditorium,  chapel,  and  sisters’ 
home — now  under  construction.  The  hospital 
is  owned  and  operated  by  the  Daughters  of 
Charity  of  St.  Vincent  de  Paul,  and  the  pres- 
ent facility  is  being  considered  as  a transi- 
tion hospital  for  long-term  patients. 

Special  features  of  the  new  hospital  will 
include  two  modern  circular  intensive  care 
units ; a special  teenage  section ; underground 
parking  for  doctors;  and  vastly  expanded 
laboratory  facilities,  including  circuit  inten- 
sification, cineradiography,  and  closed-cir- 
cuit television.  St.  Paul  Hospital  also  coop- 
erates with  the  medical  school  with  programs 
for  training  in  internal  medicine  and  sur- 
gery. 

Extensive  research  on  cancer,  the  effects 
of  smoking,  diabetes,  cardiovascular  diseases, 
and  measurement  of  the  pressure  of  the  en- 
dolymph  in  the  middle  ear  combined  with  an 
active  teaching  program  affiliated  with  the 
medical  school  make  the  Veterans  Adminis- 
tration Hospital  an  integral  part  of  the  sys- 
tem of  medical  care  for  Dallas.  The  modern 
778-bed  general  medical  and  surgical  hos- 
pital also  has  a psychiatric  service  with  80 
beds  and  a tuberculosis  section  with  91  beds. 

Four  hospitals  and  clinics  organized  and 
administered  as  a single  operation  comprise 
the  Children’s  Medical  Center  of  Dallas.  Chil- 
dren from  infancy  through  15  years,  both 
private  and  charity  cases,  are  furnished  all 
types  of  medical  and  surgical  care.  A com- 
bined total  of  125  beds  includes  25  beds  de- 
voted to  tuberculosis  patients.  Approximate- 
ly 4,500  children  are  admitted  as  inpatients 
annually. 

Owned  and  operated  by  the  Masonic  bodies 
of  Texas,  the  Texas  Scottish  Rite  Hospital 
for  Crippled  Children  has  a capacity  of  65 
beds  with  approximately  690  admissions  and 
4,000  examinations  each  year.  Orthopedic 
cases  are  available  for  teaching  purposes. 

In  addition  to  these  hospitals,  Dallas  has  a 
Child  Guidance  Clinic  for  prevention  and 
treatment  of  mental  hygiene  problems  of 
children  and  a 59-bed  Hope  Center  Found- 


ling Home  and  Well-Baby  Clinic  which  ex- 
tends custodial  and  medical  care  to  depend- 
ent babies.  Another  addition  to  the  South- 
western Medical  Center  and  another  affili- 
ated hospital  for  the  Southwestern  Medical 
School  will  be  the  Presbyterian  Hospital  of 
Dallas,  to  be  completed  in  1965.  The  350-bed 
hospital,  costing  approximately  $7,500,000, 
will  be  the  Community’s  first  new  major 
general  hospital  since  1927. 

Specials  for  Gourmets 

Individuality  comes  to  the  forefront  with 
one  quick  look  at  the  gourmet  offerings  of 
this  gastronomically  cosmopolitan  city.  Food 
to  please  any  palate  can  be  found  in  Dallas, 
as  well  as  food  to  please  any  pocketbook.  The 
Zodiac  Room  at  Neiman-Marcus,  offering 
the  famous  menus  of  Helen  Corbitt,  is  a 
favorite  for  lunch.  For  die-hard  Texans,  Ar- 
thur’s, specializing  in  American  foods  with  a 
Texas  twang,  is  the  place  to  eat.  If  pizza  and 
spaghetti  prove  irrestible,  try  Mario’s,  one 
of  Dallas’s  oldest  restaurants.  For  those  who 
delight  in  French  cuisine  served  with  piano 
accompaniment  in  a wine  cellar,  Old  Warsaw 
restaurant  offers  all  three  features.  These 
four  restaurants  are  each  listed  in  "Great 
Restaurants  of  America”,  and  it  is  advisable 
to  have  reservations. 

More  exotic  dishes  may  also  be  found  in 
Big  D.  Travel  to  the  top  of  the  Southland 
Center  (which  includes  the  Sheraton-Lincoln 
Hotel)  to  the  Ports  o’  Call  restaurant  with 
four  penthouse  rooms,  each  offering  food  and 
decor  from  a Far  Eastern  port  and  each  pre- 
senting an  unsurpassed  view  of  Dallas  as  a 
bonus.  Visit  Papeete,  capital  of  Tahiti,  for 
Polynesian  dishes,  and  dine  off  a table  made 
from  the  trunk  of  a monkey-pod  tree;  or  se- 
lect Singapore,  the  very  British  mooring, 
with  its  hatch  cover  tables  and  captain’s 
chairs.  Lavish  ebony  and  mother-of-pearl 
furnishings  make  Macao  tempting;  whereas 
rare  silks,  pure  gold  leaf,  fine  crystal,  and 
sacred  carvings  surround  the  Saigon  diner. 

Bali  Hai  restaurant  offers  hibachi  char- 
coal-broiled steaks  and  Polynesian  special- 
ties to  its  customers,  served  in  an  Oriental 
atmosphere.  A visit  to  the  La  Tunisia  res- 
taurant in  Exchange  Park  is  like  a step  into 
the  pages  of  “Arabian  Nights”,  for  the  res- 
taurant swathes  its  diners  with  intrigue, 
from  the  seven-foot  doorman  and  veiled  wait- 
resses to  the  lavish  Arabian  desert  tent  de- 
cor, and  tempts  gourmet  palates  with  a spicy 
array  of  Arabian  dishes. 
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In  Truly  Great  Disaster 


There  Will  Be  No  Observers, 
Only  Participants 


Seeking  knowledge  to  make  their  partici- 
pation  more  effective  in  case  of  thermonu- 
clear war  or  other  disasters  of  great  magni- 
tude were  190  persons  who  attended  the 
Stateline  Course  on  Medical  Aspects  of  Civil 
Defense. 

Physicians,  auxiliary  members,  and  repre- 
sentatives from  several  paramedical  groups 
heard  speakers  nationally  renowned  in  their 
fields  give  the  latest  information  on  special 
problems  of  modern  day  warfare,  public 
health  problems  in  the  disaster  environment, 
care  of  mass  casualties,  and  planning  and 
training  for  medical  emergencies. 

Sponsored  by  the  Texas  Medical  Associa- 
tion and  the  Texas  State  Department  of 
Health,  the  course  was  held  in  the  TMA 
Headquarters  Building  Feb.  22-23. 

Climaxing  a series  of  lectures,  a Civil  De- 
fense Emergency  Hospital  operational  exer- 
cise gave  observers  a realistic  demonstration 
of  many  of  the  principles  they  had  learned. 
Set  up  in  a local  public  school,  the  hospital 
was  staffed  by  members  of  Travis  County 
Medical  Society,  and  70  “casualties”  were 
monitored  for  radiation,  admitted,  sorted, 
and  routed  as  their  injuries  indicated. 

Following  are  summaries  of  each  speaker’s 
presentation. 


Dr.  J.  E.  Peavy: 

Texas'  Emergency  Health  Services  Plan 

“As  physicians  who  must  provide  for  the 
medical  care  of  our  citizens  under  whatever 
conditions  and  with  whatever  facilities  we 
have,  we  must  have  a workable  plan  for 
meeting  the  medical  needs  which  inevitably 
must  come  with  nuclear  disaster,”  Dr.  Peavy 
said. 

Such  a plan  does  exist,  and  it  is  vitally  im- 
portant that  every  doctor  become  familiar 
with  the  plan,  particularly  as  it  affects  his 
local  area.  Dr.  Peavy  outlined  Texas’  Emer- 
gency Health  Services  Plan,  which  was  pub- 
lished in  the  November,  1962,  issue  of  the 
Journal,  beginning  on  page  943. 

Dr.  Peavy  is  Commissioner  of  Health,  Tex- 
as State  Department  of  Health,  Austin. 


Dr.  Ben  A.  Merrick: 

Role  of  the  Texas  Medical  Association 

“The  Texas  Medical  Association  has  been 
assigned  the  official  responsibility  for  the 
state-wide  medical  care  plans  and  operations. 
This  is  a big  order.  But  it  must  be  done — and 
you  and  I must  do  it,”  began  Dr.  Merrick. 

Discounting  all  theories  that  such  an  or- 
der is  impossible,  he  emphasized  that  with 
adequate  planning  and  preparation,  the  ma- 
jority of  our  population  will  survive. 

The  tasks  of  TMA  are  fourfold : 

1.  To  encourage  each  component  county 
medical  society  to  formulate  a workable  dis- 
aster medical  care  plan. 

2.  To  encourage  and  help  with  regional 
plans  for  such  care. 

3.  To  help  coordinate  these  various  plans 
with  the  state  plan. 

4.  To  help  supply  basic  information  for 
these  planning  efforts. 

Future  programs  will  be  planned  so  that 
physicians  may  present  their  problems  and 
ask  questions  about  either  local  or  over-all 
plans. 


Dr.  Max  Lichter,  Dr.  George  W.  Waldron,  and  Dr.  J.  B. 
Copeland  discuss  the  effectiveness  of  the  day's  training 
sessions  at  a dinner  meeting  which  was  attended  by  100 
persons.  Dr.  Lichter  was  the  guest  speaker. 
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Question:  What  are  the  figures  on  radiation  effects  on 
leukemia  and  congenital  defects? 

Answer:  Exact  figures  would  be  extremely  difficult  to 
get,  but  in  areas  where  high  levels  of  radiation  are  known 
to  have  occurred  there  has  been  an  increase  in  leukemia, 
and  there  is  definite  proof  of  biological  mutations. 

Question:  How  do  you  know  if  water  in  contaminated  or 
marginal  areas  is  safe? 


Answer:  Underground  water  is  safe.  If  the  radiation 
level  in  an  area  is  low  enough  for  me  (Marks)  to  work 
and  stay  in,  then  I would  drink  the  water.  This  applies 
only  to  contamination  by  radiation,  and  if  monitoring  in- 
struments are  available  they  can  give  accurate  readings. 

Question:  Why  not  expand  medicaf  self-help  instruction? 

Answer:  We  can,  but  we  must  draw  on  all  resources. 
There  is  serious  consideration  of  giving  this  course  in 


Dr.  Merrick  pointed  out  the  benefits  of 
the  medical  self-help  program  and  urged  its 
sponsorship  by  county  societies.  He  also  ad- 
vised local  annual  programs  on  disaster  med- 
ical care,  and  the  use  of  communications 
media  to  inform  the  public  of  what  the  needs 
are  and  what  plans  have  been  made. 

Dr.  Merrick  is  chairman  of  the  TMA  Com- 
mittee on  Disaster  Medical  Care. 


Lt.  Col.  Edward  Marks: 

Nuclear  Weapons  Effects 

“Fallout  from  nuclear  tests,  use  of  nuclear 
reactors  as  sources  of  power,  and  the  in- 
creasing use  of  radioisotopes  in  industry,  as 
well  as  the  threat  of  nuclear  war,  force  us 
to  realize  this:  whether  we  like  it  or  not, 
ionizing  radiation  is  here  to  stay  and  one 
must  learn  to  live  with  it,”  Col.  Marks  de- 
clared. 

Nuclear  warfare  will  produce  thousands  of 
casualties  within  a short  time,  and  early 
treatment  will  be  unlikely.  With  remaining 
medical  installations  and  personnel  over- 
whelmed, how  can  such  a challenge  be  met? 

“The  only  answer  is  that  it  can’t,”  Marks 
said,  “and  only  by  increasing  emphasis  on 
prevention  can  we  hope  to  keep  casualties  to 
a level  on  which  they  might  be  manageable.” 

Energy  released  by  nuclear  weapons  is  in 
the  form  of  blast,  thermal  radiation,  and 
prompt  and  residual  nuclear  radiation.  The 
same  mechanical  injuries  produced  by  any 
other  kind  of  blast  will  be  seen.  The  impor- 
tant difference  is  the  larger  number  and 
variety  in  a short  time  when  nuclear  weap- 
ons are  used. 

Thermal  radiation  produces  flash  and 
flame  burns,  retinal  burns,  flash  blindness, 
and  dazzle. 

From  nuclear  radiation,  the  only  effect 
that  is  completely  absent  from  conventional 
explosions,  radiation  injury  and  beta  burns 
occur.  Prompt  radiation  is  emitted  from  the 
fireball  and  nuclear  cloud  within  the  first  60 


seconds  after  explosion.  Residual  radiation 
follows,  and  is  associated  with  fallout  and 
neutron-induced  activity.  Radiation  can  pro- 
duce ionization  in  living  tissue  cells,  damag- 
ing or  destroying  essential  constituents.  If 
enough  cells  are  injured  or  destroyed  in  too 
short  a time,  radiation  syndrome  appears. 
Information  on  symptoms  and  treatment  is 
readily  available  in  professional  literature. 

Several  factors  which  influence  an  indi- 
vidual’s response  to  nuclear  radiation  are 
dose,  time,  individual  biological  susceptibil- 
ity, extent  and  part  of  body  exposed,  and 
type  of  radiation. 

“Many  injuries  are  so  unnecessary,” 
stressed  the  nuclear  science  instructor.  “We 
must  teach  people  how  to  protect  them- 
selves.” Complete  protection  from  blast  is 
impossible.  Underground  shelter  is  the  most 
effective  single  measure,  but  even  a “lean-to” 
of  heavy  material  placed  at  an  angle  against 
a basement  wall  gives  some  protection. 

Thermal  radiation  travels  in  a straight  line 
at  about  the  speed  of  light.  Since  it  has  little 
penetrating  power,  considerable  shielding  can 
be  obtained  from  a wall,  tree,  vehicle,  fold  in 
the  ground,  or  even  a single  layer  of  light 
colored  cloth.  Fog,  rain,  or  smoke  will  reduce 
or  stop  thermal  radiation,  which  also  is  easily 
scattered  by  dust  and  similar  material.  Con- 
versely, it  is  easily  reflected  by  clouds  or  the 
ground. 

Nuclear  radiation  is  of  four  types,  alpha 
particles,  beta  particles,  gamma  rays,  and 
neutrons.  Radiation  detection  equipment  is 
necessary  for  accurate  detection  and  meas- 
urement. Alpha  particles  can  travel  only  a 
short  distance,  cannot  penetrate  the  skin,  and 
can  be  brushed  or  washed  off.  They  are  not 
a serious  hazard.  Beta  particles  can  cause 
burns,  but,  quipped  Marks,  “If  a military 
person  gets  a beta  burn  it’s  practically  a 
court  martial  offense.”  These  visible  parti- 
cles can  be  brushed  from  the  skin  or  cloth- 
ing; if  soap  and/or  water  are  available,  the 
victim  should  wash.  Gamma  rays  are  very 
penetrating  and  can  cause  serious  illness. 
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schools;  the  main  problem  there  is  that  large  groups  rule 
out  the  practice  necessary  for  each  person  to  learn  well. 

Question:  How  will  the  picture  change  (medical  situa- 
tions) if  everyone  is  in  a shelter  for  several  days? 

Answer:  We  will  see  more  casualties  of  the  delayed 
type.  This  is  why  medical  self-help  and  Red  Cross  first  aid 
courses  are  so  important. 


Question:  Where  can  paramedical  personnel  get  training 
for  expanding  their  capabilities? 

Answer:  There  isn't  a good  answer.  Such  things  usually 
are  gotten  together  by  groups  at  the  local  level.  You  will 
find  some  information  on  that  in  your  course  manuals,  and 
I (Nelson)  have  some  films  that  could  be  used  on  a loan 
basis.  Some  booklets  will  be  available  soon,  too,  but  the 
important  thing  is  initiation  by  and  cooperation  of  physi- 
cians. 


The  only  real  protection  is  in  a shelter  of  sev- 
eral feet  of  earth  or  concrete.  Neutrons,  only 
somewhat  less  penetrating  than  gamma  rays, 
are  emitted  only  during  the  instant  of  fis- 
sion or  fusion,  and  thick  shelter  is  needed. 

Marks  is  with  the  Department  of  Nuclear 
Science,  Medical  Field  Service  School,  Brooke 
Army  Medical  Center,  Fort  Sam  Houston. 


Lt.  Col.  Thomas  G.  Nelson: 

Chemical  Warfare  Agents 

“When  chemicals  were  used  in  just  one 
attack  in  World  War  I,  there  were  15,000 
casualties,  and  5,000  were  killed.  If  we  real- 
ize, as  we  must,  that  chemicals  used  then  are 
now  obsolete,  then  we  can  begin  to  imagine 
the  results  of  chemical  warfare  today,”  Col. 
Nelson  said. 

Chemical  weapons  minimize  destruction  in 
the  target  area.  They  have  a wide  spectrum 
of  effects  and  usually  cannot  be  immediately 
identified ; since  chemical  agents  can  go  any- 
where that  water  and  air  can  go,  protection 
is  very  difficult. 

Although  chemicals,  can  be  used  in  a num- 
ber of  ways,  the  gaseous  state  is  the  one  most 
frequently  considered.  Gases  which  produce 
choking  or  vomiting  are  available  but  obso- 
lete. Blood  gases  have  been  developed,  but 
they  require  much  concentration  and  control. 
In  civil  defense,  the  nerve  and  blister  gases 
are  the  principal  threats. 

Nerve  gases  cannot  be  seen  nor  smelled; 
entering  through  the  eyes,  nose,  skin,  and 
respiratory  system,  they  attack  the  central 
nervous  system  and  unless  atropine  is  admin- 
istered immediately,  death  occurs  in  minutes. 

Blister,  or  mustard,  gas  has  a garlic  or 
horseradish  odor,  and  enters  the  body 
through  the  eyes,  respiratory  system,  or  skin. 
The  skin  reddens  and  blisters  and  becomes 
highly  susceptible  to  secondary  infection.  Al- 
so, there  is  inflammation  of  the  eyes,  cough- 
ing, and  inflammation  of  the  respiratory 
system. 


Protective  masks  and  clothing  offer  some 
protection,  but  these  are  not  generally  avail- 
able. Automatic  field  alarms  may  be  of  some 
help,  and  detection  kits  are  standard  equip- 
ment in  the  chemical  corps. 

“Although  there  are  some  ways  to  prevent 
or  lower  casualties  from  chemical  agents, 
physical  and  economic  problems  arise.  We 
simply  cannot  protect  all  people  against  all 
eventualities,”  Nelson  said. 

Nelson  is  with  the  U.  S.  Army  on  assign- 
ment to  the  Department  of  Surgery,  Baylor 
University  College  of  Medicine,  Houston. 


Dr.  LeRoy  D.  Fothergill: 

Biological  Warfare 

Biological  warfare  has  never  been  em- 
ployed on  a planned,  overt,  military  basis. 
Its  potential  threat,  however,  has  been  con- 
sidered sufficiently  great  that  this  country 
has  supported  a research  and  development 
program  for  many  years. 

An  agent  must  be  highly  infectious  and 
have  sufficient  viability  and  virulence  stabil- 
ity to  meet  logistic  requirements.  It  must  be 


Question:  What  is  the  status  of  anti-radiation  pills? 

Answer:  There  simply  is  no  such  thing  for  anyone.  Ex- 
periments are  progressing,  but  as  yet  no  reasonably  safe 
pill  has  been  developed. 


produced  on  a militarily  significant  scale, 
should  not  be  unduly  injured  in  the  field, 
and  should  have  a minimum  decay  rate  in 
the  aerosol  state.  Minimal  immunity  to  the 
agent  in  the  target  area  population  is  desir- 
able but  not  absolutely  essential  since  en- 
larged doses  can  break  through  immunity. 
Crucial  targets  could  include  air  conditioning 
units  of  large  buildings,  food  processing  in- 
dustries, and  drug  and  cosmetic  industries. 
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Vector-borne,  water-borne,  air-borne,  and 
mechanical  methods  of  infection  must  be  con- 
sidered. Agents  designed  to  infect  food  ani- 
mals and  crops  also  figure  into  the  scheme 
in  biological  warfare. 

And  what  of  the  possibilities  of  protection 
against  this  type  of  attack? 

“There  are  numberless  ‘ifs’  involved,”  said 
Fothergill.  “Equipment  is  being  developed 
for  various  situations,  but  the  evidence  is 
purely  presumptive.” 

Fothergill  is  Scientific  Advisor  at  the  U.S. 
Army  Biological  Laboratories,  Fort  Detrick, 
Md.  ' 


Lt.  Col.  Lawrence  C.  McGonagle: 

Psychological  Warfare 

“It  could  happen  in  some  towns,  but  not 
in  mine.” 

“It  could  happen  over  across  the  river,  but 
not  in  my  neighborhood.” 

“It  might  happen  to  that  woman  across 
the  street,  the  one  who  always  yells  at  our 
kids,  but  not  to  our  family.” 

“It  has  happened  to  us.  But  someone  will 
help,  someone  like  that  nice  lady  across  the 
street  who  is  always  so  concerned  about  our 
children.” 

Thus  did  Col.  McGonagle  trace  the  disbe- 
lief of  most  people  that  disaster  can  strike 
them.  Because  they  do  not  believe,  they  post- 
pone preparations  until  it  is  too  late,  then 
are  convinced  that  an  anonymous  “someone” 
will  help  them. 

He  went  on  to  describe  how  people  react 
when  they  are  startled  by  totally  unexpected 
events,  punctuating  his  remarks  by  suddenly 
drawing  and  firing  a blank-loaded  pistol,  and 
noted  that  a few  seconds  are  necessary  to 
recognize,  evaluate,  and  react  to  such  situa- 
tions. 

In  disaster,  most  persons  suffer  some  de- 
gree of  shock,  but  those  most  likely  to  require 
medical  attention  exhibit  depression,  daze 
and  apathy,  overexcitability,  or  tension 
states.  Although  they  may  be  relatively  un- 
injured physically,  these  persons  cannot  care 
for  themselves  or  others.  With  simple,  early 
treatment  of  warm  food,  rest,  and  an  op- 
portunity to  talk,  recovery  usually  is  rapid. 
Non-medical  personnel  can  and  should  be 
trained  to  recognize  and  treat  these  symp- 
toms, leaving  physicians  free  to  care  for 
more  severe  psychiatric  casualties. 

McGonagle  is  Director,  Department  of 
Neuropsychiatry,  Medical  Field  Service 


School,  Brooke  Army  Medical  Center,  Fort  ! 
Sam  Houston. 

Dr.  Kirk  T.  Mosley: 

Epidemiology  and  Communicable  Diseases 

In  a disaster  situation,  disease  surely  will 
take  its  toll,  but  the  effects  of  disease  can  be 
limited  by  careful  planning  and  thorough  i 
knowledge  of  epidemiology. 

In  planning  for  the  control  of  expected  dis- 
eases of  vector,  respiratory,  and  contact  na- 
ture, we  must  not  forget  to  practice  preven- 
tion of  diseases  which  already  exist  in  our 
environment,  but  which  have  been  well  con- 
trolled. Malaria,  typhoid  fever,  diphtheria, 
scarlet  fever,  cholera,  and  smallpox,  to  name 
a few,  could  become  epidemic  again  under 
certain  conditions. 

“Knowing  why  a person  is  sick,  or  why  a 
disease  is  in  a community  is  the  first  step 
toward  establishing  control  over  the  disease,” 
said  Dr.  Mosley.  He  added,  “Historically,  dis- 
ease germs  have  done  more  than  people  to 
alter  the  course  of  history.” 

Dr.  Mosley  is  Commissioner  of  Health, 
Oklahoma  State  Department  of  Health,  Okla- 
homa City. 

Mr.  Warren  S.  Dobson: 

Environmental  Sanitation 

Food  and  water  protection,  vector  control,  , 
garbage  and  refuse,  fallout,  sewage,  and 
housing  are  some  of  the  sanitation  factors 
that  will  be  involved  during  and  after  na- 
tional disaster. 

Effective  planning  now  must  include  at- 
tempts to  pinpoint  specific  problems  in  each  i 
category  in  relation  to  the  anticipated  disas-  I 


Lt.  Col.  Edward  Marks  (center)  checks  the  slides  he  will 
use  for  his  talk  on  effects  of  nuclear  weapons.  Looking  on 
are  Lt.  Col.  Lawrence  C.  McGonagle  (left)  and  Dr.  LeRoy 
D.  Fothergill  (right). 
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ter  environment  in  fallout  shelters,  reception 
and  care,  and  distant  support  areas.  Local 
problems  and  their  solutions  will  vary,  but 
organization,  coordination,  cooperation,  and 
training  at  all  levels  are  essential. 

Food  and  water  stockpiled  in  shelters  must 
be  distributed  and  protected ; a knowledge  of 
what  is  stockpiled,  and  how  it  is  packaged, 
and  availability  of  water  is  essential.  Test- 
ing, disinfection,  and  decontamination  of  sal- 
vaged food  and  water  will  be  necessary. 

How  will  human  wastes,  garbage,  and  dead 
bodies  be  handled?  Odor  control  also  is  a 
problem,  as  is  vector  control. 

Health  personnel  should  know  how  to  pro- 
tect themselves  from  radiation  and  how  to 
operate  the  radiac  instruments.  They  also 
should  know  basic  medical  care  principles. 

These  same  problems  will  be  faced,  on  a 
broader  scale,  in  the  reception  and  care  areas 
and  distant  support  areas. 

Each  environmental  sanitation  unit  must 
have  emergency  plans  which  tell  where  to  go 
and  what  to  do,  identify  resources,  equip- 
ment, and  personnel,  and  are  coordinated 
with  plans  of  adjacent  units.  Individuals 
must  be  given  on-going,  in-service  training 
to  make  practical  approaches  to  these  prob- 
lems. 

Mr.  Dobson  is  Assistant  Chief,  Health  Mo- 
bilization Training  Section,  Training  Branch, 
CDC,  PHS,  DHEW,  Atlanta,  Ga. 


Lf.  Col.  Thomas  G.  Nelson: 

Care  of  Mass  Casualties 

“Individual  efforts  do  count  in  our  sur- 
vival as  a nation,”  said  Col.  Nelson,  “and  we 
must  emphasize  the  positive  aspects  of  the 
survivor’s  efforts  rather  than  the  dismal  pic- 
ture of  those  caught  beneath  the  fireball.” 

Quoting  statistics  to  show  that  medical 
care  as  we  know  it  would  be  impossible  even 
in  a small  scale  attack,  Nelson  explained  that 
adequate  shelters  could  cut  the  number  of 
casualties  considerably.  Those  with  minor  in- 
juries can  and  should  be  given  first  aid  by 
non-medical  personnel.  “The  training  of  par- 
amedical and  non-medical  personnel  to  per- 
form simple  treatments  or  give  first  aid,  ac- 
cording to  their  abilities,  is  absolutely  essen- 
tial,” warned  Nelson. 

The  most  experienced  and  mature  surgeons 
should  act  as  sorters,  for  this  is  the  job  most 
vital  to  the  survival  of  the  group  as  a whole. 
Sorters  cannot  spend  time  on  actual  treat- 
ment; this  must  be  taken  over  by  others. 
There  are  four  categories  of  patients: 

1.  Minimal. — These  require  little  or  no 

professional  treatment. 

2.  Immediate. — This  highest  priority  for 

treatment  group  includes  those  who 
can  be  treated  by  short,  life-saving 
procedures  and  thus  return  to  useful- 
ness relatively  soon. 

3.  Delayed. — Patients  in  this  group  can 


Lt.  Col.  Thomas  G.  Nel- 
son and  Dr.  Jay  P.  Sanford 
find  time  for  a brief  visit 
between  their  duties  as 
guest  speakers  and  advisors 
on  innumerable  civil  defense 
questions. 


wait  for  treatment  without  loss  of  life, 
even  though  morbidity  may  increase. 

4.  Expectant. — In  this  group  are  individu- 
als whose  injuries  require  too  much 
time,  effort,  and  supplies  for  satisfac- 
tory treatment  in  initial  stages  of  a 
disaster.  Approximately  80  per  cent 
of  these  will  live  until  treatment  can 
be  given. 

Nelson  gave  specific  areas  in  which  non- 
medical and  various  paramedical  personnel 
groups  should  be  given  training  in  emergen- 
cy medical  care.  Veterinarians,  for  instance, 
could  do  these  things  independently:  give 
first  aid  and  control  pain,  control  hemor- 
rhage, control  airway  including  surgery, 
cleanse  and  treat  wounds,  bandage  and  splint, 
catheterize,  and  perform  sanitation  duties. 
Under  medical  supervision,  they  could  assist 
in  surgery,  use  of  nasogastric  tube,  lavage 
and  gavage,  give  simple  anesthesia,  and  ad- 
minister blood,  intravenous  solutions,  paren- 
teral medications,  and  immunizing  agents. 

Dr.  Jay  P.  Sanford: 

Medical  Self-Help  Training 

Expanded  health  resources  will  be  essen- 
tial in  caring  for  overwhelming  numbers  of 
casualties.  The  Medical  Self-Help  Training 
Program  is  one  step  toward  this  goal.  More 
than  a first-aid  course,  it  teaches  the  indi- 
vidual what  to  do  if  a physician  does  not  and 
cannot  give  treatment  for  a reasonable  peri- 
od of  time,  such  as  the  interval  during  which 
persons  must  remain  in  shelters  if  they  are 
to  survive. 

The  course  of  12  lessons  given  in  16  hours 
includes  important  concepts  of  radiation  pro- 
tection ; hygiene,  sanitation,  and  vermin  con- 
trol; food  and  water;  shock;  bleeding,  and 
bandaging;  artificial  respiration;  fractures 
and  splinting ; transportation  of  the  inj  ured ; 
burns;  nursing  care;  infant  and  child  care; 
and  emergency  childbirth. 

Instructor’s  kits  are  designed  to  teach  100 
students,  preferably  in  classes  of  25  or  less. 
Texas  has  thus  far  trained  3,313  students, 
more  than  any  other  state,  in  pilot  programs 
in  nine  areas.  It  is  anticipated  that  Texas 
will  receive  enough  kits  to  train  5,000,000 
people  by  June  30,  1963. 

“Such  programs  seem  overdue,”  remarked 
Dr.  Sanford,  “in  that  between  1955  and  1956, 
110,000,000  persons  within  the  Soviet  Union 
completed  a course  in  the  fundamentals  of 
atomic  defense,  and  approximately  22,000,- 


000  civil  defense  workers  have  been  trained.” 

Dr.  Sanford  is  coordinator  of  the  MEND 
Program  at  the  University  of  Texas  South- 
western Medical  School,  Dallas. 


Mr.  Charles  Barden: 

Radiological  Defense  Program 

Radiological  defense  (RADEF)  includes 
all  activities  necessary  in  monitoring  pos- 
sible radioactive  contamination  required  to 
guide  civil  defense  workers  and  the  general 
public  in  avoiding  radiation  hazards  and  in 
carrying  out  radiological  decontamination. 

In  Texas,  a RADEF  officer  has  been  ap- 
pointed in  each  of  the  state’s  17  disaster  dis- 
tricts. These  officers  organize  training  pro- 
grams, initiate  an  operational  program,  and 
act  as  liaison  and  reporting  officers  between 
city  and  county  civil  defense  organizations 
and  the  state  RADEF  control  center. 

The  state  center  is  within  the  Division  of 
Occupational  Health  and  Radiation  Control 
of  the  Texas  State  Department  of  Health. 
This  office  has  supervised  the  training  of 
more  than  9,000  persons  in  Texas  as  Radia- 
tion Detection  Monitors,  and  although  most 
areas  are  adequately  covered,  training  con- 
tinues to  expand. 

Radiation  detection  instruments  are 
shipped  to  an  individual  after  he  has  re- 
ceived the  required  training  and  has  agreed 
to  serve  as  a radiation  monitor  in  the  event 
of  an  emergency. 

“If  our  office  can  expedite  in  any  way 
your  local  radiological  defense  program, 
please  let  me  know,”  urged  Barden. 

He  is  Director  of  the  Division  of  Occupa- 
tional Health  and  Radiation  Control,  Texas 
State  Department  of  Health,  Austin. 

Dr.  Max  L.  Lichter: 

The  AMA  in  Medical  Preparedness 

Advice  and  assistance  on  all  matters  in- 
volving the  medical  and  health  aspects  of  the 
security  of  our  nation  are  provided  to  the 
American  Medical  Association’s  Board  of 
Trustees  and  to  the  medical  profession  by 
the  Council  on  National  Security  and  its 
Committee  on  Disaster  Medical  Care. 

Speaking  at  a dinner  meeting  at  the  State- 
line Course,  Dr.  Lichter  said  that  the  ob- 
jectives of  the  Committee  encompass  liai- 
son with  state  medical  associations,  federal 
agencies,  and  allied  health  professions ; rnoti- 
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vation  and  education  of  physicians ; and  pro- 
motion of  cooperative  working  arrangements 
between  state  associations  and  civil  defense 
agencies. 

It  also  supports  the  Medical  Education  for 
National  Defense  Program,  and  sponsors  an- 
nual national  conferences  on  medical  pre- 
paredness for  disaster. 

Regional  meetings  provide  an  excellent 
forum  wherein  several  states  may  air  their 
problems  and  learn  of  solutions  which  others 
may  have  found.  A visitation  program  is 
proving  to  be  an  effective  aid  to  state  asso- 
ciations. 

Dr.  Lichter  commended  the  Medical  Self- 
Help  Program  and  the  MEND  Program  as 
being  excellent  training  for  the  public  and 
the  profession,  respectively. 

Two  annual  conferences  in  this  field  show 
a steady  increase  in  attendance  which  indi- 
cates their  excellence  and  also  the  increasing 
concern  of  medical  leaders  in  this  topic. 

The  AMA  Report  on  National  Emergency 
Medical  Care,  representing  Association  pol- 
icy, pointed  to  the  need  for  medical  self-help 
training.  Much  work  is  being  done  to  imple- 
ment another  portion  of  the  report  concern- 
ing expanded  functions  of  allied  professional 
health  personnel. 

Materials  available  from  the  AMA  include 
Civil  Defense  Review,  a bi-monthly  news- 
letter, and  a catalogue,  “Disaster  Medical 
Care  Films”.  Through  state  associations,  the 
AMA  will  answer  queries,  help  obtain  speak- 
ers, or  give  program  assistance. 

“All  medical  care  comes  out  of  a back- 
ground of  preparation  for  any  and  all  even- 
tualities. And  so  we  must  prepare  for  disas- 
ter— because  it  i§;  our  duty  and  because  peo- 
ple expect  us  to,”  Dr.  Lichter  concluded. 

Dr.  Lichter,  of  Melvindale,  Mich.,  is  Chair- 
man of  the  AMA  Committee  on  Disaster 
Medical  Care. 


Lf.  Col.  Thomas  G.  Nelson: 

Expanding  Hospitals;  Regional  Concepts 

The  key  to  medical  disaster  planning  is  to 
ascertain  how,  when,  where,  what  types  of, 
and  by  whom  treatment  is  provided  for  both 
casualty  and  non-casualty  patients.  Once 
these  decisions  are  made,  planning  for  essen- 
tial functions  that  support  and  provide  the 
means  by  which  patient  care  is  given  be- 
comes logical  and  meaningful. 

Under  nuclear  attack  environment,  region- 


al medical  planning  is  imperative  because  of 
the  large  casualty  workload  and  loss  of  per- 
sonnel and  equipment.  Known  and  accepted 
principles  of  mass  casualty  management 
should  be  given  careful  attention  in  formu- 
lating regional  systems,  Nelson  believes.  He 
gave  guidelines  for  general  planning,  then 
outlined  and  discussed  the  functions  of  four 
regional  patient  care  facilities : 

1.  Target  Area  Hospital  (TAH).  This  is 
a metropolitan  hospital  or  other  patient  care 
facility  located  within  the  selected  target 
zone. 

2.  Casualty  Collecting  Stations  (CCS). 
These  are  small  prepositioned  facilities,  lo- 
cated one  to  five  miles  outside  the  expected 
area  of  weapon  coverage.  They  are  used  for 
initial  sorting  and  emergency  treatment. 

3.  Related  Medical  Complex  (RMC) . These 
are  community  hospitals  located  15  to  50 
miles  from  the  target  city ; ideally  each  RMC 
would  be  expanded  by  one  or  more  200  bed 
civil  defense  emergency  hospitals. 

4.  Supporting  Hospitals  (SH).  These  are 
community  hospitals  located  25  to  100  miles 
from  the  target  city  but  still  within  the  same 
regional  subdivision. 

The  latter  three  facilities  form  multiple 
chains  of  sorting,  evacuation,  treatment,  and 
hospitalization  extending  out  in  all  directions 
from  the  target  city.  This  dispersal  of  facili- 
ties provides  flexibility  and  safeguards  the 
medical  systemyfrom  complete  disruption  by 
either  initial  #eapon  effects  or  radioactive 
fallout. 

Following  a short  recess,  Nelson  briefed 
his  audience  on  the  Civil  Defense  Emergency 
Hospital  exercise  which  they  were  about  to 
see. 

“The  first  thing  for  every  single  one  of  us 
to  do  is  get  rid  of  all  jealousies  and  petti- 
ness, and  realize  that  unless  some  of  us  give 
orders  and  some  carry  them  out,  we  are  all 
lost,”  he  said. 

Setting  up  a CDEH  involves  knowledge  of 
what  the  hospital  contains,  how  its  compo- 
nent parts  are  packaged,  and  where  each 
part  belongs.  A healthy  labor  force  is  essen- 
tial for  moving,  uncrating,  and  setting  up 
supplies.  Tools  and  fuel  will  be  needed,  as  will 
a food  supply. 

Nelson  then  showed  the  ideal  floor  plans 
and  told  how  each  unit  of  the  hospital  related 
to  the  others.  Functional  sections  were  dis- 
cussed, and  general  principles  of  staffing, 
procedures,  and  record  keeping  were  pre- 
sented. 
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CDEH  Training 

Mass  Casualty  Care 
Demands  Austerity 


Outside  the  hospital,  patients  are  checked  for  radio- 
activity and  decontaminated,  if  necessary,  before  admission. 

At  left,  personnel  try  to  subdue  a hysterical  patient. 
The  nature  of  the  injury  is  noted  on  the  patient's  tag, 
along  with  other  information  if  available.  The  sorter,  an 
experienced  surgeon,  indicates  treatment  priorities.  Pa- 
tients are  routed  according  to  individual  priorities  and 
the  nature  of  treatment  needed. 

Below,  doctors  perform  lifesaving  procedures  which  can 
be  done  in  a short  time  and  with  minimum  expenditure  of 
personnel,  drugs,  and  supplies  per  patient. 
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Grimly  realistic  are  the 
"wounds"  prepared  by  mou- 
lage  experts.  Dime  store 
cosmetics,  vaseline,  pow- 
dered charcoal,  and  blood- 
colored  liquid  starch  are 
some  of  their  "tools  of 
trade". 


Manned  by  Travis  County  physicians  and 
personnel  under  the  direction  of  Dr.  George 
Tipton,  the  Civil  Defense  Emergency  Hos- 
pital was  set  up  in  an  Austin  public  school. 
It  was  assumed  that  Austin,  Houston,  and 
the  Dallas-Fort  Worth  area  had  been  struck 
with  a thermonuclear  device,  and  that  the 
CDEH  being  used  was  in  Lockhart.  In  a sum- 
mary session,  Lt.  Col.  Thomas  G.  Nelson  re- 
marked that  the  triage  was  excellent  and  pa- 
tients were  handled  properly  and  efficiently. 
He  stressed  the  importance  of  records,  and 
of  having  litter  bearers  who  know  the  sort- 
ing categories  and  can  follow  through.  Even 
the  orderly  groups  of  observers  provided 
some  realistic  confusion,  and  Nelson  said, 
“The  value  of  a public  information  office  to 
control  visitors,  relatives,  and  others  should 
not  be  underestimated.” 


Some  patients  may  be  sent  directly  to  the  X-ray  section, 
where  equipment  is  designed  primarily  for  detection  of 
fractures,  dislocations,  and  foreign  bodies.  After  the  in- 
jury is  defined,  the  patient  might  be  routed  back  to  the 
triage  area  for  possible  change  of  priority. 


About  350  crates  weighing  a total  of  24,000  lbs.  must 
be  wrestled  into  the  hospital  area,  and  nail  pullers,  wire 
cutters,  hammers,  and  crowbars  are  not  supplied.  Experi- 
enced workers  can  set  up  the  hospital  with  about  120 
man-hours  of  labor  in  a floor  area  of  15,000  square  feet. 


Wards  such  as  the  one  shown  below  accommodate  pa- 
tients before  and  after  treatment.  Available  space  and 
facilities  determine  the  size  and  number  of  wards. 
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Baylor  To  Hold  Alumni  Day 


For  the  first  time  in  60  years,  Baylor 
University  College  of  Medicine,  Houston,  will 
hold  an  alumni  day  on  March  23.  A three- 
part  scientific  symposium  will  be  featured. 

Certified  for  six  hours  credit  in  Category 
I by  the  American  Academy  of  General  Prac- 
tice, the  program  includes  15  Baylor  profes- 
sors who  will  present  important  research 
findings  in  (1)  a symposium  on  cancer,  (2) 
a symposium  on  childhood  diseases  and  im- 
munology, and  (3)  a symposium  on  athero- 
sclerosis. 

Among  the  speakers  are  Dr.  John  J.  Tren- 
tin,  professor  of  experimental  biology,  whose 
investigations  into  cancer  have  resulted  in 
the  classification  of  a human  virus  which 
causes  cancer  in  hamsters;  Dr.  Joseph  L. 
Melnick,  professor  of  virology  and  epidemi- 
ology, known  for  his  work  in  the  develop- 
ment of  the  Sabin  oral  poliomyelitis  vaccine 
and  for  his  international  immunization  cam- 
paigns against  polio;  and  Dr.  George  L.  Jor- 
dan, Jr.,  associate  professor  of  surgery,  a 
member  of  the  Baylor  team  of  surgeons 
which  has  completed  more  than  6,000  major 
cardiovascular  operations  within  the  past 
six  years. 

More  than  300  alumni  from  around  the 
world  are  expected  for  this  one-day  special 
program.  Other  events  include  a golf  tourna- 
ment for  the  alumni  and  tours  of  three  new 
$8,000,000  research  structures  being  built 
at  the  Houston  medical  school. 

The  meeting  is  cosponsored  by  the  Baylor 
Medical  Alumni  Association.  Dr.  John  R. 
Kelsey,  Jr.,  of  Houston  is  program  chair- 
man. 

The  speaker's  and  titles  follow : Dr.  Robert 
A.  Liebelt,  “The  Role  of  Hormones  in  Can- 
cer”; Dr.  John  J.  Trentin,  “The  Oncogenic 
Effect  of  Human  Adenovirus  in  Hamsters” ; 
Dr.  Harris  Busch,  “Biochemical  Studies  on 
Cancer  Nuclei”;  Dr.  Vincent  P.  Collins, 
“Computer  Methods  Applied  to  Radiother- 
apy”; Dr.  Harlan  J.  Spjut,  “The  Colonic 
Polyp — Its  Significance”;  Dr.  Shervert  H. 
Frazier,  Jr.,  “Cancer  Patients”;  Dr.  Robert 
P.  Williams,  “Investigations  into  Tubercu- 
losis: Isolation  of  an  Egg  Yolk  Factor  that 
Stimulates  Growth  of  the  Tubercule  Bacil- 
lus”; Dr.  Joseph  L.  Melnick,  “The  Present 
Status  of  Immunization  Against  Poliomyeli- 
tis”; Dr.  Robert  R.  Franklin,  “The  Clinical 
Behavior  of  the  Newly  Born.  Infants  with 
Low  One-Minute  Apgar  Scores” ; Dr.  Martha 


Dukes  Yow,  “Etiology  of  Infantile  Diar- 
rhea”; Dr.  Hebbel  E.  Hoff,  “New  Develop- 
ments in  Teaching  Physiology”;  Dr.  Robert 
M.  O’Neal,  “The  Structure  of  Atheroma”; 
Dr.  Edward  W.  Dennis,  “The  Cardiovascular 
Research  Unit  at  Methodist  Hospital,  Hous- 
ton, Texas”;  Dr.  William  S.  Fields,  “Collat- 
eral Circulation  in  the  Diagnosis  and  Prog- 
nosis of  Strokes”;  and  Dr.  George  L.  Jor- 
dan, Jr.,  “Vascular  Substitutes”. 

Registration  is  $15.  Further  information 
may  be  obtained  from  the  Alumni  Office, 
Baylor  University  College  of  Medicine,  Hous- 
ton 25. 

New  Officers  of  County  Societies 

Baylor-Knox-Haskell. — President,  Dr.  Jo- 
seph A.  Massa,  Seymour ; vice  president,  Dr. 
Frank  C.  Scott,  Haskell ; and  secretary,  Dr. 
C.  G.  Markward,  Knox  City. 

Bee-Live  Oak-McMullen. — President,  Dr. 
Ernest  E.  Miller,  Beeville;  vice  president, 
Dr.  Tom  B.  Reagan,  Beeville;  and  secretary, 
Dr.  Carolyn  Adlof,  Three  Rivers. 

Bowie. — President,  Dr.  John  G.  Calhoun, 
Texarkana ; president-elect,  Dr.  JRoyston 
Brown,  Texarkana ; vice  president,  Dr.  J.  B. 
Rochelle,  Texarkana ; and  secretary,  Dr. 
Marvin  L.  Williams,  Texarkana. 

Brazoria. — President,  Dr.  Frederick  C. 
Turner,  Lake  Jackson ; secretary,  Dr.  Gerald 
F.  Perryman,  Freeport;  and  treasurer,  Dr. 
John  C.  O’Leary,  Freeport. 

Cass-Marion. — President,  Dr.  Jesse  M.  De- 
Ware,  Jefferson ; president-elect,  Dr.  Roy  S. 
Bucy,  Linden ; vice  president,  Dr.  Peter  Pap- 
pas, Jr.,  Atlanta;  and  secretary,  Dr.  J.  C. 
O’Banion,  Atlanta. 

Clay -M onto gue-W ise. — President,  Dr. 
George  E.  Strickland,  Henrietta;  vice  presi- 
dent, Dr.  W.  T.  Inabnett,  Decatur;  and  sec- 
retary, Dr.  Leroy  Schaffner,  Henrietta. 

Collin. — President,  Dr.  Thomas  O.  Eller, 
Plano;  vice  president,  Dr.  Mack  M.  Hill,  Jr., 
McKinney;  and  secretary,  Dr.  Tom  E.  Lin- 
strum,  McKinney. 

Cooke. — President,  Dr.  Howard  S.  Daven- 
port, Gainesville;  vice  president,  Dr.  Stanley 
E.  Saikin,  Gainesville;  and  secretary,  Dr.  L. 
O.  Laughlin,  Gainesville. 

Denton. — President,  Dr.  James  H.  Jones, 
Denton;  president-elect,  Dr.  H.  M.  Burgess, 
Denton;  and  secretary,  Dr.  W.  M.  Williams, 
Jr.,  Denton. 
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Erath-Hood-Somervell. — President,  Dr.  J. 
C.  Terrell,  Stephenville ; vice  president,  Dr. 
Vance  Terrell,  Stephenville;  and  secretary, 
Dr.  J.  G.  Maniotis,  Stephenville. 

Grayson. — President,  Dr.  Fred  W.  Shelton, 
Sherman ; vice  president,  Dr.  Thomas  A. 
Moorman,  Denison ; and  secretary,  Dr.  Wal- 
ter D.  Moore,  Jr.,  Denison. 

Guadalupe. — President,  Dr.  Robert  S.  Ray, 
Seguin;  vice  president,  Dr.  LeRoy  E.  Weiss, 
Seguin ; and  secretary,  Dr.  Henry  H.  Moore, 
Jr.,  Seguin. 

Hale-Floyd-Briscoe. — President,  Dr.  Nor- 
bert  J.  Bublis,  Plainview;  vice  president,  Dr. 
Mary  E.  Bublis,  Plainview;  and  secretary, 
Dr.  James  L.  Robins,  Plainview. 

Hardin-Taylor.  — President,  Dr.  R.  E. 
Swearingen,  Woodville;  vice  president,  Dr. 
Curtis  M.  Garner,  Woodville;  and  secretary, 
Dr.  George  D.  Tennison,  Silsbee. 

Houston. — President,  Dr.  Joseph  V.  Land, 
Crockett ; vice  president,  Dr.  Edward  S.  Dar- 
sey,  Crockett;  and  secretary,  Dr.  C.  B.  Gools- 
by, Crockett. 

Howard -Martin  - Glasscock.  — President, 
Dr.  Floyd  R.  Mays,  Jr.,  Big  Spring;  vice 
president,  Dr.  Arch  D.  Carson,  Big  Spring; 
and  secretary,  Dr.  J.  V.  Sanders,  Big  Spring. 

Jasper-Newton. — President,  Dr.  T.  C.  Lew- 
is, Jr.,  Jasper;  vice  president,  Dr.  J.  J.  Mc- 
Grath, Jasper;  and  secretary,  Dr.  Rider  E. 
Stockdale,  Jasper. 

Johnson. — President,  Dr.  Glenn  R.  Wright, 
Cleburne. 

Liberty -Chambers. — President,  Dr.  Don- 
ald P.  Schulz,  Liberty;  president-elect  and 
vice  president,  Dr.  Richard  0.  Clements,  Lib- 
ii  erty ; and  secretary,  Dr.  Richard  C.  Bellamy, 
Liberty. 

McLennan. — President,  Dr.  Lawrence  D. 
Collins,  Waco;  president-elect,  Dr.  John  L. 
Burgess,  Waco;  and  secretary,  Dr.  K.  Stew- 
art Tabb,  Waco. 

Montgomery. — President,  Dr.  Walter  D. 
Wilkerson,  Conroe;  president-elect  and  vice 
president,  Dr.  Deane  L.  Sadler,  Conroe;  and 
i secretary,  Dr.  M.  G.  Hutchins,  Conroe. 

Palo  Pinto-Parker- Y oung -Jack -Archer.  — 
President,  Dr.  V.  0.  Rosser,  Jr.,  Graham; 
president-elect,  Dr.  William  A.  O’Quin,  Min- 
eral Wells;  vice  president,  Dr.  John  L.  Roan, 
Weatherford;  and  secretary,  Dr.  G.  M.  Gaf- 
ford,  Mineral  Wells. 

Panola. — President,  Dr.  Glen  R.  Johnson, 
Carthage;  vice  president,  Dr.  W.  E.  Barry, 
Carthage;  and  secretary,  Dr.  K.  C.  Prince, 
Carthage. 

Pecos- Jeff  D avis -Presidio -B r ew st er . — 
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President,  Dr.  Charles  E.  Oswalt,  Jr.,  Fort 
Stockton ; vice  president,  Dr.  Don  A.  Gaddis, 
Alpine;  secretary,  Dr.  Charles  E.  Jones,  Fort 
Stockton;  and  treasurer,  Dr.  John  Hundley, 
Fort  Stockton. 

Upshur. — President,  Dr.  T.  J.  Ford,  Jr., 
Gilmer;  vice  president,  Dr.  H.  M.  Ragland, 
Gilmer;  and  secretary,  Dr.  J.  L.  Fenlaw, 
Gilmer. 

Van  Zandt. — President,  Dr.  W.  J.  Garrett, 
Van;  vice  president,  Dr.  G.  H.  Hilliard,  Can- 
ton; and  secretary,  Dr.  R.  P.  Lane,  Wills 
Point. 

Victoria-Calhoun-Goliad. — President,  D r . 
George  E.  McGlothlen,  Victoria;  vice  presi- 
dent, Dr.  Harold  E.  Hilderbrand,  Goliad; 
secretary,  Dr.  George  A.  Constant,  Victoria; 
and  treasurer,  Dr.  Fred  L.  Duckworth,  Vic- 
toria. 

Walker -Madis on-Trinity.  — President,  D r . 
E.  M.  Addison,  Huntsville. 

Williamson.— -President,  Dr.  Robert  C. 
Hermann,  Taylor;  vice  president,  Dr.  A.  B. 
Spires,  Taylor ; and  secretary,  Dr.  C.  J.  Dan- 
iel, Taylor. 

Midland  to  Host  Conference 
On  Physicians  and  Schools 

Problems  of  mutual  concern  to  both  physi- 
cians and  educators  will  be  discussed  at  the 
Sixth  State  Conference  on  Physicians  and 
Schools  in  Midland  March  29-30. 

The  program  is  comprised  of  three  ses- 
sions, the  first  to  take  place  on  Friday  eve- 
ning, the  second  on  Saturday  morning,  and 
the  final  to  be  a Saturday  luncheon  session. 
Registration  cost  is  $6.35. 

The  conference  is  coordinated  by  the  Tex- 
as Medical  Association’s  Committee  on 
School  Health.  Other  sponsoring  groups  are 
the  Andrews,  Midland,  and  Ector  County  In- 
dependent School  Districts  and  the  Andrews- 
Ector-Midland  Counties  Medical  Society. 


Diseases  in  Nature  Transmissible 
To  Man  to  Be  Conference  Topic 

The  13th  Annual  Southwestern  Confer- 
ence on  Diseases  in  Nature  Transmissible  to 
Man  will  be  held  at  Lackland  Air  Force  Base 
near  San  Antonio  April  3-5. 

Chairman  of  the  program  committee  is 
Capt.  William  D.  Hillis,  chief,  Epidemiology 
Division,  6570th  Epidemiological  Labora- 
tory, Lackland  AFB. 
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A New  Buffering  Agent 


I romethamine1  (Talatrol,  Abbott)  is  a 
new  medicinal  product  currently  under  clin- 
ical study.  It  is  a relatively  simple  hydroxy- 
lated  organic  amine  that  is  also  known  as 
tris  (hydroxymethyl)  aminomethane,  “tris”, 
or  “T.H.A.M.”  Data  reveals  that  this  com- 
pound exerts  effective  systemic  buffering  ac- 
tion. 

The  need  for  a buffer  which  could  be  em- 
ployed in  conditions  of  renal  and  respiratory 
impairment  and  which  could  equilibrate  fair- 
ly rapidly  and  widely  throughout  the  body 
fluids,  prompted  the  study  of  the  organic 
buffer  base,  tromethamine. 

This  water  soluble  white  crystalline  solid 
is  stable  up  to  a temperature  of  100  C. ; how- 
ever, it  decomposes  rapidly  when  heated  over 
110  C.  At  room  temperature  solutions  of 
tromethamine  are  stable  indefinitely.  Nei- 
ther the  drug  nor  its  solution  absorb  carbon 
dioxide  from  the  atmosphere.  A 0.3  molar 
solution  (3.6  per  cent)  is  reported  to  be  iso- 
molar with  blood.  Although  the  compound  is 
only  weakly  ionized  in  solution,  such  prepa- 
rations exhibit  fairly  good  buffer  action  over 
a range  of  pH  values  from  6.8  to  10.  At 
physiologic  pH  of  7.4,  it  is  70  per  cent  ion- 
ized. 

Animal  Pharmacology 

A considerable  number  of  pharmacologic 
investigations  have  been  reported  on  tro- 
methamine. Animal  studies  indicate  that  the 
buffer  may  be  useful  in  the  treatment  of 
respiratory  and  metabolic  acidosis. 

The  diuretic  activity  of  the  buffer  has  been 
studied  by  a number  of  investigators.  Ani- 
mals treated  with  the  drug  develop  a profuse 
diuresis  and  after  20  minutes  urine  output 
nearly  equals  fluid  intake. 

With  carefully  controlled  conditions, 
Samiy  and  others3  studied  the  renal  effects 
of  the  buffer  in  dogs.  An  infusion  of  tro- 
methamine resulted  in  a tenfold  increase  in 
the  rate  of  urine  flow.  The  urinary  excretion 
of  sodium  and  chloride  increased  to  10  to  15 
per  cent  of  its  filtered  load  and  paralleled 
closely  the  increase  in  the  rate  of  urine  flow. 
Using  the  NH3/NH4  technique  for  the  esti- 
mation of  intracellular  pH,  it  was  demon- 
strated that  the  buffer  induced  an  elevation 


of  the  intracellular  as  well  as  the  extracellu- 
lar pH.  It  was  postulated  by  these  authors 
that  the  compound  behaves,  at  least  in  part, 
as  an  osmotic  diuretic.  The  disproportionate 
increase  in  the  potassium  and  bicarbonate 
ions,  as  compared  to  the  sodium  and  chloride 
ions,  suggest  that  the  buffer  may  exert  some 
more  specific  effect  on  the  renal  tubules. 

When  the  drug  was  administered  intra- 
venously to  dogs  whose  arterial  blood  pH  was 
controlled  by  mechanical  ventilation,  it  was 
observed  that  blood  glucose  level  fell  when 
the  pH  was  held  at  7.4.  If  the  blood  pH  was 
maintained  at  7,  no  change  in  the  hypogly- 
cemia occurred.  However,  when  the  blood 
pH  was  further  reduced  to  6.8,  the  blood 
glucose  increased  to  180  mg.  per  100  cc.,  as 
compared  to  the  control  of  110  mg.  per  100 
cc.  It  was  concluded  that  the  hypoglycemic 
activity  of  the  drug  was  related  to  its  non- 
ionized  fraction  which  is  most  likely  able 
to  penetrate  intracellular  spaces.  Other  in- 
vestigators have  suggested  that  trometha- 
mine may  also  enhance  glucose  tubular  re- 
absorption by  the  kidney. 

Human  Pharmacology 

When  normal  adults  were  infused  intra- 
venously with  500  to  1,000  ml.  of  a solution 
of  tromethamine  (300  mM.  per  L.)  contain- 
ing sodium  chloride  (30  mM.  per  L.),  and 
potassium  chloride  (5  mM.  per  L.),  the  blood 
pH  and  bicarbonate  concentration  increased 
as  in  dogs.  The  urinary  excretion  of  sodium 
potassium  bicarbonate  and  chloride  increased 
greatly  in  all  subjects.  In  each  case,  the 
chloride  excretion  during  administration  of 
the  buffer  significantly  exceeded  the  com- 
bined excretion  of  sodium  and  potassium.  In 
addition,  the  pH  of  the  urine  rose  above  7 
and  approximately  10  per  cent  of  the  filtered 
bicarbonate  appeared  in  the  urine  which  in- 
dicates an  increase  in  both  reabsorption  and 
excretion  of  bicarbonate. 

Studies  of  the  effect  of  the  buffer  on  ven- 
tilation and  carbon  dioxide  exchange  in  nor- 
mal man  indicated  that  the  drug  depresses 
the  respiratory  center,  either  directly  or 
through  a change  in  the  pH.  When  trometh- 
amine was  administered  to  healthy  volun- 
teers, it  produced  significant  hypoglycemia 
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only  when  doses  in  excess  of  500  mg.  per  Kg. 
were  given  and  such  a condition  was  related 
to  the  concentration  of  the  non-ionized  por- 
tion. Hypoglycemia  was  increased  as  the 
blood  pH  shifted  to  the  alkaline  side. 

Clinical  Studies 

Brinkman  and  others2  reported  the  suc- 
cessful use  of  the  drug  both  intravenously 
and  orally  for  respiratory  acidosis.  There 
was  a consistent  rise  in  the  arterial  blood 
pH,  a reduction  in  minute  ventilation,  and  an 
increase  in  urinary  pH,  as  well  as  in  the 
urinary  excretion  of  bicarbonate. 

Tromethamine  infusions  given  to  patients 
suffering  from  severe  shock,  corrected  the 
metabolic  and  mixed  acidosis  in  all  patients ; 
however,  such  correction  did  not  relieve  the 
irreversible  shock  state.  The  main  advantage 
of  the  correction  of  the  acidosis  in  these  pa- 
tients appears  to  be  gaining  time  so  that 
measures  to  correct  the  underlying  cause  of 
shock  might  be  taken. 

Clinical  reports  also  indicate  that  the  buf- 
fer may  be  used  successfully  in  treating 
acidosis  resulting  from  chronic  cardiac  dis- 
orders and  for  the  treatment  of  salicylate 
intoxication. 

Acute  Toxicity 

Intravenous  injections  of  0.3  molar  tro- 
methamine solutions  using  healthy  volun- 


teers are  fairly  well  tolerated  in  spite  of  a 
fall  in  minute  ventilation  which  is  accom- 
panied by  carbon  dioxide  retention  and  by 
a dropped  arterial  oxygen  saturation.  Large 
doses  have  been  shown  to  produce  side  ef- 
fects of  hypotension,  hypoxia,  hunger,  sweat- 
ing, periodic  breathing,  weakness,  somno- 
lence, diarrhea,  intense  retching,  and  vomit- 
ing. 


Some  Recommendations  and  Precautions 

It  is  imperative  that  the  buffer  be  given 
intravenously;  sloughing  occurs  if  the  ma- 
terial extravasates  into  the  subcutaneous 
tissue.  As  with  all  new  therapeutic  agents,  a 
careful  check  on  the  hemogram  should  be 
made  frequently  as  well  as  renal  and  hepatic 
tests. 

Tromethamine  is  available  as  an  anhy- 
drous lyophilized  sterile  powder.  It  is  re- 
constituted to  the  desired  concentration  by 
the  addition  of  water  for  parenteral  use. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 
The  University  of  Texas 
College  of  Pharmacy. 
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Cytomegalic  Inclusion  Disease  Increasing  in  Adults 


Cytomegalic  inclusion  disease,  usually  con- 
sidered a disorder  of  children,  may  be  be- 
coming more  common  among  adults,  reports 
the  Medical  World  News. 

Since  1957,  two  University  of  Chicago 
pathologists,  Drs.  Ting-Wa  Wong  and  Nancy 
E.  Warner,  have  discovered  19  cases  among 
persons  between  18  and  63.  This  increases 
the  total  known  adult  cases  to  60,  and  more 
than  two  thirds  of  these  have  occurred  in  the 
last  six  years. 

Although  the  increase  in  reported  cases 
may  be  due  to  greater  awareness  of  the  dis- 
ease, the  researchers  pointed  out  two  defi- 
nite factors  which  may  have  caused  the  up- 
swing. First,  treatment  for  other  illnesses 
can  leave  a patient  more  vulnerable  to  the 


virus  infection.  Second,  present  therapy  may 
keep  a patient  alive  but  with  greatly  reduced 
resistance. 

They  noted  that  cytomegalic  inclusion  dis- 
ease is  generally  the  final  complication  in  a 
prolonged,  debilitating  illness,  and  its  symp- 
toms may  be  hidden  by  those  of  the  primary 
disease. 

Detection  is  further  complicated  because 
microscopic  examination  of  tissue  removed 
in  biopsy,  surgery,  or  autopsy  is  the  only  di- 
agnostic method  in  adult  cases.  Since,  in 
adults,  the  disease  rarely  attacks  the  kid- 
neys, diseased  cells  from  the  kidney  tubules 
do  not  appear  in  the  urine  as  they  do  in 
children. 
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Dr.  Russ's  Portrait  Hung  in  San  Antonio  Hospital 


The  portrait  of  Dr.  Witten  Booth  Russ  of 
San  Antonio  has  been  hung  in  the  lobby  of 
the  Baptist  Memorial  Hospital,  San  Antonio. 
It  was  painted  in  1961  by  Miss  Frances 
Brinkmeyer  especially  for  the  new  wing  of 
the  hospital.  At  the  age  of  88,  Dr.  Russ  is 
still  active  in  affairs  of  the  hospital. 

- o - 

Dr.  Pitzer  A.  Spain,  who  was  101  years 
old  last  November,  died  Jan.  21  at  his  home 
in  Paris.  He  was  the  town’s  oldest  resident. 

- o — 

Mr.  Richard  Galen  of  Harlingen  is  the 
new  executive  secretary  of  the  Cameron- 
Willacy  Counties  Medical  Society,  replacing 
Mr.  Cecil  R.  Millsap. 

- o - 

Dr.  Albert  W.  Jester  of  Crosby  has  been 
made  a fellow  of  the  American  College  of 
Radiology. 

- o - 

Dr.  Ludwik  Gross,  senior  medical  investi- 
gator at  the  Bronx,  N.Y.,  Veterans  Admin- 
istration Hospital,  has  been  given  the  1963 
Bertner  Foundation  Award  from  the  Uni- 
versity of  Texas  in  recognition  of  his  work 
in  cancer  research. 

- o - 

Dr.  J.  B.  Copeland  of  San  Antonio  has  re- 
ceived the  1963  Distinguished  Service  Award 
of  the  Dairy  Products  Institute  in  recogni- 
tion of  his  “unselfish  and  meaningful”  serv- 
ice on  the  Texas  State  Board  of  Health. 

- o — 

New  officers  of  the  Texas  Urological  So- 
ciety are  Dr.  N.  F.  McDonald,  Houston,  pres- 
ident; Dr.  Roy  F.  Riddel,  Lubbock,  vice  presi- 
dent ; and  Dr.  Clary  Bates,  Austin,  secretary- 
treasurer. 

- o - 

Dr.  Carl  J.  Lind  of  Houston  is  the  new 
president  of  the  Texas  Society  of  Patholo- 
gists, Inc.  President-elect  is  Dr.  M.  H.  Gross- 
man  of  Dallas,  vice  president  is  Dr.  Norman 
Jacob  of  San  Antonio,  and  Dr.  V.  A.  Stem- 
bridge  of  Dallas  continues  as  secretary-treas- 
urer. 

- o - 

Dr.  J.  A.  Majors,  90,  chairman  of  the 
board  of  J.  A.  Majors  Co.,  died  recently  in 
Dallas.  He  first  established  his  medical  book 
firm  in  New  Orleans  in  1902,  moving  the 
company  to  Dallas  in  1913.  Though  he  was  a 
licensed  physician,  he  never  practiced  medi- 
cine. 


New  officers  of  the  12th  District  Medical 
Society  are  Dr.  J.  M.  Brown  of  Marlin,  pres- 
ident; Dr.  E.  E.  Lowrey  of  Gatesville,  presi- 
dent-elect; and  Dr.  W.  A.  Lea,  Jr.,  of  Temple, 
secretary-treasurer. 

- o - 

Dr.  Jack  R.  Hild  who  headed  the  Harris 
County  Medical  Society’s  Victory  Over  Polio 
drive  last  fall  has  been  voted  the  Good  Citi- 
zenship Gold  Medal  Award  by  the  Paul  Car- 
rington Chapter,  Texas  Society,  Sons  of  the 
American  Revolution. 

- o - 

Mrs.  Beverly  Jean  Lang,  wife  of  Dr.  Carl 
M.  Lang  of  Pampa,  died  Jan.  14. 

- o - 

Dr.  M.  A.  Caravageli  is  the  new  president 
of  the  medical  staff  at  St.  Mary’s  Infirmary 
in  Galveston. 

- o - 

Dr.  Dwain  F.  Dodson  of  San  Angelo  has 
been  named  winner  of  the  San  Angelo  Junior 
Chamber  of  Commerce’s  distinguished  serv- 
ice award  for  1962. 

- o - 

Dr.  H.  C.  McKinney  of  Olney  has  been 
named  “Honor  Citizen  for  1962”  by  the  Ol- 
ney Chamber  of  Commerce. 

- o — 

Drs.  Dorothy  Cato,  David  I.  Schrum,  and 
Benjy  Brooks,  all  of  Houston,  discussed  the 
problems  of  both  normal  and  abnormal  teen- 
agers at  a recent  meeting  of  the  Nueces 
County  Medical  Society. 

- o - 

New  officers  of  the  First  District  Medical 
Society  are  president,  Dr.  M.  Nathan  Kleban, 
El  Paso;  president-elect,  Dr.  George  A.  Hoff- 
man, Fort  Stockton ; and  secretary-treasurer, 
Dr.  William  Gaddis,  El  Paso. 

- o - 

Members  of  the  Tom  Green  Eight  Counties 
Medical  Society  heard  Dr.  Ed  Sykes  of  San 
Antonio  speak  on  “The  Use  of  Mannitol  in 
the  Management  of  Traumatic  Oliguria”  at 
the  February  meeting  of  the  society. 

- o - 

Dr.  and  Mrs.  Jaime  Quintanilla  of  Amaril- 
lo have  recently  become  citizens  of  the 
United  States.  They  are  natives  of  Mexico. 

- o - 

New  officers  of  the  12th  District  Medical 
Society  are  president,  Dr.  G.  V.  Brindley,  Jr., 
Temple;  president-elect,  Dr.  J.  M.  Broivn, 
Marlin;  and  secretary-treasurer,  Dr.  Walker 
A.  Lea,  Jr.,  Temple. 
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Rising  Number  of  Texas  Rest  Homes 
Prompts  Review  of  Corporate  Practice  of  Medicine 


T he  RECENT  increase  in  building,  staffing, 
and  management  of  homes  or  institutions  for 
the  elderly  has  focused  new  attention  upon 
an  old  medicolegal  problem  in  Texas,  the 
corporate  practice  of  medicine. 

In  Texas,  the  corporate  practice  of  medi- 
cine is  prohibited.  Although  many  physicians 
have  heard  this  statement,  many  may  not 
know  the  legal  basis  for  such  a conclusion.  It 
is  the  purpose  of  this  article  to  acquaint 
physicians  with  the  statutory  requirements 
and  the  controlling  cases  in  Texas  which  are 
the  basis  of  this  statement. 

The  corporate  practice  of  medicine  is  pro- 
hibited in  Texas  by  virtue  of  the  interpreta- 
tion that  the  courts  of  this  state  have  given 
to  Art.  4505  and  4506,  Section  (12)  which 
reads  as  follows : 

The  impersonation  of  a licensed  practitioner,  or 
permitting,  or  allowing,  another  to  use  his  license, 
or  certificate  to  practice  medicine  in  this  State, 
for  the  purpose  of  treating,  or  offering  to  treat, 
sick,  injured,  or  afflicted  human  beings. 

This  constitutes  grounds  for  the  cancella- 
tion, suspension,  or  revocation  of  a physi- 
cian’s license  in  Texas. 

Two  leading  cases  from  our  Texas  courts 
have  interpreted  this  section.  The  first  of 
these  was  Rockett  v.  Texas  State  Board  of 
Medical  Examiners.  Rockett,  a medical  doc- 
tor, was  employed  by  the  Thomas  Clinic  for 
a salary  of  $500  a month  and  he  received  no 
fees.  The  clinic  was  owned  by  one  who  was 
not  a medical  doctor,  and  no  medical  doctor 
owned  an  interest  in  the  clinic.  Rockett  per- 
formed medical  services  for  the  clinic  and 
the  fees  for  such  services  were  collected  by 
the  clinic.  The  court,  in  affirming  the  action 
of  the  Texas  State  Board  of  Medical  Exam- 
iners in  canceling  Rockett’s  license,  held  that 
where  under  varying  conditions,  the  corpora- 
tion operates  a clinic  or  hospital,  employs  li- 
censed physicians  and  surgeons  to  treat  pa- 
tients, and  it  (the  corporation)  receives  the 
fee,  the  corporation  is  unlawfully  engaged  in 
the  practice  of  medicine.  This  is  true  because 
it  universally  has  been  held  that  a corpora- 
tion as  such  lacks  the  qualifications  neces- 
sary for  a license,  and  without  a license,  its 
activities  become  illegal.  It  also  has  been  said 


that  the  relationship  of  doctor  and  patient, 
well  recognized  in  the  law,  would  be  de- 
stroyed by  such  an  arrangement. 

A more  recent  case  dealing  with  the  same 
subject  was  Watt  v.  Texas  State  Board  of 
Medical  Examiners.  The  facts  in  this  case 
disclosed  that  Watt  was  employed  by  the 
Hoxsey  Cancer  Clinic  at  a salary  of  $2,000  a 
month  and  received  no  fees  from  the  clinic. 
The  clinic  was  owned  by  nonmedical  persons 
and  no  medical  doctor  owned  any  interest  in 
the  clinic.  Watt  performed  medical  services 
for  the  Hoxsey  Cancer  Clinic  (reading  and 
interpreting  roentgen-ray  pictures),  and  all 
fees  for  such  services  were  collected  by  the 
clinic  from  patients  of  the  clinic.  The  court 
in  its  opinion  which  affirmed  the  action  of 
the  Medical  Board  held: 

We  find  no  distinction  between  the  facts  stated 
above  and  those  presented  in  Rockett  v.  Texas 
State  Board  of  Medical  Examiners  ....  We  feel 
duty  bound  to  follow  the  conclusions  reached  in 
the  Rockett  appeal  .... 

Likewise  in  1957  the  Attorney  General  of 
Texas  in  Attorney  General’s  Opinion,  1957, 
No.  WW-278  held  that  when  a corporation 
employed  a licensed  physician  to  treat  pa- 
tients and  itself  received  the  fee,  the  corpo- 
ration was  unlawfully  engaged  in  the  prac- 
tice of  medicine,  and  the  licensed  physician 
so  employed  was  violating  the  provisions  of 
Section  (12)  of  Art.  4505  and  was  subject 
to  having  his  license  to  practice  medicine  in 
the  State  of  Texas  canceled,  revoked,  or  sus- 
pended. 

Thus  the  practice  of  medicine  by  an  unli- 
censed entity  has  been  found  by  the  courts 
of  the  State  of  Texas  to  be  in  contravention 
of  the  Medical  Practice  Act.  The  violations 
of  the  Act  recently  have  been  in  situations 
where  unlicensed  organizations  have  at- 
tempted to  employ  physicians  to  practice 
medicine.  This  has  occurred,  as  has  been 
stated,  in  the  nursing  homes,  rest  homes,  and 
even  in  some  hospitals  which  have  attempted 
to  use  this  mechanism  to  insure  medical 
coverage  for  their  emergency  rooms. 

The  medical  director  of  a corporation  un- 
der the  statutes  and  court  decisions  inter- 
preting the  Medical  Practice  Act  thus  may 


Volume  59,  MARCH,  1963 


245 


perform  supervisory,  administrative,  and 
policy-making  functions.  However,  none  of 
his  activities  may  be  of  such  a nature  as  to 
allow  an  unlicensed  entity  (the  corporation) 
to  use  his  license  for  the  practice  of  medicine 
in  this  State.  An  employee-employer  relation- 
ship, whereby  the  physician  treats  patients 
for  a corporation  or  other  unlicensed  entity 
is  thus  illegal. 

— Philip  R.  Overton,  LL.B., 
Austin,  General  Counsel, 
Texas  Medical  Association. 

History  of  Medicine  Prints 
Offered  for  Office  Walls 

“Founding  of  the  American  Medical  As- 
sociation”, one  of  a series  of  “A  History  of 
Medicine  in  Pictures”,  is  available  without 
cost  to  physicians  who  write  to  Miss  Pauline 
Duffield,  Texas  Medical  Association,  1801  N. 
Lamar,  Austin. 

The  full  color  print  measures  10  by  13 
inches  and  is  suitable  for  framing  and  hang- 
ing in  physicians’  offices,  waiting  rooms,  or 
examining  rooms. 

Copies  of  “Founding  of  the  American  Med- 
ical Association”  are  a gift  of  Parke-Davis  & 
Co.  Accompanying  each  print  is  a text  which 
gives  the  history  of  the  beginning  of  the 
AMA. 

Association  of  American  Physicians 
And  Surgeons,  Inc.,  to  Meet 

The  Association  of  American  Physicians 
and  Surgeons,  Inc.,  will  meet  in  Chicago, 
April  5-6,  at  the  LaSalle  Hotel.  Featured 
speaker  will  be  Congressman  Donald  C. 
Bruce  of  Indiana. 

Additional  information  may  be  obtained 
by  writing  to  Harry  E.  Northam,  executive 
director,  185  N.  Wabash,  Chicago  1. 

Nation's  Internists 
To  Convene  in  Denver 

Members  of  the  American  College  of  Phy- 
sicians will  convene  in  Denver,  on  April  1-5, 
to  hear  more  than  450  physicians  and  other 
medical  scientists  report  on  late  develop- 
ments in  the  diagnosis  and  treatment  of  in- 
ternal diseases. 

The  44th  Annual  Session  of  the  College, 
which  represents  more  than  11,500  special- 
ists in  internal  medicine  and  related  fields, 
will  include  a full  schedule  of  lectures,  panel 


discussions,  hospital  clinics,  color  television 
presentations,  and  sessions  on  basic  medical 
sciences  and  clinical  investigation. 

New  Books  in  TMA  Memorial  Library 

Ackerman,  L.  V.:  Tumors  of  Bone  and  Cartilage, 
Washington,  D.C.,  Armed  Forces  Institute  of  Path- 
ology, 1962. 

American  Neurological  Association:  Transactions 
of  the  American  Neurological  Association  1962,  vol. 
87,  New  York,  Springer  Publishing  Co.,  1962. 

Association  of  the  American  Physicians:  Transac- 
tions of  the  Association  of  the  American  Physicians, 
vol.  75,  Collingdale,  Pa.,  Dornan,  1962. 

Bibliography  of  Medical  Reviews,  vol.  5,  Washing- 
ton, D.C.,  National  Library  of  Medicine,  1960. 

Bockus,  H.  L. : Gastroenterology,  2nd  ed.,  Phila- 
delphia, W.  B.  Saunders  Co.,  1963. 

Carter,  J.  B.:  Fundamentals  of  Electrocardio- 
graphic Interpretation,  2nd  ed.,  Springfield,  Charles 
C Thomas,  1945. 

Castleman,  B. : Tumors  of  the  Thymus  Gland, 
Washington,  D.C.,  Armed  Forces  Institute  of  Path- 
ology, 1955. 

Ciba  Foundation  Study  Group  No.  13:  Resistance 
of  Bacteria  to  the  Penicillins,  Boston,  Little,  Brown 
and  Co.,  1962. 

Ciba  Foundation  Symposium:  Transplantation, 
Boston,  Little,  Brown  and  Co.,  1962. 

Clarke,  R.:  Modern  Trends  in  Accident  Surgery 
and  Medicine,  London,  Butterworth,  1959. 

Conference  on  Physicians  and  Schools,  1956-1962, 
Austin,  Texas  Medical  Association,  1962. 

Cooper,  I.  S.:  Parkinsonism,  Its  Medical  and  Sur- 
gical Therapy,  Springfield,  Charles  C Thomas,  1961. 

de  Haen,  P.:  Review  of  Drugs,  1941-1961,  United 
States,  Washington,  D.C.,  Pharmaceutical  Manu- 
facturers Association,  1962. 

Edmondson,  H.  A.:  Tumors  of  the  Liver  and  In- 
trahepatic  Bile  Ducts,  Washington,  D.C.,  Armed 
Forces  Institute  of  Pathology,  1958. 

Fluhmann,  C.  F.:  Medical  Treatment  in  Obstetrics 
and  Gynecology,  Baltimore,  The  Williams  & Wilkins 
Co.,  1951. 

Friedman,  N.  B.:  Tumors  of  the  Urinary  Blad- 
der, Washington,  D.C.,  Armed  Forces  Institute  of 
Pathology,  1959. 

Geigy,  D.:  Scientific  Tables,  6th  ed.,  Ardsley, 
N.Y.,  Geigy  Pharmaceutical  Division  of  Geigy 
Chemical  Corporation,  1962. 

Hertig,  A.:  Tumors  of  the  Female  Sex  Organs, 
Washington,  D.C.,  Armed  Forces  Institute  of  Path- 
ology, 1961. 

Hoffmann,  R.  G.:  Statistics  for  Medical  Students, 
Springfield,  Charles  C Thomas,  1963. 

Holt,  J.  F.,  et  ah,  Eds.:  Year  Book  of  Radiology, 
Chicago,  Year  Book  Medical  Publishers,  1963. 

Hughes,  J.  G.:  Svnopsis  of  Pediatrics,  St.  Louis, 
C.  V.  Mosby  Co.,  1963. 

Kernohan,  J.  W. : Tumors  of  the  Pituitary  Gland 
and  Infundibulum,  Washington,  D.C.,  Armed  Forces 
Institute  of  Pathology,  1956. 

Krantz,  V.  K. : Tumors  of  the  Pancreas,  Wash- 
ington, D.C.,  Armed  Forces  Institute  of  Pathology, 
1959. 

Lynch,  M.  J.,  et  al.:  Medical  Laboratory  Technol- 
ogy, Philadelphia,  W.  B.  Saunders  Co.,  1963. 

Rinkel,  M.:  Specific  and  Nonspecific  Factors  in 
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Psychopharmacology,  New  York,  Philosophical  Li- 
brary, 1963. 

Rockefeller  Foundation  Annual  Report,  1961,  New 
York,  Rockefeller  Foundation,  1961. 

Rogers,  J. : Endocrine  and  Metabolic  Aspects  of 
Gynecology,  Philadelphia,  W.  B.  Saunders  Co.,  1963. 

Ryan,  A.  J.:  Medical  Care  of  the  Athlete,  New 
York,  Blakiston  Division,  McGraw-Hill,  1962. 

Stewart,  H.  L.:  Transplantable  and  Transmissible 
Tumors  of  Animals,  Washington,  D.C.,  Armed  Forc- 
es Institute  of  Pathology,  1959. 

Stout,  A.  P. : Tumors  of  the  Esophagus,  Washing- 
ton, D.C.,  Armed  Forces  Institute  of  Pathology, 
1957. 

Warren,  R. : Surgery,  Philadelphia,  W.  B.  Saun- 
ders Co.,  1963. 

Wedeck,  H.  E.:  Dictionary  of  Erotic  Literature, 
New  York,  Philosophical  Library,  1962. 


Book  Notes 

Your  Weight  and  How  to  Control  It.  Morris  Fish- 
bein,  M.D.,  Ed.  172  pp.  Garden  City,  N.Y.  Double- 
day & Co.,  Inc.,  1963. 


Surgical  Practice  of  the  Lahey  Clinic.  Staff  of  the 

Lahey  Clinic,  Boston.  852  pp.  Philadelphia,  W.  B. 

Saunders  Co.,  1962.  $17. 

Not  a textbook  of  surgery,  this  book  tells 
actual  experiences  of  a group  of  specialists 
in  several  fields.  Included  are  articles  on  the 
surgical  treatment  for  diseases  of  the  central 
nervous  system,  head  and  neck,  breast,  chest, 
pancreas,  gastrointestinal  tract,  biliary  and 
genitourinary  tracts,  and  others.  The  opera- 
tive techniques  are  described  in  detail  and 
are  well  illustrated.  Each  contributor  writes 
about  a particular  type  of  clinical  surgery, 
describing  procedures  used  in  many  cases 
over  a long  period  of  time.  This  is  an  au- 
thoritative work,  broad  in  scope,  which  pro- 
vides a practical  and  dependable  guide  for 
surgeons. 

— John  S.  Stehlin,  Jr.,  M.D.,  Houston. 


Surgery  of  the  Chest.  John  H.  Gibbon,  Jr.,  M.D.,  Ed. 

879  pp.  Philadelphia,  W.  B.  Saunders  Co.,  1962. 

$27. 

A COMPREHENSIVE  work  of  35  authors,  the 
major  part  of  the  volume  is  arranged  with 
respect  to  anatomic  structures  and  organs 
into  33  chapters.  When  a disease  which  has 
been  discussed  in  detail  in  another  chapter  is 
mentioned  in  differential  diagnosis,  the  read- 
er, to  avoid  duplication  and  maintain  brevity, 
is  referred  to  the  full  discussion.  Each  chap- 
ter, with  one  exception,  gives  some  historical 
background  on  the  disease  or  pathologic 
state.  This  is  followed  by  discussion  of  signs 


and  symptoms,  diagnosis,  pathologic  fea- 
tures, surgical  technique,  results,  and  a bibli- 
ography. Contributors  are  mentioned  by 
name  and  date  throughout  the  discussion 
except  in  the  chapter  on  anesthesia  in  which 
the  author  does  not  mention  any  contribu- 
tors to  the  field  or  furnish  a bibliography. 
In  the  opinion  of  the  reviewer,  this  detracts 
from  the  value  of  this  chapter. 

Roentgen-ray  reproductions  and  other  il- 
lustrations are  good,  including  many  previ- 
ously published. 

Most  of  the  authors  have  made  original 
contributions  to  their  subjects.  Although 
some  brevity  is  required  to  cover  surgery  of 
the  chest  in  a single  volume,  the  old  and  new 
proven  procedures  are  discussed  adequately. 
The  first  chapters  give  an  excellent  review  of 
cardiorespiratory  physiology,  diagnostic  pro- 
cedure, preoperative  preparation,  anesthesia, 
incisions,  and  postoperative  management. 
The  chapters  on  chest  trauma,  chest  wall, 
pleura,  diaphragm,  mediastinum,  lung, 
esophagus,  and  thoracic  thoracolumbar  sym- 
pathectomy provide  a complete  review  of  the 
subjects,  including  recent  developments  in 
diagnosis  and  management. 

Twelve  chapters  are  devoted  to  cardio- 
vascular surgery.  The  field  is  developing  and 
changing  so  rapidly  that  an  accepted  proced- 
ure at  this  time  may  soon  be  abandoned  or 
altered.  However,  the  entire  subject,  includ- 
ing open  heart  surgery,  extracorporeal  cir- 
culation combined  with  hypothermia,  inter- 
nal cardiac  pacemakers,  and  prosthetic  heart 
valves,  is  brought  up  to  date.  The  numerous 
authors  have  evaluated  the  present  situation 
and  have  drawn  conclusions  based  on  their 
personal  experiences  and  that  of  their  col- 
leagues, all  pioneers  in  the  field. 

Very  little  space  is  devoted  to  closed  car- 
diac resuscitation,  yet  recent  evidence  indi- 
cates it  is  the  procedure  of  choice  in  most 
cases  of  cardiac  arrest.  The  use  of  pneumo- 
peritoneum in  diagnosis  of  traumatic  rupture 
of  the  right  diaphragm  is  not  mentioned.  Con- 
fusion exists  in  regard  to  the  lower  esopha- 
geal ring,  and  it  is  not  clarified  in  this  vol- 
ume. In  most  cases  it  is  nothing  more  than 
an  elevated  cardioesophageal  junction  asso- 
ciated with  a hiatus  hernia.  The  underwater- 
sealed  drainage  system  outlined  is  obsolete, 
complicated,  and  not  suitable  for  use  in  hos- 
pitals where  a trained  resident  staff  is  not 
available  at  all  times  to  manage  the  system. 
The  Gomco  thoracic  suction  pump  is  much 
more  satisfactory  for  general  use  than  the 
system  illustrated.  The  value  of  intermittent 
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positive  pressure  breathing  in  the  treatment 
of  postoperative  pulmonary  edema  is  not 
given  the  attention  it  deserves. 

On  the  whole,  the  book  is  a valuable  con- 


tribution to  the  literature  on  thoracic  sur- 
gery as  a review  of  chest  disease  problems 
encountered  in  practice. 

— Robert  E.  Carr,  M.D.,  Fort  Worth. 


Recent  Deaths 


DR.  M.  D.  LEVY 

Dr.  Moise  Dreyfus  Levy,  Houston  intern- 
ist, teacher,  author,  and  civic  and  religious 
leader,  died  at  his  home  Jan.  30,  1963.  He 
was  73. 

He  had  practiced  medicine  for  50  years, 
40  of  these  in  Houston.  Certified  by  the 
American  Board  of  Internal  Medicine  in 
1937,  Dr.  Levy  was  one  of  its  founders.  He 
was  a past  president  of  the  Harris  County 
Medical  Society  and  a fellow  and  past  gov- 
ernor of  the  American  College  of  Physicians. 
He  was  president  of  the  Texas  Medical  Re- 
search Foundation.  He  was  a member  of 
Alpha  Omega  Alpha  honorary  society.  Other 
memberships  included  American  Medical  As- 
sociation, Texas  Medical  Association,  South- 
ern Medical  Association,  Texas  Heart  Asso- 
ciation, American  Heart  Association,  Hous- 
ton Society  of  Internal  Medicine,  American 
Association  of  Railway  Surgeons,  Texas 
Club  of  Internists,  Academy  of  Internal 
Medicine,  Texas  Academy  of  Internal  Medi- 
cine, World  Medical  Association,  American 
Association  for  the  Advancement  of  Science, 
American  Society  of  Tropical  Medicine  and 
Hygiene,  and  the  Houston  Academy  of  Medi- 
cine. 

Dr.  Levy  was  assistant  professor  in  medi- 
cine from  1915  until  1922  at  the  University 
of  Texas  Medical  Branch,  Galveston.  He  was 
clinical  professor  at  Baylor  University  Col- 
lege of  Medicine,  Houston,  from  1943  to 
1954,  and  clinical  professor  emeritus  since 
1954. 

He  was  the  author  of  33  published  medical 
writings. 

As  a civic  leader,  one  of  Dr.  Levy’s  recent 
accomplishments  was  a sizeable  role  in  the 
organizational  work  and  construction  of  the 
great  Jesse  H.  Jones  Library  in  the  Texas 
Medical  Center  in  Houston.  While  president 
of  the  Harris  County  Medical  Society  in 
1957,  Dr.  Levy  led  the  V-Day  campaign,  a 
mass  Salk  polio  vaccine  inoculation  drive.  He 
was  a member  of  the  Rotary  Club.  He  was, 
for  many  years,  a member  of  the  executive 
board  of  the  Planned  Parenthood  Center  of 


Houston  and  was  awarded  the  first  Agnes 
Carter  Nelms  award  for  outstanding  service. 

Active  in  Jewish  affairs,  Dr.  Levy  founded 
and  was  twice  elected  president  of  the  Hous- 
ton Congregation  for  Reformed  Judaism.  He 
also  was  a regional  vice  president  of  the 
American  Council  for  Judaism.  He  was  a 
member  of  the  Congregation  Beth  Israel. 

Golf  was  among  his  hobbies. 

Born  in  Galveston  on  Sept.  4,  1889,  he  was 
the  son  of  a merchant  and  his  wife,  Leopold 
and  Justine  (Dreyfus)  Levy.  The  boy  grew 
up  in  Natchitoches,  La.,  where  he  attended 
school  and  later  the  Louisiana  State  Normal 
College. 

In  1913,  he  received  his  M.D.  degree  from 
the  University  of  Texas  Medical  Branch  in 
Galveston.  He  interned  at  St.  Louis  City  Hos- 
pital, St.  Louis,  and  served  a residency  at 
Philadelphia  General  Hospital,  Pa. 

After  two  years  in  the  United  States  Med- 
ical Corps  during  World  War  I,  he  returned 
to  Galveston  to  teach  at  his  alma  mater. 

In  1917,  Dr.  Levy  married  the  former 
Sara  Weill  of  Galveston. 

She  survives  him,  along  with  a son,  M.  D. 
Levy,  Jr.,  of  San  Antonio;  daughters,  Mrs. 
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Roy  Bennett,  Mrs.  Edward  Malewitz,  and 
Mrs.  Leonard  Robbins,  all  of  Houston ; broth- 
ers, Joe  Levy  of  Natchitoches  and  Raoul 
Levy  of  Baton  Rouge,  La. ; 16  grandchildren  ; 
two  nieces;  and  a nephew. 


DR.  S.  J.  McKINSEY 

A McAllen  physician  and  surgeon,  Dr.  S. 
Joe  McKinsey  died  at  his  home  Jan.  28,  1963. 
He  was  60. 

Dr.  McKinsey  was  born  at  Whitewright, 
Tex.,  July  9,  1902.  He  attended  public  schools 
there,  received  a bachelor  of  arts  degree 
from  Baylor  University,  Waco,  and  in  1926 
received  his  medical  degree  from  Baylor  Uni- 
versity College  of  Medicine,  then  located  in 
Dallas. 

After  interning  at  Scott  and  White  Hos- 
pital in  Temple,  Dr.  McKinsey  moved  to  Mc- 
Allen where  he  was  to  practice  for  the  rest 
of  his  life.  In  1950  he  limited  his  work  to 
office  practice. 

He  was  a member  of  the  American  Medi- 
cal Association,  the  Texas  Medical  Associa- 
tion, and  the  Hidalgo-Starr  Counties  Medi- 
cal Society. 

Active  in  the  First  Baptist  Church  of  Mc- 
Allen for  35  years,  Dr.  McKinsey  was  in- 
terested in  its  foreign  mission  program  and 
had  served  on  the  building  committee. 

Survivors  are  his  wife,  the  former  Sue 
King;  one  son,  Sam  J.  McKinsey,  Jr.,  of  Mc- 
Allen; a daughter,  Mrs.  W.  C.  Pannell  of 
Fort  Worth;  and  five  grandchildren. 


DR.  S.  J.  McKINSEY 


DR.  R.  W.  ZELLMER 

Maj.  Robert  W.  Zellmer,  USAF  MC,  was 
killed  Dec.  1,  1962,  in  an  automobile  accident 
in  Austin.  He  was  chief  of  the  Bionucleonics 
Department,  School  of  Aerospace  Medicine, 
Brooks  Air  Force  Base,  Tex. 

Dr.  Zellmer  entered  the  U.  S.  Air  Force 
in  1952  and  was  commissioned  a senior  flight 
surgeon.  He  was  flight  surgeon  and  base 
surgeon  at  Paine  AFB,  Wash.,  from  1952  to 
1954.  He  was  in  the  USAF  intensive  training 
program  in  mathematics  and  physics  at  the 
University  of  Washington,  Seattle,  from 
1954  to  1956.  He  came  to  Randolph  AFB, 
Tex.,  in  1956,  and  there  and  later  at  Brooks 
AFB  was  involved  in  research  and  teaching 
of  aviation  medicine  and  nuclear  medicine 
until  his  death. 

Dr.  Zellmer  was  born  March  25,  1923,  in 
Minneapolis,  Minn.,  the  son  of  John  William 
and  Gustava  (Josephs)  Zellmer.  He  was  mar- 
ried May  24,  1947,  to  Eva  Ruth  Ham  in  In- 
dianapolis, Ind. 

As  a child,  Dr.  Zellmer  attended  school  in 
Berkeley,  Calif.  His  undergraduate  college 
work  was  done  at  Pacific  Union  College, 
Angwin,  Calif. ; the  University  of  Wisconsin, 
Madison ; and  Indiana  University,  Blooming- 
ton. He  received  his  M.D.  degree  from  Ohio 
State  University,  Columbus,  in  1949. 

After  serving  an  internship  at  St.  Luke’s 
Hospital  in  Spokane,  Wash.,  he  entered  pri- 
vate practice  there  for  three  years. 

During  his  years  in  the  U.  S.  Air  Force, 
Major  Zellmer  attended  a number  of  service 
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schools  and,  in  addition,  earned  a bachelor 
of  science  degree  in  physics  and  a bachelor 
of  arts  degree  in  mathematics  at  the  Uni- 
versity of  Washington  and  a master  of  pub- 
lic health  degree  at  Harvard  University, 
Cambridge,  Mass.,  where  he  was  graduated 
cum  laude. 

He  was  a member  of  the  American  Medical 
Association,  Texas  Medical  Association,  Bex- 
ar County  Medical  Society,  Aerospace  Medi- 
cal Association,  American  Association  for  the 
Advancement  of  Sciences,  Association  of  Mil- 
itary Surgeons,  and  Society  of  Nuclear  Medi- 
cine. Formerly,  he  had  been  a member  of  the 
Washington  State  Medical  Association  and 
of  the  Spokane  County  (Wash.)  Medical  As- 
sociation. 

A member  of  Phi  Chi  medical  fraternity, 
Dr.  Zellmer  was  interested  in  hunting,  fish- 
ing, gardening,  and  sports  cars.  He  was  a 
Presbyterian. 

Survivors  include  his  wife;  a daughter, 
Nancy,  and  a son,  Karl  F.,  all  of  San  An- 
tonio ; his  parents  of  Oakland,  Calif. ; and 
two  sisters,  Mrs.  John  Everett  of  Cortez, 
Colo.,  and  Mrs.  E.  J.  Sweem  of  Oroville, 
Calif. 


DR.  W.  J.  GRABER 

Dr.  William  James  Graber,  Jr.,  died  Oct. 
5,  1962,  at  St.  Elizabeth  Hospital,  Beaumont, 
from  a coronary  attack.  A urologist  in  Beau- 
mont since  1936,  he  had  retired  in  1961. 
Death  came  at  the  age  of  64. 

Dr.  Graber  was  born  in  Brenham,  Aug.  26, 
1898.  His  parents  were  William  James  and 
Emily  (Steigley)  Graber.  He  attended  Bren- 
ham High  School  and,  in  1927,  received  a 
bachelor  of  science  degree  from  Texas  Agri- 
cultural and  Mechanical  College,  College  Sta- 
tion. His  M.D.  degree  was  conferred  by  Tu- 
lane  University  School  of  Medicine  in  1924. 

He  interned  at  Scott  and  White  Hospital 
in  Temple  and  remained  there  as  a resident 
until  1934  when  he  moved  to  Navasota  to 
enter  general  practice. 

A private  in  the  Army  during  World  War 
I,  Dr.  Graber  served  in  the  Medical  Corps  in 
World  War  II  from  1942  to  1946  and  at- 
tained the  rank  of  major.  Overseas  stations 
were  England  and  France. 

He  married  Lillie  Lucille  Vaughn  in  Bren- 
ham in  1930. 

He  was  a member  of  the  American  Medi- 
cal Association  and  had  been  elected  to  in- 
active membership  in  Texas  Medical  Associ- 
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ation  in  1962.  He  had  served  through  the 
Bell,  Grimes,  and  Jefferson  county  medical 
societies.  He  was  a member  of  the  Texas 
Urological  Society. 

A Lutheran,  his  hobbies  were  golf  and 
hunting. 

He  is  survived  by  his  wife;  a son,  Dr.  Wil- 
liam J.  Graber,  III,  of  Beaumont;  and  a 
brother  who  is  a dentist,  Dr.  Fred  H.  Graber 
of  Brenham. 


DR.  G.  W.  RICE 

Maj.  Gen.  George  W.  Rice  (Ret.),  70,  one- 
time city  manager  of  San  Antonio  and  for- 
mer Army  surgeon,  died  Dec.  8,  1962.  Death 
came  from  a heart  attack  experienced  while 
the  physician  was  at  his  home  playing  with 
his  granddaughter.  He  had  had  arterioscle- 
rotic heart  disease  with  old  myocardial  in- 
farction for  three  years. 

Following  a career  in  the  Army,  Dr.  Rice 
was  appointed  City  Health  Director  for  the 
City  of  San  Antonio  and  served  in  that  ca- 
pacity until  Aug.  12,  1954,  when  he  was  ap- 
pointed acting  city  manager.  Later,  he  was 
named  city  manager  and  served  until  1955 
when  he  resigned. 

Dr.  Rice  was  born  in  Cumberland,  Md.,  on 
Oct.  1,  1892.  He  attended  Baltimore  Poly- 
technic Institute,  1910-1912,  and  received  his 
M.D.  degree  from  the  University  of  Mary- 
land School  of  Medicine,  Baltimore,  on  June 
30,  1916.  He  immediately  joined  the  Mary- 
land National  Guard  and  was  commissioned 
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a first  lieutenant  in  the  Medical  Corps.  He 
went  into  federal  service  along  the  Mexican 
border  during  the  fight  against  Mexican  ban- 
dits headed  by  the  famed  Pancho  Villa. 

He  was  mustered  out  of  service  in  Janu- 
ary, 1917,  but  was  ordered  back  the  follow- 
ing October  and  served  in  Georgia  until  1918 


when  he  entered  the  regular  Army.  Thus  be- 
gan a long  Army  career  which  ended  with 
his  retirement  in  San  Antonio  in  1952. 

During  peacetime  he  had  served  as  an  in- 
structor and  was  sent  to  the  South  Pacific 
theater  following  the  onset  of  World  War 
II.  During  that  war  he  was  surgeon  of  the 
Eighth  Army  in  all  campaigns  to  recapture 
the  Philippine  Islands. 

His  decorations  included  the  Bronze  and 
Air  Medals,  the  Legion  of  Merit,  Army  Com- 
mendation Ribbon,  and  the  Distinguished 
Service  Medal. 

Following  World  War  II,  Dr.  Rice  served 
as  Army  surgeon  at  Fort  Meade,  Md.,  from 
1946  to  1948 ; chief  health  officer  in  the 
Panama  Canal  until  1952  when  he  was  as- 
signed to  Brooke  Army  Medical  Center  for 
purpose  of  retirement. 

He  was  a member  of  the  American  Medi- 
cal Association  and  the  Texas  Medical  Asso- 
ciation through  the  Bexar  County  Medical 
Society. 

In  November,  1917,  he  married  Miss  Mar- 
ian E.  Murphy  of  Washington,  D.C. 

She  survives  as  do  two  sons,  George  W. 
Rice,  Jr.,  and  Robert  M.  Rice,  both  of  San 
Antonio ; and  five  grandchildren. 


Coming  Meetings 


American  Medical  Association,  Annual  Meeting,  Atlantic  City,  June 
16-20,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 


Current  Meetings 

March 

Texas  Division,  American  Cancer  Society,  Austin,  March  20,  1963. 

Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
American  Academy  of  General  Practice,  Chicago,  March  29-April  5. 
1963.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas  City 
12.  Exec.  Sec. 

American  College  of  Allergists,  New  York,  March  24-29,  1963.  Dr. 

John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 
Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  22- 
24,  1963.  Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Texas  Surgical  Society,  Houston,  March  31-ApriI  2,  1963-  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Tuberculosis  Association,  Austin,  March  16-17,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  18-20, 
1963.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dalits, 
Sec. 


April 

American  Academy  of  Pediatrics,  Los  Angeles,  April  22-24,  1963- 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 

American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  College  of  Obstetricians  and  Gynecologists,  New  York, 
April  21-24,  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3,  Exec.  Sec. 


American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18, 
1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Surgical  Association,  Phoenix,  April.  3-5,  1963.  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  5-6,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation,  Los 
Angeles,  April  21-25,  1963-  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Surgical  Congress,  Mexico  City,  April  22-25,  1963.  Dr. 

R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 

Texas  Air-Medics  Association,  Dallas,  April  27-28,  1963.  Dr.  C.  F. 
Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April  28, 
1963.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29, 
1963-  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April 
28,  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Dermatological  Society,  Dallas,  April  28-30,  1963.  Dr.  M.  A. 

Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Heart  Association,  Dallas,  April  26-27,  1964.  Mr.  E.  T.  Guy, 
2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Neuropsychiatric  Association,  Dallas,  April  27-30,  1963.  Dr. 
E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 
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Texas  Ophthalmological  Association,  Dallas,  April  28-30,  1963-  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris.  Sec. 

Texas  Orthopedic  Association,  Dallas,  April  29,  1963-  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Donor’s  Bldg.,  Fort  Worth,  Sec. 
Texas  Pronologic  Society,  Fort  Worth,  April  27,  1963.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963- 
Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Dallas,  April  29, 
1963-  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas,  April  29,  1963-  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April  27,  1963.  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Examination, 
Austin,  Dallas,  Houston,  Galveston,  April  5-6,  1963-  Mrs.  Maria 
P.  Hathaway,  1012  State  Office  Bldg.,  Austin.  Exec.  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28,  1963.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  April  29-May  2,  1963-  Dr.  U.  Blanco,  El  Paso,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  Montreal,  March  12-14,  1963.  Mr. 

J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 
American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30-Dec.  5, 
1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New  York 
City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St„  S.W., 
Rochester,  Minn.,  Sec. 

American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21, 
Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  of  Plastic  Surgeons,  Washington,  D.C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963.  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  13-17, 
1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  College  of  Gastroenterology,  Washington,  D.C.,  Oct.  20-23, 
1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 
American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964.  Mr. 

W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Francisco, 
Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  40  East  Erie,  Chicago, 
Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Dallas, 
Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michigan,  Chi- 
cago 2,  Exec.  Dir. 

American  Gynecological  Society,  New  Orleans,  May  13-15,  1963. 

Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo.,  Nov. 
11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963.  Mr. 

J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29-Oct.  5, 
1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago  11, 
Mgr. 

Medical  Society  of  United  States  & Mexico  Dr.  C.  Kalil,  200  East 
Monterey  Way,  Phoenix,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22,  1963. 

Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Dallas,  March  1-2,  1963. 

L R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963.  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12,  1963. 
Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 


Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963.  Dr. 

Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905  5th 
Avenue,  Fort  Worth,  Sec. 

State 

Texas  Academy  of  General  Practice,  San  Antonio,  On.  23-26,  1963. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15,  1963. 

Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr.  F.  L. 

Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth, 
Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Public  Health  Association.  J.  N.  Murphy,  Jr.,  P.O.  Box  5192, 
Austin  31,  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O'Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  Austin,  July  24-26,  1963.  D.  Pres- 
ton, 3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Galveston.  Dr.  J.  Kemper,  6655 
Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Dallas,  May,  1963.  Dr.  L.  Dufloc, 
173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston,  Dec. 

6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  24-26, 
1963-  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Urological  Society,  Austin,  1964.  Dr.  B.  C.  Bates,  1108 
Nueces,  Austin,  Sec. 

District 

First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R Gad- 
dis, 1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1963.  Dr. 

S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 
Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb,  421  S.  Oak. 

La  Marque,  Sec. 

Ninth  District  Society. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon. 

Ft.  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves.  Naples.  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-l, 
Medical  Center,  Denison,  Chm. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E.  Cockrell, 
Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8. 
1963-  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J 
Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston.  July  18-20, 
1963-  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library  Bldg., 
Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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SERVICES 


Registration,  Information,  and  Messages 

Registration  desks  will  be  open  daily  Saturday 
through  Tuesday,  April  27-30,  8 a.m.  to  5:30  p.m.  in 
the  Lobby  of  the  Adolphus  Hotel.  In  addition  to 
these  hours,  a registration  desk  will  be  open  from 
6:30  to  8 p.m.,  Saturday,  April  27,  in  the  Terrace 
Room  Lobby  of  the  Baker  Hotel. 

Information  may  be  obtained  from  the  registration 
desk  or  from  the  Message  Center  (Ballroom  Check 
Room,  Adolphus  Hotel).  The  Message  Center  will 
accept  emergency  messages  for  physicians  and  will 
post  lists  of  those  receiving  such  messages  in  the 
meeting  areas  of  the  headquarters  hotels.  Physicians 
are  asked  to  encourage  their  office  staffs,  families, 
and  patients  to  keep  their  calls  to  the  Message 
Center  at  a minimum  and  to  check  with  their  offices 
and  homes  at  intervals  to  receive  any  messages. 

The  Dallas  County  Medical  Assistants  Association 
will  assist  in  information  and  messenger  service  to 
physicians  throughout  the  session. 

Business,  social,  and  educational  sessions  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Associa- 
tion will  be  held  at  the  Statler  Hilton  Hotel. 

The  Texas  Medical  Association  will  maintain  an  of- 
fice in  Room  301  of  the  Baker  Hotel  (Stenographer’s 
Room).  Mail  and  telegrams  may  be  addressed  in 
care  of  the  Texas  Medical  Association,  Baker  Hotel, 
Dallas,  during  the  period  of  the  annual  session. 


Presidents-Elect 
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First  Aid  Station 


Adolphus  Hotel 


A first  aid  station  will  be  maintained  throughout 
the  Annual  Session  in  Parlor  722,  Adolphus  Hotel. 
Dr.  Samuel  R.  Brown,  Dallas,  is  in  charge.  Staff  and 
equipment  will  be  furnished  by  Methodist  Hospital, 
Dallas,  and  A.  S.  Aloe  Company,  Division  of  Bruns- 
wick, St.  Louis.  Dougherty  Pharmacies,  Dallas,  will 
furnish  drugs. 


Press  Room  and  TMA  Action 

A Press  Room  will  be  maintained  in  Rooms  1142- 
1143  of  the  Adolphus  Hotel. 

Headquarters  for  TMA  Action  newsbulletin  will  be 
in  Room  1145  of  the  Adolphus  Hotel. 


Stenographers 

A Stenographers’  Room  will  be  set  up  in  Room  301 
of  the  Baker  Hotel.  Stenographic  service  will  be  fur- 
nished for  Association  business  upon  request  at  the 
Message  Center  in  the  Adolphus  Hotel. 


Equipment 

Requests  and  problems  involving  equipment  for 
meeting  rooms  may  be  directed  to  Room  302  of  the 
Baker  Hotel  or  to  Room  956  of  the  Adolphus  Hotel. 


HOTELS  AND  MOTELS 

The  Adolphus  Hotel  (1321  Commerce  Street)  and 
the  Baker  Hotel  (1400  Commerce  Street)  have  been 
designated  co-headquarters  hotels  for  the  Associa- 
tion. The  Statler  Hilton  Hotel  (1914  Commerce)  will 
serve  as  Auxiliary  headquarters. 

In  addition  to  the  headquarters  hotels,  a partial  list 
of  hotels  and  motels  housing  Association  and  Auxil- 
iary members  is  given  below: 

Executive  Inn,  3232  West  Mockingbird  Lane 


Ballroom  Check  Room, 
Lobby  Floor 

Cactus  Room,  21st  Floor 
Century  Room,  Lobby 
Floor 

Civic  Centers  I,  II,  and 
III,  Ninth  Floor 
Danish  Room,  15th  Floor 
French  Room,  Lobby 
Floor 

Grand  Ballroom,  Lobby 
Floor 


North  Room,  15th  Floor 
Parlors  A-B-C-D-E-F-G, 
Sixth  Floor 
Parlors  722,  756,  762, 
Seventh  Floor 
Regency  Room,  Lobby 
Floor 

Roof  Garden,  15th  Floor 
Room  956,  Ninth  Floor 
Rooms  1142-43-45,  11th 
Floor 


Baker  Hotel 

With  exception  of  those  indicated,  all  meeting  rooms 
are  located  on  Mezzanine: 


Banquet  Rooms  1,  2,  3, 
4,  and  5 
Camellia  Room 
Crystal  Ballroom 
Crystal  Ballroom 

Balcony,  Third  Floor 
Crystal  Ballroom  Foyer 
English  Room 
Fiesta  Room,  17th  Floor 
Lounge  Room 


Rooms  301,  302,  304, 
310,  Third  Floor 
Rooms  430,  432,  434, 
Fourth  Floor 
Room  901,  Ninth  Floor 
Tally  Ho  Room 
Terrace  Room,  17th 
Floor 

Texas  Room 


Statler  Hilton  Hotel 

With  exception  of  those  indicated,  all  meeting  rooms 
are  located  on  Mezzanine: 

Ballrooms — Grand,  Junior,  and  Ballroom  Assembly 
Bluebonnet  Room 
El  Corrallito 

Embassy  Ballroom,  Embassy  East,  and  Embassy 
West 

Gold  Room 
Mustang  Room 

Rooms  401,  410,  and  414,  Fourth  Floor 
Silver  Room 


SPECIAL  PROGRAMS 


Holiday  Inn  of  Dallas  Central,  4070  North  Cen- 
tral Expressway 

Marriott  Motor  Hotel,  2101  Stemmons  Freeway 
Southland  Hotel,  102  Murphy 

LOCATION  OF  EXHIBIT  AREAS 
AND  MEETING  ROOMS 
OF  HEADQUARTERS  HOTELS 

Scientific  Exhibit  Areas 

Crystal  Ballroom,  Crystal  Ballroom  Foyer,  and 
Lounge  Room,  Baker  Hotel 

Technical  Exhibit  Areas 

Grand  Ballroom,  Regency  Room,  North  Room,  and 
15th  Floor  Foyer,  Adolphus  Hotel 


In  conjunction  with  the  programs  of  the  scientific 
sections  and  related  organizations,  five  special  pro- 
grams will  be  offered: 

Conference  of  Texas  Heart  Association,  “Cardiovas- 
cular Rehabilitation  Conference”,  Friday,  6:30 
p.m.,  and  Saturday,  8:45  a.m.-6  p.m.,  Baker  Ho- 
tel. 

Clinical  Jam  Session  (case  discussions  by  seven 
guest  speakers  before  Joint  Meeting  of  Sections 
on  Digestive  Diseases,  Internal  Medicine,  Path- 
ology, Radiology,  and  Surgery),  2:15-5  p.m., 
Tuesday,  Regency  Room,  Adolphus  Hotel. 

Curbstone  Consultations  (informal  round-table  dis- 
cussions on  topics  in  ten  medical  specialties), 
Monday,  8-9:30  p.m.,  Terrace  Room,  Baker  Ho- 
tel. 

Seminar  of  Texas  Academy  of  General  Practice, 
“Reincarnation  Through  Rehabilitation”,  Sun- 
day, 12:30-6  p.m.,  Regency  Room,  Adolphus 
Hotel. 
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Symposium  on  Nuclear  Medicine,  “Radiation  Prob- 
lems of  Aerospace  Medicine”,  Sunday,  2-4  p.m., 
Texas  Room,  Baker  Hotel. 


CLOSED-CIRCUIT 
TELEVISION  PRESENTATIONS 

Two  annual  session  topics  by  guest  speakers  will  be 
presented  via  closed-circuit  television  to  registrants. 
Eidophor,  the  large-screen,  color  system  developed 
by  Ciba  Pharmaceutical  Company,  Summit,  N.J., 
will  be  utilized  to  transmit  the  papers  of  Dr.  Meyer 
A.  Perlstein,  Chicago,  and  Dr.  Harvey  Blank,  Miami. 

Monday  at  11  a.m.,  in  a general  meeting  session,  Dr. 
Perlstein  will  present  and  discuss  patients  in  “A 
Clinical  Approach  to  Cerebral  Palsy”.  Dr.  Blank  will 
present  patients  with  “Problems  in  Cutaneous  Medi- 
cine” Tuesday,  4 p.m.,  before  the  Section  on  General 
Practice.  Both  television  presentations  may  be  seen 
in  the  Crystal  Ballroom,  Baker  Hotel.  By  a two-way 
audio  system,  the  audience  will  be  given  an  oppor- 
tunity to  direct  questions  to  the  guest  speakers 
regarding  the  patients. 


ENTERTAINMENT 

Luncheons 

The  Association  will  sponsor  two  luncheons  during 
the  annual  session.  The  General  Meeting  Luncheon 
will  be  held  on  Monday  and  the  Annual  Luncheon 
and  Installation  of  Officers  will  be  held  on  Tuesday. 
Both  luncheons  will  be  held  at  12:30  p.m.  in  the 
Terrace  Room  of  the  Baker  Hotel.  Members  of  the 
Association  and  Auxiliary  and  guests  are  invited. 
Tickets  will  be  required  for  admittance,  and  they 
will  be  on  sale  at  $3  each  at  the  registration  desk 
in  the  lobby  of  the  Adolphus  Hotel. 

Annual  Dinner-Dance 

A dinner  and  dance  sponsored  by  the  Texas  Medical 
Association  for  the  Association  and  Auxiliary  mem- 
bership and  their  guests  will  be  held  Tuesday  at  8 
p.m.  in  the  Grand  Ballroom  of  the  Statler  Hilton 
Hotel.  A1  Nilsen  and  His  Orchestra  will  be  featured. 
Tickets  at  $8.50  each  (not  including  setups)  will  be 
on  sale  at  the  registration  desk  in  the  lobby  of  the 
Adolphus  Hotel.  They  may  be  bought  in  advance 
through  Mr.  E.  Maxwell  Jones,  Business  Manager, 
Texas  Medical  Association,  1801  North  Lamar  Bou- 
levard, Austin.  Checks  should  be  made  payable  to 
Texas  Medical  Association.  Dress  is  optional. 

The  dinner-dance  will  be  preceded  by  fraternity  par- 
ties. 

Past  Presidents  Association  and  Fifty  Year  Club 

The  Past  Presidents  Association  will  have  a reserved 
table  at  the  General  Meeting  Luncheon  on  Monday 
and  the  Fifty  Year  Club  a reserved  table  at  the  An- 
nual Luncheon  and  Installation  of  Officers  on  Tues- 
day. Both  luncheons  will  be  held  at  12:30  p.m.  in 
the  Terrace  Room  of  the  Baker  Hotel.  Tickets  at  $3 


each  will  be  on  sale  at  the  registration  desk  in  the 
lobby  of  the  Adolphus  Hotel. 

Alumni  Events 

Alumni  receptions  and  banquets,  scheduled  for  Sat- 
urday, are  being  arranged  under  the  general  direc- 
tion of  Dr.  William  H.  Pickett  of  Dallas.  Tickets  will 
be  on  sale  in  the  registration  area.  Events  planned, 
together  with  location,  time,  and  person  in  charge, 
are  as  follows: 

Tulane  University  School  of  Medicine,  Silver 
Room,  Statler  Hilton  Hotel,  7 p.m.  Reception 
and  banquet  sponsored  by  Tulane  University 
School  of  Medicine  Alumni  Association.  Dr.  Jack 
B.  Griffin,  4206  Swiss,  Dallas,  in  charge. 

University  of  Texas  Medical  Branch,  Roof  Gar- 
den, Adolphus  Hotel,  6:30  p.m.  Reception  and 
banquet  sponsored  by  University  of  Texas  Medi- 
cal Branch  Alumni  Association.  Miss  Mildred 
M.  Robertson,  University  of  Texas  Medical 
Branch  Alumni  Association,  Galveston;  and  Dr. 
William  H.  Pickett,  922  Medical  Arts  Building, 
Dallas,  in  charge. 

University  of  Texas  Southwestern  Medical 
School,  Century  Room,  Adolphus  Hotel,  7 p.m. 
Dinner,  dance,  and  floor  show  sponsored  by  Dal- 
las alumni.  Tickets  at  $8  each  available  in  ad- 
vance from  Dr.  Allen  M.  Fain,  621  Hustead 
Drive,  Duncanville,  Texas. 

Class  Reunions 

Class  reunions,  scheduled  for  Saturday  and  Sunday 
at  6:30  p.m.,  are  being  arranged  under  the  general 
direction  of  Dr.  William  H.  Pickett  of  Dallas. 

Tickets  will  be  on  sale  in  the  registration  area. 
Events  planned,  together  with  location  and  person 
in  charge,  are  as  follows: 

Baylor  University  College  of  Medicine,  Class  of 
1938,  dinner,  Sunday,  French  Room,  Adolphus 
Hotel.  Sponsored  by  Dallas  alumni.  Dr.  Dale  J. 
Austin,  1008  North  Washington,  Avenue,  Dallas, 
in  charge. 

University  of  Texas  Medical  Branch,  Class  of 
1943,  cocktail  party,  Saturday,  Danish  Room, 
Adolphus  Hotel.  Dr.  Dor  W.  Brown,  Jr.,  109 
South  Adams  Street,  Fredericksburg;  and  Dr. 
Adolph  F.  Kauffmann,  707  Fifth  Avenue,  Fort 
Worth,  in  charge. 

University  of  Texas  Medical  Branch,  Class  of 
1953,  reception,  Sunday,  Texas  Room,  Baker  Ho- 
tel. Dr.  Edward  White,  712  North  Washington, 
Dallas,  in  charge. 

Fraternity  Parties 

Fraternity  parties  are  planned  from  6:30  to  7:30 
p.m.,  Tuesday,  in  the  Statler  Hilton  Hotel,  immedi- 
ately preceding  the  Annual  Dinner-Dance.  Tickets 
will  be  on  sale  in  the  registration  area.  Dr.  William 
H.  Pickett  of  Dallas  is  general  chairman  for  these 
events.  Individual  receptions,  location  of  receptions, 
and  the  Dallas  physician  making  arrangements  fol- 
low: 
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Alpha  Kappa  Kappa,  Silver  Room,  Dr.  Tom  M. 
Nash  (720  Medical  Arts  Building). 

Nu  Sigma  Nu,  Bluebonnet  Room,  Dr.  George  A. 
Balia  (406  Medical  Arts  Building). 

Phi  Beta  Pi,  Mustang  Room,  Dr.  Charles  L. 
Bloss  (Box  17330). 

Phi  Chi,  Gold  Room,  Dr.  James  Holman  (Medi- 
cal Arts  Building). 

Phi  Rho  Sigma,  Room  401,  Dr.  Donald  A.  Suth- 
erland (4033  Lawther  Drive). 

Phi  Delta  Epsilon,  Room  410,  Dr.  Jacob  H.  Rob- 
bins (354  Hillside  Village). 

Theta  Kappa  Psi,  Room  414,  Dr.  James  K. 
Peden  (Box  17330). 

Women  Physicians 

Texas  Women  Physicians  will  meet  at  7:30  a.m., 
Tuesday,  in  the  English  Room  of  the  Baker  Hotel 
for  breakfast.  Tickets  will  be  on  sale  in  the  regis- 
tration area.  Dr.  Katharine  P.  Bennett,  Dallas,  is 
making  arrangements. 

Scott  and  White  Alumni  Association 

A cocktail  party  is  planned  for  the  Scott  and  White 
Alumni  Association  on  Tuesday  at  6:30  p.m.  in  Em- 
bassy West  of  the  Statler  Hilton  Hotel.  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  is  mak- 
ing arrangements. 

Sports 

A golf  tournament  will  be  held  at  the  Glen  Lakes 
Country  Club,  9500  North  Central  Expressway,  Dal- 
las, Monday.  Information  regarding  the  tournament 
is  given  below: 

Teetime:  8 a.m.  to  1 p.m.  Arrangements  for 
specific  times  may  be  made  at  the  pro-shop. 
Physicians  will  make  up  own  foursomes. 

Cost:  Fee  of  $6.00  includes  green  fees  and 
prizes. 

Rules  of  Play:  USGA  Rules. 

Prizes:  Will  be  awarded  between  5 and  6 p.m., 
following  completion  of  play.  Gross  and  net 
winners  must  be  present  to  receive  their 
prizes. 

Handicap  Rules:  Players  presenting  certified 
handicaps  signed  by  their  home  professional 
will  play  in  handicap  tournament.  Others  will 
enter  Calloway  flight. 

Equipment:  Members  are  encouraged  to  bring 
own  clubs.  Caddies  and  electric  carts  will  be 
available. 

Dr.  B.  C.  Halley,  3707  Gaston  Avenue,  Dallas,  is 
chairman  in  charge  of  sports  events  and  is  handling 
arrangements  for  the  golf  tournament. 

A skeet  shoot  may  be  offered  during  the  annual 
session,  if  enough  interest  in  the  event  is  indicated. 
Physicians  interested  in  pai’ticipating  in  a skeet 


shoot  may  contact  Dr.  M.  M.  Scurry,  3710  Swiss, 
Dallas. 

Information  on  the  sports  program  will  be  avail- 
able in  the  registration  area  in  the  lobby  of  the 
Adolphus  Hotel. 


BUSINESS  ACTIVITIES 

House  of  Delegates 

The  three  sessions  of  the  House  of  Delegates  will 
be  held  as  follows  in  the  Terrace  Room  of  the  Baker 
Hotel: 

Saturday,  7:30  p.m. 

Sunday,  7:30  p.m. 

Tuesday,  8:30  a.m. 

A luncheon  for  the  House  of  Delegates  will  be  held 
at  12  noon  on  Sunday  in  the  Terrace  Room  of  the 
Baker  Hotel. 

The  agenda,  with  reports  and  resolutions  available 
at  press  time  and  a list  of  officers  and  committees, 
are  included  in  a Handbook  for  Delegates  and  may 
be  obtained  by  others  upon  request.  All  members  of 
the  Association  may  attend  meetings  of  the  House 
but  may  not  participate  in  discussion  or  voting  un- 
less they  are  designated  as  delegates.  However,  all 
members  of  the  Association  have  the  privilege  of 
appearing  before  reference  committees  of  the  House 
of  Delegates  in  support  of  or  in  opposition  to  any 
proposal. 

Reference  Committees 

Reference  Committees  will  hold  their  first  meetings 
to  consider  business  assigned  to  them  by  the  Speak- 
er of  the  House  of  Delegates  at  9 a.m.  Sunday.  Ad- 
ditional meetings  will  be  at  such  other  times  as  the 
chairmen  of  the  committees  find  necessary.  Meeting 
places  other  than  for  the  first  meetings  will  be  as- 
signed at  the  Message  Center  in  the  Adolphus  Ho- 
tel. Committee  chairmen  are  urged  to  inform  the 
Message  Center  staff  when  they  have  called  meet- 
ings so  that  inquiries  may  be  answered. 

Meetings  of  reference  committees  Sunday  at  9 a.m. 
will  be  held  in  the  Baker  Hotel  as  follows: 

Constitution  and  By-Laws,  Banquet  Room  4. 
Legislation  and  Public  Relations,  Camellia 
Room. 

Medical  Service  and  Insurance,  Banquet  Room  5. 
Miscellaneous  Business,  Banquet  Room  1. 
Reports  of  Officers  and  Committees,  Banquet 
Room  3. 

Scientific  Work,  Banquet  Room  2. 

Board  of  Trustees,  Room  901. 

Board  of  Councilors,  Crystal  Ballroom  Balcony. 

Chairmen  of  reference  committees  are  asked  to  at- 
tend a breakfast  meeting  with  the  Speaker  of  the 
House  of  Delegates  at  7:30  a.m.  Sunday  in  the  Texas 
Room  of  the  Baker  Hotel  to  discuss  procedures  and 
expedite  business. 

Board,  Council,  and  Committee  Meetings 

A number  of  Texas  Medical  Association  board,  coun- 
cil, and  committee  meetings  are  being  scheduled 
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during  the  annual  session.  Those  scheduled  at  press 
time  follow: 


Friday 
5:00  p.m. 

6:30  p.m. 
6:30  p.m. 

7:00  p.m. 
7:30  p.m. 

Saturday 
7:30  a.m. 

7:30  a.m. 

9:00  a.m. 
9:00  a.m. 
9:30  a.m. 
9:30  a.m. 
10:00  a.m. 
10:00  a.m. 
10:00  a.m. 
10:00  a.m. 
10:00  a.m. 
11:00  a.m. 
1:30  p.m. 
2:30  p.m. 
4:00  p.m. 

Sunday 

10:00  a.m. 

10:00  a.m. 
10:00  a.m. 
10:00  a.m. 
11:00  a.m. 
2:30  p.m. 
6:30  p.m. 

Monday 


Committee  on  Military  and  Veterans 
Affairs,  Parlor  756,  Adolphus  Hotel. 

Board  of  Trustees  (dinner),  Room  901, 
Baker  Hotel. 

Committee  for  American  Medical  Asso- 
ciation Education  Research  Founda- 
dation  (dinner),  Parlor  B,  Adolphus 
Hotel. 

Committee  on  Health  Insurance  (din- 
ner), Parlor  C,  Adolphus  Hotel. 

Committee  on  Cardiovascular  Disease, 
Parlor  F,  Adolphus  Hotel. 


Committee  on  Professional  Insurance 
(breakfast),  Tally  Ho  Room,  Baker 
Hotel. 

Delegates  to  American  Medical  Associa- 
tion (breakfast),  Civic  Center  III, 
Adolphus  Hotel. 

Committee  on  Liaison  with  State  Bar 
of  Texas,  Parlor  A,  Adolphus  Hotel. 

Committee  on  Mental  Health,  Banquet 
Room  4,  Baker  Hotel. 

Committee  on  Disaster  Medical  Care, 
Banquet  Room  5,  Baker  Hotel. 

Council  on  Medical  Jurisprudence,  Par- 
lor C,  Adolphus  Hotel. 

Committee  on  Aging,  Parlor  B,  Adol- 
phus Hotel. 

Committee  on  Cancer,  Camellia  Room, 
Baker  Hotel. 

Committee  on  Public  Health,  Parlor  F, 
Adolphus  Hotel. 

Council  on  Constitution  and  By-Laws, 
Parlor  E,  Adolphus  Hotel. 

Council  on  Public  Relations  and  Public 
Service,  Parlor  G,  Adolphus  Hotel. 

Council  on  Medical  Service  and  Insur- 
ance, Parlor  D,  Adolphus  Hotel. 

Council  on  Medical  Education  and  Hos- 
pitals, Parlor  A,  Adolphus  Hotel. 

Council  on  Scientific  Advancement,  Par- 
lor B,  Adolphus  Hotel. 

Committee  on  Tuberculosis,  Parlor  F, 
Adolphus  Hotel. 


Committee  on  Contract  Medicine,  Par- 
lor G,  Adolphus  Hotel. 

Committee  on  Medical  Careers,  Parlor 
F,  Adolphus  Hotel. 

Committee  on  Scientific  Exhibits,  Par- 
lor B,  Adolphus  Hotel. 

Committee  on  Workmen’s  Compensation 
Insurance,  Parlor  E,  Adolphus  Hotel. 

Council  on  Annual  Session,  Tally  Ho 
Room,  Baker  Hotel. 

Committee  on  Rural  Health,  Parlor  E, 
Adolphus  Hotel. 

Committee  on  Medical  History  (dinner), 
Civic  Center  III,  Adolphus  Hotel. 


8:30  a.m.  Texans  for  Political  Action  Committee, 
Parlor  B,  Adolphus  Hotel. 

10:00  a.m.  Committee  on  School  Health,  Camellia 
Room,  Baker  Hotel. 

Tuesday 

8:00  a.m.  Committee  on  Maternal  Mortality,  Ca- 
mellia Room,  Baker  Hotel. 

Blue  Cross-Blue  Shield  Luncheon 

Blue  Cross-Blue  Shield  of  Texas  will  have  a lunch- 
eon for  members  of  the  House  of  Delegates  on  Sun- 
day at  12  noon  in  the  Terrace  Room  of  the  Baker 
Hotel.  Mr.  W.  R.  McBee,  executive  director,  Dallas, 
is  in  charge  of  arrangements. 

The  Honorable  John  Connally,  Governor  of  the  State 
of  Texas,  will  be  guest  speaker.  Registrants  of  the 
Annual  Session  are  invited  to  hear  the  address  be- 
ginning at  12:45  p.m. 


ANNUAL  SESSION  COMMITTEES 


The  Council  on  Annual  Session,  which  has  coordi- 
nated plans  for  the  Annual  Session  consists  of  Drs. 
Herman  C.  Sehested,  Fort  Worth,  Chairman;  Mavis 
P.  Kelsey,  Houston;  Dennis  M.  Voulgaris,  Wharton; 
Max  E.  Johnson,  San  Antonio;  John  P.  McGovern, 
Houston;  George  W.  Waldron,  Houston,  President 
(ex  officio)  ; and  Mr.  C.  Lincoln  Williston,  Austin, 
Executive  Secretary  (ex  officio).  Mrs.  Dale  Willi- 
mack,  Austin,  serves  as  Staff  Coordinator  of  An- 
nual Session. 

The  Committee  on  General  Arrangements  for  the 
1963  Annual  Session,  all  members  from  the  Dallas 
County  Medical  Society,  includes  Drs.  Lester  H. 
Quinn,  Chairman;  Guy  T.  Denton,  Jr.,  Vice  Chair- 
man; Ben  A.  Merrick;  Elgin  W.  Ware,  Jr.;  and 
Harold  C.  Boehning.  Sub-committee  chairmen  (all 
from  Dallas)  are  listed  below: 

Dr.  W.  H.  Pickett  (alumni  and  fraternities) 
Dr.  Jabez  Galt  (entertainment) 

Dr.  Samuel  R.  Brown  (first  aid) 

Dr.  Allen  Crenshaw,  Jr.  (information) 

Dr.  T.  Haynes  Harvill  (memorial  service) 

Dr.  Tom  E.  Smith  (public  lectures) 

Dr.  Don  G.  Harrel  (publicity) 

Dr.  Wallace  H.  Bassett  (scientific  exhibits) 

Dr.  B.  C.  Halley,  Jr.  (sports) 

Dr.  Kenneth  Foree,  III  (technical  exhibits) 

Texas  Medical  Association  staff  members  assisting 
with  phases  of  the  Annual  Session  include:  Mr.  Don- 
ald M.  Anderson,  Assistant  Executive  Secretary, 
hotels  and  equipment;  Mr.  Jon  Hornaday,  publicity 
and  public  relations;  Mr.  Dale  Werner,  scientific 
exhibits;  Mr.  Gene  R.  Dillard,  technical  exhibits; 
and  Miss  Pauline  Duffield,  memorial  service  and 
film  program. 

Dr.  Coleman  Jacobson,  Dallas,  and  Dr.  Edward  M. 
Krusen,  Dallas,  have  assisted  with  securing  patients 
and  equipment  for  the  closed-circuit  television  pres- 
entations. 


7:30  a.m.  Committee  on  Nutrition  (breakfast), 
Tally  Ho  Room,  Baker  Hotel. 


Mrs.  Joseph  L.  Knapp  of  Dallas  is  convention  chair- 
man for  the  Woman’s  Auxiliary. 
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ALSO  WATCH  FOR 


TMA  Action  newsbulletin  to  be  distributed  at  the 
session. 

Memorial  Service  program,  with  names  of  those  paid 
tribute,  to  be  distributed  at  the  service. 

Handbook  for  Delegates,  containing  agenda  of  House 
of  Delegates,  annual  reports  of  committees,  and  offi- 
cer and  committee  list,  available  for  distribution  at 
registration. 

Woman’s  Auxiliary  Program,  containing  convention 
details,  to  be  distributed  at  Auxiliary  registration. 


Speakers 


GUEST  SPEAKERS 


Dr.  Ralph  A. 
Deterling,  Jr. 

Professor  and  Chairman,  De- 
partment of  Surgery,  Tufts 
University  School  of  Medi- 
cine, Boston,  Mass. 


Occlusive  Disease  of  the  Peripheral  and  Visceral  Arteries,  Sec- 
tion on  Surgery,  Monday,  3-3:30  p.m. 

The  Mechanics  and  Value  of  Assisted  Circulation,  Section  on 
Internal  Medicine,  Monday,  4 :30-5  p.m. 

Treatment  and  Palliation  of  Carcinoma  of  the  Lung,  Refresher 
Course,  Tuesday,  8:30-9:45  a.m. 

Panel  Discussion,  Joint  Session  of  Sections  on  Surgery,  Radiol- 
ogy, Pathology,  Internal  Medicine,  and  Digestive  Diseases, 
Tuesday,  3 :35-5  p.m. 

Sponsor:  John  L.  Kee,  Jr.,  Dallas. 

Co-Sponsor:  C.  R.  Johnson,  Fort  Worth. 

Guest  of  Section  on  Surgery,  Texas  Medical  Association. 


Mr.  Eugene  N.  Beesley 

President,  Eli  Lilly  and  Com- 
pany,  Indianapolis,  Ind. 


Living  in  a Glass  House,  General  Meeting  Luncheon  Address, 
Monday,  1 :25  p.m. 

Progress  in  Health,  Dallas  Kiwanis  Club,  Tuesday,  12  noon. 
Sponsor : Elliott  Mendenhall,  Dallas. 

Co-Sponsor:  C.  Harold  Beasley,  Fort  Worth. 

Guest  of  Texas  Medical  Association. 


Dr.  David  A.  Dolowitz 

Chairman,  Division  of  Oto- 
laryngology7, Department  of 
Surgery,  University  of  Utah, 
Salt  Lake  City,  Utah. 


Connective  Tissue,  Inflammation  and  Allergy,  Refresher  Course, 
Monday,  8 :30-9  :45  a.m. 

Present  Day  Mastoidectomy,  Section  on  Otolaryngology,  Monday, 
3 :15-4  p.m. 

Laterotorsion,  A Neglected  Cupula-Spinal  Reflex,  Texas  Oto 
laryngological  Association,  Tuesday,  9:45-10:40  a.m. 
Sponsor:  Claude  D.  Winborn,  Dallas. 

Co-Sponsor:  J.  Patrick  Moran,  Corpus  Christi. 

Guest  of  Section  on  Otolaryngology,  Texas  Medical  Association. 


Dr.  Harvey  Blank 

Professor  and  Chairman.  De- 
partment of  Dermatology, 
University  of  Miami  School 
of  Medicine,  Miami,  Fla. 


New  Bacterial  Infections  of  the  Skin,  Texas  Dermatological  So- 
ciety, Monday,  9:30-10:10  a.m. 

Treatment  of  Superficial  Fungus  Infections,  General  Meeting 
Address,  Tuesday,  10:30-10:55  a.m. 

Problems  in  Cutaneous  Medicine,  Closed-Circuit  Television  Pres- 
entation, Section  on  General  Practice,  Tuesday,  4-5  p.m. 

Sponsor:  Coleman  Jacobson,  Dallas. 

Co-Sponsor:  Donald  G.  W.  Brooking,  Dallas. 

Guest  of  Texas  Dermatological  Society  and  Texas  Medical  As- 
sociation. 


rs 


Dr.  Isadore  Dyer 

Professor  of  Obstetrics,  De- 
partment of  Obstetrics  and 
Gynecology,  Tulane  Univer- 
sity School  of  Medicine,  New 
Orleans,  La. 


Office  Procedure,  Successful  Plan  for  Emotional  Conditioning  in 
an  Obstetric  and  Gynecological  Practice,  Section  on  Obstet- 
rics and  Gynecology,  Monday,  2 :30-3  p.m. 

Gynecologic  Disease  As  It  Affects  the  Obstetrical  Patient,  Curb- 
stone Consultation  Panel,  Monday,  8-9 :30  p.m. 

Observations  Concerning  Adnexal  Disease,  Refresher  Course, 
Tuesday,  8:30-9:45  a.m. 

Accidental  Trauma  in  Pregnancy  and  Delivery,  Section  on  Ob- 
stetrics and  Gynecology,  Tuesday,  2:30-3  p.m. 

Sponsor:  Oran  V.  Prejean,  Dallas. 

Co-Sponsor:  William  F.  McLean,  Austin. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical 
Association. 
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Dr.  James  N.  Etteldorf 

Professor  of  Pediatrics,  Uni- 
versity of  Tennessee  College 
of  Medicine,  Memphis,  Tenn. 


Disorders  of  the  Adrenal  Gland  in  Childhood,  Texas  Diabetes 
Association,  Sunday,  11-11 :30  a.m. 

Management  of  Adrenal  Cortical  Disease  (Panel),  Texas  Dia- 
betes Association,  Sunday,  1-2  p.m. 

Management  of  Dehydration  and  Diarrhea,  Refresher  Course, 
Monday,  8:30-9:45  a.m. 

Diagnosis  and  Management  of  Hyperthyroidism  in  Children,  Sec- 
tion on  Pediatrics,  Monday,  3 :30-4  p.m. 

Sponsor:  John  A.  James,  Dallas. 

Co-Sponsor:  John  L.  Baskin,  Dallas. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 


Dr.  J.  Leonard  Goldner 

Professor  of  Orthopaedic 
Surgery,  Duke  University 
Medical  Center,  Durham,  N. 
C. 


Epiphyseal  Injuries,  Shoulder,  Elbow,  Wrist,  Hip,  Knee,  and 
Ankle,  Texas  Society  of  Athletic  Team  Physicians,  Satur- 
day, 3 :20-3  :40  p.m. 

The  Musculoskeletal  Aspects  of  Emotional  Conditions,  General 
Meeting  Address,  Monday,  10-10:25  a.m. 

Osteotomy  of  the  Upper  End  of  the  Femur,  Texas  Orthopaedic 
Association,  Monday,  11:15-11:50  a.m. 

Sponsor:  Harold  A.  Mattson,  Dallas. 

Co-Sponsor : Charles  F.  Gregory,  Dallas. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical  As- 
sociation. 


Dr.  George  M.  Fister 

President,  American  Medical 
Association,  Ogden,  Utah. 


Freedom  or  Fedicare  to  the  Fore,  Annual  Luncheon  Address, 
Tuesday,  1 :40-2  p.m. 

Dallas  Rotary  Club,  Wednesday,  12  noon. 

Sponsor:  Milford  O.  Rouse,  Dallas. 

Co-Sponsor:  J.  B.  Copeland,  San  Antonio. 

Guest  of  American  Medical  Association. 


Dr.  Ray  W.  Gifford,  Jr. 

Department  of  Hypertension 
and  Renal  Disease,  Cleveland 
Clinic,  Cleveland,  Ohio. 


Chronic  Occlusive  Arterial  Disease  with  Reference  to  the  Dia- 
betic Patient,  Texas  Diabetes  Association,  Sunday,  3-3 :30 

p.m. 

The  Clinical  Significance  of  Raynaud’s  Phenomenon,  Section  on 
Internal  Medicine,  Monday,  3-3 :30  p.m. 

Medical  Treatment  of  Essential  Hypertension,  Refresher  Course, 
Tuesday,  8:30-9:45  a.m. 

Panel  Discussion,  Joint  Session  of  Sections  on  Surgery,  Radiol- 
ogy, Pathology,  Internal  Medicine,  and  Digestive  Diseases, 
Tuesday,  3:35-5  p.m. 

Sponsor:  Paul  J.  Thomas,  Dallas. 

Co-Sponsor:  Hugh  H.  Hanson,  Houston. 

Guest  of  Section  on  Internal  Medicine,  Texas  Medical  Associa- 
tion. 


Dr.  Herman  K. 
Hellerstein 

Assistant  Professor  of  Medi- 
cine, Western  Reserve  Uni- 
versity, Cleveland,  Ohio. 


Work  Physiology  in  Job  Placement,  Texas  Heart  Association 
Cardiovascular  Rehabilitation  Conference,  Saturday,  10:20- 
10  :50  a.m. 

Problems  of  Professional  Education  (Panel-Forum),  Texas  Heart 
Association  Cardiovascular  Rehabilitation  Conference,  Satur- 
day, 2:45-4:30  p.m. 

Paper,  Section  on  Internal  Medicine,  Monday,  3 :30-4  p.m. 

Coronary  Insufficiency,  Curbstone  Consultation  Panel,  Monday, 
8-9:30  p.m. 

Sponsor:  Arvel  E.  Haley,  Dallas. 

Co-Sponsor:  Earl  F.  Beard,  Houston. 

Guest  of  Texas  Heart  Association  and  Texas  Medical  Associa- 
tion. 


Dr.  J.  V.  D.  Hough 

Associate  Professor  of  Oto- 
laryngology, University  of 
Oklahoma  School  of  Medi- 
cine, Oklahoma  City,  Okla. 


The  Unusual  Ear,  Texas  Otolaryngological  Association,  Monday, 
10-10  :55  a.m. 

Microsurgery  of  the  Middle  Ear,  Section  on  Otolaryngology, 
Monday,  2 :30-3  :15  p.m. 

Ears  That  Now  Hear,  General  Meeting  Address,  Tuesday,  11:30- 
11  :55  a.m. 

Tympanoplasty,  Section  on  Otolaryngology,  Tuesday,  3-3  :30  p.m. 
Sponsor:  Marvin  C.  Culbertson,  Jr.,  Dallas. 

Co-Sponsor:  Daniel  B.  Powell,  Jr.,  Austin. 

Guest  of  Texas  Otolaryngological  Association. 
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Dr.  Henry  D.  Janowitz 

Head,  Division  of  Gastroen- 
terology, Department  of 
Medicine,  Mount  Sinai  Hos- 
pital, New  York,  N.Y. 


A Rational  Approach  to  the  Therapy  of  Peptic  Ulcer,  Refresher 
Course,  Monday,  8:30-9:45  a.m. 

Malabsorption  Syndrome  Accompanied  by  Protein  Loss,  Section 
on  Digestive  Diseases,  Monday,  3-3  :30  p.m. 

Panel  Discussion,  Joint  Session  of  Sections  on  Surgery,  Radiol- 
ogy, Pathology,  Internal  Medicine,  and  Digestive  Diseases, 
Tuesday,  2:15-3:25  p.m. 

Sponsor : Herbert  A.  Bailey,  Dallas. 

Co-Sponsor:  Nicholas  C.  Hightower,  Temple. 

Guest  of  Section  on  Digestive  Diseases,  Texas  Medical  Associa- 
tion. 


Dr.  William  M.  M. 
Kirby 

Professor  of  Medicine,  Uni- 
versity of  Washington  School 
of  Medicine,  Seattle,  Wash. 


Management  of  Suppurative  Pulmonary  Disease,  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday,  11  a.m. -12 
noon. 

Bacterial  Endocarditis : Problems  in  Diagnosis  and  Therapy, 
Texas  Chapter,  American  College  of  Chest  Physicians,  Sun- 
day, 2:30-3  p.m. 

Chemotherapy  of  Pulmonary  Infections,  Curbstone  Consultation 
Panel,  Monday,  8-9:30  p.m. 

Practical  Laboratory  and  Clinical  Control  of  Antibiotic  Therapy, 
Section  on  Pediatrics,  Tuesday,  2 :30-3  p.m. 

Sponsor:  John  S.  Chapman,  Dallas. 

Co-Sponsor:  John  W.  Middleton,  Galveston. 

Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians, 
and  Texas  Medical  Association. 


Dr.  William  K.  Jordan 

Private  Practice  in  Neurol- 
ogy, 536  Donaghey  Building, 
Little  Rock,  Ark. 


The  Evaluation  of  Minimal  Brain  Damage,  General  Meeting  Ad- 
dress, Monday,  10:30-10:55  a.m. 

Epilepsy,  Refresher  Course,  Tuesday,  8:30-9:45  a.m. 
Resuscitation  of  the  Newborn  (Panel),  Joint  Session  of  Sections 
on  Pediatrics  and  Obstetrics  and  Gynecology,  Tuesday,  3 :30- 
5 p.m. 

Sponsor : C.  Zeno  Holt,  Dallas. 

Co-Sponsor:  Lewis  M.  Heifer,  San  Antonio. 

Guest  of  United  Cerebral  Palsy  of  Texas. 


Dr.  John  Harry  King 

Associate  Clinical  Professor 
of  Ophthalmolgy,  George- 
town University,  Washing- 
ton, D.C. 


Ocular  Inflammation  (Primarily  for  non-ophthalmologists),  Re- 
fresher Course,  Monday,  8:30-9:45  a.m. 

Surgery  of  Corneal  Conditions,  Section  on  Ophthalmology,  Mon- 
day, 3 :30-4  :30  p.m. 

Cataract  Surgery — Complications.  Methods  of  Prevention  and 
Treatment,  Texas  Ophthalmological  Association,  Tuesday, 
10:30-12  noon. 

Sponsor:  Oscar  M.  Marchman,  Jr.,  Dallas. 

Co-Sponsor:  Earl  Maxwell,  Fort  Worth. 

Guest  of  Section  on  Ophthalmology,  Texas  Medical  Association. 


Dr.  Raffaele  Lattes 

Professor  of  Surgical  Pathol- 
ogy, College  of  Physicians 
and  Surgeons,  Columbia  Uni- 
versity, New  York,  N.Y. 


Pathology  and  Clinical  Pathological  Correlation  of  Mediastinal 
Tumors,  Texas  Chapter,  American  College  of  Chest  Physi- 
cians, Sunday,  3:15-4:15  p.m. 

Studies  on  Malignant  Melanoma,  Refresher  Course,  Monday, 
8 :30-9  :45  a.m. 

Pathology  and  Clinical  Pathological  Correlation  of  Mediastinal 
Tumors,  With  Special  Emphasis  on  Tumors  of  the  Thymus. 
Section  on  Pathology,  Monday,  2 :30-3  :30  p.m. 

Panel  Discussions,  Joint  Session  of  Sections  on  Surgery,  Radiol- 
ogy, Pathology.  Internal  Medicine,  and  Digestive  Diseases, 
Tuesday,  2:15-3:25  p.m.  and  3:35-5  p.m. 

Sponsor:  Vernie  A.  Stembridge,  Dallas. 

Co-Sponsor:  Vincent  C.  Cirone,  Fort  Worth. 

Guest  of  Section  on  Pathology,  Texas  Medical  Association. 


Dr.  William  P. 
Longmire,  Jr. 

Professor  and  Chairman.  De- 
partment of  Surgery,  School 
of  Medicine,  University  of 
California  Medical  Center. 
Los  Angeles,  Calif. 


Major  Hepatic  Resections,  Section  on  Surgery,  Monday,  3:40- 
4:10  p.m. 

The  Management  of  Parathyroid  Disorders,  Refresher  Course. 
Tuesday,  8:30-9:45  a.m. 

Panel  Discussion,  Joint  Session  of  Sections  on  Surgery,  Radiol- 
ogy, Pathology.  Internal  Medicine,  and  Digestive  Diseases, 
Tuesday,  2:15-3:25  p.m. 

Sponsor : Jesse  E.  Thompson,  Dallas. 

Co-Sponsor : Robert  S.  Sparkman,  Dallas. 

Guest  of  Texas  Division,  American  Cancer  Society. 
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Dr.  Richard  C.  Proctor 


Dr.  Gerald  M.  McDonnel 

Chief,  Adult  Diagnostic  Ra- 
diology, Department  of  Radi- 
ology, University  of  Califor- 
nia Medical  Center,  Los  An- 
geles, Calif.;  Chairman, 
Aeromedical  and  Bioscience 
Panel,  Scientific  Advisory 
Board,  USAF. 


Chairman,  Department  of 
Psychiatry,  Bowman  Gray 
School  of  Medicine,  Wake 
F orest  College,  Winston- 
Salem,  N.C. 


Radiation  Hazards  in  Space,  Symposium  on  Nuclear  Medicine 
(Radiation  Problems  of  Aerospace  Medicine),  Sunday,  3:20- 
3:35  p.m. 

Supervoltage  Roentgenography,  Section  on  Radiology,  Monday, 
4-4:30  p.m. 

Panel  Discussion,  Joint  Session  of  Sections  on  Surgery,  Radiol- 
ogy, Pathology,  Internal  Medicine,  and  Digestive  Diseases, 
Tuesday,  3 :35-5  p.m. 

Sponsor:  Jack  Reynolds,  Dallas. 

Co-Sponsor : Ruskin  C.  Norman,  San  Antonio. 

Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Psychiatric  Problems  of  a Doctor,  Texas  Neuropsychiatric  As- 
sociation, Sunday,  9:15-9:45  a.m. 

Industrial  Psychiatrists,  Section  on  Psychiatry  and  Psychoanal- 
ysis, Texas  Neuropsychiatric  Association,  Sunday,  3 :30-4 
p.m. 

Preventive  Mental  Health  in  the  Aging  and  Aged,  Texas  Society 
on  Aging,  Clinical  Medicine  Section,  and  City  and  County 
Health  Officers,  Monday,  1 :15-1 :40  p.m. 

Sponsor:  Jerry  M.  Lewis,  Dallas. 

Co-Sponsor:  Bruce  H.  Beard,  Fort  Worth. 

Guest  of  Texas  Neuropsychiatric  Association  and  Texas  Medical 
Association. 


! 


: 


Dr.  Meyer  A.  Perlstein 

Professor  of  Pediatrics,  Cook 
County  Postgraduate  School 
of  Medicine,  Chicago,  111. 


A Clinical  Approach  to  Cerebral  Palsy,  Closed-Circuit  Television 
Presentation,  General  Meeting  Address,  Monday,  11-11  :45 
a.m. 

Hypotonia  and  the  Myopathies,  Section  on  Pediatrics,  Monday, 
4 :30-5  p.m. 

Sponsor:  Edward  M.  Krusen,  Dallas. 

Co-Sponsor:  Ralph  Hanna,  Austin. 

Guest  of  United  Cerebral  Palsy  of  Texas. 


Dr.  C.  Wilbur  Rucker 

Senior  Consultant,  Section 
of  Ophthalmology,  Mayo 
Clinic,  Rochester,  Minn. 


Abducens  Paresis,  Texas  Ophthalmological  Association,  Monday, 
10:30  a.m. -12  noon. 

Some  Sources  of  Error  in  Neuro-ophthalmology,  (Primarily  for 
ophthalmologists),  Refresher  Course,  Tuesday,  8:30-9:45  a.m. 
Sources  of  Error  in  the  Diagnosis  of  Chiasmal  Lesions,  Section 
on  Ophthalmology,  Tuesday,  4-5  p.m. 

Sponsor:  A.  E.  Meisenbach,  Jr.,  Dallas. 

Co-Sponsor:  Jack  B.  Lee,  San  Antonio. 

Guest  of  Texas  Ophthalmological  Association. 


Dr.  Fronk  Princi 

Professor  of  Industrial  Medi- 
cine, Department  of  Preven- 
tive Medicine  and  Industrial 
Health,  University  of  Cincin- 
nati College  of  Medicine,  The 
Kettering  Laboratory,  Cin- 
cinnati, Ohio. 


! Occupational  Chest  Diseases,  Joint  Session  of  Texas  Industrial 
Medical  Association,  Texas  Physical  Medicine  and  Rehabili- 
tation Society,  and  Texas  Traumatic  Surgical  Society,  Sun- 
day, 1-1 :45  p.m. 

Criteria  for  Diagnosis  of  Occupational  Diseases,  Refresher 
Course,  Monday,  8:30-9:45  a.m. 

Air  Pollution — Facts  and  Fables,  General  Meeting  Address,  Tues- 
day, 10-10:25  a.m. 

Sponsor:  William  F.  Miller,  Dallas. 

Co-Sponsor:  J.  Gordon  Burdick,  Pasadena. 

Guest  of  Texas  Industrial  Medical  Association  and  Texas  Medi- 
cal Association. 


Dr.  Robert  M.  Solasso 

Member  of  Sections  on  Met- 
abolic Disease,  Mayo  Clinic, 
Rochester,  Minn. 


Current  Methods  for  the  Evaluation  of  Adrenocortical  Function, 
Texas  Diabetes  Association,  Sunday,  11  :30  a.m. -12  noon. 

Management  of  Adrenal  Cortical  Disease  (Panel),  Texas  Dia- 
betes Association,  Sunday,  1-2  p.m. 

Management  of  Nontoxic  Goiter,  Section  on  Internal  Medicine, 
Monday,  4-4  :30  p.m. 

Sponsor : Charles  F.  Hamilton,  Dallas. 

Co-Sponsor : Porter  K.  Mason,  Dallas. 

Guest  of  Texas  Diabetes  Association  and  Texas  Medical  Associa- 
tion. 
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Dr.  Richard  C.  Schneider 

Professor  of  Surgery  (Neur- 
ological Surgery),  University 
of  Michigan  Medical  School 
and  Hospital,  University  of 
Michigan  Medical  Center, 
Ann  Arbor,  Mich. 


Hallucinations  From  Lesions  in  Extratemporal  Areas,  Texas 
Neuropsychiatric  Association,  Sunday,  10:30-11:15  a.m. 

Vascular  Insufficiency  to  the  Brain  Stem  and  Spinal  Cord,  Sec- 
tion on  Neurology,  Neurosurgery,  and  Allied  Fields,  Texas 
Neuropsychiatric  Association,  Sunday,  3 :30-4  p.m. 

Football:  Does  One  Have  to  Pay  the  Price?  Section  on  Pedi- 
atrics, Monday,  2:30-3  p.m. 

Sponsor:  Grant  L.  Boland,  Dallas. 

Co-Sponsor : Samuel  R.  Snodgrass,  Galveston. 

Guest  of  Texas  Neuropsychiatric  Association  and  Texas  Pedi- 
atric Society. 


Dr.  Wendell  G.  Scott 

Professor  of  Clinical  Radiol- 
ogy, Washington  University 
School  of  Medicine,  St.  Louis, 
Mo. 


The  History  of  the  Development  and  the  Present  Status  of  Ra- 
diation Therapy  for  Cancer,  Committee  on  Medical  History, 
Sunday,  7 :30  p.m. 

Diagnosis  and  Management  of  Gastric  Ulcerations,  Section  on 
Radiology,  Monday,  2:30-3  p.m. 

Radiological  Detection  of  Small  Cancers  and  Polyps  of  the  Colon, 
General  Meeting  Address,  Tuesday,  11-11:25  a.m. 

Panel  Discussion,  Joint  Session  of  Sections  on  Surgery,  Radiol- 
ogy, Pathology,  Internal  Medicine,  and  Digestive  Diseases, 
Tuesday,  2:15-3:25  p.m. 

Sponsor  : Helmut  A.  Mueller,  Dallas. 

Co-Sponsor:  Robert  D.  Moreton,  Fort  Worth. 

Guest  of  Texas  Division,  American  Cancer  Society. 


Dr.  W.  Derek  Wylie 

Consultant  Anaesthetist,  St. 
Thomas’  Hospital,  London, 
England. 


Myasthenic  Syndrome  Associated  With  Bronchial  Carcinoma  and 
Its  Importance  to  the  Anesthesiologist,  Texas  Society  of 
Anesthesiologists,  Sunday,  10:10-10:30  a.m. 

Does  Bureaucracy  Strangle  Progress  in  Medicine?  (Panel),  Tex- 
as Society  of  Anesthesiologists,  Sunday,  11:15  a.m.-12:15 
p.m. 

Some  Aspects  of  Analgesia  and  Anesthesia  in  Obstetrics,  Texas 
Society  of  Anesthesiologists,  Sunday,  2:30-4  p.m. 

Systemic  Disease  and  Anesthesia,  Refresher  Course,  Monday, 
8:30-9:45  a.m. 

Sponsor : Raymond  F.  Courtin,  Dallas. 

Co-Sponsor:  Marion  T.  Jenkins,  Dallas. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medical 
Association. 


Dr.  Franklin  D.  Yoder 

Director,  Illinois  Department 
of  Public  Health  : President- 
Elect,  American  Association 
of  Public  Health  Physicians. 


Address,  Texas  Association  of  Public  Health  Physicians,  Sunday, 
7 p.m. 

Private  Medicine  and  Public  Health,  Conference  of  City  and 
County  Health  Officers,  Monday,  2:30-3  p.m. 

The  Individual  Citizen’s  Responsibility  in  Public  Health  of  the 
Future,  Section  on  Public  Health.  Tuesday,  2 :30-3  p.m. 
Sponsor:  James  W.  Bass,  Dallas. 

Co-Sponsor:  J.  E.  Peavy,  Austin. 

Guest  of  Conference  of  City  and  County  Health  Officers  and 
Texas  Medical  Association. 


Dr.  Philip  Thorek 

Clinical  Associate  Professor 
of  Surgery,  University  of  Il- 
linois College  of  Medicine, 
Chicago,  111. 


Acute  Abdominal  Injuries,  Section  on  General  Practice.  Monday, 
2 :30-3  p.m. 

If  I Had  An  Ulcer,  Section  on  Digestive  Diseases,  Monday,  4- 
4 :30  p.m. 

The  Acute  Abdomen  in  the  Aged,  Section  on  General  Practice, 
Tuesday,  2:30-3  p.m. 

Sponsor : Benjamin  Barzune,  Dallas. 

Co-Sponsor:  E.  Sinks  McLarty,  Sr.,  Galveston. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Association. 


SPECIAL  SPEAKERS 

Alberta  Baines,  Ed.D.,  Assistant  Superintendent 
for  Coordination  of  Curriculum,  Houston  In- 
dependent School  District,  Houston. 

Panel-Forum:  Special  Problems — Farm  and  Ranch, 
Heart  of  the  Home,  Cardiac  Child,  Texas  Heart 
Association  Cardiovascular  Rehabilitation  Con- 
ference, Saturday,  2:45  p.m. 

Donald  F.  Barcome,  Senior  Resident,  Department 
of  Physical  Medicine  and  Rehabilitation,  Veter- 
ans Administration  Hospital,  Houston. 

Electromyography  in  Lumbar  Root  Compression 
Syndrome,  Texas  Industrial  Medical  Associa- 
tion, Texas  Physical  Medicine  and  Rehabilita- 
tion Society,  and  Texas  Traumatic  Surgical 
Society,  Sunday,  9 a.m. 

Carlos  Bazan,  Jr.,  Assistant  Professor,  Depart- 
ment of  Radiology,  The  University  of  Texas 
Medical  Branch,  Galveston. 
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Diagnosis  of  Intracranial  Neoplasms  by  Scintiscan- 
ning, Section  on  Radiology,  Monday,  4:30  p.m. 

Faustena  Blaisdell,  Ed.D.,  Director  of  General 
Nursing  Education,  Texas  Woman’s  University, 
Denton. 

Panel-Forum:  Problems  in  Professional  Education, 
Texas  Heart  Association  Cardiovascular  Reha- 
bilitation Conference,  Saturday,  2:45  p.m. 

C.  D.  Braungardt,  Baylor  University  College  of 

Medicine,  Houston. 

Pregnancy  and  Diabetes,  Texas  Diabetes  Associa- 
tion, Sunday,  3:30  p.m. 

Lewis  H.  Bronstein,  Director,  Cardiac  Work  Clas- 
sification Unit,  Beekman  Downtown  Hospital, 
New  York. 

The  Original  Work  Evaluation  Unit — A 15  Year 
Experience,  Texas  Heart  Association  Cardiovas- 
cular Rehabilitation  Conference,  Saturday,  1:30 
p.m. 

Panel-Forum:  Problems  in  Professional  Education, 
Texas  Heart  Association  Cardiovascular  Reha- 
bilitation Conference,  Saturday,  2:45  p.m. 

Lewell  C.  Butler,  Jr.,  803  Jordan  Street,  Shreve- 
port, La. 

Correction  of  Unilateral  Lop  Ear,  Texas  Society  of 
Plastic  Surgeons,  Saturday,  9:30  a.m. 

Robert  A.  Callewart,  2601  Welborn,  Dallas. 

Essayist:  A Symposium  on  Os  Calcis  Fractures, 
Texas  Orthopaedic  Association,  Monday,  2 p.m. 

D.  A.  Cargill,  Dallas. 

Moderator,  Panel:  Restoration  of  Communication; 
Problems  of  Hearing  Loss;  and  Alaryngeal 
Speech,  Texas  Academy  of  General  Practice 
Seminar,  Sunday,  1 p.m. 

Giles  Carnes,  Ph.D.,  Psychology  Service,  Veterans 
Administration  Hospital,  Houston. 

Panel-Forum:  Problems  of  Rehabilitation  and  Place- 
ment, Texas  Heart  Association  Cardiovascular 
Rehabilitation  Conference,  Saturday,  2:45  p.m. 

Miss  Helen  Cassidy,  Associate  Professor  of  Social 
Casework,  Tulane  University,  New  Orleans. 

The  Social  Service  Worker  and  Cardiovascular  Re- 
habilitation, Texas  Heart  Association  Cardio- 
vascular Rehabilitation  Conference,  Saturday, 
11:10  a.m. 

Panel-Forum:  Special  Problems — Farm  and  Ranch, 
Heart  of  the  Home,  Cardiac  Child,  Texas  Heart 
Association  Cardiovascular  Rehabilitation  Con- 
ference, Saturday,  2:45  p.m. 

The  Honorable  John  Connally,  Governor  of  the 
State  of  Texas,  Austin. 

Address,  Blue  Cross-Blue  Shield  of  Texas  Luncheon, 
Sunday,  12:45  p.m. 

Guenter  Corssen,  Associate  Professor  of  Anesthesi- 
ology, University  of  Michigan  Medical  Center, 
Ann  Arbor,  Mich. 

Is  the  Human  Lung  Contractile?  Texas  Society  of 
Anesthesiologists,  Sunday,  10:45  a.m. 

Captain  John  W.  Coursey,  U.S.A.F.,  M.C.,  Anes- 
thesiology Service,  United  States  Air  Force 
Hospital  Lackland,  Lackland  Air  Force  Base. 

Anesthesia  for  Mass  Casualties,  Texas  Society  of 
Anesthesiologists,  Sunday,  8:30  a.m. 

Lieutenant  Colonel  William  K.  Douglas,  U.S. 
A.F.,  M.C.,  Assistant  Deputy  for  Bioastronau- 
tics, Air  Force  Missile  Test  Center,  Patrick  Air 
Force  Base,  Fla. 

Role  of  Flight  Surgeon  in  the  Astronaut’s  Care  and 
Preparation,  Symposium  on  Nuclear  Medicine, 
Sunday,  3 p.m. 


Donald  A.  Dukelow,  Consultant  in  Health  and  Fit- 
ness, American  Medical  Association,  Chicago. 

School  Health  and  the  Practicing  Physician,  Section 
on  Public  Health,  Tuesday,  4 p.m. 

C.  Dean  Dukes,  Ph.D.,  Associate  Professor  of  Mi- 
crobiology, Baylor  University  College  of  Medi- 
cine, Houston. 

Green  Nails:  The  Importance  of  Pseudomonas  Aeru- 
ginosa in  Onychia  and  Paronychia,  Texas  Der- 
matological Society,  Monday,  11  a.m. 

Frank  Gerow,  Resident  in  Plastic  Surgery,  Hous- 
ton. 

Augmentation  Mammaplasty:  A New  “Natural 
Feel”  Prosthesis,  Texas  Society  of  Plastic  Sur- 
geons, Saturday,  9:30  a.m. 

Lieutenant  Colonel  C.  E.  Gibbs,  Lackland  Air 
Force  Base. 

Panel:  Gynecologic  Disease  As  It  Affects  the  Ob- 
stetrical Patient,  Curbstone  Consultation,  Mon- 
day, 8 p.m. 

Luis  Amezcua  Gonzales,  Chief,  Department  of  Avi- 
ation Medicine  of  Mexico,  D.F. 

Aeromedical  Indoctrination  for  Flight  Crews,  Texas 
Air-Medics  Association,  Saturday,  12  noon. 

Sol  Haberman,  Ph.D.,  Director,  Graduate  Studies, 
Baylor  University  Dental  College;  Director,  Mi- 
crobiology, Baylor  University  Medical  Center, 
Dallas. 

Some  Applications  of  Special  Laboratory  Procedures 
to  the  Diagnosis  of  Mycotic  Infections,  Texas 
Dermatological  Society,  Monday,  10:20  a.m. 

Mr.  George  E.  Haddaway,  Editor,  Flight  Magazine, 
Dallas. 

Where  Do  We  Go  From  Here?  Texas  Air-Medics  As- 
sociation, Saturday,  10:30  a.m. 

Mr.  John  Hagan,  Rehabilitation  Consultant,  Amer- 
ican Heart  Association,  New  York. 

Using  the  Vocational  Guidance  Counselor  in  Cardio- 
vascular Rehabilitation,  Texas  Heart  Associa- 
tion Cardiovascular  Rehabilitation  Conference, 
Saturday,  10:50  a.m. 

Panel-Forum:  Problems  of  Rehabilitation  and  Place- 
ment, Texas  Heart  Association  Rehabilitation 
Conference,  Saturday,  2:45  p.m. 

George  W.  Hahn,  D.D.S.,  Dallas. 

Panel:  Restoration  of  Communication — Prosthetic 
Aids  to  Communication,  Texas  Academy  of  Gen- 
eral Practice  Seminar,  Sunday,  1 p.m. 

Dean  A.  Harris,  Ph.D.,  Dallas. 

Panel:  Restoration  of  Communication — Mechanical 
Hearing  Devices,  Texas  Academy  of  General 
Practice  Seminar,  Sunday,  1 p.m. 

William  B.  Hotalen,  Fort  Payne,  Ala. 

The  Liquid  Pre-Game  Meal — Its  Rationale  and  Re- 
sults, Texas  Society  of  Athletic  Team  Physi- 
cians, Saturday,  3:40  p.m. 

Michael  Howett,  University  of  Texas  Southwest- 
ern Medical  School,  Dallas. 

Pelvic  Lymphangiography  in  Carcinoma  of  the  Cer- 
vix Uteri,  Section  on  Radiology,  Monday,  3:30 
p.m. 

Jackie  H.  Hunt,  Fellow,  Department  of  Anesthesi- 
ology, Parkland  Memorial  Hospital,  Dallas. 

Physiological  Changes  in  the  Maternal  Uterus  In- 
cident to  Anesthesia,  Texas  Society  of  Anes- 
thesiologists, Sunday,  8:30  a.m. 

Robert  G.  Loudon,  Assistant  Professor,  Department 
of  Internal  Medicine,  University  of  Texas  South- 
western Medical  School,  Dallas. 

Etiological  Aspects  of  Chronic  Bronchitis  and  Em- 
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physema,  Texas  Chapter,  American  College  of 
Chest  Physicians,  Sunday,  9:30  a.m. 

Mr.  James  M.  McFarlen,  Prosthetist,  Dallas. 

Panel : Restoration  of  Mobility,  Texas  Academy  of 
General  Practice  Seminar,  Sunday,  4 p.m. 

Wanda  Meyer,  Extension  Specialist  in  Home  Man- 
agement, Texas  A&M,  College  Station. 

Panel-Forum:  Special  Problems — Farm  and  Ranch, 
Heart  of  the  Home,  Cardiac  Child,  Texas  Heart 
Association  Cardiovascular  Rehabilitation  Con- 
ference, Saturday,  2:45  p.m. 

Stanley  R.  Mohler,  Director,  Civil  Aeromedical 
Research  Institute,  Oklahoma  City. 

Aeromedical  Research  in  Accident  Prevention,  Texas 
Air-Medics  Association,  Saturday,  2:45  p.m. 

W.  H.  M.  Morris,  Ph.D.,  Associate  Professor  of 
Agricultural  Economics,  Purdue  University, 
West  Lafayette,  Ind. 

Unique  Problems  on  the  Farm  or  Ranch  in  Cardio- 
vascular Rehabilitation,  Texas  Heart  Associa- 
tion Cardiovascular  Rehabilitation  Conference, 
Saturday,  2 p.m. 

Panel-Forum:  Special  Problems— -Farm  and  Ranch, 
Heart  of  the  Home,  Cardiac  Child,  Texas  Heart 
Association  Cardiovascular  Rehabilitation  Con- 
ference, Saturday,  2:45  p.m. 

Lieutenant  Colonel  Paul  W.  Musgrave,  M.C., 
S.F.S.,  Chief,  Department  of  Preventive  Medi- 
cine, School  of  Aviation  Medicine,  Brooks  Air 
Force  Base. 

Cardiopulmonary  Problems  in  Aerospace  Medicine, 
Texas  Air-Medics  Association,  Saturday,  3:45 
p.m. 

Helen  C.  Ong,  Fellow  in  Gastroenterology,  Depart- 
ment of  Internal  Medicine,  The  University  of 
Texas  Medical  Branch,  Galveston. 

Geographic  Distribution  on  Gastrointestinal  Cancer, 
Section  on  Digestive  Diseases,  Monday,  3:40 
p.m. 

W.  A.  Ostendorf,  San  Antonio. 

Moderator,  Federal  Aviation  Agency  Panel  Discus- 
sion, Texas  Air-Medics  Association,  Sunday,  12 
noon. 

Mr.  Smith  Pettigrew,  Medical  Coordinator,  Texas 
Employers’  Insurance  Association,  Dallas. 

Presenter,  Panel-Forum:  Cardiac  in  Industry,  Texas 
Heart  Association  Cardiovascular  Rehabilita- 
tion Conference,  Saturday,  2:45  p.m. 

Carmelo  Porto,  Resident  in  Neurosurgery,  South- 
western Medical  School,  Dallas. 

Cerebral  Angiography  in  Evaluating  Patients  With 
Head  Trauma,  Section  on  Neurology,  Neuro- 
surgery, and  Allied  Fields,  Texas  Neuropsychi- 
atric Association,  Sunday,  3 p.m. 

Paul  M.  Pratho,  American  Airlines,  Fort  Worth. 

Airline  Medicine  in  a Period  of  Expanding  Capacity 
and  Increasing  Performance,  Texas  Air-Medics 
Association,  Saturday,  2 p.m. 

William  A.  Prowse,  Chief,  Civil  Aviation  Medicine 
of  Canada,  Ottawa,  Ontario,  Canada. 

Planning,  Programming,  and  Operational  Control 
of  Civil  Aviation  in  Canada,  Texas  Air-Medics 
Association,  Saturday,  11:15  a.m. 

Jack  Rudolph,  Assistant  Professor,  Department  of 
Pediatrics,  Baylor  University  College  of  Medi- 
cine, Houston. 

Moderator,  Panel:  Resuscitation  of  the  Newborn, 
Joint  Session  of  Section  on  Obstetrics  and  Gyne- 
cology and  Section  on  Pediatrics,  Tuesday,  3:30 
p.m. 


Kenneth  Scholz,  Resident,  Parkland  Memorial 
Hospital,  Dallas. 

Traumatic  Dislocation  of  the  Hip  in  Children,  Texas 
Orthopaedic  Association,  Monday,  9:40  a.m. 

Major  James  R.  Smith,  U.S.A.F.,  M.C.,  Chief  of 
Plastic  Surgery,  United  States  Air  Force  Hos- 
pital Lackland,  Lackland  Air  Force  Base. 

Homotransplantation  of  Entire  Canine  Limb  Fol- 
lowing Lymphatic  Perfusion,  Texas  Society  of 
Plastic  Surgeons,  Saturday,  9:30  a.m. 

O.  R.  Smith,  Jr.,  Staff  Physician,  Department  of 
Physical  Medicine  and  Rehabilitation,  Veterans 
Administration  Hospital,  Houston. 

Electromyography  in  Lumbar  Root  Compression 
Syndrome,  Texas  Industrial  Medical  Associa- 
tion, Texas  Physical  Medicine  and  Rehabilita- 
tion Society,  and  Texas  Traumatic  Surgical  So- 
ciety, Sunday,  9 a.m. 

Maurice  L.  Tainter,  Vice  President,  Sterling  Drug 
Inc.,  New  York. 

Colonel  A.  B.  Tarrow,  Lackland  Air  Force  Base. 

Discussion,  Anesthesia  for  Mass  Casualties,  Texas 
Society  of  Anesthesiologists,  Sunday,  8:30  a.m. 

Wiebke  H.  Thomsen,  Department  of  Psychiatry, 
University  of  Texas  Medical  Branch,  Galveston. 

Chronic  Tactile  Hallucinosis — Delusions  of  Para- 
sitosis, Texas  Neuropsychiatric  Association, 
Sunday,  2:30  p.m. 

Shalom  E.  Vineberg,  Ph.D.,  Associate  Professor, 
Department  of  Psychology,  University  of  Hous- 
ton, Houston. 

Panel-Forum:  Problems  of  Rehabilitation  and  Place- 
ment, Texas  Heart  Association  Cardiovascular 
Rehabilitation  Conference,  Saturday,  2:45  p.m. 

Leon  Warshaw,  Medical  Director,  Paramount  Pic- 
ture Corporation,  New  York. 

The  Role  of  the  Industrial  Physician  in  Cardiovascu- 
lar Rehabilitation,  Texas  Heart  Association 
Cardiovascular  Rehabilitation  Conference,  Sat- 
urday, 11:30  a.m. 

Panel-Forum:  Cardiac  in  Industry,  Texas  Heart 
Association  Cardiovascular  Rehabilitation  Con- 
ference, Saturday,  2:45  p.m. 

Captain  John  G.  Weg,  U.S.A.F.,  M.C.,  Gastroen- 
terology Service,  Wilford  Hall  United  States 
Air  Force  Hospital,  Aerospace  Medical  Division, 
Air  Force  Systems  Command,  Lackland  Air 
Force  Base. 

Treatment  of  Hepatic  Coma  by  Hemodialysis,  Sec- 
tion on  Digestive  Diseases,  Monday,  2:45  p.m. 

Stanley  C.  White,  National  Aeronautics  and  Space 
Administration,  Houston. 

Approach  of  the  Radiation  Hazard — Project  Apollo, 
Symposium  on  Nuclear  Medicine,  Sunday,  3:35 
p.m. 

Mr.  Fred  Wiener,  Executive  Director,  Vocational 
Guidance  Service,  Houston. 

Presenter,  Panel-Forum:  Problems  of  Rehabilitation 
and  Placement,  Texas  Heart  Association  Cardio- 
vascular Rehabilitation  Conference,  Saturday, 
2:45  p.m. 

Colonel  Raymond  A.  Yerg,  U.S.A.F.,  M.C.,  Deputy 
for  Bioastronautics,  Air  Force  Missile  Test  Cen- 
ter, Patrick  Air  Force  Base,  Fla. 

World  Wide  Medical  Support  for  Manned  Space 
Flight,  Symposium  on  Nuclear  Medicine,  Sun- 
day, 2:40  p.m. 
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Memorial  Service 


Sunday,  April  28,  5 p.m. 

Maude  Sallee  Embree  Hall,  First  Baptist  Church, 
Ervay  Street  at  San  Jacinto  Street 

T.  Haynes  Harvill,  M.D.,  Dallas,  Chairman. 

Mrs.  Max  R.  Woodward,  Sherman,  Co-Chairman. 

1.  Organ  Prelude.  Mrs.  Bailey  Forester,  Dallas. 

2.  Invocation.  Thomas  A.  Fry,  Jr.,  D.D.,  Pastor, 

First  Presbyterian  Church,  Dallas. 

3.  Special  Music.  Mrs.  Martha  Branham,  Dallas. 

4.  Memorial  Address  for  Deceased  Members  of  the 
Woman’s  Auxiliary. 

Mrs.  John  H.  Wootters,  Crockett. 

5.  Memorial  Address  for  Deceased  Physicians. 

T.  Haynes  Harvill,  M.D.,  Dallas. 

6.  Special  Music.  Mrs.  Branham. 

7.  Benediction.  Kenneth  Pepper,  Th.D., 

Chaplain  Supervisor, 
Parkland  Memorial  Hospital,  Dallas. 

8.  Organ  Postlude.  Mrs.  Forester. 

General  Meetings 


Monday,  April  29,  10  a.m. 

Crystal  Ballroom,  Baker  Hotel 

George  W.  Waldron,  Houston,  President,  Presiding. 

1.  (10:00)  The  Musculoskeletal  Aspects  of  Emo- 
tional Conditions. 

J.  Leonard  Goldner,  Durham,  N.C. 

2.  (10:30)  The  Evaluation  of  Minimal  Brain  Dam- 
age. 

William  K.  Jordan,  New  York. 

3.  (11:00)  A Clinical  Approach  to  Cerebral  Palsy. 

Meyer  A.  Perlstein,  Chicago. 

Problems  and  patients  will  be  presented  via  Eidophor,  closed- 
circuit  large  screen  color  television  developed  by  Ciba  Pharma- 
ceutical Company. 


Tuesday,  April  30,  10  a.m. 

Regency  Room,  Adolphus  Hotel 

Joe  R.  Donaldson,  Pampa,  Vice  President,  Presiding. 

1.  (10:00)  Air  Pollution — Facts  and  Fables. 

Frank  Prir.ci,  Cincinnati. 

2.  (10:30)  Treatment  of  Superficial  Fungus  Infec- 
tions. 

Harvey  Blank,  Miami. 

3.  (11:00)  Radiological  Detection  of  Small  Cancers 
and  Polyps  of  the  Colon. 

Wendell  G.  Scott,  St.  Louis,  Mo. 

Cancer  of  the  stomach  is  one  of  the  cancers  that  shows  a de- 
clining incidence  in  the  United  States.  It  is  decreasing  at  the 
rate  of  six  per  100,000  of  the  population  every  ten  years,  and 


in  the  past  20  years  there  has  been  a 40  per  cent  decline  in 
mortality.  These  facts  call  for  an  appraisal  of  our  present 
methods  of  differentiating  between  benign  and  malignant  gas- 
tric ulcerations. 

Cancer  of  the  colon  is  now  the  most  prevalent  form  of  cancer 
that  involves  both  men  and  women.  Last  year  it  accounted  for 
41,000  deaths,  and  in  1963  it  is  estimated  that  it  will  account 
for  73,000.  Greater  effort  must  be  directed  to  the  small  and 
curable  cancers  of  the  colon.  This  requires  a more  efficient 
radiographic  method  of  detecting  small  tumors  and  polyps. 
These  procedures  will  be  discussed  and  illustrations  noted  by 
various  cases. 

4.  (11:30)  Ears  That  Now  Hear. 

J.  V.  D.  Hough,  Oklahoma  City. 


GENERAL  MEETING  LUNCHEON 


Monday,  April  29,  12:30  p.m. 

Terrace  Room,  Baker  Hotel 

Joe  R.  Donaldson,  Pampa,  Vice  President,  Presiding. 


1.  (12:30)  Invocation. 

Guy  T.  Denton,  Jr.,  Dallas. 

Luncheon. 

Recognition: 

Past  Presidents  Association. 
Registrants  for  Orientation  Program. 


2.  (1:15)  Announcement  of  Anson  Jones  Awards. 

Foy  H.  Moody,  Corpus  Christi, 
Chairman,  Council  on  Public 
Relations  and  Public  Service. 


3.  (1:20)  Introduction  of  Speaker. 

Elliott  Mendenhall,  Dallas. 

4.  (1:25)  Living  in  a Glass  House. 

Mr.  Eugene  N.  Beesley,  Indianapolis, 
President,  Eli  Lilly  and  Company. 


ANNUAL  LUNCHEON  AND 
INSTALLATION  OF  OFFICERS 


Tuesday,  April  30,  12:30  p.m. 

Terrace  Room,  Baker  Hotel 

George  W.  Waldron,  Houston,  President,  Presiding. 

1.  (12:30)  Invocation. 

Howard  O.  Smith,  Marlin. 

Luncheon. 

Recognition: 

Fifty  Year  Club. 

Civic  Guests. 

2.  (1:10)  Announcement  of  Scientific  Exhibits 
Awards. 

Jasper  H.  Arnold,  Houston,  Chairman, 
Committee  on  Scientific  Exhibits. 


3.  (1:15)  Installation  of  Officers  of  Texas  Medical 

Association  for  1963-1964. 


4.  (1:35)  Introduction  of  Speaker. 

Milford  0.  Rouse,  Dallas. 

5.  (1:40)  Freedom  or  Fedicare  to  the  Fore. 

George  M.  Fister,  Ogden,  Utah, 
President,  American  Medical  Association. 
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Refresher  Courses 


The  refresher  course  program  for  the  1963  annual 
session  includes  13  courses,  each  consisting  of  ap- 
proximately 45  minutes  of  lecture  plus  30  minutes 
of  questions  and  answers.  The  courses,  presented 
by  out-of-state  medical  leaders,  are  primarily  for 
the  benefit  of  physicians  in  general  practice,  but 
also  are  of  value  to  specialists.  Category  II  hour- 
for-hour  credit  will  be  granted  by  the  Texas  Acad- 
emy of  General  Practice  for  each  course. 

The  schedule  runs  from  8:30  to  9:45  a.m.,  Monday 
and  Tuesday,  each  course  being  complete  in  a single 
day.  All  courses  are  scheduled  in  the  Adolphus  Ho- 
tel. No  tickets  will  be  required  for  attendance  at 
courses. 

Following  is  the  list  of  courses  and  instructors,  to- 
gether with  meeting  place  for  each  course: 

Monday,  April  29,  8:30-9:45  a.m. 

1.  Connective  Tissue:  Inflammation  and  Allergy. 

David  A.  Dolowitz,  Salt  Lake  City. 
(Danish  Room,  Adolphus  Hotel) 

Inflammation  results  from  a chain  reaction  of  histamine  on 
connective  tissue.  If  not  arrested,  this  reaction  produces  death. 
If  controlled  in  normals  by  excretion  of  histamine,  connective 
tissue  cells  are  protected  by  the  action  of  adrenocortical  ster- 
oids and  local  detoxification  by  acid  mucopolysaccharides  such  as 
heparin.  A motion  picture  illustrating  this  later  process  will  be 
shown,  followed  by  comments  on  clinical  application  in  weeping 
eczema  of  the  ear,  hay  fever,  asthma,  and  laryngotracheobron- 
chitis. 

2.  Management  of  Dehydration  and  Diarrhea. 

James  N.  Etteldorf,  Memphis,  Tenn. 
(Civic  Center  III,  Adolphus  Hotel) 

Adequate  parenteral  fluid  therapy  is  now  generally  recognized 
as  the  most  essential  component  of  good  management  of  severe 
diarrhea  during  infancy.  Several  programs  of  fluid  therapy  with 
certain  similarities  have  been  evolved  during  the  past  15  years. 
The  quantities  of  alkali  and  potassium  recommended  by  these 
methods  have  varied  and  constitute  the  major  differences  which 
exist  between  them.  A modification  of  Hartmann’s  method,  the 
method  perfected  by  Darrow,  and  that  of  Butler  and  Talbot 
have  been  studied  in  a group  of  infants  and  the  biochemical 
responses  will  be  compared. 

3.  A Rational  Approach  to  the  Therapy  of  Peptic 
Ulcer. 

Henry  D.  Janowitz,  New  York. 
(Civic  Center  II,  Adolphus  Hotel) 

Current  ulcer  management  is  at  once  too  casual  and  too  pessi- 
mistic. A rational  therapy  should  be  based  on  the  recognition 
that  ulcer  disease,  especially  duodenal  ulcer,  is  a serious  long 
term  illness  requiring  vigorous  management  at  the  onset.  Bed 
rest  is  preferable  to  ambulatory  therapy.  Enough  is  known  of 
the  gastric  pathophysiology  of  this  disease  to  allow  us  to 
fashion  a reasonable  dietary  approach.  Common  antacids  are 
effective  agents,  but  we  usually  underestimated  the  large 
amounts  required  for  neutralization.  It  is  rational  to  control  the 
intake  of  alcohol,  caffeine,  and  tobacco. 

Effective  therapy  must  have  a prophylactic  outlook.  Educate 
the  patient  to  the  hazards  of  ulcerogenic  drugs,  manipulate  the 
present  day  tension-creating  environment  realistically,  and  rec- 
ognize that  for  some  patients  earlier  surgical  intervention  with 
some  of  the  newer,  less  destructive  operations  should  be  con- 
sidered. 


4.  Ocular  Inflammation.  (Primarily  for  non-oph- 
thalmologists.) 

John  Harry  King,  Jr.,  Washington,  D.C. 
(Roof  Garden,  Adolphus  Hotel) 

The  etiology,  diagnosis,  and  treatment  of  the  inflamed  eye  will 
be  reviewed.  Emphasis  will  be  placed  upon  the  conditions  which 
can  be  treated  by  the  non-specialist  and  those  which  should  be 
referred  to  the  ophthalmologist.  Modern  therapeutic  methods 
will  be  described  and  a color  sound  movie  will  be  used  to  dem- 
onstrate the  essential  points  of  diagnosis  and  treatment.  The 
use  and  abuse  of  corticosteroid  therapy  will  be  emphasized  in 
the  movie. 

5.  Studies  on  Malignant  Melanoma. 

Raffaele  Lattes,  New  York. 
(Parlor  C,  Adolphus  Hotel) 

The  surgical  pathologic  studies  of  malignant  melanoma  of  the 
skin  of  adults  are  discussed.  Follow-up  results  of  several  types 
of  surgical  treatment  are  correlated.  The  treatment  consists  of : 
(1)  excision  of  only  the  primary  tumor;  (2)  excision  of  the 
primary  tumor  plus  simultaneous  elective,  or  so-called  “prophy- 
lactic” node  dissection;  or  (3)  excision  of  the  primary  tumor 
plus  simultaneous  or  delayed  radical  dissection  of  clinically  evi- 
dent nodal  metastases.  Since  two-thirds  of  the  recurrences  took 
place  within  two  years,  and  80  per  cent  within  five  years,  the 
five-year  apparent  cure  rate  appeared  to  be  a reasonable  meas- 
ure of  the  effectiveness  of  treatment. 

6.  Criteria  for  Diagnosis  of  Occupational  Diseases. 

Frank  Princi,  Cincinnati. 
(French  Room,  Adolphus  Hotel) 

Occupational  diseases  are  best  defined  as  illnesses  that  occur  as 
a result  of  physical  or  chemical  influences  in  the  working  en- 
vironment. When  the  insult  is  massive  and  the  reaction  acute, 
an  emergency  may  result ; it  must  be  treated  as  any  medical 
emergency.  Supportive  symptomatic  treatment  is  essential. 
Rarely  is  it  necessary  that  a definitive  diagnosis  precede  insti- 
tution of  proper  treatment. 

Illnesses  that  are  the  result  of  continued  exposure  to  excess 
concentrations  of  atmospheric  contaminants  require  an  under- 
standing of  both  the  physical  and  chemical  nature  of  the 
environment  and  the  qualitative  and  quantitative  characteristics 
of  the  suspected  causative  agent.  Implicit  in  a statement  that 
an  occupational  disease  exists  are  questions  of  personal  injury, 
compensation,  and  disability. 

7.  Systemic  Disease  and  Anesthesia. 

W.  Derek  Wylie,  London. 
(Parlor  A,  Adolphus  Hotel) 

The  discussion  centers  on  the  implication  of  anesthesia  in  pa- 
tients who  are  handicapped  by  disease  in  a system  of  the  body 
other  than  that  associated  with  the  surgical  condition.  Disorders 
of  the  heart  and  circulation  and  of  the  respiratory  tract  are 
the  most  common  complicating  factors,  but  some  infrequent 
conditions  may  be  specially  dangerous  during  anesthesia  or  im- 
mediately after  it.  Some  details  of  preoperative  assessment  and 
preparation  are  considered. 

Tuesday,  April  30,  8:30-9:45  a.m. 

8.  Treatment  and  Palliation  of  Carcinoma  of  the 
Lung. 

Ralph  A.  Deterling,  Jr.,  Boston. 
(Civic  Center  I,  Adolphus  Hotel) 

The  need  for  early  diagnosis  and  aggressive  surgical  interven- 
tion, particularly  in  men  over  40  years  old  who  have  suspicious 
or  persistent  pulmonary  lesions,  is  emphasized.  In  a patient 
with  infiltration  or  nodular  lesion,  other  diagnostic  measures 
may  be  utilized  in  addition  to  the  standard  roentgenogram.  Sev- 
eral techniques  are  given.  Methods  of  palliation  are  discussed. 

9.  Observations  Concerning  Adnexal  Disease. 

Isadore  Dyer,  New  Orleans. 
(Parlor  G,  Adolphus  Hotel) 


WATCH  FOR  FURTHER  ANNUAL  SESSION  INFORMATION  BY  MAIL 
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10.  Medical  Treatment  of  Essential  Hypertension. 

Ray  W.  Gifford,  Jr.,  Cleveland. 
(Parlor  A,  Adolphus  Hotel) 

Follow-up  studies  have  shown  conclusively  that  effective  medi- 
cal treatment  of  hypertension  prolongs  the  lives  of  many  pa- 
tients with  severe  and  malignant  hypertension.  Successful  ther- 
apy depends  upon  good  control  of  diastolic  blood  pressure  and 
adequate  renal  function.  The  physican  now  has  at  his  disposal 
many  antihypertensive  drugs  which  may  be  employed  alone  or 
in  various  combinations  to  construct  a regimen  that  is  both 
effective  and  relatively  free  from  side  effects. 

Present  medical  treatment  is  expensive,  time  consuming,  and 
perpetual,  for  it  is  only  palliative.  Therefore,  it  behooves  the 
physician  to  be  certain  that  the  hypertension  is  sustained  be- 
fore treatment  is  started,  but  once  started  the  regimen  should  be 
adjusted  until  the  diastolic  blood  pressure  is  under  control  and 
then  maintained  indefinitely. 

11.  Epilepsy. 

William  K.  Jordan,  Little  Rock. 
(Civic  Center  III,  Adolphus  Hotel) 

12.  The  Management  of  Parathyroid  Disorders. 

William  P.  Longmire,  Jr.,  Los  Angeles. 
(Civic  Center  II,  Adolphus  Hotel) 

A general  discussion  of  parathyroid  disease  will  be  presented 
with  comments  on  the  important  historical  milestones  in  our 
understanding  of  these  glands  and  their  dysfunction.  The  anat- 
omy, histology,  and  physiology  of  the  glands  will  be  briefly  con- 
sidered. The  diagnosis  and  management  of  hypoparathyroidism 
and  hyperparathyroidism  will  be  discussed. 

13.  Some  Sources  of  Error  in  Neuro-ophthalmol- 
ogy. (Primarily  for  ophthalmologists.) 

C.  Wilbur  Rucker,  Rochester,  Minn. 
(Roof  Garden,  Adolphus  Hotel) 

From  the  abundance  of  confusing  signs  in  neuro-ophthalmology, 
the  following  have  been  selected  for  discussion  : hyaline  masses 
on  the  optic  nerve  head  and  their  associated  defects  in  the 
visual  fields,  the  rapid  loss  of  vision  caused  by  temporal  arter- 
itis, and  paresis  of  the  extraocular  muscles  of  myasthenia  gravis 
simulating  lesions  of  the  oculomotor  nerves. 

Curbstone 

Consultations 


Ten  informal,  unrehearsed,  round-table  discussions, 
sponsored  by  the  Texas  Medical  Association,  will  be 
held  Monday,  8-9:30  p.m.,  in  the  Terrace  Room  of 
the  Baker  Hotel.  All  registrants  are  invited  to  at- 
tend. 

Acknowledgments  are  extended  to  American  College 
of  Chest  Physicians  and  its  Texas  Chapter  for 
their  assistance  in  initiating  the  panel  discussions. 

Physicians  attending  the  sessions  are  encouraged  to 
ask  questions  and  to  comment  on  the  various  aspects 
of  each  subject  under  discussion.  Physicians  are  in- 
vited to  bring  case  histories,  x-ray  films,  and  elec- 
trocardiograms, and  to  obtain  the  opinion  of  the 
panelists.  Physicians  may  move  from  one  table  to 
another,  if  and  when  they  wish.  Refreshments  will 
be  served  on  a complimentary  basis. 

Topics,  moderators,  and  panelists  are  listed  below: 

Table  1. — Coronary  Insufficiency. 

Robert  E.  Leslie,  El  Campo,  Moderator. 
Charles  A.  Armburst,  Jr.,  Houston. 
William  J.  Block,  San  Antonio. 
Milton  R.  Hejtmancik,  Galveston. 
Herman  K.  Hellerstein,  Cleveland. 
Maurice  M.  Scurry,  Dallas. 


Table  2. — Chemotherapy  of  Pulmonary  Infections. 

John  W.  Middleton,  Galveston,  Moderator. 

J.  Otis  Armstrong,  Dallas. 
William  M.  M.  Kirby,  Seattle. 

Donald  L.  Paulson,  Dallas. 
John  A.  Wiggins,  Fort  Worth. 

Table  3. — Common  Problems  of  the  Thyroid. 

Mavis  P.  Kelsey,  Houston,  Moderator. 

Frederick  J.  Bonte,  Dallas. 
C.  Ferrill  Hamilton,  Dallas. 
George  J.  Race,  Dallas. 
Edgar  C.  White,  Houston. 

Table  4. — Gynecologic  Disease  As  It  Affects  the  Ob- 
stetrical Patient. 

Isadore  Dyer,  New  Orleans,  Moderator. 

Reuben  H.  Adams,  Dallas. 
Lt.  Col.  C.  E.  Gibbs,  Lackland  Air  Force  Base. 

L.  Charles  Powell,  Galveston. 
Dennis  M.  Voulgaris,  Wharton. 

Table  5. — Management  of  Breast  Tumors. 

William  D.  Seybold,  Houston,  Moderator. 

Charles  T.  Ashworth,  Dallas. 
Clifton  D.  Howe,  Houston. 
Ruskin  C.  Norman,  San  Antonio. 
Albert  0.  Singleton,  Jr.,  Galveston. 

Table  6. — Management  of  Low  Back  Pain. 

George  W.  N.  Eggers,  Galveston,  Moderator. 

Louis  W.  Breck,  El  Paso. 
John  J.  Hinchey,  San  Antonio. 
Charles  E.  Ratcliff,  Lubbock. 
Joe  W.  Woodward,  Waco. 

Table  7. — The  Management  of  Advanced  Malignan- 
cies. 

John  T.  Mallams,  Dallas,  Moderator. 

George  A.  Balia,  Dallas. 
Vincent  P.  Collins,  Houston. 
Karl  W.  Erwin,  Dallas. 
Oscar  L.  Morphis,  Fort  Worth. 
William  L.  Wilson,  San  Antonio. 

Table  8. — The  Management  of  Diagnostic  Problems 
in  Pulmonary  Diseases. 

John  L.  Kee,  Jr.,  Dallas,  Moderator. 

John  S.  Chapman,  Dallas. 
Daniel  E.  Jenkins,  Houston. 

J.  E.  Miller,  Dallas. 
Robert  B.  Morrison,  Austin. 

Table  9. — Problems  in  Allergy. 

John  P.  McGovern,  Houston,  Moderator. 

George  W.  Bean,  Fort  Worth. 
William  C.  Grater,  Dallas. 
Theodore  J.  Haywood,  Houston. 
Homer  E.  Prince,  Waco. 
J.  W.  H.  Rouse,  San  Antonio. 
George  J.  Seibold,  Wichita  Falls. 

Table  10. — Ulcerative  Diseases  of  the  Digestive 
Tract. 

J.  Arnold  Bargen,  Temple,  Moderator. 

Herbert  A.  Bailey,  Dallas. 
Dolph  L.  Curb,  Houston. 
Marcel  Patterson,  Galveston. 
Francis  M.  Spencer,  San  Angelo. 
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Section  Meetings 


SECTION  ON  DIGESTIVE  DISEASES 

Chairman— Nicholas  C.  Hightower,  Temple. 
Secretary — John  R.  Kelsey,  Jr.,  Houston. 

Monday,  April  29,  2:30-5  p.m. 

Parlor  D,  Adolphus  Hotel 

1.  (2:30)  Complications  of  Gastric  Hypothermia. 

Frederick  R.  Lummis,  Jr.,  Houston. 

Several  case  histories  will  be  presented  to  illustrate  complications 
following  use  of  gastric  hypothermia  and  of  freezing  in  the 
treatment  of  gastrointestinal  hemorrhage  and  peptic  ulcer  dis- 
ease. 

2.  (2:45)  Treatment  of  Hepatic  Coma  by  Hemo- 
dialysis. 

Captain  John  G.  Weg,  San  Antonio. 

Because  of  the  progressive  decline  of  a patient  whose  hepatitis 
progressed  to  coma,  a six  hour  hemodialysis  with  a Kolff  twin 
coil  artificial  kidney  was  performed.  Ammonia,  bilirubin,  and 
other  “toxic  products”  were  removed.  Within  24  hours  signifi- 
cant clearing  of  the  patient’s  sensorium  was  noted.  Recovery 
was  complicated  by  massive  hemorrhage  from  a superficial  gas- 
tric ulcer  which  was  controlled  at  laparotomy.  Hemodialysis  in 
the  therapy  of  hepatic  coma  will  be  discussed  and  a case  report 
offered. 

3.  (3:00)  Malabsorption  Syndrome  Accompanied 
by  Protein  Loss. 

Henry  D.  Janowitz,  New  York. 

In  some  patients  hypoalbuminemia  with  peripheral  edema  rep- 
resents failure  to  absorb  protein  ; in  others  it  represents  pro- 
tein leakage  through  the  gastrointestinal  mucosa.  A description 
of  a group  of  patients  who  combine  clinical  evidence  of  the  mal- 
absorption syndrome  with  laboratory  evidence  of  hypoalbumi- 
nemia based  on  intestinal  leak  is  given.  Clinical,  radiographic, 
and  histologic  features  are  discussed. 

4.  (3:40)  Geographic  Distribution  of  Gastroin- 
testinal Cancer. 

Helen  C.  Ong,  Galveston. 

The  incidence  of  gastrointestinal  cancer  deaths  in  Texas  varied 
in  individual  counties  from  less  than  2 per  cent  to  more  than 
8 per  cent  of  all  reported  fatalities  in  a five  year  period.  Vari- 
ous pertinent  statistical  factors  are  considered.  It  is  proposed  to 
study  these  counties  more  carefully  for  other  factors  which  might 
contribute  to  the  variation  observed. 

Discussion:  Marcel  Patterson,  Galveston. 

5.  (4:00)  If  I Had  An  Ulcer. 

Philip  Thorek,  Chicago. 

The  peptic  ulcer  problem  is  attacked  from  a personal  point  of 
view — what  the  author  would  want  done  if  this  were  his  ulcer. 
Gastric  and  duodenal  ulcers  are  illustrated  by  colored  slides,  and 
preferred  treatment  for  both  types  is  discussed. 

6.  (4:30)  Cinefluorography : A New  Tool  in  the 
Diagnosis  of  Esophageal  Disease. 

Edward  B.  Best,  Temple. 

Tuesday,  April  30,  2:15-5  p.m. 

Regency  Room,  Adolphus  Hotel 

Clinical  Jam  Session:  Joint  meeting  of  Sections  on 
Digestive  Diseases,  Internal  Medicine,  Pathology, 
Radiology,  and  Surgery. 


7.  (2:15)  Case  Discussions. 

Moderator:  Nicholas  C.  Hightower,  Temple. 

Panelists: 

Henry  D.  Janowitz,  New  York,  Gastroenterology. 
William  P.  Longmire,  Jr.,  Los  Angeles,  Surgery. 

Wendell  G.  Scott,  St.  Louis,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 

8.  (3:35)  Case  Discussions. 

Moderator:  John  R.  Kelsey,  Jr.,  Houston. 

Panelists : 

Ray  W.  Gifford,  Jr.,  Cleveland,  Internal  Medicine. 
Ralph  A.  Deterling,  Jr.,  Boston,  Surgery. 
Gerald  M.  McDonnel,  Los  Angeles,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 


SECTION  ON  GENERAL  PRACTICE 


Chairman — Herbert  G.  Liberty,  Seguin. 

Secretary — Harry  A.  Tubbs,  Post. 

Monday,  April  29,  2:30-5  p.m. 

Regency  Room,  Adolphus  Hotel 

1.  (2:30)  Acute  Abdominal  Injuries. 

Philip  Thorek,  Chicago. 

The  problem  of  acute  abdominal  injuries  will  be  considered  ac- 
cording to  a three-pronged  plan.  Does  the  injury  involve  a solid 
viscus,  a hollow  viscus,  or  the  genitourinary  tract?  Early  deter- 
mination of  the  specific  category  is  stressed,  with  emphasis  on 
bedside  diagnosis.  Although  the  laboratory  plays  a pertinent 
part,  it  is  minimized  for  the  benefit  of  those  who  lack  24-hour 
laboratory  facilities. 

2.  (3:00)  Renal  Neoplasms. 

Charles  A.  Hulse,  San  Antonio. 

Renal  neoplasms  are  classified  and  briefly  discussed.  Such  neo- 
plasms may  cause  bizarre  and  obscure  complaints,  unrelated  to 
the  urinary  tract.  Routine  excretory  urography  is  indicated  and 
often  is  helpful. 

3.  (3:30)  Clinical  Criteria  in  the  Selection  of 
Stroke  Patients  for  Vascular  Surgery. 

Paul  R.  Ellis,  Jr.,  Dallas. 

A clinical  classification  of  stroke  syndromes  is  presented  with 
emphasis  on  features  which  affect  the  selection  of  patients  for 
surgical  consideration.  The  role  of  arteriography  in  the  evalua- 
tion of  the  patient  also  is  discussed.  Color  slides  show  the  surgi- 
cal techniques  utilized  in  the  treatment  of  extracranial  cerebro- 
vascular occlusions.  The  results  as  well  as  the  risks  involved  in 
the  surgical  treatment  of  various  types  of  strokes  will  be  dis- 
cussed. 

4.  (4:00)  Back  Pain — Urologic  Aspects. 

Edward  White,  Jr.,  Dallas. 

In  addition  to  the  recognized  entities  of  obstructive  and  infec- 
tious phenomena,  the  newer  categories  of  renal  vascular  disease 
and  enuretic  children  are  mentioned  in  some  detail.  The  ap- 
proaches one  may  take  to  solve  a urological  problem  are  given. 
New  ideas  which  have  helped  to  resolve  these  problems  are  dis- 
cussed. 

5.  (4:30)  Pitfalls  in  T and  A. 

James  T.  Hall,  Lubbock. 
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Tuesday,  April  30,  2:30-5  p.m. 

Crystal  Ballroom,  Baker  Hotel 

6.  (2:30)  Acute  Abdomen  in  the  Aged. 

Philip  Thorek,  Chicago. 

Acute  abdominal  problems  in  the  aged  are  discussed  systemically. 
Emphasis  is  on  those  conditions  that  are  indigenous  to  the  aged 
as  compared  to  the  younger  person.  Conditions  as  common  as 
acute  appendicitis  and  as  rare  as  gallstone  ileus  will  be  discussed. 

7.  (3:00)  Exfoliative  Cytology  as  Viewed  by 
Clinical  Cytologist. 

James  G.  Morris,  Lubbock. 

8.  (3:30)  Ulcerative  Colitis:  Recognition  and 
Management. 

Marcel  Patterson,  Galveston. 

9.  (4:00)  Problems  in  Cutaneous  Medicine. 

Harvey  Blank,  Miami. 

SECTION  ON  INTERNAL  MEDICINE 

Chairman — R.  W.  Griffin,  San  Antonio. 

Secretary — Raymond  D.  Pruitt,  Houston. 

Monday,  April  29,  2:30-5  p.m. 

French  Room,  Adolphus  Hotel 

1.  (2:30)  The  Comparative  Therapeutic  Actions 
of  Anabolic  Steroids. 

Maurice  L.  Tainter,  New  York. 

There  are  wide  differences  in  the  androgenic  side  effects  of  the 
anabolic  steroids  presently  available.  The  therapeutic  uses  of 
these  in  overcoming  tissue  wasting  processes  may  be  critically 
important  in  the  cachectic  patient  suffering  from  many  chronic 
illnesses.  The  improved  nutrition,  increased  hemoglobin  levels, 
weight  gain,  and  psychologic  effects  may  be  very  dramatic  in 
many  patients.  The  available  compounds  will  be  summarized  and 
differentiated. 

2.  (3:00)  The  Clinical  Significance  of  Raynaud’s 
Phenomenon. 

Ray  W.  Gifford,  Jr.,  Cleveland. 

The  differential  diagnosis  of  Raynaud’s  phenomenon  is  often 
difficult  but  is  of  great  clinical  importance.  When  Raynaud’s 
phenomenon  exists  in  the  absence  of  any  secondary  disease  or 
condition,  the  prognosis  is  good.  However,  Raynaud’s  phenome- 
non often  is  secondary  to,  and  may  be  the  first  manifestation  of, 
some  underlying  and  often  sinister  disease.  Sympathectomy  is 
more  likely  to  be  helpful  when  Raynaud’s  phenomenon  is  pri- 
mary. 

3.  (3:30)  (topic  pending). 

Herman  K.  Hellerstein,  Cleveland. 

4.  (4:00)  Management  of  Nontoxic  Goiter. 

Robert  M.  Salassa,  Rochester,  Minn. 

In  our  opinion  there  is  no  single  answer  to  this  common  but 
highly  controversial  problem.  Some  investigators  state  that  there 
is  rarely,  if  ever,  any  reason  to  subject  a patient  to  thyroidec- 
tomy while  others  advise  the  surgical  removal  of  all  nontoxic 
goiters.  There  are  limitations  which  make  these  extreme  points 
of  view  untenable. 

5.  (4:30)  The  Mechanics  and  Value  of  Assisted 
Circulation. 

Ralph  A.  Deterling,  Jr.,  Boston. 

The  methods  which  have  been  utilized  to  assist  the  circulation 
may  be  divided  into  the  categories  of  synchronous  and  asynchro- 
nous assistance.  Left  atrial-femoral  total  bypass  is  the  only  form 
of  asynchronous  assistance  that  has  been  shown  by  Dennis  to 
reduce  myocardial  oxygen  consumption  in  the  dog.  The  earliest 
method  of  synchronous  assistance  is  counterpulsation.  Experi- 
mental studies  with  counterpulsation  have  shown  increase  in  cor- 
onary blood  flow  by  50  per  cent,  as  well  as  reduction  of  left 
ventricular  work  by  33  per  cent  and  myocardial  oxygen  con- 


sumption by  22  per  cent.  When  the  pump  is  properly  synchro- 
nized, there  is  no  significant  destruction  of  formed  blood  ele- 
ments ; no  pathologic  sequelae  are  noted.  The  clinical  application 
of  this  method  will  be  discussed. 

Tuesday,  April  30,  2:15-5  p.m. 

Regency  Room,  Adolphus  Hotel 

Clinical  Jam  Session:  Joint  Meeting  of  Sections  on 
Internal  Medicine,  Digestive  Diseases,  Pathology, 
Radiology,  and  Surgery. 

6.  (2:15)  Case  Discussions. 

Moderator:  Nicholas  C.  Hightower,  Temple. 

Panelists: 

Henry  D.  Janowitz,  New  York,  Gastroenterology. 
William  P.  Longmire,  Jr.,  Los  Angeles,  Surgery. 

Wendell  G.  Scott,  St.  Louis,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 

7.  (3:35)  Case  Discussions. 

Moderator:  John  R.  Kelsey,  Jr.,  Houston. 

Panelists : 

Ray  W.  Gifford,  Jr.,  Cleveland,  Internal  Medicine. 
Ralph  A.  Deterling,  Jr.,  Boston,  Surgery. 
Gerald  M.  McDonnel,  Los  Angeles,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 


SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 

Chairman — William  F.  McLean,  Austin. 

Secretary — Stephen  W.  Cobb,  Dallas. 

Monday,  April  29,  2:30-5  p.m. 

Civic  Center  II,  Adolphus  Hotel 

1.  (2:30)  Office  Procedure,  Successful  Plan  for 
Emotional  Conditioning  in  an  Obstetric  and  Gyne- 
cological Practice. 

Isadore  Dyer,  New  Orleans. 
General  Discussion. 

2.  (3:15)  Urinary  Tract  Infections  in  Pregnancy. 

Alvin  L.  LeBlanc,  Galveston. 

A review  of  the  present  concepts  on  the  origin  and  pathophysi- 
ology of  urinary  tract  infections,  with  emphasis  on  the  known 
changes  in  pregnancy  which  predispose  to  their  occurrence,  will 
be  presented.  Also,  a review  of  nine  months’  investigation  of  a 
large  clinic  population,  emphasizing  the  occurrence  of  asympto- 
matic urinary  tract  infection,  its  expected  outcome,  and  a dis- 
cussion of  long-term  antimicrobial  therapy  will  be  presented. 

Discussion:  Peggy  Joyce  Whalley,  Dallas. 

3.  (4:00)  Panel  Discussion:  Practical  Delivery 
Room  Management  of  Second  and  Third  Stages  of 
Labor. 

Moderator: 

Marion  L.  Stahl,  Austin. 

Episiotomy : 

Don  G.  Harrel,  Dallas. 
Third  Stage  and  Immediate  Bleeding: 

C.  Richard  Bates,  Wichita  Falls. 
Inspection  and  Treatment  of  Cervix: 

Walter  S.  Parks,  Jr.,  Midland. 

General  Discussion. 
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Tuesday,  April  30,  2:30-5  p.m. 

Civic  Center  II,  Adolphus  Hotel 

4.  (2:30)  Accidental  Trauma  in  Pregnancy  and 
Delivery. 

Isadore  Dyer,  New  Orleans. 
General  Discussion. 

5.  (3:00)  The  First  Two  Years  of  Perinatal  Mor- 
tality in  a Community  Hospital. 

James  E.  Gleichert,  Dallas. 

A survey  of  perinatal  deaths  at  Dallas  Methodist  Hospital  during 
the  first  two  years  of  the  function  of  the  Dallas  County  Peri- 
natal Committee  is  presented.  A marked  discrepancy  is  noted 
between  the  improvement  in  maternal  mortality  and  in  perinatal 
mortality.  The  perinatal  death  rate  of  27.7  per  1,000  live  births 
is  compared  with  other  areas  and  other  years.  Perinatal  deaths 
are  analyzed  as  to  cause.  Prematurity  is  noted  to  be  the  major 
factor. 

Discussion : Wayne  F.  Baden,  Temple. 

Joint  Meeting  of  Section  on  Obstetrics  and 
Gynecology  and  Section  on  Pediatrics 
Civic  Center  II,  Adolphus  Hotel 

6.  (3:30)  Panel  Discussion:  Resuscitation  of  the 
Newborn. 

Moderator:  Jack  Rudolph,  Houston. 

Panelists: 

William  K.  Jordan,  Little  Rock,  Ark.,  Neurology. 
G.  Cooley  (Tom)  Nabors,  Dallas,  Obstetrics. 
Cecil  G.  Yarbrough,  Dallas,  Anesthesiology. 
Myron  M.  Nichols,  Galveston,  Pediatrics. 

SECTION  ON  OPHTHALMOLOGY 

Chairman — James  H.  Scruggs,  Jr.,  Waco. 

Secretary — Louis  Daily,  Jr.,  Houston. 

Monday,  April  29,  2:30-5  p.m. 

Roof  Garden,  Adolphus  Hotel 

(A  refresher  course  on  “Ocular  Inflammation”  will  be  conducted 
by  John  Harry  King,  Jr.,  Washington,  D.C.,  from  8:30  to 
9:45  a.m.  Monday,  Roof  Garden,  Adolphus  Hotel.  The  Texas 
Ophthalmological  Association  will  have  a program  between  10 
a.m.  and  12  noon  Monday,  Roof  Garden,  Adolphus  Hotel.  See  Re- 
fresher Courses  and  Specialty  Programs  sections  for  details.  A 
luncheon  of  the  Texas  Ophthalmological  Association  will  be  held 
at  12 :30  p.m.  Monday,  French  Room,  Adolphus  Hotel.  Members 
of  the  Texas  Ophthalmological  Association  will  convene  for  a 
business  meeting  Monday  at  1 :30  p.m.  in  the  Roof  Garden, 
Adolphus  Hotel.) 

1.  (2:30)  Extraocular  Muscle  Palsies. 

C.  Harold  Beasley,  Fort  Worth. 

A discussion  and  movie  of  some  not-so-common  extraocular  mus- 
cle disorders.  The  discussion  will  include  a brief  description  and 
treatment  of  patients  with  Marcus-Gunn  phenomenon,  bilateral 
ptosis,  elevator  paralysis,  traumatic  lateral  rectus  palsy,  and 
Duane’s  retraction  syndrome. 

2.  (3:00)  The  Frequency  of  Myopia  in  Individu- 
als Under  21  Years  of  Age. 

Henry  L.  Hilgartner,  Austin. 

The  records  of  the  author  and  his  father,  Henry  L.  Hilgartner, 
Sr.,  are  combined  statistically  starting  in  1910  and  carried 
through  to  1963.  Until  1930,  the  number  of  hyperopes  to  myopes 
was  roughly  seven  to  one.  Now,  the  ratio  is  greater  than  four  to 
one  in  favor  of  the  myope. 

3.  (3:30)  Surgery  of  Corneal  Conditions. 

JOHN  Harry  King,  Jr.,  Washington,  D.C. 


Corneal  disease  and  conditions  amenable  to  surgical  treatment 
will  be  discussed.  Essential  points  in  techniques  of  pterygium 
excision,  repair  of  corneal  wounds,  conjunctival  flaps,  lamellar 
and  penetrating  corneal  transplantation  will  be  emphasized  using 
slides  and  movies.  A question  and  answer  period  will  be  invited. 

(4:30)  Visit  Exhibits. 

Tuesday,  April  30,  2:30-5  p.m. 

Roof  Garden,  Adolphus  Hotel 

( A refresher  course  on  ‘‘Some  Sources  of  Error  in  Neuro- 
ophthalmology” will  be  conducted  by  C.  Wilbur  Rucker,  Roches- 
ter, Minn.,  from  8:30  to  9:45  a.m..  Tuesday,  Roof  Garden,  Adol- 
phus Hotel.  The  Texas  Ophthalmological  Association  will  have 
a program  from  10  a.m.  to  12  noon  Tuesday,  Roof  Garden, 
Adolphus  Hotel.  See  Refresher  Courses  and  Specialty  Programs 
sections  for  details.) 

4.  (2:30)  New  Classifications  of  Glaucomas. 

John  Lippas,  Dallas. 

5.  (3:00)  Treatment  of  Congenital  Cataracts. 

Rex  C.  House,  Corpus  Christi. 

The  types  and  etiology  of  congenital  cataracts  and  the  surgical 
procedures  for  treating  them,  with  special  reference  to  the  use 
of  Fuch’s  two-way  syringe,  will  be  reviewed.  Indications  for  sur- 
gical intervention,  age  at  which  operation  should  be  performed, 
and  consideration  of  requirements  that  should  be  met  by  the 
ideal  operation  for  congenital  cataracts  will  be  discussed. 

6.  (3:30)  The  Retinoschisis  Problem. 

Thomas  F.  Hogan,  Jr.,  San  Antonio. 

Retinoschisis  is  a not  uncommon  finding  in  a careful  routine  eye 
examination.  It  is  a progressive  disease  which  can  lead  to  retinal 
detachment — 14  per  cent  as  reported  in  one  series  of  178  eyes 
examined.  The  diagnosis  and  differentiation  from  similar  appear- 
ing conditions  will  be  discussed.  A definite  plan  for  follow-up 
and  the  recording  of  progressive  change  by  sketches  and  fields 
are  important.  Various  opinions  as  to  proper  treatment  are  re- 
ported. 

7.  (4:00)  Sources  of  Error  in  the  Diagnosis  of 
Chiasmal  Lesions. 

C.  Wilbur  Rucker,  Rochester,  Minn. 

Such  a diversity  of  disease  processes  may  arise  in  the  region  of 
the  optic  chiasm  that  their  recognition  is  often  difficult.  A 
series  of  cases  in  which  there  were  errors  in  diagnosis  and  a 
discussion  of  how  they  could  have  been  avoided  will  be  presented. 


SECTION  ON  OTOLARYNGOLOGY 

Chairman — J.  Patrick  Moran,  Corpus  Christi. 
Secretary — Daniel  B.  Powell,  Jr.,  Austin. 

Monday,  April  29,  2:30-5  p.m. 

Danish  Room,  Adolphus  Hotel 

(A  refresher  course  on  “Connective  Tissue — Inflammation  and 
Allergy”  will  be  conducted  by  Dr.  David  A.  Dolowitz,  Salt  Lake 
City,  from  8:30  to  9:45  a.m.,  Monday,  Danish  Room,  Adolphus 
Hotel.  The  program  of  the  Texas  Otolaryngological  Association 
is  scheduled  Monday  between  10  and  11 :30  a.m.  in  the  Danish 
Room,  Adolphus  Hotel.  See  Refresher  Courses  and  Specialty 
Programs  sections  for  details.  A cocktail  hour  for  members  of 
the  Texas  Otolaryngological  Association  will  be  held  from  5 to 
6 p.m.  in  Parlor  G,  Adolphus  Hotel.) 

1.  (2:30)  Microsurgery  of  the  Middle  Ear. 

J.  V.  D.  Hough,  Oklahoma  City. 

2.  (3:15)  Present  Day  Mastoidectomy. 

David  A.  Dolowitz,  Salt  Lake  City. 

Modern  day  mastoidectomy  strives  to  remove  all  osteomyelitis 
from  the  temporal  bone  while  preserving  as  much  of  the  func- 
tional anatomy  as  possible  for  socially  adequate  hearing.  A tech- 
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nique  permitting  improved  hearing  in  cases  where  it  was  not 
possible  to  eradicate  all  such  infection  will  be  described.  Studies 
of  the  results  of  this  type  of  surgery  in  Navajo  children  with 
poor  resistance  to  infection  will  be  presented. 

3.  (3:00)  Tympanoplasty. 

J.  V.  D.  Hough,  Oklahoma  City. 

Questions  and  Answers  Session  (Panel). 

Tuesday,  April  30,  2:30-5  p.m. 

Danish  Room,  Adolphus  Hotel 

(The  Texas  Otolaryngological  Association  will  meet  from  9:45 
to  11 :15  a.m.  Tuesday,  Danish  Room,  Adolphus  Hotel.  See  Spe- 
cialty Programs  section  for  details.  The  group  will  move  to  the 
Regency  Room,  Adolphus  Hotel,  at  11 :30  to  hear  the  general 
meeting  address  of  Dr.  J.  V.  D.  Hough,  Oklahoma  City,  on  the 
topic  “Ears  That  Now  Hear”.  The  Texas  Otolaryngological  As- 
sociation luncheon  and  business  meeting  will  be  held  at  12:15 
p.m.,  Civic  Center  III,  Adolphus  Hotel.) 

4.  (2:30)  SAL  Test  in  Prediction  of  Stapedec- 
tomy Results. 

Ludwig  A.  Michael,  Dallas. 

5.  (4:00)  Round-Table  Discussion. 

Moderator:  Louis  E.  Adin,  Jr.,  Dallas. 


SECTION  ON  PATHOLOGY 

Chairman — Charles  F.  Pelphrey,  Austin. 

Secretary — Alice  Smith,  Dallas. 

(Monday,  the  Texas  Society  of  Pathologists,  Inc.,  will  hold  a 
business  meeting  immediately  following  the  section  program.) 

Monday,  April  29,  2:30-5  p.m. 

Parlor  A,  Adolphus  Hotel 

1.  (2:30)  Pathology  and  Clinical  Pathological 
Correlation  of  Mediastinal  Tumors,  With  Special 
Emphasis  on  Tumors  of  the  Thymus. 

Raffaele  Lattes,  New  York. 

A series  of  107  primary  tumors  of  the  thymus  was  analyzed,  and 
the  results  of  this  study  are  presented.  Special  emphasis  is  on 
histological  classification  and  clinical  correlations.  Treatment  and 
prognosis  are  considered,  and  tissue  culture  is  emphasized  as 
being  an  invaluable  tool  in  the  study  and  differential  diagnosis 
of  mediastinal  tumors  of  possible  thymic  origin. 

2.  (3:45)  The  New  Determination:  Approaches  to 
the  Evaluation  of  New  Methodology  in  the  Patholog- 
ical Laboratory. 

A.  Ben  C.  Dowdey,  Dallas,  and 
Donald  D.  Van  Fossan,  Galveston. 

In  his  essay  of  1673,  “Concerning  the  Unsuccessfulness  of  Ex- 
periments”, Robert  Boyle  wrote,  “I  am  very  sorry,  Pyrophilus, 
that  to  the  many  (elsewhere  enumerated)  difficulties  which  you 
may  meet  with  ...  I must  add  one  discouragement  more,  which 
will  perhaps  as  much  surprise  as  dishearten  you  ; . . . many  of 
the  experiments  published  by  authors,  or  related  to  you  by  the 
persons  you  converse  with,  [will  be]  false  and  unsuccessful  (be- 
sides this,  I say),  you  will  meet  with  several  observations  and 
experiments  which,  though  communicated  for  true  by  candid 
authors  or  undistrusted  eye-witnesses,  or  perhaps  recommended 
by  your  own  experience,  may,  upon  further  trial,  disappoint 
your  expectation,  either  not  at  all  succeeding  constantly,  or  at 
least  varying  much  from  what  you  expected.”  We  shall  discuss 
means  of  dealing  with  the  above  mentioned  problems  in  the 
clinical  pathology  laboratory  of  1963,  especially  as  pertains  to 
the  evaluation  of  new  methodology  and  instrumentation  and  their 
continuing  surveillance. 

General  Discussion. 


3.  (4:30)  Mixed  Diseases  of  the  Thyroid. 

John  V.  Denko,  Amarillo. 

In  this  series  of  419  patients  17  had  carcinoma  of  the  thyroid 
gland.  Nine  of  these  patients  also  had  other  diseases  of  the 
thyroid  including  chronic  thyroiditis,  adenomatous  goiter,  and 
benign  adenomas.  One  patient  had  a carcinoma  as  well  as  ade- 
nomas in  a toxic  type  goiter.  Two  patients  had  multiple  carci- 
nomas. In  a total  of  104  adenomas  resected,  fetal  adenoma  was 
found  to  be  the  most  common  one  present.  Approximately  14 
per  cent  of  the  solitary  nodules  were  malignant.  There  is  a de- 
tailed breakdown  on  the  relationship  of  the  patients  with  thy- 
roiditis, carcinoma,  toxic  symptoms,  adenomas,  and  adenomatous 
goiters. 

Tuesday,  April  30,  2:15-3:35  p.m. 

Regency  Room,  Adolphus  Hotel 

Clinical  Jam  Session:  Joint  Meeting  of  Sections  on 
Pathology,  Internal  Medicine,  Digestive  Diseases, 
Radiology,  and  Surgery. 

4.  (2:15)  Case  Discussions. 

Moderator:  Nicholas  C.  Hightower,  Temple. 

Panelists : 

Henry  D.  Janowitz,  New  York,  Gastroenterology. 

William  P.  Longmire,  Jr.,  Los  Angeles,  Surgery. 

Wendell  G.  Scott,  St.  Louis,  Radiology. 

Raffaele  Lattes,  New  York,  Pathology. 

4 p.m. 

Parlor  A,  Adolphus  Hotel 
Section  on  Pathology 

5.  (4:00)  Scotochromogen  Mycobacterial  Disease 
in  Man. 

S.  Donald  Greenberg,  Houston. 

During  the  past  decade,  recognition  of  the  potential  pathogenic- 
ity of  certain  chromogenic  acid-fast  bacilli  has  placed  even  great- 
er emphasis  on  accurate  tissue  diagnosis,  bacteriologic  diagnosis, 
and  classification  of  acid-fast  bacilli.  Infections  with  “anony- 
mous” or  “unclassified”  mycobacteria  that  were  previously 
thought  to  be  harmless  saphrophytes  are  being  reported  with 
increasing  frequency. 

Within  the  last  two  years,  six  cases  of  disease  caused  by  scoto- 
chromogenic  mycobacteria  (Runyon  Group  II)  have  been  diag- 
nosed and  treated  at  the  Jefferson  Davis  Hospital  and  the  Tu- 
berculosis Division.  This  paper  will  emphasize  the  tissue  and 
bacteriologic  diagnosis  of  these  cases  together  with  a brief  dis- 
cussion as  to  clinical  diagnosis  and  treatment. 

6.  (4:20)  Origin  of  Aschoff  Nodules  from  Dam- 
aged Cardiac  Muscle  Fibers. 

Hemprova  G.  McDonald,  McKinney. 

In  the  study  of  a large  number  of  cases  of  rheumatic  heart  dis- 
ease diagnosed  clinically  and  pathologically,  it  has  been  found 
that  the  primary  lesion  of  the  myocardium  is  degeneration.  Fi- 
brinoid degeneration  is  one  of  the  various  types  of  degeneration 
that  the  cardiac  muscle  undergoes  in  the  acute  stages  of  this 
disease  process.  The  formation  of  Aschoff’s  nodules,  which  is 
characteristic  of  rheumatic  fever,  has  been  followed  from  the 
early  stages  of  cytoplasmic  and  nuclear  changes  in  the  cardiac 
muscle  cells.  The  origin  of  acellular  material  and  various  types 
of  cells  composing  Aschoff’s  nodules,  including  Anitschkow’s 
myocytes,  will  be  demonstrated  by  photomicrography  of  their 
various  stages  of  development  from  cardiac  muscle  cells  as 
studied  in  the  histological  sections. 
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SECTION  ON  PEDIATRICS 


Chairman — Ben  H.  White,  Austin. 

Secretary — C.  William  Daeschner,  Jr.,  Galveston. 

Monday,  April  29,  2:30-5  p.m. 

Civic  Center  III,  Adolphus  Hotel 

1.  (2:30)  Football:  Does  One  Have  to  Pay  the 
Price? 

Richard  C.  Schneider,  Ann  Arbor,  Mich. 

A review  of  the  1959  football  season  disclosed  18  fatalities,  14 
of  which  were  caused  by  head  and  spinal  cord  injuries.  These 
neurosurgical  cases  were  personally  followed  up  carefully  with 
the  coaches,  trainers,  physicians,  and  coroners.  Autopsies  were 
performed  in  11  of  the  14  cases,  and  pathologic  proof  was  avail- 
able. Studies  of  this  material  and  data  from  more  recent  seasons 
produced  suggestions  for  possible  changes  in  equipment,  selec- 
tion of  players,  and  perhaps  consideration  of  rule  changes. 

2.  (3:00)  Tuberculin  Skin  Tests. 

Richard  D.  Bates,  Dallas. 

A study  of  reactions  to  the  Heaf  tuberculin  test  has  led  to  iden- 
tification and  separation  of  other  entities  that  once  were  includ- 
ed with  tubercular  disease,  namely,  the  individual  with  the  un- 
stable test  and  the  individual  with  the  small  tuberculin  test.  The 
author  will  report  on  90  patients  who  were  sole  reactors  out  of 
a group  of  siblings  with  no  definite  family  contact. 

The  method  of  skin  testing  used  in  the  clinic  at  Children’s  Medi- 
cal Center  has  led  to  observations  that  would  not  have  been  made 
using  a progressive  strength  of  test  antigen.  Only  OT.  1 :1,000 
or  intermediate  strength  PPD.  was  used.  Response  to  second 
strength  PPD.  without  clinical  support  of  disease  should  be  dis- 
regarded. 

3.  (3:30)  Diagnosis  and  Management  of  Hyper- 
thyroidism in  Children. 

James  N.  Etteldorf,  Memphis,  Tenn. 

Hyperthyroidism  with  its  distinctive  clinical  and  diagnostic  fea- 
tures occurs  with  less  frequency  than  hypothyroidism  in  chil- 
dren. However,  certain  problems  may  arise  concerning  its  man- 
agement. Currently,  there  is  less  controversy  concerning  the 
treatment  of  hyperthyroidism  in  children  and  medical  manage- 
ment is  generally  preferred  over  thyroidectomy.  The  former  will 
be  discussed  and  the  clinical  and  diagnostic  features  mentioned. 

4.  (4:00)  Recent  Advances  in  Cancer  Chemother- 
apy in  Children. 

Donald  J.  Fernbach,  Houston. 

As  thousands  of  new  drugs  are  being  screened  for  anti-tumor 
effect  each  year,  there  is  growing  hope  that  effective  controlling 
agents  may  soon  be  discovered.  Numerous  organizations  have 
pooled  clinical  resources  in  order  to  expedite  results.  One  drug, 
cyclophosphamide  (Cytoxan),  was  developed  in  this  program  and 
is  now  an  established  form  of  therapy  for  leukemia,  neuroblas- 
toma, and  lymphoma  in  children.  Other  agents  are  being  studied 
in  the  treatment  of  other  neoplastic  diseases.  The  current  status 
of  chemotherapy  will  be  reviewed. 

5.  (4:30)  Hypotonia  and  the  Myopathies. 

Meyer  A.  Perlstein,  Chicago. 

Tuesday,  April  30,  2:30-5  p.m. 

Civic  Center  III,  Adolphus  Hotel 

6.  (2:30)  Practical  Laboratory  and  Clinical  Con- 
trol of  Antibotic  Therapy. 

William  M.  M.  Kirby,  Seattle. 

7.  (3:00)  Hernia,  Hydrocele,  and  Undescended 
Testicle. 

Franklin  J.  Harberg,  Houston. 

Hernia,  hydrocele,  and  undescended  testicle  are  the  most  common 
surgical  problems  in  infancy  and  childhood.  The  types  encoun- 
tered, techniques  in  diagnosis,  surgery,  and  complications  with 
these  problems  are  presented  stressing  the  practical  management 
of  the  patient. 


Joint  Meeting  of  Section  on  Obstetrics  and 
Gynecology  and  Section  on  Pediatrics 

Civic  Center  II,  Adolphus  Hotel 

8.  (3:30)  Panel  Discussion:  Resuscitation  of  the 

Newborn. 

Moderator:  Jack  Rudolph,  Houston,  Pediatrics. 

Panelists : 

William  K.  Jordan,  Little  Rock,  Ark.,  Neurology. 
G.  Cooley  (Tom)  Nabors,  Dallas,  Obstetrics. 
Cecil  G.  Yarbrough,  Dallas,  Anesthesiology. 
Myron  M.  Nichols,  Galveston,  Pediatrics. 


SECTION  ON  PUBLIC  HEALTH 

Chairman — Neal  M.  Atkins,  Waco. 

Secretary — Albert  G.  Randall,  Amarillo. 

(The  Texas  Association  of  Public  Health  Physicians  will  have  a 
dinner  meeting  Sunday  at  7 p.m..  Civic  Center  I,  Adolphus  Ho- 
tel. Conference  of  City  and  County  Health  Officers  will  be  held 
Monday  at  2 :30  p.m..  Civic  Center  I,  Adolphus  Hotel.  See  Spe- 
cialty Programs  section  for  details.) 

Tuesday,  April  30,  2:30-5  p.m. 

Civic  Center  I,  Adolphus  Hotel 

1.  (2:30)  The  Individual  Citizen’s  Responsibility 
in  Public  Health  of  the  Future. 

Franklin  D.  Yoder,  Springfield,  111. 

In  public  health  we  seek  to  achieve  our  goals  through  health 
education  rather  than  through  law  enforcement.  We  formerly 
believed  that  people  would  act  wisely  in  health  matters  if  they 
had  the  facts  with  which  to  make  the  correct  decisions.  We  now 
know  that  human  behavior  may  have  nothing  to  do  with  public 
health  but  is  based  on  social  and  psychological  influences,  such 
as  values,  emotions,  motivation,  tradition,  attitudes,  and  culture. 

2.  (3:00)  A Mental  Health  Community  Care  Pro- 
gram. 

Wilber  V.  Bradshaw,  Jr.,  Fort  Worth. 

In  Texas,  as  in  other  states,  the  readmission  rate  of  patients 
discharged  from  state  hospitals  for  the  mentally  ill  has  been  of 
concern  to  both  medicine  and  appropriating  bodies. 

Since  secondary  prevention  of  illness  is  one  responsibility  of 
health  departments,  a service  to  patients  dismissed  from  state 
hospitals  for  the  mentally  ill  and  their  families  was  initiated  in 
Fort  Worth  in  1960.  Its  objective  was  to  collect  data  to  investi- 
gate the  reasons  for  readmission,  and  to  study  the  effectiveness 
of  public  health  nursing  services  in  relation  to  readmission,  the 
cost  of  such  a service,  and  the  amount  of  personnel  needed  to 
give  such  a service.  Preliminary  reports  will  be  discussed. 

Discussion. 

3.  (3:30)  A Local  Health  Department  Looks  at 
Its  Chronic  Disease  Program. 

Elizabeth  Gentry,  Austin. 

With  communicable  disease  under  better  control,  a local  health 
department  is  serving  more  people  with  non  communicable  chron- 
ic disease.  In  order  to  work  more  effectively  and  also  to  extend 
nursing  time,  physical  therapists,  a nutritionist,  a social  worker, 
and  an  occupational  therapist  have  been  employed.  Problems  en- 
countered are  discussed. 

Discussion. 

4.  (4:00)  School  Health  and  the  Practicing  Phy- 
sician. 

Donald  A.  Dukelow,  Chicago. 

In  a community’s  schools  are  a quarter  of  the  people  served  by 
its  physicians.  A physician’s  service  to  his  child  patients  is  sup- 
plemented by  the  services  of  the  school  medical  director,  nurse, 
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administrator,  teacher,  psychologist,  social  worker,  counselor,  and 
attendance  officer. 

A private  physician  can  guide  the  school  and  community  health 
services  directed  toward  his  child  patients  so  that  they  will  not 
only  affect  their  present  health,  but  also  will  establish  the  un- 
derstanding, attitude,  and  practice  that  leads  to  discriminating 
decisions  regarding  problems  of  personal  and  community  health 
in  the  future. 

5.  (4:30)  One  Year’s  Experience  With  Oral  Polio 

Vaccine  in  the  State  of  Texas. 

Van  C.  Tipton,  Austin. 

Texas  experienced  a comparatively  sharp  increase  in  paralytic 
poliomyelitis  in  1962.  Community  wide  administration  of  oral 
vaccine  by  county  medical  societies  promptly  terminated  pending 
Type  I epidemics.  Similar  programs  were  carried  out  in  areas 
without  cases.  Programs  utilizing  Types  II  and  III  vaccines  fol- 
lowed. An  estimated  total  of  6 million  doses  of  Type  I,  2 y2 
million  doses  of  Type  II,  and  1 % million  doses  of  Type  III  vac- 
cines were  administered. 

Discussion. 


SECTION  ON  RADIOLOGY 

Chairman — Ruskin  C.  Norman,  San  Antonio. 
Secretary — Frederick  J.  Bonte,  Dallas. 

Monday,  April  29,  2:30-5  p.m. 

English  Room,  Baker  Hotel 

1.  (2:30)  Diagnosis  and  Management  of  Gastric 
Ulcerations. 

Wendell  G.  Scott,  St.  Louis,  Mo. 

Differentiating  between  benign  gastric  ulcers  and  small  cancers 
of  the  stomach  can  be  very  difficult  and  confusing  for  the  radi- 
ologist just  as  it  occasionally  is  for  the  pathologist.  One  of  the 
basic  procedures  is  to  determine  the  radiologic  evidence  of  the 
prompt  healing  of  the  benign  lesions.  However,  this  can  be 
hazardous  if  the  healing  process  is  not  followed  to  complete  re- 
covery. 

A series  of  illustrations  will  demonstrate  the  points  used  in  mak- 
ing this  differentiation. 

2.  (3:00)  Medicolegal  Aspects  of  Radiology. 

Vincent  P.  Collins,  Houston. 

3.  (3:30)  Pelvic  Lymphangiography  in  Carcino- 

ma of  the  Cervix  Uteri. 

Michael  Howett,  Dallas;  and 
Ernest  A.  Elmendorf,  Bryan. 

4.  (4:00)  Supervoltage  Roentgenography. 

Gerald  M.  McDonnel,  Los  Angeles. 

5:  (4:30)  Diagnosis  of  Intracranial  Neoplasms 

by  Scintiscanning. 

Carlos  Bazan,  Jr.,  Galveston; 
McClure  Wilson,  La  Marque;  and 
Martin  L.  Schneider,  Galveston. 

Tuesday,  April  30,  2:15-5  p.m. 

Regency  Room,  Adolphus  Hotel 

Clinical  Jam  Session:  Joint  meeting  of  Sections  on 
Radiology,  Digestive  Diseases,  Internal  Medicine, 
Pathology,  and  Surgery. 

6.  (2:15)  Case  Discussions. 

Moderator:  Nicholas  C.  Hightower,  Temple. 

Panelists: 

Henry  D.  Janowitz,  New  York,  Gastroenterology. 
William  P.  Longmire,  Jr.,  Los  Angeles,  Surgery. 
Wendell  G.  Scott,  St.  Louis,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 


7.  (3:35)  Case  Discussions. 

Moderator:  John  R.  Kelsey,  Jr.,  Houston. 

Panelists : 

Ray  W.  Gifford,  Jr.,  Cleveland,  Internal  Medicine. 
Ralph  A.  Deterling,  Jr.,  Boston,  Surgery. 
Gerald  M.  McDonnel,  Los  Angeles,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 


SECTION  ON  SURGERY 

Chairman — Walter  Hasskarl,  Jr.,  Brenham. 
Secretary — William  D.  Seybold,  Houston. 

Monday,  April  29,  2:30-5  p.m. 

Texas  Room,  Baker  Hotel 

1.  (2:30)  Surgical  Management  of  the  Dumping 
Syndrome. 

George  L.  Jordan,  Jr.,  Houston. 

Undesirable  postoperative  sequelae  sometimes  follow  gastrectomy. 
One  syndrome,  in  which  symptoms  appear  during  or  soon  after 
the  ingestion  of  a meal,  appears  to  be  due  to  rapid  passage  of 
undigested  food  into  the  gastrointestinal  tract.  Symptoms  may 
be  controlled  by  dietary  measures,  with  or  without  supplemental 
medication.  Some  patients,  however,  do  not  respond  to  conserva- 
tive measures.  No  operation  has  been  uniformly  successful.  An 
interposition  of  a reversed  segment  of  jejunum  between  the 
gastric  remnant  and  the  small  bowel  prevents  precipitate  empty- 
ing of  the  gastric  remnant  and  allows  a slow  and  gradual  emp- 
tying similar  to  that  seen  in  patients  with  an  intact  pylorus. 
Experimental  studies  in  animals  and  clinical  studies  in  a small 
group  of  patients  have  been  gratifying. 

Discussion:  Edgar  J.  Poth,  Galveston. 

2.  (3:00)  Occlusive  Disease  of  the  Peripheral  and 
Visceral  Arteries. 

Ralph  A.  Deterling,  Jr.,  Boston. 

With  the  significant  medical  advances  during  the  past  ten  years, 
there  has  been  a new  horizon  in  the  therapy  of  occlusive  arterial 
disease.  In  patients  with  intermittent  claudication  involving  the 
hip,  occlusive  disease  of  the  common  iliac  or  bifurcation  of  the 
aorta  has  been  correctable  by  means  of  endarterectomy  or  by- 
pass grafting.  These  surgical  procedures  also  have  been  useful 
in  the  lower  extremity,  although  with  advanced  disease  one 
must  consider  sympathectomy  or  peripheral  nerve  crush. 
Localized  occlusions  at  the  arterial  orifice  have  produced  specific 
syndromes  associated  with  partial  occlusion  of  the  renal,  superior 
mesenteric,  and  cerebral  vessels.  Endarterectomy  and  patch 
grafting  have  made  it  possible  to  restore  satisfactory  blood  flow 
with  reversal  of  signs  and  symptoms  in  many  of  these  patients. 

3.  (3:40)  Major  Hepatic  Resections. 

William  P.  Longmire,  Jr.,  Los  Angeles. 

Major  hepatic  resections  may  be  indicated  in  the  treatment  of 
both  malignant  and  benign  primary  neoplasms  of  the  liver,  large 
hepatic  hemangiomas,  and  selected  solitary  metastatic  lesions. 
The  liver  is  made  up  of  right  and  left  lobes  which  contain  ap- 
proximately equal  masses  of  liver  tissue.  The  hilar  structures 
(artery,  vein,  and  duct)  divide  into  right  and  left  branches 
which  serve  the  two  lobes.  The  hepatic  veins  run  in  the  inter- 
lobar and  in  ter  segmental  planes.  The  technique  of  hepatic  resec- 
tion will  be  demonstrated. 

4.  (4:10)  Prophylaxis  and  Treatment  of  Tetanus. 

M.  Bradfield  Oxford,  San  Antonio. 

Although  the  mortality  rate  of  tetanus  is  still  about  25  per  cent, 
there  has  been  a steady  decline  in  recent  years.  Because  of  the 
near-perfect  efficacy  of  prophylaxis,  every  physician  who  sees 
patients  with  wounds  potentially  infected  with  tetanus  should 
carry  out  this  prophylaxis  properly. 

Discussion:  William  J.  Hills,  San  Antonio. 
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Tuesday,  April  30,  2:15-5  p.m. 

Regency  Room,  Adolphus  Hotel 

Clinical  Jam  Session:  Joint  meeting  of  Sections  on 
Surgery,  Digestive  Diseases,  Internal  Medicine, 
Pathology,  and  Radiology. 

5.  (2:15)  Case  Discussions. 

Moderator:  Nicholas  C.  Hightower,  Temple. 

Panelists : 

Henry  D.  Janowitz,  New  York,  Gastroenterology. 
William  P.  Longmire,  Jr.,  Los  Angeles,  Surgery. 

Wendell  G.  Scott,  St.  Louis,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 

6.  (3:35)  Case  Discussions. 

Moderator:  John  R.  Kelsey,  Jr.,  Houston. 

Panelists : 

Ray  W.  Gifford,  Jr.,  Cleveland,  Internal  Medicine. 
Ralph  A.  Deterling,  Jr.,  Boston,  Surgery. 
Gerald  M.  McDonnel,  Los  Angeles,  Radiology. 
Raffaele  Lattes,  New  York,  Pathology. 


Specialty  Programs 


CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin. 

(The  Texas  Association  of  Public  Health  Physicians  will  have  a 
dinner  meeting  Sunday  at  7 p.m.,  Civic  Center  I,  Adolphus  Ho- 
tel. The  Section  on  Public  Health  of  the  Texas  Medical  Associa- 
tion will  have  a program  Tuesday  from  2:30  to  5 p.m..  Civic 
Center  I,  Adolphus  Hotel.  See  Section  Meetings  section  and  else- 
where in  this  Specialty  Programs  section  for  details.) 

Monday,  April  29,  2:30-5  p.m. 

Civic  Center  I,  Adolphus  Hotel 

1.  (2:30)  Private  Medicine  and  Public  Health. 

Franklin  D.  Yoder,  Springfield,  111. 

2.  (3:00)  Tuberculosis  Case  Finding  Program  in 

Dallas. 

Hal  J.  Dewlett,  Dallas. 

In  an  intensive  tuberculosis  case  finding:  project  in  Dallas,  in- 
troduction of  a new  record  system  simplifies  the  follow-up  of 
the  detected  cases.  An  inclusion  of  a case  investigator  has  re- 
sulted in  bringing-  under  medical  supervision  several  of  the  lost 
and  recalcitrant  tuberculosis  patients. 

3.  (3:30)  Tuberculosis  Studies  of  Unorganized 

Counties. 

Howard  E.  Smith,  Austin. 

Studies  involving  the  evaluation  of  known  cases  of  tuberculosis 
in  the  community  have  been  made  of  several  South  Texas  coun- 
ties. These  cases  may  involve  about  the  last  ten  year  period.  The 
family  contacts  of  these  known  cases  are  given  tuberculin  tests 
and  evaluated  for  the  presence  of  tuberculosis.  Cost  studies  are 
aLso  included  on  evaluation,  casefinding,  and  the  home  treatment 
of  the  tuberculosis  problem  in  the  county.  The  results  of  these 
studies  and  experiences  are  summarized. 


4.  (4:00)  A Metropolitan  Rabies  Control  Pro- 
gram. 

Charles  A.  Pigford,  Houston. 

An  account  of  rabies  in  a large  metropolitan  community  and 
observations  on  the  control  thereof  is  presented.  Problems  en- 
countered in  evaluating  control  methods  on  the  incidence  and 
prevalence  of  the  disease  are  discussed. 

5.  (4:30)  Expansion  of  Local  Health  Depart- 
ments. 

Luther  P.  Walter,  Austin. 

The  expansion  of  public  health  in  Texas  is  compared  with  the 
United  States  as  a whole  with  regard  to  expenditures,  person- 
nel, and  geographical  expansion.  The  public  health  program  can 
be  carried  out  best  in  Texas  through  a sufficient  number  of 
accredited  local  health  organizations.  To  be  accredited,  the  local 
health  organization  must  have  at  least  one  full-time  physician, 
one  nurse,  one  sanitarian,  and  one  clerk,  and  must  operate  un- 
der the  Texas  Merit  System  or  an  accepted  civil  service.  Other 
personnel  and  specialists  are  also  needed. 


INTERNATIONAL  COLLEGE 
OF  SURGEONS 

(Michael  K.  O’Heeron,  M.D.,  1804  Medical  Towers,  Houston  25, 
will  provide  complete  information  on  request.) 

Sunday,  April  28,  7 p.m. 

English  Room,  Baker  Hotel 

1.  (7:00)  Dinner  Meeting. 


MEDICAL  PROFESSIONAL 
ADVISORY  COMMITTEE,  UNITED 
CEREBRAL  PALSY  OF  TEXAS 

Saturday,  April  27,  6:30  p.m. 

Civic  Center  I,  Adolphus  Hotel 

1.  (6:30)  Dinner. 


ORIENTATION  PROGRAM  OF 
TEXAS  MEDICAL  ASSOCIATION 

Executive  Secretary — C.  Lincoln  Williston,  Austin. 


Monday,  April  29,  8 a.m. 

Regency  Room,  Adolphus  Hotel 


1. 

(8:00) 

Registration  and  Coffee. 

2. 

(8:30) 

Call  to  Order. 

James  D.  Murphy,  Fort  Worth. 

3. 

(8:35) 

Welcome:  Objectives  of  the  Orientation 

Program. 

Travis  Smith,  Abilene. 

4. 

(8:40) 

An  Accounting  of  Stewardship:  M hat 

Happens  to 

Your  $45  Dues? 

Troy  A.  Shafer,  Harlingen. 


5.  (9:00)  The  Best  Medical  Care  for  All  Texans. 

Mr.  C.  Lincoln  Williston,  Austin. 


276 


TEXAS  State  Journal  of  Medicine 


6.  (9:25)  Medical  Ethics  Considerations  in  the 

Practice  of  Medicine. 

Charles  E.  Oswalt,  Jr.,  Fort  Stockton. 


7.  (9:45)  Medical  Etiquette:  Obligations  of  the 
Physician  to  Colleagues  and  to  the  Profession. 

Robert  Mayo  Tenery,  Waxahachie. 

8.  (10:05)  Coffee  Break. 

9.  (10:20)  Call  to  Order. 

Charles  Max  Cole,  Dallas. 


10.  (10:20)  Serving  the  Doctors  of  Texas. 

Mr.  Donald  M.  Anderson,  Austin. 

11.  (10:40)  Doctor-Patient  Relations. 

Walter  Walthall,  San  Antonio. 

12.  (11:00)  The  Physician’s  Responsibility  in  Pre- 
serving Voluntary  Health  Insurance. 

A.  Rex  Kirkley,  Temple. 


13.  (11:15)  The  Veterans  Administration  Hospital 
Program:  Its  Effect  Upon  the  Private  Practice  of 
Medicine. 

Milton  V.  Davis,  Dallas. 


14.  (11:30)  Legal  Aspects  of  Medical  Practice: 
Malpractice — How  to  Avoid  It. 

Mr.  Philip  R.  Overton,  LL.B.,  Austin. 


15.  (12:15)  Adjournment. 


SOCIETY  OF  LIFE  INSURANCE 
MEDICAL  DIRECTORS  OF  TEXAS 


(The  Society  of  Life  Insurance  Medical  Directors  of  Texas  will 
sponsor  a Hospitality  Suite  in  the  Adolphus  Hotel  Sunday 
through  Tuesday  during  the  morning  and  evening  hours.  [Suite 
number  to  be  posted  in  hotel  lobby.]  All  Texas  Medical  Associ- 
ation members  are  invited  to  visit  the  suite.) 

Secretary-Treasurer — Fred  Dinkier,  Houston. 

Tuesday,  April  30,  12:15  p.m. 

Parlor  G,  Adolphus  Hotel 

1.  (12:15)  Luncheon  Meeting. 


SYMPOSIUM  ON 
NUCLEAR  MEDICINE 

Chairman,  Committee  on  Nuclear  Medicine,  Texas 
Medical  Association — Herbert  C.  Allen,  Jr.,  Houston. 

Radiation  Problems  of  Aerospace  Medicine 

Moderator — Lloyd  R.  Hershberger,  San  Angelo. 

Sunday,  April  28,  2-4  p.m. 

Texas  Room,  Baker  Hotel 

1.  (2:00)  Manned  Space  Exploration  and  Prepara- 
tion for  It. 

Speaker  pending. 

2.  (2:40)  World  Wide  Medical  Support  for  Manned 
Space  Flight. 

Colonel  Raymond  A.  Yerg, 
Patrick  Air  Force  Base,  Fla. 


3.  (3:00)  Role  of  Flight  Surgeon  in  the  Astro- 
naut’s Care  and  Preparation. 

Lieutenant  Colonel  William  K.  Douglas, 
Patrick  Air  Force  Base,  Fla. 

4.  (3:20)  Radiation  Hazards  in  Space. 

Gerald  M.  McDonnel,  Los  Angeles. 

5.  (3:35)  Approach  of  the  Radiation  Hazard — 
Project  Apollo. 

Stanley  C.  White,  Houston. 


TEXAS  ACADEMY  OF 
GENERAL  PRACTICE  SEMINAR 

Reincarnation  Through  Rehabilitation 

(The  Texas  Academy  of  General  Practice,  with  the  cooperation 
of  the  Texas  Medical  Association  and  the  Education  and  Re- 
search Institute  of  General  Practice,  offers  a seminar  on  “Rein- 
carnation Through  Rehabilitation”.  Attendance  at  the  seminar 
is  acceptable  for  six  hours  of  Category  I credit  by  the  American 
Academy  of  General  Practice.  All  American  Medical  Association 
members  are  invited  to  register.  Registration  fee  is  $10.) 


Sunday,  April  28,  12:30  p.m. 
Regency  Room,  Adolphus  Hotel 


1.  (12:30)  Registration. 

Silas  W.  Grant,  Hillsboro,  Presiding. 

2.  (12:50)  Address  of  Welcome. 

Cecil  M.  French,  San  Angelo. 


3.  (1:00)  Restoration  of  Communication. 

Moderator:  D.  A.  Cargill,  Dallas. 

Problems  of  Hearing  Loss.  D.  A.  Cargill,  Dallas. 
Mechanical  Hearing  Devices. 

Dean  A.  Harris,  Ph.D.,  Dallas. 
Surgical  Restoration  of  Hearing. 

Bernard  L.  Yollick,  Dallas. 
Prosthetic  Aids  to  Communication. 

George  W.  Hahn,  D.D.S.,  Dallas. 
Reading  Problems.  Lucius  Waites,  Jr.,  Dallas. 

Alaryngeal  Speech.  D.  A.  Cargill,  Dallas. 

4.  (2:20)  Restoration  of  Personality  and  Function 
Through  Plastic  Surgery. 

James  T.  Mills,  Dallas. 


5.  (3:00)  Coffee  Break. 

6.  (3:20)  Rehabilitation  of  Emotionally  Disturbed 

Children. 

Robert  L.  Stubblefield,  Dallas. 

7.  (3:40)  Cardiac  Rehabilitation. 

Bryan  Williams,  Dallas. 


8.  (4:00)  Restoration  of  Mobility. 

Moderator: 

Louis  H.  Paradies,  Dallas. 
Panelists: 

Mr.  James  M.  McFarlen, 
J.  Pat  Evans,  and 
Jerald  L.  Blum,  Dallas. 

9.  (5:20)  Panel  Discussion. 

Moderator:  John  C.  Hundley,  Fort  Stockton. 


6-7  p.m. 

Roof  Garden,  Adolphus  Hotel 

10.  (6:00)  Reception.  All  physicians  registered  for 

the  seminar  and  their  wives  are  cordially  invited  to 
attend  the  social  hour  following  the  program. 
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TEXAS  AIR-MEDICS  ASSOCIATION 

(Related  Organization) 

President — Dor  W.  Brown,  Jr.,  Fredericksburg. 
Secretary-Treasurer — C.  F.  Miller,  Waco. 

(The  Texas  Air-Medics  Association  will  maintain  a hospitality 
room  in  the  Baker  Hotel.  It  will  be  open  from  noon  Friday 
through  Sunday.) 


Saturday,  April  27,  8 a.m. 
Banquet  Rooms  1,  2,  3,  Baker  Hotel 


1.  (8:00)  Registration. 

2.  (10:00)  Invocation. 

P.  W.  Malone,  Big  Spring. 

Welcoming  Address  and  Introduction  of 
Guests. 

Dor  W.  Brown,  Jr.,  Fredericksburg. 

3.  (10:30)  Where  Do  We  Go  From  Here? 

Mr.  George  E.  Haddaway,  Dallas. 


4.  (11:15)  Planning,  Programming,  and  Operation- 
al Control  of  Civil  Aviation  in  Canada. 

William  A.  Prowse,  Ottawa,  Ontario,  Canada. 


5.  (12:00)  Aeromedical  Indoctrination  for  Flight 

Crews. 

Luis  Amezcua  Gonzales,  Mexico,  D.F. 

6.  (12:45)  Recess. 

7.  (2:00)  Airline  Medicine  in  a Period  of  Expand- 
ing Capacity  and  Increasing  Performance. 

Paul  M.  Pratho,  Fort  Worth. 


8.  (2:45)  Aeromedical  Research  in  Accident  Pre- 
vention. 

Stanley  R.  Mohler,  Oklahoma  City. 

9.  (3:30)  Coffee  Break. 

10.  (3:45)  Cardiopulmonary  Problems  in  Aero- 
space Medicine. 

Lieutenant  Colonel  Paul  W.  Musgrave, 
Brooks  Air  Force  Base. 

11.  (4:30)  Clinical  Aspects  of  Coronary  Heart  Dis- 
ease. 

Benjamin  B.  Elster,  Port  Arthur. 


17.  (11:15)  Medical  Evaluation  of  100  Airline  Pi- 
lots. 

John  S.  Minnett,  Dallas. 

18.  (12:00)  Federal  Aviation  Agency  Panel  Discus- 
sion. 

Moderator:  W.  A.  Ostendorf,  San  Antonio. 


TEXAS  ASSOCIATION  OF  PUBLIC 
HEALTH  PHYSICIANS 

(Related  Organization) 

President — I.  P.  Barrett,  Fort  Worth. 
Secretary-Treasurer — W.  S.  Brumage,  Austin. 

(The  Conference  of  City  and  County  Health  Officers  will  be 
held  Monday  from  2:30  to  5 p.m..  Civic  Center  I,  Adolphus  Ho- 
tel. The  Section  on  Public  Health  of  the  Texas  Medical  Associa- 
tion will  have  a program  Tuesday  from  2:30  to  5 p.m..  Civic 
Center  I,  Adolphus  Hotel.  See  Section  Meetings  section  and  else- 
where in  this  Specialty  Programs  section  for  details.) 


Sunday,  April  28,  7 p.m. 

Civic  Center,  Adolphus  Hotel 

1.  (7:00)  Dinner  Meeting. 

Address. 

Franklin  D.  Yoder,  Springfield,  111. 

TEXAS  CHAPTER,  AMERICAN 
ACADEMY  OF  PEDIATRICS 

President — J.  T.  Bennett,  El  Paso. 
Secretary-Treasurer— G.  Kenneth  Womack,  Austin. 

(The  Section  on  Pediatrics  of  the  Texas  Medical  Association 
will  meet  Monday  and  Tuesday  from  2 : 30  to  5 p.m.  in  Civic 
Center  III,  Adolphus  Hotel.  See  Section  Meetings  section  for 
details. ) 


Monday,  April  29,  12  noon 
Civic  Center  III,  Adolphus  Hotel 

1.  (12:00)  Luncheon. 

Perceptive  Defects  which  Interfere  with 
A Child’s  Learning  Abilities. 

Lucius  Waites,  Jr.,  Dallas. 


6 p.m. 

Embassy  Ballroom  West,  Statler  Hilton  Hotel 

12.  (6:00)  Social  Hour. 


TEXAS  CHAPTER,  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 

(Related  Organization) 


7:30  p.m. 

Embassy  Ballroom,  Statler  Hilton  Hotel 

13.  (7:30)  Annual  Dinner. 


President — John  W.  Middleton,  Galveston. 

Secretary-Treasurer — Rodger  G.  Smyth,  San  An- 
tonio. 

Program  Chairman — John  L.  Kee,  Jr.,  Dallas. 


Sunday,  April  28,  8 a.m. 

Fiesta  Room,  Baker  Hotel 

14.  (8:00)  Registration. 

15.  (10:00)  Business  Meeting  and  Election  of  Offi- 
cers. 

16.  (10:30)  Relationship  Between  Doctor  and  Pilot. 

Thomas  J.  Cross,  Fort  Worth. 


Sunday,  April  28,  9 a.m. 

English  Room,  Baker  Hotel 

1.  (9:00)  Use  of  Acetyl-Cysteine  in  Chest  Disease. 

Charles  A.  LeMaistre,  Dallas. 

2.  (9:30)  Etiological  Aspects  of  Chronic  Bron- 
chitis and  Emphysema. 

Robert  G.  Loudon,  Dallas. 
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3.  (10:00)  Rehabilitation  of  the  Chronic  Respira- 
tory Cripple. 

William  F.  Miller,  Dallas. 

(10:45)  Recess. 

4.  (11:00)  Charles  M.  Hendricks  Memorial  Lecture: 
Management  of  Suppurative  Pulmonary  Diseases. 

William  M.  M.  Kirby,  Seattle. 

12:15  p.m. 

Texas  Room,  Baker  Hotel 

5.  (12:15)  Luncheon  and  Business  Meeting. 

1:30  p.m. 

English  Room,  Baker  Hotel 

6.  (1:30)  Current  Status  of  Unclassified  Myco- 
bacterial Infections. 

John  S.  Chapman,  Dallas. 

7.  (2:00)  Histoplasmosis:  Clinical  Variations  and 
Current  Concepts  Regarding  Treatment. 

George  S.  Schools,  Dallas. 

8.  (2:30)  Bacterial  Endocarditis:  Problems  in  Di- 
agnosis and  Therapy. 

William  M.  M.  Kirby,  Seattle. 

(3:00)  Recess. 

9.  (3:15)  Pathology  and  Clinical  Pathological  Cor- 
relation of  Mediastinal  Tumors. 

Raffaele  Lattes,  New  York. 

10.  (4:15)  Roentgen  Diagnosis  of  Mediastinal  Tu- 
mors. 

J.  E.  Miller,  Dallas. 

TEXAS  DERMATOLOGICAL  SOCIETY 

(Related  Organization) 

President — D.  Shelton  Blair,  Dallas. 

Vice  President — Winthrope  R.  Hubler,  Corpus 
Christi. 

Secretary-Treasurer — M.  Allen  Forbes,  Jr.,  Austin. 
Program  Chairman — Coleman  Jacobson,  Dallas. 

Monday,  April  29,  9:30  a.m. 

Civic  Center  I,  Hotel  Adolphus 

1.  (9:30)  New  Bacterial  Infections  of  the  Skin. 

Harvey  Blank,  Miami,  Fla. 

(10:10)  Discussion. 

2.  (10:20)  Some  Applications  of  Special  Labora- 
tory Procedures  to  the  Diagnosis  of  Mycotic  Infec- 
tions. 

Sol  Haberman,  Ph.D.,  Dallas. 

The  development  of  specialized  staining  procedures  has  aided 
the  demonstration  of  fungi  within  tissues.  These  include  the 
tissue  gram  stain,  the  Gomori  silver  impregnation  stain  for 
tissue  sections,  and  the  PAS  stain.  In  addition,  fluorescent  dyes 
and  immunofluorescence  for  identification  of  fungi  has  been  of 
useful  application.  The  newer  culture  methods  have  hastened 
the  identification  of  fungi  and  have  allowed  for  antibiotic  sen- 
sitivity testing  procedures  in  the  laboratory. 

(10:50)  Discussion. 


3.  (11:00)  Green  Nails:  The  Importance  of  Pseudo- 
monas Aeruginosa  in  Onychia  and  Paronychia. 

Marvin  E.  Chernosky,  and 
C.  Dean  Dukes,  Ph.D.,  Houston. 

Thirty-four  patients  with  one  or  more  green  nails  have  been 
studied.  Of  these,  22  had  clinical  evidence  of  paronychia  as  well. 
Bacteriologic  studies  on  26  patients  revealed  the  presence  of 
Pseudomonas  aeruginosa  in  pure  or  mixed  cultures  in  22  in- 
stances. Seven  of  the  patients  had  been  previously  treated  for 
fungus  infections  without  benefit.  The  clinical  and  laboratory 
recognition  of  this  condition  is  described.  Protective  measures 
together  with  various  topical  forms  of  polymyxin  B,  used  in  a 
special  manner,  were  found  to  be  the  most  effective  therapeutic 
approach. 

(11:20)  Discussion. 

4.  (11:25)  Chromoblastomycosis  in  Texas. 

John  N.  Gardner,  Beaumont; 
Robert  G.  Freeman,  Houston;  and 
John  M.  Knox,  Houston. 

One  of  the  first  occurrences  of  chromoblastomycosis  in  the 
United  States  was  in  Fort  Worth.  After  many  years,  three  ad- 
ditional Texas  cases  of  chromoblastomycosis  were  encountered 
and  reported.  All  three  patients  apparently  contracted  the  dis- 
ease in  extreme  southeast  Texas.  Clinical,  histopathological,  and 

mycological  aspects  of  these  three  cases  will  be  presented  and 
discussed. 

(11:45)  Discussion. 


TEXAS  DIABETES  ASSOCIATION 

(Related  Organization) 

President — Jesse  D.  Ibarra,  Jr.,  Temple. 

Secretary-Treasurer — John  W.  Chriss,  Corpus 
Christi. 

Sunday,  April  28,  9 a.m. 

Civic  Center  III,  Adolphus  Hotel 

1.  (9:00)  Registration. 

2.  (9:15)  Hyperparathyroidism  as  Seen  in  a 

Large  General  Hospital. 

Dewey  W.  Johnston,  Fort  Worth. 

The  spectrum  of  hyperparathyroidism  in  a general  hospital  is 
reviewed.  Of  six  cases,  two  involved  parathyroid  carcinoma,  one 
of  which  had  associated  Cushing’s  disease.  Emphasis  is  placed 
on  the  practical  aspects  of  diagnosis. 

3.  (9:45)  Juvenile  Diabetes. 

Edwin  L.  Rippy,  Dallas. 

The  early  observations  of  180  cases  of  juvenile  diabetes  are  an- 
alyzed and  certain  conclusions  and  impressions  are  documented. 
A report  of  nine  known  deaths  is  recorded,  and  brief  case  his- 
tories on  a number  of  patients  who  show  interesting  facets  of 
diabetes  are  presented. 

4.  (10:15)  Coffee  Break. 

5.  (10:30)  Uses  of  Anabolic  Steroids  in  the  Dia- 
betic Patient. 

Maurice  L.  Tainter,  New  York. 

Anabolic  steroids  provide  a means  of  increasing  tissue  build-up 
by  stimulating  protein  synthesis  and  all  bodily  processes  depend- 
ent thereon.  They  improve  the  appetite,  create  a feeling  of  well 
being,  and  elevate  the  mood  in  striking  degree.  There  is  evi- 
dence of  beneficial  effects  in  diabetic  retinopathy.  Such  actions 
need  further  exploration  and  therapeutic  expansion. 
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6.  (11:00)  Disorders  of  the  Adrenal  Gland  in 
Childhood. 

Janies  N.  Etteldorf,  Memphis,  Tenn. 

Disorders  of  the  adrenal  gland  may  be  congenital  or  acquired. 
In  the  pediatric  age  group  these  disorders  most  frequently  in- 
volve the  cortex  and,  less  frequently,  the  medulla.  Important 
clinical  (symptoms  and  laboratory)  findings  are  associated  with 
these  disorders.  Conditions  which  will  be  discussed  include  acute 
adrenal  insufficiency,  virilizing  adrenal  hyperplasia,  Cushing’s 
syndrome,  and  pheochromocytoma. 

7.  (11:30)  Current  Methods  for  the  Evaluation  of 
Adrenocortical  Function. 

Robert  M.  Salassa,  Rochester,  Minn. 

While  the  various  mechanisms  controlling  adrenocortical  func- 
tion are  not  fully  defined,  numerous  procedures  and  tests  have 
been  developed  which  are  of  great  help  in  detecting  abnormali- 
ties involving  most  aspects  of  adrenocortical  function.  Reason- 
ably satisfactory  methods  for  evaluating  the  gluco-corticoid,  min- 
eralo-corticoid,  and  androgenic  function  of  the  adrenal  are  avail- 
able and  will  be  discussed. 

12:15  p.m. 

Danish  Room,  Adolphus  Hotel 

8.  (12:15)  Luncheon. 

9.  (1:00)  Panel:  Management  of  Adrenal  Cortical 
Disease. 

Moderator: 

Ralph  G.  Greenlee,  Midland. 
Panelists: 

Robert  M.  Salassa,  Rochester,  Minn. 
James  N.  Etteldorf,  Memphis,  Tenn. 
Maurice  L.  Tainter,  New  York. 
Arthur  Grollman,  Dallas. 

2:15  p.m. 

Civic  Center  III,  Adolphus  Hotel 

10.  (2:15)  Annual  Business  Meeting  and  Election 
of  Officers. 

11.  (2:30)  Physiologic  Basis  of  Experimental  Dia- 
betes Mellitus. 

Arthur  Grollman,  Dallas. 

12.  (3:00)  Chronic  Occlusive  Arterial  Disease 

With  Reference  to  the  Diabetic  Patient. 

Ray  W.  Gifford,  Jr.,  Cleveland,  Ohio. 

This  discussion  of  chronic  occlusive  arterial  disease  of  the  ex- 
tremities will  include  principles  of  medical  management  with 
protection  from  trauma  together  with  considerations  for  direct 
arterial  surgery. 

13.  (3:30)  Pregnancy  and  Diabetes. 

Harold  L.  Dobson, 
C.  D.  Braungardt,  and 
Robert  R.  Franklin,  Houston. 

14.  (4:00)  Medical  Student  Presentation. 


Plan  to  See 

SCIENTIFIC  AND  TECHNICAL 
EXHIBITS 

See  pages  288,  290  for  details  and  times. 


TEXAS  HEART  ASSOCIATION 

Cardiovascular  Rehabilitation  Conference 

( Attendance  at  the  Conference  is  acceptable  for  seven  hours  of 
Category  II  credit  by  the  American  Academy  of  General  Prac- 
tice. ) 

Friday,  April  26,  4 p.m. 

Mezzanine,  Baker  Hotel 

1.  (4:00-8:00)  Registration. 

6:30  p.m. 

Texas  Room,  Baker  Hotel 

2.  (6:30)  Social  Hour. 


7 :30  p.m. 

Crystal  Ballroom,  Baker  Hotel 


3. 

(7:30) 

Dinner. 

4. 

(8:30) 

Introduction  of  Speaker. 

Stephen  W.  Wilson,  Fort  Worth. 

5. 

(8:45) 

Address. 

Saturday,  April  27,  7 :30  a.m. 

Mezzanine,  Baker  Hotel 

6. 

(7:30  a.m. -12:30  p.m.)  Registration. 

8:45  a.m. 

Terrace  Room,  Baker  Hotel 

7. 

(8:45) 

Texas  Rehabilitation  Needs. 

David  J.  Turell,  Houston. 

8.  (9:05)  The  Physician’s  Approach  to  Cardiovas- 

cular Rehabilitation. 

Bryan  Williams,  Dallas. 

9.  (9:25)  A Cardiac  Rehabilitation  Program  in  a 

Texas  Refinery. 

Francis  W.  Wilson,  Port  Arthur. 

10. 

(9:45) 

Stroke  Rehabilitation  Really  Works. 

Edward  M.  Krusen,  Dallas. 

11. 

(10:05) 

Coffee  Break. 

12. 

(10:20) 

Work  Physiology  in  Job  Placement. 

Herman  K.  Hellerstein,  Cleveland. 

13. 

(10:50) 

Using  the  Vocational  Guidance  Coun- 

selor  in  Cardiovascular  Rehabilitation. 

Mr.  John  Hagan,  New  York. 

14.  (11:10)  The  Social  Service  Worker  and  Cardio- 
vascular Rehabilitation. 

Miss  Helen  Cassidy,  New  Orleans. 

15.  (11:30)  The  Role  of  the  Industrial  Physician  in 
Cardiovascular  Rehabilitation. 

Leon  Warshaw,  New  York. 

12  noon 

Texas  Room,  Baker  Hotel 

16.  (12:00)  Luncheon. 

1 :30  p.m. 

Terrace  Room,  Baker  Hotel 

17.  (1:30)  The  Original  Work  Evaluation  Unit — 
A 15  Year  Experience. 

Lewis  H.  Bronstein,  New  York. 
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18.  (2:00)  Unique  Problems  on  the  Farm  or  Ranch 

in  Cardiovascular  Rehabilitation. 

W.  H.  M.  Morris,  Ph.D., 
West  Lafayette,  Ind. 


19.  (2:30)  Coffee  Break. 

2:45  p.m. 

Panel-Forums 

20.  (2:45)  Panel-Forum  1 — Cardiac  in  Industry. 
(English  Room,  Baker  Hotel) 

Moderator:  Francis  W.  Wilson,  Port  Arthur. 
Presenter:  Mr.  Smith  Pettigrew,  Dallas. 

Panelists:  E.  Lowell  Berry,  Dallas. 

Leon  Warshaw,  New  York. 

Panel-Forum  2 — Special  Problems — 
Farm  and  Ranch,  Heart  of  the  Home, 
Cardiac  Child.  (Fiesta  Room,  Baker 
Hotel) 

Moderator:  Fred  D.  Spencer,  Jr.,  Brownwood. 
Presenter:  Dan  C.  McNamara,  Houston. 

Panelists: 

W.  H.  M.  Morris,  Ph.D.,  West  Lafayette,  Ind. 

Alberta  Baines,  Ed.D.,  Houston. 
Wanda  Meyer,  College  Station. 
Miss  Helen  Cassidy,  New  Orleans. 

Panel-Forum  3 — Problems  of  Profes- 
sional Education.  (Terrace  Room, 
Baker  Hotel) 

Moderator:  David  J.  Turell,  Houston. 

Presenter:  Herman  K.  Hellerstein,  Cleveland. 
Panelists:  Edward  M.  Krusen,  Dallas. 

Lewis  H.  Bronstein,  New  York. 
Faustena  Blaisdell,  Ed.D.,  Denton. 

Panel-Forum  4 — Problems  of  Rehabili- 
tation and  Placement.  (Tally  Ho 
Room,  Baker  Hotel) 

Moderator:  Lewis  A.  Leavitt,  Houston. 
Presenter:  Mr.  Fred  Wiener,  Houston. 

Panelists:  Mr.  John  Hagan,  New  York. 

Giles  Carnes,  Ph.D.,  Houston. 
Shalom  Vineberg,  Ph.D.,  Houston. 

4:30  p.m. 

Terrace  Room,  Baker  Hotel 

21.  (4:30)  Reports  of  Panel-Forums. 

Robert  H.  Mitchell,  Plainview. 

22.  (5:30)  Adjournment. 


CURBSTONE  CONSULTATIONS 

Check  the  list  of  topics  on  page  269.  Plan 
now  to  bring  materials  or  reports,  and  par- 
ticipate in  discussions. 


TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  TEXAS  PHYSICAL 
MEDICINE  AND  REHABILITATION 
SOCIETY,  AND  TEXAS  TRAUMATIC 
SURGICAL  SOCIETY 

(Related  Organizations) 

Texas  Industrial  Medical  Association 

President — J.  Gordon  Burdick,  Pasadena. 

Program  Chairman — Frederick  Fink,  Dallas. 

Texas  Physical  Medicine  and 
Rehabilitation  Society 

Acting  President — James  R.  Oates,  Houston. 

Secretary — David  Hoehn,  Fort  Worth. 


Texas  Traumatic  Surgical  Society 

President — Charles  M.  Ashmore,  Houston. 
Secretary- Treasurer — John  C.  Long,  Jr.,  Plainview. 


Sunday,  April  28,  9 a.m. 

Parlor  A,  Adolphus  Hotel 

1.  (9:00)  Electromyography  in  the  Lumbar  Root 
Compression  Syndrome. 

Donald  F.  Barcome,  and 
O.  R.  Smith,  Jr.,  Houston. 

The  question  of  the  place  and  significance  of  electromyography 
(EMG)  in  lumbar  root  compression  syndrome  has  been  raised 
with  increasing  frequency.  The  reports  have  demonstrated  a 
basic  lack  of  understanding  of  the  limitations  of  EMG.  This 
paper  covers  a two  and  a half  year  period  at  the  Veterans  Ad- 
ministration Hospital,  Houston,  and  considers  the  electromyo- 
graphic studies  as  compared  with  myelographie  and  surgical 
evidence  of  root  compression. 

(9:20)  Discussion. 

2.  (9:30)  Corrective  Physical  Exercise. 

Jewel  S.  Daughety,  Dallas. 

(9:50)  Discussion. 


3.  (10:00)  Office  Orthopedics. 

F.  Leon  Ware,  Dallas. 


No  attempt  is  made  to  give  total  coverage  of  orthopedic  condi- 
tions, but  emphasis  is  on  certain  points  in  the  management  of 
conditions  resulting  from  industrial  stress  and  trauma,  including 
the  dangers  to  be  avoided.  Handling  of  fractures  and  disloca- 
tions in  the  office,  the  proper  and  improper  use  of  corticoster- 
oids, crushing  injuries,  and  reflex  dystrophy  in  the  practice  of 
physical  medicine  will  be  discussed.  More  specific  fractures  or 
injuries  will  be  discussed  by  request. 


(10:20)  Discussion. 


4.  (10:30)  The  Impact  of  Scientific  and  Industrial 
Progress  on  the  General  Practice  of  Medicine. 

E.  Lowell  Berry,  Dallas. 

Maintenance  of  the  health  of  the  nation’s  productive  manpower 
is  one  of  our  profession’s  most  pressing  current  needs.  Progress 
in  this  area  depends  on  involvement  of  private  practitioners  in 
the  problems  peculiar  to  the  work  environment.  Any  physician 
who  touches  upon  this  branch  of  medicine  will  find  himself 
stimulated  and  challenged  by  the  health  problems  created  by  our 
burgeoning  scientific  and  industrial  progress,  and  will  be  prac- 
ticing the  medicine  of  the  future,  which  must  become  increas- 
ingly preventive. 


(10:50)  Discussion. 
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5.  (11:00)  Panel:  The  Cervical  Syndrome. 

Moderator:  Frederick  Fink,  Dallas. 

Panelists: 

Howard  Y.  Sigler,  Dallas,  Orthopedics. 
Michael  J.  Healy,  Dallas,  Radiology. 
Caswell  K.  Smith,  Dallas,  Neurology. 
James  K.  Peden,  Dallas,  Psychiatry. 
Edward  M.  Krusen,  Dallas,  Physiatry. 


TEXAS  NEUROPSYCHIATRIC 
ASSOCIATION 

(Related  Organization) 

President — George  J.  Ehni,  Houston. 
President-Elect — H.  Harlan  Crank,  Houston. 


(12:00)  Recess. 


12:30  p.m. 

Parlor  D,  Adolphus  Hotel 

6.  (12:30)  Luncheon. 

7.  (1:00)  Occupational  Chest  Diseases. 

Frank  Princi,  Cincinnati,  Ohio. 

8.  (2:00)  Sudden  Arterial  Occlusions. 

Frank  R.  Denman,  Houston. 


Acute  arterial  occlusions  are  a serious  and  only  partially  solved 
problem  in  clinical  practice  despite  the  increased  interest  in 
them  in  recent  years.  Without  prompt  recognition  and  immedi- 
ate judicious  therapy,  the  patient  frequently  loses  one  or  both 
legs,  if  not  his  life.  The  etiology,  pathophysiology,  clinical  fea- 
tures, and  therapy  of  acute  arterial  occlusions  are  considered. 


9.  (2:20)  Medical  and  Surgical  Management  of 
the  Patient  with  Chronic  Occlusive  Arterial  Disease. 

Hugh  H.  Hanson,  Houston. 

The  management  of  chronic  arterial  insufficiency  resulting  from 
occlusive  lesions  of  the  arteries  supplying  the  limbs,  brain,  kid- 
neys, intestine,  and  myocardium  should  be  directed  toward  reduc- 
ing morbidity  and  mortality  and  increasing  limb  salvage.  Angi- 
ography is  essential  to  proper  management.  Management  should 
be  based  on  a strong,  conservative  program  with  judicious  use 
of  surgical  intervention  to  prevent  catastrophies. 

(2:40)  Discussion. 

10.  (3:30)  Separate  Annual  Business  Meetings. 

Texas  Traumatic  Surgical  Society,  Par- 
lor A,  Adolphus  Hotel. 

Texas  Industrial  Medical  Association, 
Parlor  C,  Adolphus  Hotel. 

Texas  Physical  Medicine  and  Rehabili- 
tation Society,  Parlor  G,  Adolphus 
Hotel. 


6 p.m. 

Parlor  A,  Adolphus  Hotel 

11.  (6:00)  Cocktail  Party  for  Members  and  Their 

Wives. 


Vice  President — Charles  L.  Bloss,  Dallas. 
Secretary-Treasurer — E.  Ivan  Bruce,  Jr.,  Galveston. 

(An  “Early  Bird  Party”  will  be  held  at  6:30  p.m.,  Saturday, 
April  27,  in  the  French  Room  of  the  Adolphus  Hotel.) 


Sunday,  April  28,  8 a.m. 
Civic  Center  II,  Adolphus  Hotel 


1.  (8:00)  Registration. 

2.  (9:00)  Opening  Remarks. 

George  J.  Ehni,  Houston. 

3.  (9:15)  Psychiatric  Problems  of  a Doctor. 

Richard  C.  Proctor,  Winston-Salem,  N.C. 


4.  (9:45)  Guy  Witt  Memorial  Paper. 

5.  (10:15)  Coffee  Break. 


6.  (10:30)  Hallucinations  From  Lesions  in  Extra- 
temporal Areas. 

Richard  C.  Schneider,  Ann  Arbor,  Mich. 

For  years  it  has  been  taught  that  auditory,  olfactory,  and  formed 
visual  hallucinations  may  be  caused  exclusively  by  temporal  lobe 
lesions.  More  recently,  clinical  and  pathological  evidence  has  in- 
dicated that  such  localization  may  be  inaccurate.  Lesions  on  the 
orbital  surface  of  the  frontal  lobe  and  in  the  cingulum,  without 
any  pathological  involvement  of  the  temporal  lobe,  may  produce 
hallucinations.  The  neuroanatomic  and  electroencephalographic 
basis  for  the  origin  of  these  symptoms  will  be  presented. 


7.  (11:15)  Business  Session — Texas  Neuropsychiat- 
ric Association  and  Texas  District  Branch  of  Ameri- 
can Psychiatric  Association. 


12  Noon 

Roof  Garden,  Adolphus  Hotel 

8.  (12:00)  Luncheon  for  Members,  Wives,  and 
Guests. 


Section  on  Psychiatry  and  Psychoanalysis 


MESSAGES 
WILL  NOT  BE  READ 
AT  MEETINGS 

Physicians  are  asked  to  check  bulletin  boards 
for  indication  of  messages  and  to  obtain 
messages  from  Message  Center,  Ballroom 
Check  Room,  Adolphus  Hotel. 


2 p.m. 

Civic  Center  II,  Adolphus  Hotel 

9.  (2:00)  The  Future  Is  Now:  Statewide  Planning 

for  Mental  Health  Services  in  Texas. 

Spencer  Bayles,  Houston; 
James  E.  Peavy,  Austin;  and 
Cyril  J.  Ruilmann,  Austin. 

Comprehensive  planning  for  mental  health  services  to  the  people 
of  Texas  is  currently  being  sponsored  by  the  State  Mental  Health 
Authority.  Of  crucial  importance  is  the  work  of  a special  plan- 
ning committee  composed  of  citizen  leaders,  representatives  of 
state  agencies,  statewide  organizations,  and  academic  institutions 
having  major  concern  for  problems  of  mental  illness  and  health. 
This  report  will  describe  progress  achieved,  immediate  plans  for 
continuing  research  and  study,  and  future  plans  for  implement- 
ing the  recommendations. 
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10.  (2:30)  Chronic  Tactile  Hallucinosis:  Delusions 
of  Parasitosis. 

Wiebke  H.  Thomsen,  Galveston. 

This  highly  characteristic  syndrome  is  not  so  rare  but  is  seen 
more  often  by  dermatologists  than  by  psychiatrists.  Some  ob- 
servations in  cases  seen  in  a psychiatric  clinic  will  be  given, 
especially  with  regard  to  etiology. 

11.  (3:00)  Hallucinogens:  Tools  for  Research  or 
Therapeutic  Agents. 

K.  D.  Charalampous,  and 
V.  John  Kinross-Wright,  Houston. 

The  importance  of  the  three  main  representatives  of  this  family 
of  drugs  (LSD,  psilocybin,  mescaline)  for  the  elucidation  of 
abnormal  psychological  states,  and  the  significance  of  their  use 
as  abreactive  agents  or  catalysts  for  transference  in  psychother- 
apy will  be  discussed. 

12.  (3:30)  Industrial  Psychiatrists. 

Richard  C.  Proctor,  Winston-Salem,  N.C. 

Section  on  Neurology,  Neurosurgery, 
and  Allied  Fields 

2 p.m. 

Civic  Center  I,  Adolphus  Hotel 

13.  (2:00)  Cerebral  Microaneurysms. 

Albert  A.  LaLonde,  and 
Robert  G.  Farris,  Austin. 

Four  cases  of  cerebral  microaneurysms  are  presented  and  dis- 
cussed, and  slides  illustrate  the  gross  and  microscopic  lesion  and 
angiographic  appearance  in  one  case.  All  of  these  microaneur- 
ysms occurred  on  small  cortical  arteries.  None  exceeded  3 mm. 
in  diameter.  In  only  one  case  was  the  lesion  demonstrable  on 
angiography.  This  type  of  aneurysm  may  account  for  some  of 
the  cases  of  unexplained  subarachnoid  hemorrhage  and  for  some 
of  the  cases  of  nontraumatic  subdural  hematoma. 

14.  (2:30)  Notes  on  New  Methods  of  Pain  Relief. 

Alexander  Gol,  Houston. 

Four  cases  of  septal  stimulation,  including  self-stimulation,  have 
been  collected.  Stimulation  caused  relief  of  pain  and  a sensation 
of  well  being.  Two  cases  of  hippocampal  ablations  resulted  (at 
least  temporarily)  in  complete  relief  of  pain  due  to  carcinoma- 
tosis. 

15.  (3:00)  Cerebral  Angiography  in  Evaluating 
Patients  With  Head  Trauma. 

Carmelo  Porto,  and 
W.  Kemp  Clark,  Dallas. 

Cerebral  angiography  has  been  employed  in  management  of  800 
cases  of  head  trauma  to  determine  exact  location  of  intracranial 
hematomas,  evaluation  of  protracted  coma,  and  the  rapidly  de- 
teriorating patient.  The  findings  and  complications  will  be  pre- 
sented. 

16.  (3:30)  Vascular  Insufficiency  to  the  Brain 
Stem  and  Spinal  Cord. 

Richard  C.  Schneider,  Ann  Arbor,  Mich. 

The  frequently  overlooked  symptoms  and  mechanisms  of  verte- 
bral artery  insufficiency  in  trauma  and  disease  are  discussed. 
Emphasis  is  on  the  fact  that  there  is  a physiologic  state  of  rela- 
tive vertebral  artery  insufficiency  which  must  be  recognized  in 
order  to  prevent  permanent  damage  to  the  brain  stem  and  cervi- 
cal spinal  cord,  secondary  to  hypoxia. 

4 p.m. 

Civic  Center  II,  Adolphus  Hotel 

17.  (4:00)  Joint  Business  Meeting  of  the  Texas 
Neuropsychiatric  Association  and  Texas  District 
Branch  Society  of  the  American  Psychiatric  Associ- 
ation. Election  of  Officers. 


7 p.m. 

Ballroom  Foyer,  Sheraton-Dallas  Hotel 

18.  (7:00)  Cocktail  Party  and  Dinner-Dance  for 

Members,  Wives  and  Guests. 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

(Related  Organization) 

President — James  H.  Scruggs,  Jr.,  Waco. 

Vice  President  and  Program  Chairman — Louis  Daily, 
Jr.,  Houston. 

Secretary — Harold  E.  Hunt,  Paris. 

Treasurer — John  C.  Kuppinger,  Harlingen. 

(The  Executive  Council  of  the  Texas  Ophthalmological  Associa- 
tion will  meet  at  4 p.m.,  Sunday,  in  Parlor  756  of  the  Adolphus 
Hotel. ) 

Monday,  April  29,  8:30  a.m. 

Roof  Garden,  Adolphus  Hotel 

(The  Section  on  Ophthalmology  program  will  be  held  from  2:30 
to  5 p.m.,  Roof  Garden,  Adolphus  Hotel.  See  Section  Meetings 
section  for  details.) 

1.  (8:30)  Refresher  Course:  Ocular  Inflamma- 
tion. (Primarily  for  non-ophthalmologists.) 

John  Harry  King,  Jr.,  Washington,  D.C. 

The  etiology,  diagnosis,  and  treatment  of  the  inflamed  eye  will 
be  reviewed.  Emphasis  will  be  placed  upon  the  conditions  which 
can  be  treated  by  the  non-specialist  and  those  which  should  be 
referred  to  the  ophthalmologist.  Modern  therapeutic  methods 
will  be  described  and  a color  sound  movie  will  be  used  to  dem- 
onstrate the  essential  points  of  diagnosis  and  treatment.  The 
use  and  abuse  of  corticosteroid  therapy  will  be  emphasized  in 
the  movie. 

2.  (10:00)  President’s  Address:  Ocular  Complica- 
tions of  Chloroquine  Therapy. 

James  H.  Scruggs,  Jr.,  Waco. 

Chloroquine  is  widely  used  today  in  the  treatment  of  collagen 
diseases,  especially  lupus  and  light  sensitivity  eruptions.  Because 
of  the  nature  of  such  diseases,  the  drug  is  often  given  for  a 
long  period  of  time.  Changes  in  both  the  cornea  and  retina  may 
occur  from  chloroquine.  The  corneal  changes  are  reversible  and 
disappear  after  cessation  of  the  drug.  Retinal  changes  are  per- 
manent and  may  even  progress  after  discontinuation  of  chloro- 
quine. A case  showing  both  corneal  and  retinal  changes  is  pre- 
sented. 

3.  (10:30)  Abducens  Paresis. 

C.  Wilbur  Rucker,  Rochester,  Minn. 

The  abducent  nerve,  in  its  course  at  the  base  of  the  cranial 
cavity,  is  related  anatomically  to  the  tip  of  the  petrous  pyra- 
mid, the  internal  carotid  artery,  and  the  cavernous  sinus.  Case 
histories,  selected  for  their  teaching  value,  will  illustrate  some 
of  the  disease  processes  in  these  regions  that  may  present,  as 
their  first  sign,  diplopia. 

(12:00)  Recess. 

12:30  p.m. 

French  Room,  Adolphus  Hotel 

4.  (12:30)  Luncheon  of  Texas  Ophthalmological 
Association. 

1:30  p.m. 

Roof  Garden,  Adolphus  Hotel 

5.  (1:30)  Business  Meeting.  (Members  Only) 
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Tuesday,  April  30,  8:30  a.m.  12  Noon 

Roof  Garden,  Adolphus  Hotel  Banquet  Rooms  1,  2,  and  3,  Baker  Hotel 


(The  Section  on  Ophthalmology  program  will  be  held  from  2:30 
to  5 p.m.,  Roof  Garden,  Adolphus  Hotel.  See  Section  Meetings 
section  for  details.) 

6.  (8:30)  Refresher  Course:  Some  Sources  of  Er- 
ror in  Neuro-ophthalmology.  (Primarily  for  ophthal- 
mologists.) 

C.  Wilbur  Rucker,  Rochester,  Minn. 

From  the  abundance  of  confusing  signs  in  neuro-ophthalmology, 
the  following  have  been  selected  for  discussion : hyaline  masses 
on  the  optic  nerve  head  and  their  associated  defects  in  the 
visual  fields  ; the  rapid  loss  of  vision  due  to  temporal  arteritis  ; 
paresis  of  the  extraocular  muscles  of  myasthenia  gravis  simulat- 
ing lesions  of  the  oculomotor  nerves. 

7.  (10:00)  Fungicidal  Agents  Useful  in  Ophthal- 
mology. 

Wendell  D.  Gingrich,  Galveston. 

8.  (10:30)  Cataract  Surgery  — Complications. 
Methods  of  Prevention  and  Treatment. 

John  Harry  King,  Washington,  D.C. 

The  author’s  technique  of  normal,  uncomplicated  intracapsular 
cataract  extraction,  round  pupil,  will  be  shown  by  movie.  Com- 
plications which  can  occur  during  operation  for  cataract,  and 
delayed  complications,  will  be  demonstrated  by  slides.  The  means 
of  avoiding  complications  will  be  stressed  and  the  treatment  of 
complications  which  occur  will  be  discussed.  Time  for  questions 
from  the  audience  will  be  allotted. 

(12: 00 ) Recess. 


TEXAS  ORTHOPAEDIC 
ASSOCIATION 

(Related  Organization) 

President — Albert  A.  Tisdale,  Austin. 

Vice  President — Frank  0.  McGehee,  Houston. 
Secretary-Treasurer — Margaret  Watkins,  Dallas. 
Program  Chairman — Charles  F.  Gregory,  Dallas. 

Monday,  April  29,  9 a.m. 

Fiesta  Room,  Baker  Hotel 

1.  (9:00)  The  Jones  Procedure  in  Polio. 

Hyman  P.  Roosth,  Corpus  Christi. 

2.  (9:20)  An  Elbow  Prosthesis. 

Frank  0.  McGehee,  Houston. 

3.  (9:40)  Traumatic  Dislocation  of  the  Hip  in 
Children. 

Kenneth  Scholz,  Dallas. 


9.  (12:00)  Luncheon. 


2 p.m. 

Fiesta  Room,  Baker  Hotel 

10.  (2:00)  A Symposium  on  Os  Calcis  Fractures. 

Moderator: 

Jack  E.  Maxfield,  Wichita  Falls. 
Panelists: 

Louis  J.  Levy,  Fort  Worth; 
Gerald  S.  Ahern,  Corpus  Christi;  and 
Isaac  S.  McReynolds,  Houston. 
Essayists: 

George  N.  Aldredge,  Jr.; 
Edward  R.  Richardson;  and 
Robert  A.  Callewart,  Dallas. 

11.  (3:15)  Coffee. 


12.  (3:40)  Posterior  Dislocation  of  the  Shoulder. 

Kermit  W.  Fox,  Austin. 

13.  (4:00)  Massive  Resection  of  the  Femur  for 
Progressive  Tumors. 

Frank  F.  Parrish,  Houston. 


14.  (4:20)  Spine  Fracture  Occurring  in  Auto  Ac- 
cidents. 

Zigmund  W.  Kosicki,  El  Paso. 

15.  (4:40)  Summary  of  the  Present  Status  of 
Spine  Instrumentation  in  the  Management  of  Scoli- 
osis and  Spine  Instability. 

Paul  R.  Harrington,  Houston. 


TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION 

(Related  Organization) 

President — Bert  A.  DeBord,  Jr.,  Temple. 

Vice  President  and  Program  Chairman — Louis  E. 
Adin,  Jr.,  Dallas. 

Secretary — J.  Patrick  Moran,  Corpus  Christi. 
Treasurer — Ben  M.  Nail,  Jr.,  Houston. 

Monday,  April  29,  8:30  a.m. 

Danish  Room,  Adolphus  Hotel 

(The  Section  on  Otolaryngology  program  will  be  held  from  2:30 
to  5 p.m,  Monday,  Danish  Room,  Adolphus  Hotel.  See  Section 
Meetings  section  for  details.  A cocktail  hour  for  members  of  the 
Texas  Otolaryngological  Association  will  be  held  from  5 to  6 
p.m.  Monday  in  Parlor  G,  Adolphus  Hotel.) 


4.  (10:00)  A “Cotton  Picking”  Injury. 

Norman  J.  Bublis,  Plainview. 

5.  (10:15)  Coffee. 

6.  (10:45)  Pseudo-Subluxation  of  the  Cervical 
Spine  in  Children. 

Denman  C.  Hucherson,  Houston. 

7.  (10:55)  Fatigue  Fractures. 

Richard  L.  Pentecost,  Temple. 

8.  (11:15)  Osteotomy  of  the  Upper  End  of  the 
Femur. 

J.  Leonard  Goldner,  Durham,  N.C. 


1.  (8:30)  Refresher  Course:  Connective  Tissue — 
Inflammation  and  Allergy. 

David  A.  Dolowitz,  Salt  Lake  City. 

Inflammation  results  from  a chain  reaction  of  histamine  on 
connective  tissue.  If  not  arrested,  this  reaction  produces  death. 
If  controlled  in  normals  by  excretion  of  histamine,  protection  of 
connective  tissue  cells  is  by  the  action  of  adrenocortical  steroids. 
Local  detoxification  is  by  acid  mucopolysaccharides  such  as  hep- 
arin. A motion  picture  illustrating  this  later  process  will  be 
shown,  followed  by  comments  on  clinical  application  in  weeping 
eczema  of  the  ear.  hay  fever,  asthma,  and  laryngotracheobron- 
chitis. 

2.  (10:00)  The  Unusual  Ear. 

J.  V.  D.  Hough,  Oklahoma  City. 
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3.  (11:00)  Complications  Following  Stapedectomy: 
A Review  of  the  Incidence  of  300  Consecutive  Cases. 

H.  E.  Maddox,  III,  Houston. 

The  treatment  of  otosclerosis  by  stapedectomy  is  an  established, 
predictable  procedure  giving-  excellent  hearing  results  to  all  but 
a few  patients.  Complications  occurring  in  these  “few  patients” 
are  a source  of  constant  concern  to  all  surgeons  who  perform 
this  operation.  Statistics  are  given  of  the  incidence  of  these  un- 
fortunate results  in  a series  of  BOO  stapedectomy  operations  us- 
ing the  Shea  vein  graft  operation.  A review  of  the  American 
literature  pertaining  to  this  problem  also  will  be  discussed. 

(11:30)  Recess. 

Tuesday,  April  30,  9:45  a.m. 

Danish  Room,  Adolphus  Hotel 

(The  Section  on  Otolaryngology  program  will  be  held  from  2:30 
to  5 p.m.  Tuesday,  Danish  Room,  Adolphus  Hotel.  See  Section 
Meetings  section  for  details.) 

4.  (9:45)  Laterotorsion,  A Neglected  Cupula- 
Spinal  Reflex. 

David  A.  Dolowitz,  Salt  Lake  City. 

Some  facets  of  the  neurophysiology  of  the  labyrinth  will  be  re- 
viewed. Their  clinical  application  will  be  presented,  resting  on 
the  premise  that  such  application  depends  on  tests  capable  of 
yielding  exact  measurements.  An  apparatus  capable  of  simultan- 
eous recording  of  caloric  nystagmus  and  laterotorsion  will  be  de- 
scribed showing  recordings  and  how  they  differ  in  various  neuro- 
otologic diseases. 

5.  (10:40)  The  “Hyper”  Syndrome:  A Pre-carci- 
nogenic  State. 

James  T.  Robison,  III,  Austin,  and 
James  T.  Robison,  Sr.,  Houston. 

Every  physician  should  be  alert  to  recognize  any  premalignant 
condition.  This  particular  syndrome,  which  will  be  named  the 
“hyper”  syndrome,  exists  frequently  and  needs  to  be  analyzed 
closely  so  as  to  thwart  its  progression  into  a definite  premalig- 
nant, and  then  malignant,  disease.  Basic  manifestations  of  the 
syndrome  are  hyperemia  of  the  pharyngeal  and  laryngeal  mu- 
cosa, hyperpharyngeal  reflex,  hypergastric  acidity,  and  hyper- 
activity (mental  and  physical  aggressiveness). 

11:30  a.m.,  General  Meeting 
Regency  Room,  Adolphus  Hotel 

6.  (11:30)  Ears  That  Now  Hear. 

J.  V.  D.  Hough,  Oklahoma  City. 

12:15  p.m. 

Civic  Center  III,  Adolphus  Hotel 

7.  (12:15)  Luncheon  and  Business  Meeting. 


TEXAS  REHABILITATION  CENTER 
OF  GONZALES  WARM  SPRINGS 
FOUNDATION,  MEDICAL 
ADVISORY  COUNCIL 

Medical  Director — Marjorie  Kirkpatrick,  Gonzales. 

Monday,  April  29,  2 p.m. 

Parlor  756,  Adolphus  Hotel 

1.  (2:00)  Business  Meeting. 


TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

(Related  Organization) 

President — M.  T.  Jenkins,  Dallas. 

Vice  President — Eugene  L.  Slataper,  Houston. 
Secretary-Treasurer — Leo  S.  M.  Duflot,  Galveston. 
Program  Chairman — Raymond  F.  Courtin,  Dallas. 

(The  annual  cocktail  party  and  dinner  of  the  Texas  Society  of 
Anesthesiologists  will  be  held  Saturday,  April  27,  in  the  El  Do- 
rado Rooms  of  the  Marriott  Motor  Hotel.  Cocktails  at  6 :30  p.m.  ; 
dinner  at  8 p.m.) 

Sunday,  April  28,  8 a.m. 

French  Room,  Adolphus  Hotel 

1.  (8:00)  Coffee. 

2.  (8:30)  Residents’  Hour. 

Blood  Loss  and  Vascular  Compartment 
Alterations  During  T.  U.  R. 

Walls  T.  Witt,  Temple. 
(Charles  H.  Gillespie,  Temple.) 
Anesthesia  for  Mass  Casualties. 

Captain  John  W.  Coursey, 
Lackland  Air  Force  Base,  Texas. 
(Colonel  A.  B.  Tarrow,  Lackland 
Air  Force  Base,  Texas.) 
Physiological  Changes  in  the  Maternal 
Uterus  Incident  to  Anesthesia. 

Jackie  H.  Hunt,  Dallas. 
(Cecil  G.  Yarbrough,  Dallas.) 

3.  (9:35)  Travel  Reports. 

The  Hope  Ship. 

Merle  D.  Thomas,  El  Paso. 
The  Vienna  Meeting. 

Robert  A.  Miller,  San  Antonio. 

4.  (10:10)  Myasthenic  Syndrome  Associated  With 
Bronchial  Carcinoma  and  Its  Importance  to  the  An- 
esthesiologist. 

W.  Derek  Wylie,  London,  England. 

5.  (10:30)  Coffee  Break. 

6.  (10:45)  Is  the  Human  Lung  Contractile? 

Guenter  Corssen,  Ann  Arbor,  Mich. 

7.  (11:15)  Panel:  Does  Bureaucracy  Strangle  Prog- 
ress in  Medicine? 

Moderator: 

Raymond  F.  Courtin,  Dallas. 
Panelists: 

W.  Derek  Wylie,  London; 
Milton  V.  Davis,  Dallas;  and 
William  R.  DeMougeot,  Ph.D., 
Denton. 

12:15  p.m. 

Century  Room,  Adolphus  Hotel 

8.  (12:15)  Luncheon  and  Business  Meeting. 


ATTEND  YOUR  ALUMNI  & FRATERNITY  PARTIES 

Details  pages  257,  258 
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2:30  p.m. 

French  Room,  Adolphus  Hotel 

9.  (2:30)  Some  Aspects  of  Analgesia  and  Anes- 

thesia in  Obstetrics. 

W.  Derek  Wylie,  London. 

The  advantages  and  disadvantages  of  inhalation  analgesia  ad- 
ministered by  an  experienced  doctor  from  late  in  the  second 
stage  to  the  end  of  labor  are  discussed.  The  over-all  safety  of 
local  analgesia  for  abnormal  obstetric  deliveries  is  accepted,  but 
the  use  of  general  anesthesia  is  considered  in  some  detail.  Evi- 
dence is  presented  to  show  that  in  certain  circumstances  a tech- 
nique based  on  the  use  of  muscle  relaxants  and  endotracheal  in- 
tubation of  the  mother  may  be  of  particular  value  for  operative 
vaginal  delivery,  as  well  as  for  cesarean  section. 

TEXAS  SOCIETY  OF  ATHLETIC 
TEAM  PHYSICIANS 

(Related  Organization) 

President — Robert  G.  MoCorkle,  Jr.,  Houston. 

Vice  President  and  Program  Chairman — L.  Ray 
Lawson,  Dallas. 

Secretary-Treasurer — Louis  J.  Levy,  Fort  Worth. 


TEXAS  SOCIETY  OF 
PATHOLOGISTS,  INC. 

(Related  Organization) 

President — Carl  J.  Lind,  Jr.,  Houston. 
Secretary-Treasurer — Vernie  A.  Stembridge,  Dallas. 

(The  Society  will  have  its  scientific  session  with  the  Section  on 
Pathology  Monday,  2:30  to  5 p.m.  in  Parlor  A of  the  Adolphus 
Hotel,  and  Tuesday,  2:15  to  5 p.m.  in  Regency  Room  of  the 
Adolphus  Hotel.  See  Section  Meetings  section  for  details.) 

Monday,  April  29,  5 p.m. 

Parlor  A,  Adolphus  Hotel 

1.  (5:00)  Business  Meeting. 


TEXAS  SOCIETY  OF 
PLASTIC  SURGEONS 

(Related  Organization) 

President — Bromley  S.  Freeman,  Houston. 

Vice  President — -Stephen  R.  Lewis,  Galveston. 


Saturday,  April  27,  1:30  p.m. 

Civic  Center  III,  Adolphus  Hotel 

1.  (1:30)  President’s  Remarks. 

Robert  G.  MoCorkle,  Jr.,  Houston. 

2.  (1:40)  The  Principles  of  Plastic  Surgery  As 
Applied  to  Athletic  Injuries. 

E.  Frank  Dunton,  Dallas. 


3.  (2:00)  Basketball,  A Review. 

Robert  G.  MoCorkle,  Jr.,  Houston. 


Basketball  is  a game  strictly  American  in  origin.  Some  of  the 
basics  of  basketball  are  presented  with  a review  of  its  aspects 
and  relations  to  athletic  injuries.  Basketball  itself  is  one  of  the 
safest  sports  played.  A summary  of  injuries  common  to  this 
sport  is  given. 

4.  (2:20)  Guides  to  Vague  Neurological  Injuries. 

Grant  L.  Boland,  Dallas. 


5.  (2:40)  Coffee  Break. 

6.  (3:00)  Aids  in  Early  Diagnosis  of  Ligamentous 
Injuries. 

L.  Ray  Lawson,  Dallas. 

7.  (3:20)  Epiphyseal  Injuries  to  Shoulder,  Elbow, 
Wrist,  Hip,  Knee,  and  Ankle. 

J.  Leonard  Goldner,  Durham,  N.C. 


8.  (3:40)  The  Liquid  Pre-Game  Meal — Its  Ration- 

ale and  Results. 

William  B.  Hotalen,  Fort  Payne,  Ala. 


9.  (4:00)  Topic  to  be  announced. 

10.  (4:20)  Business  Meeting. 


A VALUABLE  ASSET 
Wear  your  registration  badge.  It  is 
your  admission  to  the  exhibit  area. 


Secretary-Treasurer — Willard  C.  Sellman,  Jr.,  Dal- 
las. 

Program  Chairman — John  P.  Gannon,  Houston. 

(A  hospitality  room  will  be  open  Friday,  April  26,  late  after- 
noon and  evening,  in  the  Holiday  Inn  Central,  for  members  and 
guests.  Food  and  drink  will  be  available.) 


Saturday,  April  27,  9 a.m. 
Ballroom  C,  Holiday  Inn  Central 


1.  (9:00)  Registration. 

2.  (9:30)  Scientific  Session. 


Correction  of  Unilateral  Lop  Ear. 

Lewell  C.  Butler,  Jr.,  Shreveport,  La. 
Otoplasty. 

Dean  C.  Kipp,  and 
E.  Frank  Dunton,  Dallas. 
Debridement  of  Burns  by  Sandpaper 

Abrasion. 

Valentin  Gracia,  Fort  Worth. 
Some  Observations  on  the  Use  of  Chem- 
ical Peel  of  the  Face. 

Raymond  0.  Brauer,  Houston. 
Augmentation  Mammaplasty:  A New 
“Natural  Feel”  Prosthesis. 

Thomas  D.  Cronin,  and 
Frank  Gerow,  Houston. 
Homotransplantation  of  Entire  Canine 
Limb  Following  Lymphatic  Perfusion. 

Major  James  R.  Smith,  Lackland 
Air  Force  Base. 


The  Prevention  of  Adhesions  by  the  Use 
of  Interpositional  Material  (Teflon)  in  Maxillofa- 
cial and  Hand  Surgery. 

Bromley  S.  Freeman,  Houston. 


12:30  p.m. 

Ballroom  B,  Holiday  Inn  Central 

3.  (12:30)  Luncheon. 

Address. 
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2:30  p.m. 

Ballroom  C,  Holiday  Inn  Central 


12:10  p.m. 

Parlor  A,  Adolphus  Hotel 


4.  (2:30)  Problem  Cases:  Presentation  and  Dis 
cussion. 

5.  (4:00)  Business  Meeting  (Members  Only). 

8 p.m. 

Empire  Room,  Statler  Hilton  Hotel 

6.  (8:00)  Dinner-Dance  and  Floor  Show. 


8.  (12:10)  Joint  Luncheon  of  Texas  Society  on  Ag- 
ing and  City  and  County  Health  Officers.  (Members 
of  Texas  Neuropsychiatric  Association  invited  to  at- 
tend.) Tickets  available  from  Chairman  and  at  Reg- 
istration Desk. 

Preventive  Mental  Health  in  the  Aging 

and  Aged. 

Richard  C.  Proctor,  Winston-Salem,  N.C. 


2:15  p.m. 

Parlor  G,  Adolphus  Hotel 

TEXAS  SOCIETY  ON  AGING,  9 (2:15)  A Report  on  the  Activities  of  the  Gov- 

CLINICAL  MEDICINE  SECTION  ernor’s  Committee  on  Aging. 


(Related  Organization) 

Charles  M.  Gaitz,  Houston. 

Section  Chairman — Elizabeth  Gentry,  Austin. 

10.  (2:35) 

Problems. 

Skin  Care  in  the  Aged — Some  Common 

Section  Vice  Chairman — Charles  M.  Gaitz,  Houston. 

Mac  Brannen,  Austin. 

Section  Secretary  and  Program  Chairman — Ernest 

W.  Keil,  Austin. 

11. 

(3:00) 

(3:15) 

General  Discussion. 

Misdiagnosis  in  the  Aged. 

Richard  E.  Block,  Dallas. 

Monday,  April  29,  8:30  a.m. 

12. 

(3:50) 

Business  Meeting. 

Parlor  G,  Adolphus  Hotel 

1.  (8:30)  Registration. 

2.  (9:00)  Chairman’s  Remarks. 

Elizabeth  Gentry,  Austin. 

Exhibits 

Gynecologic  Surgery  in  the  Aged — A Team 
Approach 

(Questions  may  be  given  to  the  Chairman.  Questions  will  be 
discussed  during  panel  session  at  10:25  a.m.) 

3.  (9:10)  Medical  Consideration  in  the  Evalua- 
tion of  the  Aged  Female  Before  Surgery. 

Donald  J.  Lynch,  Temple. 

4.  (9:35)  Special  Problems  in  Anesthesia  in  the 
Aged. 

Charles  H.  Gillespie,  Temple. 

5.  (10:00)  Techniques  and  Special  Considerations 
in  Gynecologic  Surgery  in  the  Aged  and  Postopera- 
tive Care. 

Terrell  Speed,  Temple. 

6.  (10:25)  Panel  Discussion  with  Question  Period. 

Moderator: 

Silas  W.  Grant,  Hillsboro. 
Panelists: 

Donald  J.  Lynch, 
Charles  H.  Gillespie,  and 
Terrell  Speed,  Temple. 

7.  (11:05)  Synthetic  Anabolic  Steroids  in  Geriat- 
rics. 

Maurice  L.  Tainter,  New  York. 

Synthetic  anabolic  steroids  are  powerful  tools  in  overcoming 
cachectic  states  or  other  conditions  of  poor  nutrition  in  elderly 
patients.  Therapeutic  results  can  usually  be  obtained  without 
encountering  significant  adverse  sex  hormone  effects.  Reversal 
of  osteoporotic  changes  is  unique  and  invaluable  in  the  aged. 
Other  applications  are  also  therapeutically  important  such  as 
the  improved  mood,  sense  of  well  being,  and  increased  physical 
activity. 

Discussion:  Dewey  W.  Johnston,  Fort  Worth. 


MOTION  PICTURE  PROGRAM 

Monday,  April  29,  10  a.m. 

Parlor  D,  Adolphus  Hotel 

1.  (10:00)  Missile  Destruct — no  date. 

This  film  is  a compilation  of  data  on  launchings  in  Cape  Canav- 
eral, Fla.,  from  1953  through  1963. 

Narrator : Paul  O.  Seibeneichen,  Community  Development  Offi- 
cer, Launch  Operation  Center,  NASA,  Cape  Canaveral,  Fla. 

2.  (10:30)  Reduction  Mammaplasty  for  Pendulous 
Breasts — 1962. 

This  film  presents  a partial  bilateral  mastectomy  with  nipple 
transplantations  for  large  and  pendulous  breasts.  It  presents 
the  technique  in  detail  with  immediate  postoperative  sequences 
taking  the  patient  through  the  first  eight  postoperative  weeks 
and  demonstrating  the  superficial  necrosis  which  is  normal  for 
transplanted  nipples.  Other  postoperative  cases  are  presented  in- 
cluding one  of  15  years’  duration. 

3.  (11:00)  Innovations  in  Transfusion  Therapy — 
no  date. 

Designed  specifically  to  acquaint  the  clinician  and  blood  banker 
with  progress  in  the  field  of  transfusion  therapy,  the  film  is 
directed  toward  better  understanding  of  transfusion  of  whole 
blood  and  its  components,  their  proper  use,  hazards,  and  benefits. 

4.  (11:30)  The  Single  Thyroid  Nodule — 1961. 

The  lesions  exemplified  in  the  movie  are  benign.  The  discussion 
pertains  to  the  selection  of  cases  for  surgery  and  the  methods 
of  management  including  those  situations  where  malignancy  is 
encountered. 

5.  (11:55)  Preparation  for  Childbirth — no  date.* 

The  purpose  of  this  film  is  to  indicate  the  scope  and  benefits  of 
parent  education  classes  in  preparing  for  childbirth. 
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6.  (12:15)  Poisonous  Snakes — 1962.* 

The  identification  sequence  of  poisonous  snakes  in  the  United 
States  that  are  of  the  greatest  significance  to  man  includes  es- 
tablishing shots,  close-ups,  and  extreme  close-ups,  as  well  as 
habitats  in  which  each  may  be  found.  A brief  sequence  reviewing 
the  key  steps  in  first  aid  treatment  for  snake  bite  follows.  The 
final  sequence  concerns  prevention  of  snake  bite. 

7.  (12:35)  The  Innocent  Party — no  date.* 

The  poignant  story  of  a teenager  who,  after  a pick-up  date, 
learns  that  he  has  become  infected  with  syphilis.  With  the  least 
amount  of  moralizing,  the  film  shows  his  worry,  and  realization 
of  the  necessity  of  bringing  his  fiance  to  the  doctor  for  exam- 
ination. The  film  rings  true  to  the  age  group  for  which  it  is  de- 
signed. It  is  up-to-date,  done  with  tact  and  good  taste,  and  yet 
tells  its  story  well. 

Tuesday,  April  30,  10  a.m. 

Parlor  D,  Adolphus  Hotel 

1.  (10:00)  Friendship  VII — 1962. 

This  film  is  a dramatic  documentary  of  the  free  world’s  first 
manned  orbital  flight,  Feb.  20,  1962.  The  film  shows  the  entire 
world  waiting  and  listening  as  launch  time  draws  near.  We  see 
the  tracking  stations  around  the  world  making  final  prepara- 
tions. Astronaut  John  H.  Glenn,  Jr„  is  seen  in  flight  making 
operational  maneuvers  and  reporting  in  lip  synchronized  sound 
his  observations  and  condition.  This  dramatic  film  ends  with 
Glenn’s  recovery  and  congratulations  on  board  the  recovery  ship. 

2.  (11:00)  Repair  of  Median  Episiotomies  Includ- 
ing Third  Degree  Lacerations — no  date. 

This  film  shows  a method  of  repairing’  midline  episiotomies  with 
emphasis  upon  technical  simplicity  and  the  relief  of  postpartum 
pain.  It  explains  the  many  advantages  of  the  midline  episiotomy. 
Also  included  is  an  anatomical  technique  for  the  repair  of  third 
degree  lacerations. 

3.  (11:35)  Ligation  of  the  Internal  Iliac  (Hypo- 
gastric) Arteries — 1962.* 

Serious  hemorrhages  are  still  among  the  principal  causes  of 
death  in  the  United  States.  These  hemorrhages  are  often  diffi- 
cult or  impossible  to  control  by  packing,  suturing,  or  both.  It 
is  in  these  desperate  situations  that  ligation  of  the  hypogastric 
arteries  may  save  a life. 

4.  (12:05)  Broken  Glass— 1962.* 

A dramatized  study  of  intersection  collisions  through  high- 
speed photographic  coverage  of  U.C.L.A.  test  experiments  is 
presented,  utilizing  adult  and  child  dummies. 

5.  (12:25)  Safety  Through  Seatbelts — 1960.* 

Here,  for  the  first  time,  it  is  proven  that  intersection  collision 
forces  far  exceed  the  ability  of  any  human  being  to  resist  them  ! 
But  “Safety  Through  Seatbelts”  shows  how  your  life  may  be 
saved ; it  proves  that  safety  doesn’t  happen  by  accident.  This 
film  will  be  of  interest  to  all  persons  interested  in  and  responsi- 
ble for  driver  safety  education. 

6.  (12:40)  Facts  About  Figures— 1961.* 

Ben  Bradley  discovers  that  weighing  200  pounds  is  slowing  him 
down.  A visit  to  his  doctor  reveals  that  dealing  with  the  problem 
of  overweight  isn’t  just  a matter  of  eating  less,  but  of  eating 
as  related  to  physical  activity.  The  film  discusses  a sensible  diet. 
It  considers  the  relationship  of  overweight  to  death  rates  for 
certain  diseases,  including  heart  disease,  diabetes,  and  diseases 
of  the  gall  bladder. 


♦These  films  as  well  as  many  others  are  available  for  use 
professionally  and  with  lay  groups.  A brochure  will  be  sent  upon 
request  from  the  Memorial  Library  of  the  Texas  Medical  Associ- 
ation. 
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Scientific  exhibits  will  be  displayed  in  the  exhibit 
areas  of  the  Baker  Hotel  from  12  noon  until  5:15 
p.m.  on  Sunday;  from  8:30  a.m.  until  5:15  p.m.  on 
Monday;  and  from  8:30  a.m.  until  5 p.m.  on  Tuesday. 

First,  second,  and  honorable  mention  awards  will  be 
given  in  the  four  categories  of  exhibits:  Category  1, 
Individual;  Category  2,  Group;  Category  3,  Institu- 
tional; and  Category  4,  Educational-Promotional. 

Exhibitors  may  be  recognized  by  special  ribbons  at- 
tached to  their  identification  badges. 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  are  available  in  the  exhibit  areas. 

Following  is  a roster  of  exhibitors  and  their  ex- 
hibits: 

Category  1,  Individual 

T-3  (tri-iodothyronine)  Reserve  Binding  Capacity 
Test — A Blood  Test  of  Thyroid  Function. 

Herbert  C.  Allen,  Jr.,  M.D.,  Houston. 

Stainless  Gentian  Violet  for  Fung-i. 

Karl  John  Karnaky,  M.D.,  Houston. 

Renal  Artery  Reconstruction  for  Hypertension. 

Jesse  E.  Thompson,  M.D.;  Dale  J.  Austin,  M.D.; 
and  C.  Gene  Wheeler,  M.D.,  Dallas. 

Human  Lung:  Elastic  Sponge  or  Muscular  Organ? 
Guenter  Corssen,  M.D.,  University  of  Michigan, 
Ann  Arbor,  Mich. 

Then  and  Now:  Changes  in  the  Incidence  of  Various 
Orthopaedic  Diagnoses  in  Twenty-Five  Years. 

Louis  W.  Breck,  M.D.,  El  Paso. 

Burns;  Sandpaper  Debridement. 

Valentin  Gracia,  M.D.,  Fort  Worth. 

Action  of  Vital  Bone  Substance  in  Bone  Regenera- 
tion and  Repair. 

Furman  H.  Tyner,  M.D.,  and  E.  J.  Tucker,  M.D., 
Houston. 

Texas  Gulf  Coast  Mushrooms : Ecology  and  Medical 
Implications. 

Mary  E.  Pinkerton,  Ph.D.,  and  Marcel  Patter- 
son, M.D.,  University  of  Texas  Medical  Branch, 
Galveston. 

Aortic  Stenosis  and  Insufficiency. 

Milton  V.  Davis,  M.D.;  Ben  F.  Mitchel,  Jr.,  M.D., 
and  Maurice  Adam,  M.D.,  Dallas. 

Regional  Body  Perfusion  in  the  Treatment  of  Infec- 
tions of  the  Extremities. 

Royce  C.  Lewis,  Jr.,  M.D.;  Jerry  A.  Stirman, 
M.D.;  and  J.  T.  Krueger,  Jr.,  M.D.,  Lubbock. 
Cardiovascular  Injuries:  Traumatic  Aneurysms. 
Leroy  J.  Kleinsasser,  M.D.,  Dallas. 

Category  2,  Group 

Clinical  Vectorcai-diography. 

George  R.  Herrmann,  M.D.,  Galveston;  and 
Gretchen  H.  Runge,  M.D.,  and  Thomas  M. 
Runge,  M.D.,  Austin. 

Clinical  Evaluation  of  Cyclophosphamide:  A New 
Agent  for  the  Treatment  of  Children  with  Acute 
Leukemia. 

D.  J.  Fernbach,  M.D.;  W.  W.  Sutow,  M.D.;  W.  G. 
Thurman,  M.D.;  and  T.  J.  Vietti,  M.D.,  Houston. 
Unusual  Causes  of  Mitral  Stenosis. 

Earl  F.  Beard,  M.D.;  Dan  G.  McNamara,  M.D.; 
Denton  A.  Cooley,  M.D.;  and  Harvey  S.  Rosen- 
berg, M.D.,  Houston. 


288 


TEXAS  State  Journal  of  Medicine 


Diagnosis  of  Intracranial  Neoplasms  by  Scintiscan- 
ning'. 

C.  Bazan,  Jr.,  M.D.;  M.  Wilson,  M.D.;  L.  B. 
Beentjes,  Ph.D.;  and  M.  Overton,  M.D.,  Univer- 
sity of  Texas  Medical  Branch,  Galveston. 
Primaquine  Sensitivity  (Glucose  6-Phosphate  Dehy- 
drogenase Deficiency). 

F.  L.  Ozer,  M.D.;  G.  C.  Mills,  Ph.D.;  L.  0.  Rie- 
del, M.D.;  and  W.  C.  Levin,  M.D.,  University  of 
Texas  Medical  Branch,  Galveston. 

Cotton  Pickin’  Injury:  Initial  and  Reconstructive 
Surgery. 

Norbert  J.  Bublis,  M.D.,  Plainview. 

Electron  Microscopy  of  Human  Neoplasms. 

Francis  J.  Luibel,  M.D.;  Charles  T.  Ashworth, 
M.D.;  and  Vernie  A.  Stembridge,  M.D.,  South- 
western Medical  School,  Dallas. 

Pancreatic  Function  Profile:  Pancreozymin-Secretin 
Test. 

Ivan  E.  Danhof;  F.  Clark  Douglas,  M.D.;  Her- 
bert A.  Bailey,  M.D.;  and  Milford  0.  Rouse, 
M.D.,  Dallas. 

Category  3,  Institutional 

Left  Heart  Catheterization. 

Department  of  Medicine,  Lackland  Air  Force 
Base,  Texas. 

The  Obesity-Diabetes  Clinic. 

Harlem  Hospital.  S.  K.  Fineberg,  M.D.,  New 
York  City. 

Surgical  Treatment  for  Carcinoma  of  the  Lip. 

University  of  Texas  Medical  Branch,  Division  of 
Plastic  Surgery.  T.  G.  Blocker,  Jr.,  M.D.;  J.  B. 
Lynch,  M.D.;  and  J.  E.  Bennett,  M.D.,  Galves- 
ton. 

The  Difficult  Patient:  Recognition  and  Management. 
Illinois  State  Psychiatric  Institute.  Jackson  A. 
Smith,  M.D.,  and  Lester  H.  Rudy,  M.D.,  Chicago. 
Incidence  and  Importance  of  Coexistent  Factors  in 
Biliary  Surgery. 

Hermann  Hospital.  Gerald  S.  Dowdy,  Jr.,  M.D.; 
James  E.  Bailey,  M.D.;  Charles  W.  Morgan, 
M.D.;  and  George  W.  Waldron,  M.D.,  Houston. 
Polypropylene  Mesh  and  Suture. 

Cora  and  Webb  Mading  Department  of  Surgery, 
Baylor  University  College  of  Medicine  and  Jef- 
ferson Davis  Hospital.  Francis  C.  Usher,  M.D.; 
Robert  W.  Crosthwait,  M.D.;  and  Laszlo  Makk, 
M.D.,  Houston. 

Secondary  Lipidosis. 

Wadley  Research  Institute  and  Blood  Bank. 
J.  M.  Hill,  M.D.;  R.  J.  Speer,  Ph.D.;  Ellen  Loeb, 
M.D.;  and  Hayrunnisa  Gedikoglu,  M.D.,  Dallas. 
Chromosome  Studies  in  Leukemia. 

J.  M.  Hill,  M.D.;  Joel  E.  Young,  Ph.D.;  Ayten 
Surereker,  M.D.;  and  Man-Li  Shen,  M.S.,  Dallas. 
Infusion  of  Autologous  Bone  Marrow  in  the  Treat- 
ment of  Malignant  Disease  and  Leukemia. 

Wadley  Research  Institute  and  Blood  Bank.  El- 
len Loeb,  M.D.;  Joseph  M.  Hill,  M.D.;  David 
E.  Soules,  Ph.D.;  and  Shigeyuki  Osamura,  M.D., 
Dallas. 

Modern  Management  of  Hypertension  in  Private 
Practice. 

Henry  A.  Cromwell,  M.D.,  Houston. 

Comparative  Effects  of  Vasopressor  Drugs  on  Vas- 
cular Hemodynamics. 

Hahnemann  Medical  College  and  Hospital.  Lew- 
is C.  Mills,  M.D.;  John  H.  Moyer,  M.D.;  Charles 


Heider,  M.D.;  and  Georgiana  Faludi,  M.D.,  Phil- 
adelphia. 

The  Behavioral  Science  Laboratory  in  Psychiatric 
Teaching  and  Research. 

Department  of  Neurology  and  Psychiatry,  Uni- 
versity of  Texas  Medical  Branch.  Ernest  S.  Bar- 
ratt,  M.D.,  Galveston. 

The  Heart  in  Disseminated  Lupus  Erythematosus. 
University  of  Texas  Medical  Branch.  Milton  R. 
Hejtmancik,  M.D.;  James  C.  Wright,  Jr.,  M.D.; 
and  Frank  L.  Jennings,  M.D.,  Galveston. 

Levator  Syndrome  and  Its  Treatment. 

Hoffmann-LaRoche  Inc.  John  McGivney,  M.D., 
and  Benny  Cleveland,  M.D.,  Galveston. 

Muscle  Relaxants  and  Increased  Muscle  Tone. 

New  Jersey  Orthopaedic  Hospital.  Harold  T. 
Hansen,  M.D.;  Earl  F.  Hoerner,  M.D.;  Bernard 
Suffel,  B.S.;  and  Patrick  Trotta,  B.S.,  Orange, 
N.J. 

Dissecting  Aneurysms. 

Baylor  University  Medical  Center.  Paul  R.  El- 
lis Jr.,  M.D.,  and  John  Hyland,  M.D.,  Dallas. 
Norethindrone  as  an  Oral  Contraceptive. 

Southwest  Foundation  for  Research  and  Educa- 
tion, and  Planned  Parenthood  Center  of  San 
Antonio.  Joseph  W.  Goldzieher,  M.D.;  Louis  E. 
Moses,  M.D.;  and  Lucy  T.  Ellis,  San  Antonio. 
Proctosigmoidoscopy  for  Asymptomatic  Cancer. 
Texas  Division,  American  Cancer  Society,  Aus- 
tin. 

Vertebral  Anomalies — A Genetic  and  Clinical  Study. 
University  of  Texas  Medical  Branch.  Johanna 
Blumel,  Ph.D.  (deceased);  E.  Burke  Evans, 
M.D.;  G.  W.  N.  Eggers,  M.D.;  and  Jerry  D.  Juli- 
an, M.D.,  Galveston. 

Category  4,  Educational-Promotional 

Eye  Problems  in  Children. 

Texas  Society  for  the  Prevention  of  Blindness, 
Houston. 

Physician  Relationships  in  Occupational  Medicine. 
Council  on  Occupational  Health,  American  Med- 
ical Association,  Chicago. 

Teenage  Nutrition. 

American  Medical  Association,  Chicago. 
Diagnostic  Testing  Unit  on  Heart  Sounds. 

Texas  Heart  Association,  Houston. 

Have  Your  ECG  Taken. 

Texas  Heart  Association,  Houston. 

Current  Concepts  in  Management  of  Cystic  Fibrosis. 

Cystic  Fibrosis  Research  Center,  Austin. 
Approaches  to  Motor  Improvement. 

United  Cerebral  Palsy  of  Texas,  Inc.,  Austin. 


ANNUAL  DINNER-DANCE 

TICKETS  NOW  ON  SALE 
Write:  Mr.  E.  Maxwell  Jones 
1801  North  Lamar  Blvd. 

Austin,  Texas 

See  details  page  257 
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TECHNICAL  EXHIBITS 

All  technical  exhibits  will  be  displayed  in  the  Grand 
Ballroom  and  Regency  Room  on  the  Lobby  Floor 
and  in  the  North  Room  and  Foyer  on  the  15th 
Floor  of  the  Adolphus  Hotel.  Representatives  from 
the  pharmaceutical  industry,  business  equipment 
companies,  insurance  and  investment  companies, 
and  other  related  fields  will  be  present  to  discuss 
equipment  and  products  with  physicians.  The  exhibit 
areas  will  be  open  from  12  noon  until  5:15  p.m.  on 
Sunday;  from  8:30  a.m.  until  5:15  p.m.  on  Monday; 
and  from  8:30  a.m.  until  5 p.m.  on  Tuesday. 

A complimentary  breakfast  will  be  held  for  a repre- 
sentative of  each  exhibiting  company  Tuesday  at  7 
a.m.  in  the  French  Room,  Adolphus  Hotel. 

Floor  plans,  showing  location  of  technical  and  scien- 
tific exhibits,  will  be  available  in  the  exhibit  area. 

Following  is  an  alphabetical  list  of  exhibits  on  the 
Lobby  Floor: 

Abbott  Laboratories,  North  Chicago,  Booth  50. 

A.  S.  Aloe,  Division  of  Brunswick,  St.  Louis,  Booth 
84. 

Anderson  Laboratories,  Inc.,  Columbus,  Ohio,  Booth 
59. 

Armour  Pharmaceutical  Company,  Chicago,  Booth 
48. 

Amar-Stone  Laboratories,  Inc.,  Mt.  Prospect,  111., 
Booth  107. 

Astra  Pharmaceutical  Company,  Worcester,  Mass., 
Booth  29. 

Ayerst  Laboratories,  Chamblee,  Ga.,  Booth  70. 

Barry  Laboratories,  Inc.,  Detroit,  Mich.,  Booth  73. 
Bentex  Pharmaceutical  Company,  Houston,  Booth  58. 
Bristol  Laboratories,  Inc.,  New  York,  Booth  62. 
Borcherdt  Company,  Chicago,  Booth  96. 

Breon  Laboratories,  Inc.,  New  York,  Booth  111. 
Brewer  and  Company,  Worcester,  Mass.,  Booth  53. 
Brown  Schools,  Austin,  Booths  18-19. 

Burroughs  Wellcome  and  Company  (U.S.A.),  Inc., 
Tuckahoe,  N.Y.,  Booth  74. 

Burton,  Parsons  and  Company,  Inc.,  Washington, 
D.C.,  Booth  75. 

Cameron-Miller  Surgical  Instruments  Company,  Chi- 
cago, Booth  21. 

Carnrick  Laboratories,  Inc.,  Newark,  N.J.,  Booth  26. 
Cary-Taylor  Corporation,  Fort  Worth,  Booth  61. 
Christian  Medical  Society,  Oak  Park,  111.,  Booth  37. 
Clark,  Joel  H.,  and  Associates,  Dallas,  Booth  79. 
Coca-Cola  Company,  Atlanta,  Ga.,  Booth  94. 

Cutter  Laboratories,  Inc.,  Dallas,  Booth  108. 

Dallas  Radionics,  Dallas,  Booth  23. 

Davies,  Rose  and  Company,  Ltd.,  Boston,  Booth  106. 
Depuy  Manufacturing  Company,  Inc.,  Warsaw,  Ind., 
Booth  45. 

Desitin  Chemical  Company,  Inc.,  Providence,  R.I., 
Booth  78. 

Devereux  Foundation,  Victoria,  Booth  7. 

Duke  Laboratories,  Inc.,  South  Norwalk,  Conn., 
Booth  10. 

Edison,  Thomas  A.,  Industries,  Dallas,  Booth  32. 
Emerson  Laboratories,  Dallas,  Booth  4. 

Encyclopaedia  Britannica,  Chicago,  Booth  63. 

Endo  Laboratories,  Inc.,  Richmond  Hill,  N.Y.,  Booth 
93. 

Finley,  Charles  O.,  Company,  Austin,  Booth  20. 

First  Texas  Pharmaceuticals,  Inc.,  Dallas,  Booth  87. 


Fougera,  E.,  and  Company,  Inc.,  Hicksville,  N.Y., 
Booth  68. 

General  Electric  Company,  X-Ray  Department,  Dal- 
las, Booth  83. 

Gilbert  X-Ray  Company  of  Texas,  Dallas,  Booth  39. 
Geigy  Pharmaceuticals,  Yonkers,  N.Y.,  Booth  24. 
Gerber  Products  Company,  Fremont,  Mich.,  Booth  65. 
Graham,  Hugh,  Laboratories,  Dallas,  Booth  5. 

Great  American  Reserve,  Dallas,  Booth  109. 

Great  Books  of  the  Western  World,  Chicago,  Booth 
17. 

Health  Insurance  Council,  New  York,  Booth  46. 
Heinz,  H.  J.,  Company,  Pittsburgh,  Booth  15. 
International  Latex  Corporation,  New  York,  Booth 
13. 

Jacuzzi  Research,  Inc.,  Berkeley,  Calif.,  Booth  65. 
Johnson  and  Johnson,  New  Brunswick,  N.J.,  Booth 
43. 

Kilpatriek-Yarborough,  Dallas,  Booth  57. 

Knoll  Pharmaceutical  Company,  Orange,  N.J.,  Booth 

33. 

Lanier  Company,  The,  Dallas,  Booth  14. 

Lederle  Laboratories,  Pearl  River,  N.Y.,  Booth  101. 
Lilly,  Eli,  and  Company,  Indianapolis,  Booth  92. 
Lippincott,  J.  B.,  and  Company,  Philadelphia,  Booth 

34. 

Lloyd  Brothers,  Cincinnati,  Booth  103. 

Loma  Linda  Food  Company,  Arlington,  Calif.,  Booth 
113. 

Majors,  J.  A.,  and  Company,  Dallas,  Booth  49. 
Massengill,  The  S.  E.,  and  Company,  Kansas  City, 
Mo.,  Booth  110. 

Mead  Johnson  Laboratories,  Evansville,  Ind.,  Booth 

102. 

Medical  Protective  Company,  The,  Fort  Wayne,  Ind., 
Booth  85. 

Merck,  Sharp  and  Dohme,  West  Point,  Pa.,  Booth  77. 
Merit  Pharmaceutical  Company,  Inc.,  Houston,  Booth 
64. 

Merrill,  The  Wm.  S.,  Company,  Cincinnati,  Booth  38. 
Merrill,  Lynch,  Pierce,  Fenner  and  Smith,  New 
York,  Booth  23. 

Metro  Med.,  Inc.,  Houston,  Booth  97. 

Mission  Pharmacal  Company,  San  Antonio,  Booth  1. 
Mosby,  The  C.  V.,  Company,  St.  Louis,  Booth  51. 
Mutual  Benefit  Life  Insurance  Company,  Newark, 
N.J.,  Booth  3. 

Mueller,  V.,  and  Company,  Chicago,  Booth  112. 
National  Drug  Company,  The,  Philadelphia,  Booth 
22. 

Organon,  Inc.,  West  Orange,  N.J.,  Booth  69. 

Ortho  Pharmaceutical  Corp.,  Raritan,  N.J.,  Booth  2. 
Pacific  Medical  Equipment,  North  Hollywood,  Calif., 
Booth  28. 

PharmaFac,  Inc.,  Austin,  Booth  52. 

Poythress,  Wm.  P.,  and  Company,  Inc.,  Richmond, 
Va.,  Booth  66. 

Reynolds,  R.  J.,  Tobacco  Company,  Winston-Salem, 
N.C.,  Booth  9. 

Rhinopto,  The,  Company,  Dallas,  Booth  82. 

Riker  Laboratories,  Inc.,  Northridge,  Calif.,  Booth 
16. 

Ritter  Company,  Inc.,  Rochester,  N.Y.,  Booths  40-41. 
Robins,  A.  H.,  Company,  Inc.,  Richmond,  Va.,  Booth 
56. 

Roche  Laboratories,  Nutley,  N.J.,  Booth  54. 

Rorer,  William  H.,  Inc.,  Fort  Washington,  Booth  55. 
Sandoz  Pharmaceuticals,  Hanover,  N.J.,  Booth  76. 
Savage  Laboratories,  Inc.,  Bellaire,  Booth  12. 
Schering  Corporation,  Union,  N.J.,  Booth  6. 
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Schmid,  Julius,  Inc.,  New  York,  Booth  42. 

Searle,  G.  D.,  and  Company,  Chicago,  Booth  104. 

Seven-Up  Developers  of  Texas,  Waco,  Booth  47. 

Smith  Kline  and  French  Laboratories,  Philadelphia, 
Booth  99. 

Smith,  Miller  and  Patch,  Inc.,  New  York,  Booth  25. 

Strasenburgh  Laboratories,  Rochester,  N.Y.,  Booth 
60. 

Stuart  Company,  The,  Division  of  Atlas  Chemical 
Industries,  Inc.,  Pasadena,  Calif.,  Booth  11. 

TECA  Corporation,  White  Plains,  N.Y.,  Booth  27. 

Terrell  Supply  Company,  Inc.,  Fort  Worth,  Booth 
71. 

Texas  Employers’  Insurance  Association,  Dallas, 
Booth  72. 

Texas  Pharmacal  Company,  San  Antonio,  Booth  95. 

Upjohn  Company,  The,  Kalamazoo,  Mich.,  Booth  86. 

U.  S.  Vitamin  and  Pharmaceutical  Corporation,  New 
York,  Booth  114. 

Wallace  Laboratories,  Cranbury,  N.J.,  Booths  30-31. 

Warner-Chilcott  Laboratories,  Morris  Plains,  N.J., 
Booth  98. 

Westwood  Pharmaceuticals,  Buffalo,  N.Y.,  Booth  44. 

Winthrop  Laboratories,  New  York,  Booth  35. 

WTS  Pharmaceuticals,  Rochester,  N.Y.,  Booth  8. 


Ophthalmology  and  Otolaryngology 
Exhibit  Section 

Ophthalmology  and  otolaryngology  exhibits  are  lo- 
cated in  the  North  Room  and  Foyer  on  the  15th 
Floor  of  the  Adolphus  Hotel.  The  exhibit  areas  will 
be  open  from  8 a.m.  until  5:15  p.m.  on  Monday  and 
from  8:30  a.m.  to  5 p.m.  on  Tuesday.  Following  is 
an  alphabetical  list  of  these  exhibits: 

Alcon  Laboratories,  Fort  Worth,  Booth  158. 
American  Optical  Company,  Dallas,  Booths  161-162. 
Bames-Hines  Ophthalmic,  Sunnyvale,  Calif.,  Booth 
163. 

Bausch  and  Lomb,  Dallas,  Booths  156-157. 
Crookes-Barnes  Laboratories,  Inc.,  Wayne,  N.J., 
Booth  164. 

Dallas  Wesley-Jessen,  Dallas,  Booth  165. 

Professional  Pharmacal  Company,  Inc.,  San  An- 
tonio, Booth  160. 

Southern  States  Optical  Company,  Houston,  Booth 
159. 

Tex-O-Con  Optics,  Inc.,  Dallas,  Booth  155. 


GENERAL  MEETING  LUNCHEON 

Monday,  12:30  p.m..  Terrace  Room,  Baker  Hotel 

ANNUAL  LUNCHEON  AND  INSTALLATION  OF  OFFICERS 

Tuesday,  12:30  p.m.,  Terrace  Room,  Baker  Hotel 
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Officers,  Councils,  & Committees 
Texas  Medical  Association 
1962-1963 


Officers 

George  W.  Waldron.  Houston,  President. 

Robert  Mayo  Tenery,  Waxahachie,  President-Elect. 

Joe  R.  Donaldson,  Pampa,  Vice  President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1965). 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 
Howard  O.  Smith,  Marlin,  Treasurer  (1965). 

James  D.  Murphy,  Fort  Worth,  Speaker  of  the  House  of 
Delegates. 

Charles  Max  Cole,  Dallas,  Vice  Speaker  of  the  House  of 
Delegates. 

Board  of  Trustees 

Troy  A.  Shafer,  Harlingen,  Chairman  (1964). 

Byron  P.  York,  Houston,  Vice  Chairman  (1963). 

James  A.  Hallmark,  Fort  Worth,  Secretary  (1967). 

J.  B.  Copeland,  San  Antonio  (1966). 

C.  P.  Hardwicke,  Austin  (19 66). 

Elliott  Mendenhall,  Dallas  (1965). 

C.  E.  Willingham,  Tyler  (1964). 

Board  of  Councilors 

First  District:  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Chair- 
man (1964);  Russell  Holt,  El  Paso,  Vice  Councilor. 
Second  District:  Henrie  E.  Mast,  Midland  (1963);  A.  H. 

Daniell,  Brownfield,  Vice  Councilor. 

Third  District:  Julian  M.  Key,  Pampa  (1965)1;  Vacancy, 
Vice  Councilor. 

Fourth  District:  S.  Braswell  Locker,  Brownwood  (1964); 

Henry  N.  Ricci,  San  Angelo,  Vice  Councilor. 

Fifth  District:  Walter  Walthall,  San  Antonio,  Vice  Chair- 
man (1965);  George  H.  Herrmann,  Del  Rio,  Vice 
Sixth  District:  Harold  E.  Griffin,  Corpus  Christi 
(1965)2;  Vacancy,  Vice  Councilor. 

Seventh  District:  David  Wade,  Austin  (1963);  Ray  L. 

Shepperd,  Burnet,  Vice  Councilor. 

Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin,  Secretary 
(1963);  George  Glover,  Victoria,  Vice  Councilor. 
Ninth  District:  James  H.  Sammons,  Highlands  (1963); 

Haden  E.  McKay,  Jr.,  Humble,  Vice  Councilor. 

Tenth  District:  Stephen  B.  Tucker,  Nacogdoches  (1963); 

Charles  W.  Castle,  Liberty,  Vice  Councilor. 

Eleventh  District:  R.  H.  Bell,  Palestine  (1964);  William 
C.  Smith,  Carthage,  Vice  Councilor. 

Twelfth  District:  Tom  M.  Oliver,  Waco  (1965);  Dick 
Cason,  Hillsboro,  Vice  Councilor. 

Thirteenth  District:  Travis  Smith,  Abilene  (1964);  Rob- 
ert A.  Daily,  Wichita  Falls,  Vice  Councilor. 

Fourteenth  District:  B.  E.  Park,  Dallas  (1964);  Horace 
A.  Baker,  Wills  Point,  Vice  Councilor. 

Fifteenth  District:  Walter  C.  Barnes,  Texarkana  (1965); 
William  A.  King,  Omaha,  Vice  Councilor. 

interim  appointment  Sept.  18,  1962,  to  replace  William  H. 
Gordon,  Lubbock,  who  resigned  Sept.  12,  1962. 

-Interim  appointment  Jan.  20,  1963,  (verbal),  to  replace  Stanley 
W.  Bohmfalk,  Weslaco,  who  resigned  Jan.  19,  1963. 


Delegates  to  the  American 
Medical  Association  and  Alternates 

J.  B.  Copeland,  San  Antonio,  Chairman  (1963). 

Alternate:  George  Turner,  El  Paso  (1963). 

Troy  A.  Shafer,  Harlingen  (1964). 

Alternate:  Harvey  Renger,  Hallettsville  (1964). 
John  K.  Glen,  Houston  (1964). 

Alternate:  N.  L.  Barker,  Paris  (1964). 

G.  W.  Cleveland,  Austin  (1964). 

Alternate:  Ridings  E.  Lee,  Dallas  (1964). 

John  L.  Otto,  Galveston  (1964). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (1964). 
T.  C.  Terrell,  Fort  Worth  (1963). 

Alternate:  Denton  Kerr,  Houston  (1963). 

M.  O.  Rouse,  Dallas  (1963). 

Alternate:  R.  D.  Moreton,  Fort  Worth  (1963). 
J.  C.  Terrell,  Stephenville  (1963). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1963). 
Delegate  Designate:  R.  W.  Kimbro,  Cleburne. 
Alternate:  J.  E.  Miller,  Dallas. 


Executive  Board 

Ex  Officio:  President,  Vice  President,  President  Elect, 
Secretary,  Treasurer,  Speaker  of  the  House  of  Delegates, 
Vice  Speaker  of  the  House  of  Delegates,  Trustees,  Council- 
ors, Texas  delegates  and  alternates  to  the  American  Medical 
Association,  Council  on  Medical  Jurisprudence,  and  chair- 
men of  councils. 


Councils 

(The  President  and  Executive  Secretary  are  ex  officio 
members  of  all  councils.) 

Council  on  Annual  Session 

Herman  C.  Sehested,  Fort  Worth,  Chairman  (1964). 
Max  E.  Johnson,  San  Antonio  (1965). 

Mavis  P.  Kelsey,  Houston  (1965). 

John  P.  McGovern,  Houston  (1964). 

Dennis  M.  Voulgaris,  Wharton  (1963). 

Council  on  Constitution  and  By-Laws 

J.  T.  Billups,  Houston,  Chairman  (1964). 

Stephen  R.  Lewis,  Galveston  (1965). 

J.  J.  Andujar,  Fort  Worth  (1965). 

George  M.  Jones,  Dallas  (1964). 

M.  D.  Thomas,  El  Paso  (1963). 

Council  on  Medical  Education  and  Hospitals 

G.  V.  Brindley,  Jr.,  Temple,  Chairman  (1965). 

John  W.  Lanius,  Dallas  (1965). 

Jack  B.  Lee,  San  Antonio  (1965). 

James  A.  Greene,  Houston  (1964). 

A.  J.  Gill,  Dallas  (1964). 

M.  H.  Crabb,  Fort  Worth  (1963). 

Weldon  G.  Kolb,  LaMarque  (1963). 
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Council  on  Medical  Jurisprudence 

John  M.  Smith,  Jr.,  San  Antonio,  Chairman  (1965). 
Joe  T.  Nelson,  Weatherford  (1965). 

Floyd  A.  Norman,  Dallas  (1964). 

Haden  E.  McKay,  Humble  (1964). 

N.  L.  Barker,  Paris  (1963). 

Council  on  Medical  Service  and  Insurance 

Charles  D.  Bussey,  Dallas,  Chairman  (1965). 

William  E.  Sharp,  Baytown  (1965). 

John  E.  Ballard,  San  Angelo  (1965). 

Gail  Medford,  Jr.,  Lufkin  (1964). 

David  O.  Johnson,  Austin  (1964). 3 

C.  F.  Jorns,  Houston  (1963). 

J.  G.  Rodarte,  Temple  (1963). 

Council  on  Public  Relations  and  Public  Service 

Foy  H.  Moody,  Corpus  Christi,  Chairman  (1965). 
John  H.  Bohmfalk,  San  Antonio  (1965). 

Glenn  D.  Carlson,  Dallas  (1965). 

Courtney  M.  Townsend,  Paris  (1964). 

J.  T.  Ainsworth,  Houston  (1964). 4 
Van  D.  Goodall,  Clifton  (1963). 

O.  Edward  Egbert,  Jr.,  El  Paso  (1963). 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Dallas,  Chairman  (1965). 

Herbert  C.  Allen,  Jr.,  Houston  (1965). 

John  W.  Middleton,  Galveston  (1965). 

Howard  R.  Dudgeon,  Waco  (1964). 

P.  C.  Talkington,  Dallas  (1964). 

Robert  E.  Leslie,  El  Campo  (1963). 

William  J.  McGanity,  Galveston  (1963). 


Committees 

The  committees  serving  under  the  various  Boards  and 
Councils  of  the  Texas  Medical  Association  are  as  follows: 

Board  of  Councilors 

Committee  on  Contract  Medicine  (standing) 

E.  Peter  Garber,  Galveston,  Chairman  (1964). 

Robert  C.  Jackson,  Harlingen  (1965). 5 
William  M.  Ashe,  Dallas  (1965). 

Francis  Hood,  Sweetwater  (1965). 

R.  B.  Johns,  Abilene  (1964). 

R.  Paul  Collins,  Wichita  Falls  (1964). 

H.  W.  Kilpatrick,  III,  Baytown  (1963). 

Homer  V.  Hedges,  Hico  (1963). 

Vacancy  (1963). 

Committee  on  Liaison  with  the  State  Bar  of  Texas 
(standing) 

D.  W.  Carter,  Dallas,  Chairman  (1964). 

Mylie  E.  Durham,  Jr.,  Houston  (1965). 

Robert  F.  Gossett,  San  Antonio  (1963). 

Edward  T.  Driscoll,  Midland  (1964). 

John  W.  Griffin,  Port  Lavaca  (1963). 

Frederick  C.  Lowry,  Austin  (1965). 

Jesson  L.  Stowe,  El  Paso  (1965). 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees. 

Chairman,  Board  of  Councilors. 

“Appointed  Aug.  13,  1962,  to  replace  George  B.  Barnes,  Corpus 
Christi,  who  resigned  Aug.  8,  1962. 

•Appointed  Sept.  27,  1962,  to  replace  Thomas  L.  Royce,  Houston, 
who  resigned  Sept.  20,  1962. 

“Appointed  Oct.  23,  1962,  to  replace  Jack  B.  Lee,  San  Antonio, 
who  was  appointed  to  the  Council  on  Medical  Education. 


Chairman,  Council  on  Medical  Service  and  Insurance. 
Chairman,  Council  on  Medical  Jurisprudence. 
Chairman,  Council  on  Public  Relations  and  Public 
Service. 

Board  of  Trustees 

Advisory  Committee  to  the  Woman’s  Auxiliary  (standing) 
Thomas  J.  Vanzant,  Houston,  Chairman  (1963). 
Martin  L.  Towler,  Galveston  (1965). 

George  W.  Tipton,  Austin  (1964). 

Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth,  Chairman  (1965). 

G.  V.  Brindley,  Sr.,  Temple  (1965). 

W.  D.  Thames,  Jr.,  Lufkin  (1965). 

Pat  I.  Nixon,  San  Antonio  (1964). 

Morris  Polsky,  Austin  (1964). 

Denton  Kerr,  Houston  (1964). 

Gerald  A.  King,  Fort  Worth  (1963). 

Lyman  Blair,  Houston  (1963). 

W.  B.  Russ,  San  Antonio  (1963). 

L.  H.  Reeves,  Fort  Worth,  Emeritus  Member. 

H.  Reid  Robinson,  Galveston,  Emeritus  Member. 

Council  on  Annual  Session 

Committee  on  General  Arrangements  for  Annual  Session 
(special) 

Lester  H.  Quinn,  Dallas,  Chairman. 

Guy  T.  Denton,  Dallas,  Vice  Chairman. 

Committee  on  Scientific  Exhibits  (standing) 

Jasper  H.  Arnold,  Houston,  Chairman  (1964). 

John  A.  Welty,  Harlingen  (1965). 

John  E.  Johnson,  Jr.,  Galveston  (1965). 

J.  Frank  Beall,  Nacogdoches  (1965). 

Thomas  U.  Taylor,  II,  Fort  Worth  (1964). 

Walter  Long,  Austin  (1964). 

Olin  B.  Gober,  Temple  (1963). 

Nathan  Cedars,  Stephenville  0963). 

James  G.  Morris,  Lubbock  (1963). 

Council  on  Medical  Education  and  Hospitals 

Committee  for  American  Medical  Association  Education  and 
Research  Foundation  (standing) 

Herbert  A.  Bailey,  Dallas,  Chairman  (1964). 

Edward  S.  Crocker,  Houston  (1965). 

E.  M.  Addison,  Huntsville  (1965). 

Douglas  B.  Black,  Lamesa  (1965). 

H.  E.  Whigham,  McAllen  (1964). 

Nelson  L.  Schiller,  Austin  (1964). 

J.  C.  Terrell,  Stephenville  (1963). 

Edward  D.  McKay,  Amarillo  (1963). 

John  C.  Meadows,  San  Antonio  (1963). 

Advisers  to  Student  American  Medical  Association  in  Texas 
Vacancy,  Baylor. 

Charles  LeMaistre,  Dallas,  Southwestern. 

E.  Sinks  McLarty,  Galveston,  University  of  Texas 
Medical  Branch. 

Appointees  to  Texas  Commission  on  Patient  Care 

G.  V.  Brindley,  Jr.,  Temple. 

Joseph  F.  McVeigh,  Fort  Worth. 

G.  E.  Brereton,  Dallas. 

A.  J.  Bankhead,  Tyler. 

Joseph  C.  Magliolo,  Dickinson. 
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Committee  on  Hospital  Accreditation  (standing) 

Ray  L.  Shepperd,  Burnet,  Chairman  (1963). 
Maynard  Hart,  El  Paso  (1965). 

Dean  Dimmitt,  Uvalde  (1965). 

Dan  Spivey,  Lufkin  (1964). 

Hugh  F.  Rives,  Jacksonville  (1964). 

R.  E.  Speegle,  Garland  (1964). 

William  F.  Ross,  San  Benito  (1963). 

Committee  on  Medical  Careers  (standing) 

Albert  McCulloh,  Brady,  Chairman  (1963). 

Harry  M.  Shytles,  Sherman  (1965). 

Russell  Scott,  Houston  (1965). 

A.  Fletcher  Clark,  Jr.,  San  Antonio  (1965). 

G.  Thomas  Shires,  Dallas  (1964). 

John  B.  Truslow,  Galveston  (1964). 

Walter  A.  Brooks,  Quanah  (1964). 

Vacancy  (1963). 6 

Gordon  Black,  El  Paso  (1963). 

Committee  on  Liaison  with  Medical  Schools  (special) 
Russell  L.  Deter,  El  Paso,  Chairman. 

Wendell  H.  Hamrick,  Houston. 

Frank  Harrison,  Dallas. 

John  Hundley,  Fort  Stockton. 

L.  Bonham  Jones,  San  Antonio. 

Weldon  G.  Kolb,  La  Marque. 

Stephen  R.  Lewis,  Galveston. 

Stanley  W.  Olson,  Houston. 

May  Owen,  Fort  Worth. 

M.  O.  Rouse,  Dallas. 

Council  on  Medical  Jurisprudence 

Committee  on  Military  and  Veterans  Affairs  (standing) 
Milton  V.  Davis,  Dallas,  Chairman  (1965). 

Dickson  K.  Boyd,  Denton,  Vice  Chairman  (1963). 
Norman  L.  West,  Waxahachie,  Vice  Chairman 
(1963). 

M.  E.  Malakoff,  Laredo  (1965). 

Philip  T.  Williams,  San  Antonio  (1965). 

James  C.  Whittingtbn,  Eastland  (1964). 

Richard  H.  Harrison,  III,  Bryan  (1964). 

Paul  R.  Meyer,  Port  Arthur  (1964). 

W.  L.  Lirette,  Temple  (1963). 


Council  on  Medical  Service  and  Insurance 

Committee  on  Association  Insurance  Programs  (standing) 
A.  R.  Hazzard,  Austin,  Chairman  (1965). 

G.  J.  Pruitt,  Lufkin  (1965). 

A.  L.  Hewitt,  Lubbock  (1964). 

C.  C.  Shotts,  San  Antonio  (1964). 

John  R.  Douglas,  Austin  (1963). 7 

Committee  on  Health  Insurance  (standing) 

A.  Rex  Kirkley,  Temple,  Chairman  (1965). 

William  M.  Sherrill,  Houston  (1965). 

Jack  L.  Eidson,  Weatherford  (1965). 

E.  A.  Maxwell,  San  Antonio  (1964). 

H.  D.  Gilliam,  McAllen  (1964). 

Mario  E.  Ramirez,  Roma  (1964). 

George  L.  Walmsley,  Baytown  (1963). 

Marvin  Schlecte,  Plainview  (1963). 

Bill  B.  Markette,  San  Antonio  (1963). 

6Created  by  resignation  of  R.  L.  Daily,  Wichita  Falls,  who  was 
elected  Vice  Councilor  Sept.  22,  1962. 

’Appointed  Feb.  5,  1963,  to  replace  Mylie  E.  Durham,  Jr.,  Hous- 

ton, who  resigned  to  accept  appointment  to  Committee  on  Liaison 
with  the  State  Bar  of  Texas. 


Subcommittees  of  Committee  on  Health  Insurance: 

Committee  on  Liaison  with  Blue  Shield  (standing) 
Everett  C.  Fox,  Dallas,  Chairman  (1965). 

R.  W.  Kimbro,  Cleburne  (1965). 

Harvey  Renger,  Hallettsville  (1965). 

Olin  B.  Gober,  Temple  (1964). 

R.  H.  Bell,  Palestine  (1964). 

J.  B.  Copeland,  San  Antonio  (1964). 

E.  A.  Rowley,  Amarillo  (1963). 

Denton  Kerr,  Houston  (1963). 

Tom  Bond,  Fort  Worth  ( 1963). 

Appointees  to  Hospitals-Insurance-Physicians  Joint 
Advisory  Committee 
C.  D.  Bussey,  Dallas. 

A.  Rex  Kirkley,  Temple. 

G.  W.  Cleveland,  Austin. 

Committee  on  Professional  Insurance  (standing) 

D.  O.  Johnson,  Austin,  Chairman  (1964). 

R.  E.  Read,  Lufkin  (1965). 

A.  W.  Bronwell,  Lubbock  (1965). 

Bill  Robins,  Houston  (1964). 

Patrick  H.  Pappas,  Lubbock  (1963). 

Committee  on  Workmen’s  Compensation  Insurance 
(standing) 

Edward  T.  Smith,  Houston,  Chairman  (1965). 

J.  B.  Chester,  Dallas  (1965). 

Richard  C.  Bellamy,  Liberty  (1964). 8 

F.  C.  Rehfeldt,  Fort  Worth  (1964). 

Ralph  E.  Donnell,  Jr.,  Abilene  (1963). 

Council  on  Public  Relations  and  Public  Service 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Houston,  Chairman  (1964). 

C.  J.  Ruilmann,  Austin  (1965). 

John  Dupre,  Levelland  (1965). 

Edward  J.  Lefeber,  Galveston  (1965). 

Elizabeth  Gentry,  Austin  (1964). 

Vance  Terrell,  Stephenville  (1964). 

W.  D.  Gingrich,  Galveston  (1963). 

Ernest  W.  Keil,  Austin  (1963). 

Roy  H.  Morris,  Elgin  (1963). 

Committee  on  Emergency  Medical  Service  (standing) 
Ben  A.  Merrick,  Dallas,  Chairman  (1964). 

Joe  R.  Shaeffer,  San  Antonio  ( 1965 ) . 

T.  June  Melton,  Midland  (1965). 

W.  D.  Nicholson,  Freeport  (1965). 

C.  J.  McCollum,  Victoria  (1964). 

J.  L.  Johnson,  Amarillo  (1963). 

Ralph  A.  Munslow,  San  Antonio  (1963). 

Committee  on  Industrial  Health  (standing) 

Robert  J.  Potts,  Dallas,  Chairman  (1963). 

Robert  A.  Wise,  Houston  (1965). 

G.  V.  Launey,  Dallas  (1965). 

Vacancy  (1965). 

Carl  A.  Nau,  Oklahoma  City  (1964). 

Jesse  G.  Burdick,  Pasadena  (1964). 

Kurt  Lekisch,  Midland  (1964). 

F.  W.  Wilson,  Port  Arthur  (1963). 

E.  E.  Baden,  Raymondville  (1963). 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Nixon,  Chairman  (1963). 


sAppointed  Feb.  8,  1963,  to  replace  Joseph  T.  Ainsworth.  Hous- 
ton,  who  resigned  Sept.  27,  1962,  to  accept  appointment  to  Council 
on  Public  Relations  and  Public  Service. 
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J.  C.  Ellington,  San  Antonio  (1965). 

Lorence  W.  Feller,  Fredericksburg  (1965). 

Charles  A.  Pigford,  Houston  (1965). 

Bruce  H.  Johnson,  Loraine  (1964). 

A.  L.  Delaney,  Liberty  (1964). 9 
Ben  Primer,  Sr.,  Austin  (1964). 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1963). 

J.  E.  Peavy,  Austin  (1963). 

Committee  on  Rural  Health  (standing) 

Curtis  Haley,  San  Augustine,  Chairman  (1963). 

J.  G.  Sanders,  Bremond  (1965). 

John  B.  Miller,  El  Paso  (1965). 

Sam  R.  Barnes,  Trinity  (1965). 

Lloyd  Sherrill,  Ozona  (1964). 

A.  E.  Mgebroff,  Yoakum  (1964). 

George  V.  Pazdral,  Somerville  (1964). 

Clifford  R.  Haynes,  Malakoff  (1963). 

Vernon  Polk,  Center  (1963). 

Committee  on  School  Health  (standing) 

Edwin  L.  Rippy,  Dallas,  Chairman  (1964). 

Zenas  W.  Hutcheson,  Jr.,  Andrews  (1965). 

Paul  H.  Mitchell,  Corsicana  (1965). 

R.  K.  Arnett,  Lufkin  (1965). 

H.  C.  Chancellor,  Honey  Grove  (1964). 

M.  A.  Childers,  San  Antonio  (1964). 

M.  T.  Braswell,  Henderson  (1963). 

R.  L.  Penn,  Midland  (1963). 

J.  C.  Holsomback,  Baytown  (1963). 

Adviser  to  State  Board  of  Education 
Committee  on  School  Health 

Committee  on  Transportation  Safety  (standing) 

Heinrich  Lamm,  Harlingen,  Chairman  (1965). 

Otto  Lippmann,  Austin  (1965). 

William  H.  Neil,  Fort  Worth  (1965). 

D.  R.  Knapp,  Kerrville  (1964). 

Linwood  H.  Denman,  Lufkin  (1964). 

Boyd  D.  Alexander,  Waco  (1964). 

William  T.  Payne,  Odessa  (1963). 

William  A.  O’Quin,  Mineral  Wells  (1963). 

Mario  Palafox,  El  Paso  (1963). 

Council  on  Scientific  Advancement 

Committee  on  Blood  Banks  (standing) 

Joseph  M.  Hill,  Dallas,  Chairman  (1964). 

Charles  F.  Pelphrey,  Austin  (1965). 

Irving  Moody,  Houston  (1965). 

T.  P.  Marinis,  Midland  (1965). 

John  M.  Travis,  Jr.,  Beaumont  (1964). 

Louis  Manhoff,  San  Antonio  (1963). 

Jack  Abbott,  Houston  (1963). 

Committee  on  Cancer  (standing) 

Howard  R.  Dudgeon,  Waco,  Chairman  (1965). 

Tom  B.  Bond,  Fort  Worth  (1965). 

John  F.  Thomas,  Austin  (1965). 

R.  Lee  Clark,  Jr.,  Houston  (1964). 

John  R.  Rainey,  Austin  (1964). 

William  S.  Brumage,  Austin  (1964). 

W.  Q.  Budd,  Amarillo  (1963). 

Jabez  Galt,  Dallas  ( 1963 ) . 

Gerald  Jordon,  El  Paso  (1963). 

Committee  on  Cardiovascular  Diseases  (standing) 

Robert  E.  Leslie,  El  Campo,  Chairman  (1965). 

David  Miesch,  Paris  (1965). 

S.  W.  Thorn,  Houston  (1965). 

W.  Frank  McKinley,  Marlin  (1964). 

9Appointed  July  17,  1962,  to  replace  Austin  Hill,  Houston,  who 

was  unable  to  attend  two-thirds  of  meetings. 


H.  H.  Latson,  Amarillo  (1964). 

Fred  D.  Spencer,  Jr.,  Brownwood  (1964). 

Sidney  Schnur,  Houston  (1963). 

G.  S.  Shepard,  Lufkin  (1963). 

Alfred  W.  Harris,  Dallas  (1963). 

Committee  on  Maternal  Mortality  (standing) 

William  J.  McGanity,  Galveston,  Chairman  (1963). 
J.  C.  Rucker,  Jacksonville  (1965). 

Donald  M.  Gready,  Houston  (1965). 

Fred  W.  Lurting,  Big  Spring  (1965). 

R.  P.  McDonald,  Fort  Worth  (1964). 

W.  H.  Jondahl,  Harlingen  (1964). 

R.  E.  Moon,  San  Angelo  (1964). 

Henry  C.  McGrede,  Jr.,  Longview  (1964). 

Warren  T.  Kable,  Jr.,  Wichita  Falls  (1964). 

S.  H.  Wills,  Houston  (1963). 

Carl  F.  Moore,  Jr.,  Austin  (1963). 

E.  K.  Blewett,  Austin  (1963). 

William  E.  Strozier,  San  Antonio  (1963). 

Stephen  W.  Cobb,  Dallas  (1965). 10 
Matthew  H.  Talty,  Jr.,  Houston  (1965). 11 
James  R.  Morgan,  El  Paso  (1964). 12 

Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1965). 

Ivan  Bruce,  Galveston  (1965). 

George  Constant,  Victoria  (1965). 

A.  D.  Pattillo,  Austin  (1964). 

Dorothy  Wyvell,  Midland  (1964). 

P.  C.  Palasota,  Abilene  (1964). 

Leroy  A.  Boriack,  Corpus  Christi  (1963). 

Holland  C.  Mitchell,  Waco  (1963). 

Charles  H.  Brown,  Wichita  Falls  (1963). 

Mental  Health  Adviser  to  the  State  Board  for 
Hospitals  and  Special  Schools 
P.  C.  Talkington,  Dallas. 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Houston,  Chairman  (1965). 
E.  E.  Anthony,  Jr.,  Fort  Worth  (1965). 

C.  C.  Shullenberger,  Houston  (1965). 

J.  Allen  Chamberlin,  Houston  (1964). 

Lloyd  R.  Hershberger,  San  Angelo  (1964). 

Elbert  DeCoursey,  San  Antonio  (1963). 

J.  R.  Maxfield,  Jr.,  Dallas  (1963). 

Committee  on  Nutrition  (standing) 

N.  C.  Hightower,  Temple,  Chairman  (1963). 
Ralph  G.  Greenlee,  Midland  (1965). 

William  Levin,  Galveston  (1965). 

D.  J.  Sibley,  Austin  (1965). 

Joe  D.  Nichols,  Atlanta  (1964). 

John  R.  Kelsey,  Jr.,  Houston  (1964). 

Andres  Goth,  Dallas  (1964). 

William  J.  Block,  San  Antonio  (1963). 

Walter  D.  Feinberg,  El  Paso  (1963). 

Committee  on  Rehabilitation  (standing) 

Oscar  Selke,  Houston,  Chairman  (1963). 

Theodore  A.  Klecka,  San  Antonio  (1965). 

Ridings  E.  Lee,  Dallas  (1965). 

Edward  Krusen,  Jr.,  Dallas  (1965). 

Ira  Budwig,  El  Paso  (1964). 

Vacancy  (1964). 13 

Alfred  H.  Hill,  San  Antonio  (1964). 

Roy  N.  Davis,  San  Antonio  (1963). 

Robert  A.  Murray,  Temple  (1963). 


10 Appointed  February  28,  1963.  to  fill  the  vacancy  created  by 
resignation  of  Stewart  A.  Fish,  Dallas,  December  10,  1962. 
“Appointed  February  28,  1963. 

^Appointed  February  28,  1963- 

^Created  by  resignation  of  O.  F.  von  Werssowetz,  who  moved  to 
another  state  in  September,  1962. 
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Committee  on  Spas  (standing) 

Neil  D.  Buie,  Marlin,  Chairman  (1963). 

J.  R.  Oates,  Houston  (1965). 

W.  K.  Logsdon,  Corsicana  (1965). 

Edward  F.  Yeager,  Mineral  Wells  (1964). 

John  B.  Barnett,  Marlin  (1963). 

Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Galveston,  Chairman  (1963). 
John  S.  Chapman,  Dallas  (1965). 

R.  B.  Morrison,  Austin  (1965). 

James  L.  Reagan,  Beeville  (1965). 

Samuel  Topperman,  Tyler  (1964). 

James  E.  Dailey,  Houston  (1964). 

Richard  E.  Allison,  Sanatorium  (1964). 

Carlos  J.  Quintanilla,  Harlingen  (1963). 

Daniel  E.  Jenkins,  Houston  (1963). 

Tuberculosis  Adviser  to  the  State  Board  for  Hospitals 
and  Special  Schools 
R.  B.  Morrison,  Austin. 

Committee  to  Study  the  Dangers  of  "Helmet  Blocking’’  in 
Interscholastic  Football  (special) 

R.  G.  McCorkle,  Houston,  Chairman. 

Harry  W.  Slade,  Waco. 

Charles  Sadler,  Amarillo. 

James  L.  Robins,  Plainview. 

Louis  Levy,  Fort  Worth. 

T.  P.  Kennedy,  Houston. 

James  Whitehurst,  Houston. 

Edward  T.  Smith,  Houston. 

Scientific  Section  Officers 

Digestive  Diseases 

N.  C.  Hightower,  Temple,  Chairman. 

John  R.  Kelsey,  Jr.,  Houston,  Secretary. 


General  Practice 

Herbert  G.  Liberty,  Seguin,  Chairman. 

Harry  A.  Tubbs,  Post,  Secretary. 

Internal  Medicine 

R.  W.  Griffin,  San  Antonio,  Chairman. 
Raymond  D.  Pruitt,  Houston,  Secretary. 

Obstetrics  and  Gynecology 

William  F.  McLean,  Austin,  Chairman. 

Stephen  W.  Cobb,  Dallas,  Secretary. 

Ophthalmology 

James  H.  Scruggs,  Jr.,  Waco,  Chairman. 

Louis  Daily,  Jr.,  Houston,  Secretary. 

Otolaryngology 

J.  Patrick  Moran,  Corpus  Christi,  Chairman. 
Daniel  B.  Powell,  Jr.,  Austin,  Secretary. 

Pathology 

Charles  F.  Pelphrey,  Austin,  Chairman. 

Alice  Smith,  Dallas,  Secretary. 

Pediatrics 

Ben  White,  Austin,  Chairman. 

C.  William  Daeschner,  Jr.,  Galveston,  Secretary. 

Public  Health 

Neal  M.  Atkins,  Waco,  Chairman. 

Albert  G.  Randall,  Amarillo,  Secretary. 

Radiology 

Ruskin  C.  Norman,  San  Antonio,  Chairman. 
Frederick  J.  Bonte,  Dallas,  Secretary. 

Surgery 

Walter  Hasskarl,  Jr.,  Brenham,  Chairman. 
William  D.  Seybold,  Houston,  Secretary. 
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PROGRAM 


Woman's  Auxiliary 

to  the 

Texas  Medical  Association 

Forty-fifth  Annual  Convention — Dallas — April  27-30,  1963 

Tickets  to  all  functions  may  be  obtained  upon  registration. 


Saturday,  April  27 

12:00  noon-4:00  p.m. — Registration,  Mezzanine, 
Statler-Hilton  Hotel. 

12:00  noon-4 :00  p.m. — Hospitality  Suite  Open,  Suite 
No.  422-26-30,  Statler-Hilton  Hotel.  Courtesy 
of  the  Great  American  Reserve  Insurance  Com- 
pany of  Dallas. 

7:30  p.m. — Report  of  the  President  of  the  Woman’s 
Auxiliary  to  the  House  of  Delegates  of  the 
Texas  Medical  Association,  Terrace  Room,  Bak- 
er Hotel.  All  members  of  the  Auxiliary  are  in- 
vited to  hear  this  report. 

Sunday,  April  28 

8:30  a.m.-4:00  p.m. — Registration,  Mezzanine,  Stat- 
ler-Hilton Hotel. 

8:30  a.m.-4:00  p.m. — Hospitality  Suite  Open,  Suite 
No.  422-26-30,  Statler-Hilton  Hotel.  Courtesy  of 
the  Great  American  Reserve  Insurance  Com- 
pany of  Dallas. 

9:00  a. m. -11:00  a.m. — 'Council  Woman’s  Breakfast, 
Silver  Room,  Statler-Hilton  Hotel.  Mrs.  Van  D. 
Goodall,  Clifton,  First  Vice  President  and  Or- 
ganization and  Membership  Chairman,  pi’esid- 
ing. 

12:30  p.m. -3:30  p.m. — Executive  Board  Luncheon, 
Embassy  Ballroom,  Statler-Hilton  Hotel.  Mrs. 
R.  C.  L.  Robertson,  Houston,  President,  presid- 
ing. (All  County  Presidents-Elect  and  incoming 
Board  members  are  invited  to  attend.) 
Invocation.  Mrs.  J.  C.  Terrell,  Stephenville. 
Welcome.  Mrs.  O.  M.  Marchman,  Jr.,  Dallas. 
Response.  Mrs.  Van  D.  Goodall,  Clifton. 

Presentation  of  President-Elect. 

Greetings  from  Texas  Medical  Association  Ad- 
visory Committee  Chairman  to  the  Woman’s 
Auxiliary.  Thomas  J.  Vanzant,  M.D.,  Houston. 
Introduction  of  Those  at  Head  Table  and  Spe- 
cial Guests. 

Presentation  of  Past  Presidents. 

Mrs.  Joseph  B.  Foster,  Houston. 

Business: 

Appointment  of  Reading  Committee. 
Convention  Rules. 

Minutes. 

Treasurer’s  Report. 

Correspondence. 

Recommendations  of  Officers  and  Committee 
Chairmen. 

Announcements.  Mrs.  Joseph  L.  Knapp,  Dal- 
las, Convention  Chairman. 

Adjournment. 


5:00  p.m. — Memorial  Service  of  Texas  Medical  As- 
sociation and  Woman’s  Auxiliary.  Maude  Sallee 
Embree  Hall,  First  Baptist  Church,  Ervay 
Street,  North  of  San  Jacinto.  T.  Haynes  Harvill, 
M.D.,  Dallas,  Chairman;  Mrs.  Max  R.  Wood- 
ward, Sherman,  Co-Chairman. 

Organ  Prelude.  Mrs.  Bailey  Forester,  Dallas. 
Invocation.  Thomas  A.  Fry,  Jr.,  D.D.,  Pastor, 
First  Presbyterian  Church,  Dallas. 
Special  Music.  Mrs.  Martha  Branham,  Dallas. 
Memorial  Address  for  Deceased  Members  of  the 
Woman’s  Auxiliary. 

Mrs.  John  H.  Wootters,  Crockett. 
Memorial  Address  for  Deceased  Physicians. 

T.  Haynes  Harvill,  M.D.,  Dallas. 
Special  Music.  Mrs.  Branham. 

Benediction.  Kenneth  Pepper,  Th.D., 

Chaplain  Supervisor, 
Parkland  Memorial  Hospital,  Dallas. 
Organ  Postlude.  Mrs.  Forester. 

7:00  p.m. — Past  Presidents’  Dinner,  Gold  Room, 
Statler-Hilton  Hotel. 


Monday,  April  29 

8:30  a.m. -4:00  p.m. — Registration,  Mezzanine,  Stat- 
ler-Hilton Hotel. 

8:30  a.m. -4:00  p.m. — Hospitality  Suite  Open,  Suite 
No.  422-26-30,  Statler-Hilton  Hotel.  Courtesy 
of  Great  American  Reserve  Insurace  Company 
of  Dallas. 

9:00  a.m. -12:00  noon — First  Business  Meeting,  Em- 
bassy Ballroom,  Statler-Hilton  Hotel.  Mrs.  R. 
C.  L.  Robertson,  Houston,  President,  presiding. 
Invocation. 

Welcome.  Mrs.  Joseph  L.  Knapp,  Dallas, 

Convention  Chairman. 

Response. 

Credo  and  Pledge. 

Southern  Region  Reports  (District  and  County). 

Mrs.  William  A.  Wilson,  Galveston,  Southern 
Regional  Vice  President. 

District  5.  Mrs.  David  M.  Shelby,  Gonzales, 
Council  Woman. 

Atascosa,  Bexar,  Comal,  Gonzales,  Guadalupe, 
Karnes- Wilson,  Kerr-Kendall-Gillespie-Ban- 
dera,  La  Salle-Frio-Dimmitt,  and  Medina- 
Uvalde-Maverick-Val  Verde-Edwards-Real- 
Kinney-Terrell-Zavala  Counties. 

District  6.  Mrs.  Earl  Gaston,  Kingsville,  Coun- 
cil Woman. 

Bee-Live  Oak-McMullen,  Brooks- Duval- Jim 
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Wells,  Cameron-Willacy,  Hidalgo-Starr, 
Kleberg-Kenedy,  Nueces,  San  Patricio- 
Aransas-Refugio,  and  Webb-Zapata- Jim 
Hogg  Counties. 

District  7.  Mrs.  Robert  Burns,  Giddings,  Coun- 
cil Woman. 

Bastrop-Lee,  Caldwell,  Hays-Bianco,  Lampas- 
as-Burnet-Llano,  Travis,  and  Williamson 
Counties. 

District  8.  Mrs.  A.  0.  McCary,  Freeport,  Coun- 
cil Woman. 

Brazoria,  Colorado-Fayette,  De  Witt-Lavaca, 
Galveston,  Victoria-Calhoun-Goliad,  Whar- 
ton-Jackson-Matagorda-Fort  Bend  Counties. 

Eastern  Region  Reports. 

Mrs.  Andrew  G.  Goesl,  Texarkana,  Eastern  Re- 
gional Vice  President. 

District  9.  Mrs.  Sam  R.  Barnes,  Trinity,  Coun- 
cil Woman. 

Austin-Grimes-Waller,  Harris,  East  Harris 
(Chapter),  Montgomery,  Polk-San  Jacinto, 
Walker-Madison-Trinity,  and  Washington- 
Burleson  Counties. 

District  10.  Mrs.  L.  R.  Byrd,  Jr.,  Port  Arthur, 
Council  Woman. 

Angelina,  Hardin-Tyler,  Jasper-Newton,  Jef- 
ferson: Beaumont  Chapter,  Port  Arthur 
Chapter,  Liberty-Chambers,  Nacogdoches, 
Orange,  and  Shelby-San  Augustine-Sabine 
Counties. 

District  11.  Mrs.  William  Pirtle,  Tyler,  Council 
Woman. 

Anderson-Leon,  Cherokee,  Freestone,  Hender- 
son, Houston,  Rusk-Panola,  Smith,  and 
Wood  Counties. 

District  15.  Mrs.  Ray  Hudspeth,  Gladewater, 
Council  Woman. 

Bowie,  Camp-Morris-Titus,  Cass-Marion, 
Gregg,  Harrison,  Red  River,  and  Upshur 
Counties. 

Western  Region  Reports. 

Mrs.  Robert  L.  Carr,  Lubbock,  Western  Region- 
al Vice  President. 

District  1.  Mrs.  Jesson  L.  Stowe,  El  Paso,  Coun- 
cil Woman. 

El  Paso,  Pecos- Jeff  Davis-Presidio-Brewster, 
and  Reeves- Ward- Winkler-Loving-Culber- 
son-Hudspeth  Counties. 

District  2.  Mrs.  Edward  Swift,  Big  Spring, 
Council  Woman. 

Andrews-Ector-Midland,  Dawson-Lynn-Terry- 
Gaines-Yoakum,  Howard-Martin-Glasscock, 
and  Nolan-Fisher-Mitchell  - Scurry  - Borden  - 
Kent- Stonewall  Counties. 

District  3.  Mrs.  Paul  Spring,  Friona,  Council 
Woman. 

Armstrong  - Donley  - Childress  - Collingsworth  - 
Hall-Wheeler,  Dallam  - Hartley -Sherman- 
Moore,  Deaf  Smith-Parmer-Castro-Oldham- 
Swisher,  Gray -Hansford - Hemphill-Lips- 
comb-Roberts-Ochiltree-  Hutchinson  - Carson, 
Hale-Floyd-B riscoe,  Hardeman-Cottle- 
F oard-Motley-Dickens-King,  Lamb-Bailey- 
Hockley-Cochran,  Lubbock-Crosby -Garza, 
and  Potter-Randall  Counties. 

District  4.  Mrs.  H.  M.  Anderson,  San  Angelo, 
Council  Woman. 

Brown-Comanche-Mills-San  Saba,  Coleman, 
Crane-Upton-Reagan,  Kimble  - Mason  - Men- 
ard-McCulloch,  Runnels,  and  Tom  Green- 


Coke  - Crockett  - Concho  - Irion  - Sterling  - Sut  - 
ton-Schleicher  Counties. 

12:30  p.m.-2:30  p.m. — Luncheon  Honoring  County 
Presidents,  Empire  Room,  Statler-Hilton  Hotel. 
Mrs.  R.  C.  L.  Robertson,  Houston,  President, 
presiding. 

Invocation. 

Recognition  of  County  Presidents. 

Greetings  from  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association. 

Mrs.  Elias  Margo,  Oklahoma  City, 
President. 

Greetings  from  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

Mrs.  William  G.  Thuss,  Birmingham,  Ala., 

President. 

Presentation  of  County  Auxiliary  Awards. 

Mrs.  William  D.  Nicholson,  Lake  Jackson, 

Chairman;  and 
Mrs.  James  A.  Stewart,  Lake  Jackson, 
Co-Chairman,  Historical  Committee. 
3:00  p.m. — Tea  Honoring  Mrs.  R.  C.  L.  Robertson, 
Houston,  President,  and  1962-1963  Officers,  Dal- 
las Garden  Center.  Buses  will  leave  Statler- 
Hilton  Hotel  promptly  at  3 p.m. 


Tuesday,  April  30 

8:30  a. m. -4:00  p.m. — Registration,  Mezzanine,  Stat- 
ler-Hilton Hotel. 

8:30  a.m.-4:00  p.m. — Hospitality  Suite  Open,  Suite 
No.  422-26-30,  Statler-Hilton  Hotel.  Courtesy  of 
the  Great  American  Reserve  Insurance  Com- 
pany of  Dallas. 

9:00  a. m. -12:00  noon. — Second  Business  Meeting, 
Embassy  Ballroom,  Statler-Hilton  Hotel.  Mrs. 
R.  C.  L.  Robertson,  Houston,  President,  presid- 
ing. 

Invocation. 

Greetings  from  the  Texas  Medical  Association. 

George  W.  Waldi'on,  M.D.,  Houston,  President. 

Northern  Region  Reports. 

Mrs.  Tom  Oliver,  Waco,  Northern  Regional  Vice 
President. 

District  12.  Mrs.  R.  L.  Campbell,  Corsicana, 
Council  Woman. 

Bell,  Bosque-Hamilton,  Brazos-Robertson, 
Coryell,  Erath-Hood-Somervell,  Falls,  Hill, 
Johnson,  Limestone,  McLennan,  Milam,  and 
Navarro  Counties. 

District  13.  Mrs.  William  B.  Allensworth,  Min- 
eral Wells,  Council  Woman. 

Baylor-Knox  - Haskell,  Clay  - Montague  -Wise, 
Eastland-Callahan-Stephens-  Shackelford- 
Throckmorton^_  Palo  Pinto-Parker-Young- 
Jack-Archer,  Tarrant,  Taylor-Jones,  Wich- 
ita, and  Wilbarger  Counties. 

District  14.  Mrs.  Rene  G.  Gerard,  Denison,  Coun- 
cil Woman. 

Collin,  Cooke,  Dallas,  Denton,  Ellis,  Fannin, 
Grayson,  Hopkins-Franklin,  Hunt-Rockwall- 
Rains,  Kaufman,  Lamar-Delta,  and  Van 
Zandt  Counties. 

Reports  of  Committee  Chairmen  and  Officers. 
Recommendations  from  Executive  Board. 
Election  of  Officers. 

Other  Business. 
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12:30-3:00  p.m. — Installation  and  Style  Show  Lunch- 
eon, staged  by  Neiman-Marcus,  Grand  Ballroom, 
Statler-Hilton  Hotel.  Mrs.  R.  C.  L.  Robertson, 
Houston,  President,  presiding. 

Invocation. 

Courtesy  Resolutions. 

Mrs.  Richard  L.  Hudson,  Corpus  Christi. 
Installation  of  Officers. 

Presentation  of  Gavel  and  President’s  Pin. 

Mrs.  R.  C.  L.  Robertson,  Houston. 
Acceptance  of  Gavel  and  President’s  Pin. 

Mrs.  Hamilton  Ford,  La  Marque. 
Presentation  of  Past  President’s  Pin. 

Mrs.  Garland  G.  Zedler,  Austin. 
Adjournment  of  1962-1963  Session. 

3:30  p.m. — Post-Convention  Executive  Board  Meet- 
ing, Embassy  Ballroom.  Statler-Hilton  Hotel. 
Mrs.  Hamilton  Ford,  La  Marque,  President,  pre- 
siding. 

Invocation.  Mrs.  Weldon  G.  Kolb,  La  Marque. 
Greetings. 

Robert  Mayo  Tenery,  M.D.,  Waxahachie, 
President,  Texas  Medical  Association. 
Introduction  of  TMA  Advisors: 

Thomas  J.  Vanzant,  M.D.,  Houston,  Chairman. 
Martin  L.  Towler,  M.D.,  Galveston. 

George  W.  Tipton,  M.D.,  Austin. 

Introduction  of  Past  Presidents. 

Mrs.  Ramsay  H.  Moore,  Dallas. 
Introduction  of  President-Elect. 

Mrs.  Garland  G.  Zedler,  Austin. 
Introduction  of  Officers,  County  Presidents  and 
Presidents-Elect,  and  Council  Women. 
Business. 

Introduction  of  Committee  Chairmen. 
Announcements. 

Adjournment. 

8:00  p.m. — Annual  Membership  Dinner-Dance,  Grand 
Ballroom,  Statler-Hilton  Hotel.  A1  Nielsen  and 
His  Orchestra,  Dallas,  will  entertain.  Tickets 
will  be  $8.50  per  person;  this  does  not  include 
set-ups.  Dress  will  be  optional. 


Related  Activities 

The  report  of  the  President  of  the  Woman’s  Aux- 
iliary to  the  Texas  Medical  Association  will  be  given 
by  Mrs.  R.  C.  L.  Robertson,  Houston,  to  the  House 
of  Delegates  on  Saturday,  April  27,  at  7:30  p.m.  in 
the  Terrace  Room  of  the  Baker  Hotel.  Members  of 
the  Auxiliary  are  invited  to  hear  this  report. 

Tickets  for  the  Annual  Membership  Dinner-Dance 
of  the  Texas  Medical  Association  may  be  purchased 
at  the  Association’s  registration  desk  in  the  Lobby 
of  the  Adolphus  Hotel.  Tickets  are  $8.50  per  person. 

Suite  No.  422-26-30  will  serve  as  the  Hospitality 
Suite  and  will  be  open  throughout  the  Convention. 
Refreshments  will  be  served  through  the  courtesy 
of  the  Great  American  Reserve  Insurance  Company 
of  Dallas. 

Alumni  banquets  will  be  held  beginning  at  6:30 
p.m.  Saturday,  April  27,  in  the  Baker  and  Adolphus 
Hotels. 

Fraternity  parties  will  be  held  from  6:30  to  7:30 
p.m.,  Tuesday,  April  30,  in  the  Statler-Hilton  Hotel. 


General  information  concerning  baby  sitters, 
sight-seeing,  antique  shops,  and  so  forth  may  be 
obtained  at  the  Auxiliary  Information  Desk  on  the 
Mezzanine. 

The  Woman’s  Auxiliary  to  the  Texas  Medical  As- 
sociation will  sponsor  a Tea  which  will  be  held  in 
the  Dallas  Garden  Center  on  Monday  afternoon  at 
3 p.m.  Buses  will  provide  transportation  to  the  loca- 
tion and  they  will  depart  from  the  Lobby  entrance 
of  the  Statler-Hilton  Hotel  promptly  at  3 p.m. 


The  Credo  of  a Doctor's  Wife 

1.  I believe  in  the  principles  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association  which 
foster  fellowship,  benevolence,  education,  and  patri- 
otism. 

2.  I do  solemnly  pledge  that  I will  be  loyal  to  the 
profession  of  medicine,  and  just  and  generous  to  its 
members. 

3.  I will  not  be  adversely  critical  of  Auxiliary  ob- 
jectives and  ideals,  but  will  support  its  cause  and 
will  respect  the  rights  of  its  members. 

4.  I solemnly  promise  to  uphold  the  dignity  of  my 
husband’s  profession  and  will  help  him  render  serv- 
ice to  humanity  in  seeking  to  secure  for  him  the 
free  unfettered  practice  of  medicine. 

Mrs.  Frank  N.  Haggard,  San  Antonio. 


Auxiliary  Pledge 

I pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  I 
will  support  its  activities,  protect  its  reputation,  and 
and  ever  sustain  its  high  ideals. 


Local  Convention  Chairmen 


Chairman. 

Co-Chairman. 

Social  Activities. 
Hospitality. 

Courtesy. 

Decorations. 

Ushers  and  Door  Prizes. 
Finance. 

Business  Meetings. 
Registration. 

Advance  Registration. 
Information. 

Publicity. 

Tickets. 

Memorial  Services. 


Mrs.  Joseph  L.  Knapp. 
Mrs.  O.  M.  Marchman,  Jr. 
Mrs.  Sam  A.  Alexander. 
Mrs.  Leonard  B.  Hurt. 
Mrs.  William  Altman. 
Mrs.  Julius  Mclver. 
Mrs.  Harold  Brown. 
Mrs.  J.  S.  Minette. 
Mrs.  Ben  A.  Merrick. 
Mrs.  Howard  Crutcher. 

Mrs.  Dale  Austin. 
Mrs.  D.  P.  Laugenour. 
Mrs.  Thomas  S.  Barnes. 

Mrs.  William  B.  Dean. 
Mrs.  Joseph  McCracken. 


Council  Woman’s  Breakfast.  Mrs.  Glenn  D.  Carlson. 
Executive  Board  Luncheon.  Mrs.  Perry  Talkington. 
Style  Show  Luncheon.  Mrs.  Charles  D.  Bussey. 
Garden  Center  Tea.  Mrs.  Walter  Patton. 

Post-Convention  Executive  Board  Meeting. 

Mrs.  John  Bourland. 
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Officers  and  Committees 


Past  Presidents 
Honorary  Life  Presidents 

Mrs.  E.  H.  Cary,  Dallas. 

*Mrs.  S.  C.  Red,  Houston. 

::Mrs.  M.  L.  Graves,  Houston. 

*Mrs.  W.  A.  Wood,  Waco. 

*Mrs.  John  0.  McReynolds,  Dallas. 

Mrs.  S.  A.  Collom,  Texarkana. 

*Mrs.  E.  V.  DePew,  San  Antonio. 

*Mrs.  H.  B.  Trigg,  Fort  Worth. 

*Mrs.  Joe  Gilbert,  Austin. 

*Mrs.  H.  C.  Haden,  Houston. 

Mrs.  Oscar  M.  Marchman,  Sr.,  Dallas. 
*Mrs.  H.  R.  Dudgeon,  Waco. 

Mrs.  George  V.  Brindley,  Sr.,  Temple. 
Mrs.  Frank  N.  Haggard,  San  Antonio. 
Mrs.  Preston  Hunt,  Texarkana. 

*Mrs.  S.  D.  Whitten,  Greenville. 

*Mrs.  John  T.  Moore,  Houston. 

*Mrs.  R.  B.  Homan,  El  Paso. 

Mrs.  W.  R.  Thompson,  Fort  Worth. 

Mrs.  F.  F.  Kirby,  Waco. 

"Mrs.  S.  H.  Watson,  Waxahachie. 

Mrs.  Scott  C.  Applewhite,  San  Antonio. 
Mrs.  William  Hibbitts,  Texarkana. 

Mrs.  S.  F.  Harrington,  Dallas. 

Mrs.  P.  R.  Denman,  Houston. 

Mrs.  A.  B.  Pumphrey,  Fort  Worth. 

■Mrs.  Sam  E.  Thompson,  Kerrville. 

■Mrs.  Charles  B.  Alexander,  San  Antonio. 
Mrs.  George  Turner,  El  Paso. 

Mrs.  Edward  C.  Ferguson,  Beaumont. 
Mrs.  S.  Minter  Hill,  Dallas. 

Mrs.  Joseph  B.  Foster,  Houston. 

*Mrs.  William  M.  Gambrell,  Texas  City. 
Mrs.  Oscar  W.  Robinson,  Paris. 

Mrs.  Robert  Farris  Thompson,  El  Paso. 
Mrs.  E.  W.  Coyle,  San  Antonio. 

Mrs.  Mark  H.  Latimer,  Houston. 

Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas. 
Mrs.  Richard  C.  Bellamy,  Liberty. 

Mrs.  H.  S.  Renshaw,  Fort  Worth. 

Mrs.  John  D.  Gleckler,  Denison. 

Mrs.  Haskell  D.  Hatfield,  El  Paso. 

Mrs.  Ramsay  H.  Moore,  Dallas. 

Mrs.  Garland  G.  Zedler,  Austin. 

^Deceased. 


Honorary  Life  Members 

Mrs.  H.  Leslie  Moore,  Dallas. 
May  Owen,  M.D.,  Fort  Worth. 


Officers 

President. — Mrs.  R.  C.  L.  Robertson,  Houston. 
President-Elect. — Mrs.  Hamilton  F.  Ford,  La 
Marque. 

First  Vice  President. — Mrs.  Van  D.  Goodall,  Clifton. 


Western  Regional  Vice  President. — Mrs.  Robert  L. 
Carr,  Lubbock. 

Northern  Regional  Vice  President. — Mrs.  Tom  M. 
Oliver,  Waco. 

Southern  Regional  Vice  President.— Mrs.  William  A. 
Wilson,  Galveston. 

Eastern  Regional  Vice  President — Mrs.  Andrew  G. 
Goesl,  Texarkana. 

Recording  Secretary. — Mrs.  I.  L.  Van  Zandt,  Fort 
Worth. 

Corresponding  Secretary. — Mrs.  Ralph  C.  Patrick, 
Houston. 

Treasurer. — Mrs.  Russell  L.  Deter,  El  Paso. 
Publicity  Secretary. — Mrs.  Robert  E.  Leslie,  El  Cam- 
po. 

Parliamentarian. — Mrs.  Joseph  H.  Greenwood,  Tem- 
ple. 

Executive  Secretary. — Mrs.  Nola  Acton,  Austin. 


Council  Women 

District  1. — Mrs.  Jesson  L.  Stowe,  El  Paso. 

District  2. — Mrs.  Edward  B.  Swift,  Big  Spring. 
District  3. — Mrs.  Paul  L.  Spring,  Friona. 

District  4. — Mrs.  H.  M.  Anderson,  San  Angelo. 
District  5. — Mrs.  David  M.  Shelby,  Gonzales. 
District  6.— Mrs.  Earl  Gaston,  Kingsville. 

District  7. — Mrs.  Robert  B.  Bums,  Giddings. 
District  8. — -Mrs.  A.  0.  McCary,  Freeport. 

District  9. — Mrs.  Sam  R.  Barnes,  'Trinity. 

District  10. — Mrs.  L.  R.  Byrd,  Jr.,  Port  Arthur. 
District  11. — Mrs.  William  Pirtle,  Tyler. 

District  12. — Mi’s.  R.  L.  Campbell,  Corsicana. 
District  13.- — Mrs.  William  B.  Allensworth,  Mineral 
Wells. 

District  14. — Mrs.  Rene  G.  Gerard,  Denison. 

District  15. — Mrs.  Ray  Hudspeth,  Gladewater. 


Standing  Committees 

Advisory. — Mrs.  Garland  G.  Zedler,  Austin,  Chair- 
man; Mrs.  H.  S.  Renshaw,  Fort  Worth;  Mrs. 
John  D.  Gleckler,  Denison;  Mrs.  Haskell  D.  Hat- 
field, El  Paso;  Mrs.  Ramsay  H.  Moore,  Dallas. 
Special  Advisor  to  the  President. — Mrs.  Joseph 
B.  Foster,  Houston. 

Civil  Defense. — Mrs.  Barnette  E.  J.  Adams,  Jr.,  Port 
Arthur,  Chairman;  Mrs.  J.  M.  Lowenstein,  Port 
Arthur,  Co-Chairman. 

Convention. — Mrs.  Joseph  L.  Knapp,  Dallas,  Chair- 
man; Mrs.  Oscar  M.  Marchman,  Jr.,  Dallas, 
Co-Chairman. 

Courtesy  Resolutions. — Mrs.  Richard  L.  Hudson, 
Corpus  Christi,  Chairman. 

Finance. — Mrs.  J.  C.  Terrell,  Stephenville,  Chair- 
man; Mrs.  Russell  L.  Deter,  El  Paso;  Mrs.  Gar- 
land G.  Zedler,  Austin;  Mrs.  Ramsay  H.  Moore, 
Dallas;  Mrs.  Scott  Haggard,  Denton. 

Historical. — Mrs.  William  D.  Nicholson,  Lake  Jack- 
son,  Chairman;  Mrs.  James  A.  Stewart,  Lake 
Jackson,  Co-Chairman. 
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Legislation. — Mrs.  William  W.  McKinney,  Fort 
Worth,  Chairman;  Mrs.  John  J.  Andujar,  Fort 
Worth,  Co-Chairman;  Mrs.  James  A.  Hallmark, 
Fort  Worth;  Mrs.  Robert  D.  Moreton,  Fort 
Worth;  Mrs.  Wesley  A.  Gustafson,  McAllen. 

Memorial  Service. — Mrs.  Max  R.  Woodward,  Sher- 
man, Chairman;  Mrs.  Joseph  H.  McCracken,  Jr., 
Dallas,  Co-Chairman. 

Mental  Health. — Mrs.  Perry  C.  Talkington,  Dallas, 
Chairman;  Mrs.  Harry  K.  Davis,  Galveston,  Co- 
Chairman. 

Nominating. — Mrs.  Garland  G.  Zedler,  Austin,  Chair- 
man; Mrs.  Mark  H.  Latimer,  Houston;  Mrs. 
Drue  0.  D.  Ware,  Fort  Worth;  Mrs.  Courtney 
M.  Townsend,  Paris;  Mrs.  Sidney  W.  Bohls, 
Austin;  Mrs.  Van  D.  Goodall,  Clifton;  Mrs. 
Frank  M.  Posey,  San  Antonio. 

Organization. — Mrs.  Van  D.  Goodall,  Clifton,  Chair- 
man. 

Philanthropic  Funds: 

AMA-ERF. — Mrs.  Travis  Smith,  Abilene,  Chair- 
man; Mrs.  Charles  T.  Meadows,  Abilene,  Co- 
Chairman;  Mrs.  Mack  F.  Bowyer,  Abilene; 
Mrs.  Dale  F.  Johnson,  Abilene;  Mrs.  Richard 
B.  Johns,  Abilene. 

Library  Fund. — Mrs.  V.  C.  Smart,  Austin,  Chair- 
man; Mrs.  Albert  F.  Vickers,  Austin,  Co- 
Chairman. 

Memorial  Fund. — Mrs.  Sydney  S.  Baird,  Dallas, 
Chairman;  Mrs.  Oscar  M.  Marchman,  Sr.,  Dal- 
las, Co-Chairman. 

Student  Loan  Fund. — Mrs.  William  M.  Palm, 
Houston,  Chairman;  Mrs.  Lynn  L.  Bourdon, 
Houston,  Co-Chairman;  Mrs.  Martin  L.  Tow- 
ler,  Galveston;  Mrs.  Robert  S.  Sparkman,  Dal- 
las. 

Program. — Mrs.  Thomas  J.  Vanzant,  Houston,  Chair- 
man; Mrs.  Carlos  R.  Hamilton,  Houston,  Co- 
Chairman. 

Public  Relations. — Mrs.  James  C.  Price,  Gonzales, 
Chairman;  Mrs.  A.  E.  Mgebroff,  Yoakum,  Co- 
Chairman. 

Publications: 

Bulletin. — Mrs.  C.  E.  Willingham,  Tyler,  Chair- 
man. 

News  Letter. — Mrs.  Hal  V.  Norgaard,  Denton, 
Editor;  Mrs.  Scott  Haggard,  Denton,  Co-Edi- 
tor. 

Recruitment. — Mrs.  Henry  K.  May,  Lake  Jackson, 
Chairman;  Mrs.  M.  Brad  Oxford,  San  Antonio; 
Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio. 

Reference. — Mrs.  H.  S.  Renshaw,  Fort  Worth,  Chair- 
man; Mrs.  Allan  C.  Shields,  Victoria;  Mrs.  E. 
W.  Coyle,  San  Antonio. 

Research  and  Romance  of  Medicine. — Mrs.  Oscar  W. 
Robinson,  Paris,  Chairman. 

Revisions. — Mrs.  John  H.  Wootters,  Crockett,  Chair- 
man; Mrs.  John  D.  Gleckler,  Denison;  Mrs.  V. 
M.  Longmire,  Temple. 

School  of  Instruction. — Mrs.  R.  Marion  Johnson, 
Houston,  Chairman;  Mrs.  John  R.  Rainey,  Jr., 
Austin,  Co-Chairman. 


Committees — Special  Appointments 

Cookbook. — Mrs.  Benjamin  F.  Simms,  Austin,  Chair- 


man; Mrs.  Lang  F.  Holland,  Austin,  Co-Chair- 
man. 

Doctors’  Day. — Mrs.  Charles  E.  Southern,  Brenham, 
Chairman. 

Safety. — Mrs.  Thomas  P.  Shearer,  Houston,  Chair- 
man; Mrs.  R.  Kenneth  Arnett,  Lufkin,  Co-Chair- 
man; Mrs.  Edwin  Goodall,  Breckenridge;  Mrs. 
Millard  W.  Nobles,  Hereford;  Mrs.  Edward  P. 
Waller,  San  Antonio. 

Senior  Citizens. — Mrs.  Paul  Klinger,  San  Antonio, 
Chairman;  Mrs.  Robert  B.  Morrison,  Austin, 
Co-Chairman. 

Science  Fair. — Mrs.  Joe  R.  Donaldson,  Pampa,  Chair- 
man; Mrs.  MacField  McDaniel,  Pampa,  Co- 
Chairman. 

TMA  Advisory  Committee. — Thomas  J.  Vanzant, 
M.D.,  Houston,  Chairman;  George  W.  Tipton, 
M.D.,  Austin;  Martin  L.  Towler,  M.D.,  Galves- 
ton. 


County  Presidents 

District  1 

El  Paso. — Mrs.  Walter  W.  Wollmann,  El  Paso. 
Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend).- — - 
Mrs.  John  C.  Hundley,  Fort  Stockton. 
Reeves-Ward-  Winkler  -Loving  -Culberson  -Hudspeth. 

- — -Mrs.  Harold  Lindley,  Pecos. 

District  2 

Andrews-Ector-Midland. — Mrs.  George  W.  Horton, 
Odessa. 

Dawson -Lynn -Terry -Gaines -Yoakum  (Five  Coun- 
ties).— Mrs.  Virgil  0.  Rosser,  Jr.,  Graham. 
Howard-Martin-Glasscock  (Permian  Basin). — Mrs. 

Preston  E.  Harrison,  Big  Spring. 

N olan  - Fisher  - Mitchell  - Scurry  - Borden  - Kent  - Stone- 
wall (Colorado  Basin). — Mrs.  Carl  A.  Dillaha, 
Jr.,  Snyder. 

District  3 

Armstrong-Donley  - Childress  - Collingsworth  - Hall  - 
Wheeler  (Greenbelt). — 

Dallam-Hartley-Sherman-Moore.  — Mrs.  Byron  W. 
Wright,  Dumas. 

Deaf  Smith-Parmer-Castro-Oldham-Swisher  (Tierra 
Blanca). — Mrs.  Arthur  T.  Mims,  Hereford. 

Gray  - Hansford  - Hemphill  - Lipscomb  - Roberts  - Ochil  - 
tree-Hutchinson-Carson  (Top  O’  Texas). — Mrs. 
R.  W.  Laycock,  Pampa. 

Hale-Floyd-Briscoe. — - 

Hardeman-Cottle-Foard-Motley-Dickens-King. — 
Lamb-Bailey-Hockley-Cochran. — 
Lubbock-Crosby-Garza. — Mrs.  Herbert  L.  Shepard, 
Lubbock. 

Potter-Randall. — Mrs.  William  E.  Laur,  Amarillo. 
District  4 

Brown-Gomanche-Mills-San  Saba. — Mrs.  Patrick  T. 

McGowan,  Brownwood. 

Coleman. — Mrs.  J.  D.  Duke,  Coleman. 
Crane-Upton-Reagan. — - 
Kimble-Mason-Menard -McCulloch. — 

Runnels. — - 

Tom  Green  - Coke  - Crockett  - Concho  -Irion-  Sterling- 
Sutton-Schleicher  (Tom  Green  Eight). — Mrs.  W. 
Grady  Mitchell,  San  Angelo. 

District  5 

Atascosa. — 
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Bexar.- — Mrs.  M.  Brad  Oxford,  San  Antonio. 

Comal. — 

Gonzales. — Mrs.  James  C.  Price,  Gonzales. 
Guadalupe.— Mrs.  Henry  H.  Moore,  Jr.,  Seguin. 
Karnes-W  ilson. — 

Kerr-Kendall-Gillespie-Bandera. — Mrs.  Cole  Kelley, 
Kerrville. 

LaSalle-Frio-Dimmit. — - 

Medina-Uvalde-Maverick  - Val  Verde  - Edwards  - Real- 
Kinney-Terrell-Zavala  (Nine  Counties). — Mrs. 
Robert  E.  Scott,  Uvalde. 

District  6 

Bee-Live  Oak-McMullen. — 

Brooks-Duval-Jim  Wells. — 

Cameron-Willacy. — Mrs.  Paul  C.  Higgs,  Harlingen. 
Hidalgo-Starr. — Mrs.  James  W.  Caldwell,  McAllen. 
Kleberg-Kenedy. — Mrs.  John  D.  Watson,  Jr.,  Kings- 
ville. 

Nueces. — Mrs.  Carlyle  B.  Slabaugh,  Corpus  Christi. 
San  Patricio-Aransas-Refugio. — 

Webb-Zapata-Jim  Hogg. — Mrs.  Frederick  A.  Musac- 
ehio,  Laredo. 

District  7 

Bastrop-Lee. — Mrs.  Sterling  M.  Hardt,  Bastrop. 
Caldwell. — Mrs.  Philip  A.  Wales,  Lockhart. 
Hays-Bianco. — Mrs.  Ben  Primer,  Jr.,  San  Marcos. 
Lampasas-Burnet-Llano. — 

Travis. — Mrs.  John  R.  Rainey,  Jr.,  Austin. 
Williamson. — 

District  8 

Brazoria. — Mrs.  John  E.  Marshall,  Lake  Jackson. 
Colorado-Fayette. — Mrs.  Rex  G.  Fuller,  Jr.,  Weimar. 
DeWitt-Lavaca. — Mrs.  John  C.  Davis,  Cuero. 
Galveston. — Mrs.  Weldon  G.  Kolb,  La  Marque. 
Victoria-Calhoun-Goliad. — Mrs.  Charles  L.  Borchers, 
Victoria. 

Wharton-Jackson-Matagorda-Fort  Bend. — Mrs.  Clin- 
ton E.  Woodson,  Wharton. 

District  9 

Austin-Grimes-Waller.- — Mrs.  Robert  A.  Neely,  Bell- 
ville. 

Harris. — Mrs.  Irving  W.  Moody,  Houston. 

East  Harris  Chapter. — Mrs.  Willis  T.  Jones,  Jr., 
Baytown. 

Montgomery. — 

Polk-San  Jacinto. — 

W alker-Madison-Trinity  ( Tri-County ) . — 
Washington-Burleson. — 

District  10 

Angelina. — Mrs.  John  C.  Koch,  Lufkin. 
Hardin-Tyler. — Mrs.  Curtis  M.  Garner,  Woodville. 
Jasper-Newton. — Mrs.  T.  C.  Lewis,  Jasper. 
Jefferson: 

Beaumont  Chapter. — Mrs.  Philip  T.  Weisbach, 
Beaumont. 

Port  Arthur  Chapter. — Mrs.  J.  M.  Lowenstein, 
Port  Arthur. 

Liberty-Chambers. — Mrs.  Reginald  Wilson,  Dayton. 
Nacogdoches. — Mrs.  L.  W.  Snider,  Garrison. 

Orange. — 

Shelby-San  Augustine-Sabine. — 


District  11 

Anderson-Leon. — Mrs.  William  R.  Knowles,  Pales- 
tine. 

Cherokee.- — -Mrs.  James  H.  Kreimeyer,  Rusk. 
Freestone. — 

Henderson. — Mrs.  Melvin  R.  Wilcox,  Athens. 
Houston. — 

Rusk-Panola. — Mrs.  Virgil  M.  Holland,  Carthage. 
Smith. — Mrs.  J.  Lawrence  Neill,  Tyler. 

Wood.— 

District  12 

Bell. — Mrs.  Fred  M.  Hammond,  Jr.,  Temple. 
Bosque-Hamilton. — Mrs.  William  F.  Key,  Jr.,  Clif- 
ton. 

Brazos-Robertson. — Mrs.  Clarence  S.  Kemp,  Bryan. 
Coryell. — 

Erath-Hood-Somervell  (Tri-County).  — Mrs.  W.  F. 
Hafer,  Hico. 

Falls. — Mrs.  Neil  D.  Buie,  Jr.,  Marlin. 

Hill. — Mrs.  Andre  B.  Rivere,  Hillsboro. 

Johnson. — 

Limestone. — 

McLennan.- — Mrs.  Roy  H.  Baskin,  Waco. 

Milam. — 

Navarro. — Mrs.  Robert  D.  Bone,  Corsicana. 

District  13 

Baylor-Knox-Haskell. — 

Clay-Montague-Wise. — -Mrs.  Hulen  P.  Crumpler, 
Bowie. 

Eastland-Callahan-Stephens-Shackelford-Throckmor- 
ton.- — Mrs.  Edwin  Goodall,  Breckenridge. 

Palo  Pinto-Parker-Young-Jack-Archer. — Mrs.  Robert 
D.  Messer,  Mineral  Wells. 

Tarrant. — Mrs.  Drue  0.  D.  Ware,  Fort  Worth. 
Taylor-Jones. — Mrs.  0.  E.  Harper,  Abilene. 

Wichita. — Mrs.  James  A.  Scofield,  Jr.,  Wichita  Falls. 
Wilbarger. — Mrs.  John  B.  Hardin,  Jr.,  Vernon. 

District  14 

Collin. — Mrs.  Terrill  M.  Trimble,  Wylie. 

Cooke.- — Mrs.  L.  0.  Laughlin,  Gainesville. 

Dallas. — Mrs.  Joseph  L.  Knapp,  Dallas. 

Denton.- — Mrs.  Harold  F.  Schlegel,  Lewisville. 

Ellis. — Mrs.  Norman  L.  West,  Waxahachie. 

Fannin. — 

Grayson. — Mrs.  Arthur  W.  Stoolfire,  Sherman. 
Hopkins-Franklin. — Mi’s.  S.  Byrd  Longino,  Sulphur 
Spring's. 

Hunt-Rockwall-Rains. — Mrs.  Henry  E.  Mehmert, 
Greenville. 

Kaufman. — 

Lamar-Delta. — Mrs.  J.  L.  Clifford,  Paris. 

Van  Zandt. — 

District  15 

Bowie. — Mrs.  Richard  J.  Sc-hneble,  Texarkana. 
Camp-Morris-Titus.  — Mrs.  Lee  D.  McKellar,  Mt. 
Pleasant. 

Cass-Marion. — Mrs.  Vernon  B.  Glenn,  Jr.,  Linden. 
Gregg. — Mrs.  Evan  S.  Farrington,  Longview. 
Harrison. — Mrs.  John  E.  Hill,  Marshall. 

Red  River. — Mrs.  Ross  W.  Payne,  Clarksville. 
Upshur. — Mrs.  Tedroe  J.  Ford,  Jr.,  Gilmer. 
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Opinions  May  Differ 
On  Current  Issues 

Armed  with  volumes  of  information  gath- 
ered from  the  literature  and  from  experience, 
delegates  to  the  Texas  Medical  Association 
House  of  Delegates  will  debate  many  vital 
medical  and  socioeconomic  issues  in  an  effort 
to  provide  better  care  for  their  patients.  What 
they  determine  can  affect  the  lives  of  many 
for  some  time  to  come. 

Endorsement  of  fluoridation  of  public  wa- 
ter supplies  and  a proposed  nominating  com- 
mittee system  for  election  of  TMA  officials 
may  cause  considerable  debate  in  reference 
committees  and  possibly  on  the  floor  of  the 
House  of  Delegates  during  the  business  ses- 
sions in  April. 

Other  items  which  may  stir  more  than 
passing  interest  are  two  resolutions,  one  in 
opposition  to  diagnosis  of  mental  illness  with- 
out examination  of  the  patient,  and  the  other 
urging  that  the  public  be  informed  of  the 
health  hazards  of  tobacco  smoking. 

The  resolution  to  endorse  the  adjustment 
of  fluoride  content  of  community  water  sup- 
plies to  the  proper  level  was  presented  last 
year  by  the  Committee  on  Public  Health.  It 
merited  lengthy  and  thoughtful  discussion  in 
a reference  committee  meeting  crowded  to 
capacity  with  physicians  who  wished  to  hear 
and/or  participate  in  talking  over  the  pros 
and  cons  of  the  issue.  In  the  end,  the  resolu- 
tion was  tabled.  After  reviewing  the  facts  and 
gathering  new  ones  during  the  past  year,  the 
Committee  again  has  incorporated  this  resolu- 
tion into  its  report. 
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Another  issue  on  which  opinions  may 
be  divided  is  a proposal  from  the  Coun- 
cil on  Constitution  and  By-Laws  that 
a nominating  board  be  initiated  to  se- 
lect candidates  for  official  positions  in 
TMA.  For  two  years  the  Council  has 
been  studying  means  of  obtaining  the 
best  available  talent  for  the  Associa- 
tion, and  the  proposal  attempts  to  in- 
corporate the  most  serviceable  aspects 
of  several  similar  plans. 

The  proposal  specifies  that  the  five- 
member  board  be  elected  from  ten  or 
more  persons  nominated  from  the  floor 
of  the  House  of  Delegates.  A further 
stipulation  is  that  no  person  who  al- 
ready has  been  elected  to  another  posi- 
tion by  the  TMA  House  of  Delegates 
may  serve  on  the  nominating  board. 

Turning  back  to  issues  which  may 
have  more  direct  effect  on  the  general 
public,  the  newspaper  accounts  of  ar- 
rest and  enforced  hospitalization  of  for- 
mer General  Edwin  A.  Walker  have 
aroused  the  curiosity  of  at  least  one 
group.  Members  of  Navarro  County 
Medical  Society  have  submitted  a reso- 
lution opposing  such  hazardous  prac- 
tices as  forcible  hospitalization  of  a pa- 
tient on  the  basis  of  a medical  diagnosis 
which  apparently  was  made  without 
direct  examination  of  the  patient.  The 
resolution  requests  that  the  Judicial 
Council  of  the  AMA  investigate  the  ac- 
curacy of  news  reports  of  this  case  and 
report  the  findings  in  the  JAMA. 

Although  the  Texas  Medical  Associ- 
ation has  never  taken  a stand  on  the 
medical  status  of  smoking,  members  of 
Hale-Floyd-Briscoe  Counties  Medical 
Society  have  submitted  a resolution 
that  the  public,  particularly  young  peo- 
ple, should  be  taught  the  health  hazards 
involved  in  smoking  tobacco  and  en- 
couraged to  avoid  the  habit. 


These  and  other  issues  will  be  acted 
upon  by  the  House  of  Delegates  during 
its  sessions  in  Dallas.  Delegates  may 
inform  themselves  of  the  various  busi- 
ness matters  by  studying  the  handbook. 
Physicians  who  wish  to  hear  fuller  dis- 
cussions of  particular  items  are  urged 
to  attend  reference  committee  meetings, 
at  which  many  sides  of  each  issue  are 
probed. 

Meetings  of  reference  committees 
are  open  to  all  members  of  TMA.  Mem- 
bers have  the  privilege  of  appearing  be- 
fore reference  committees  to  express 
their  views  on  any  issues ; they  also  are 
welcome  to  “sit  in”  to  hear  the  debate 
and  gain  a keener  understanding  of  the 
Association’s  organization  and  action. 
Reference  committee  meetings  will  be- 
gin at  9 a.m.  Sunday,  and  all  will  be  in 
the  Baker  Hotel. 

All  sessions  of  the  House  of  Dele- 
gates are  open  to  all  members  of  TMA, 
and  members  cannot  be  excluded,  even 
from  executive  sessions.  The  regular 
sessions  of  the  House  have  been  sched- 
uled in  the  Terrace  Room  of  the  Baker 
Hotel  on  Saturday  and  Sunday  at  7 :30 
p.m.,  and  Tuesday  at  8:30  a.m. 

Rehabilitating  the 
Cardiac  Patient 

Helping  the  patient  to  return  to  full- 
est capacity  is  a responsibility  every 
doctor  assumes  when  he  accepts  a pa- 
tient for  treatment. 

The  need  for  adequate  rehabilitation 
of  patients  with  cardiovascular  diseas- 
es is  great.  This  is  borne  out  by  a sur- 
vey conducted  last  year  by  the  Texas 
Heart  Association’s  subcommittee  on 
rehabilitation.  Here  is  a summary  of 
the  survey  findings: 
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1.  Of  persons  with  heart  disease  ap- 
plying each  year  in  Texas  for  Disabil- 
ity Social  Security  Benefits,  it  is  esti- 
mated that  7,600  potentially  can  be  re- 
habilitated. 

2.  Rehabilitation  is  not  being  taught 
adequately  in  the  medical  schools,  in 
postgraduate  training  programs,  or  in 
nurse  training  schools. 

3.  There  are  no  formal  programs  to 
aid  the  rehabilitation  of  an  estimated 
4,000  Texas  school  children  who  are 
cardiac  patients. 

4.  Job  placement  agencies  claim  there 
is  a need  for  better  counseling  and 
training  of  the  cardiovascular  handi- 
capped patient  before  he  is  referred 
for  job  placement.  Agencies  rated  in- 
formation from  physicians  as  poor  to 
fair,  and  considered  work  prescriptions 
in  general  inadequate  and  over-restric- 
tive. 

5.  Within  industry,  cardiac  accidents 
are  few  in  number  and  the  settlements 
are  not  prohibitive  when  compared  to 
the  size  of  industry  in  this  state.  There 
is  need  to  educate  the  public  not  to  ex- 
pect massive  settlements  for  heart  at- 
tacks (which  only  rarely  are  the  result 
of  work)  and  to  educate  industry  that 
it  is  safe  to  hire  the  cardiac  patient. 

In  summary,  the  survey  demon- 
strates an  overall  need  for  education. 
The  initiative  to  develop  a state-wide 
rehabilitation  program  must  come 
from  the  medical  profession.  Much  car- 
diovascular rehabilitation  can  be  per- 
formed in  or  directed  from  the  private 
physician’s  office.* 

— David  J.  Turell,  M.D.,  Chairman, 
Rehabilitation  Subcommittee, 

Texas  Heart  Association,  Houston. 

*The  Texas  Heart  Association  is  presenting  a 
program  entitled  “Rehabilitation  of  the  Cardiovascu- 
lar Patient”  on  April  26-27  at  the  Baker  Hotel  in 
Dallas. 


Why  Visit 
A Medical  School? 

When  did  you  last  visit  a medical 
school?  Have  you  criticized  the  type  of 
student  being  graduated  now?  Do  you 
approve  of  the  philosophy  of  the 
schools?  What  is  your  own  philosophy 
concerning  the  practice  of  medicine? 
Do  you  think  medical  practice  involves 
problems  of  which  the  “ivory  tower” 
staffs  are  not  aware,  or  which  they 
choose  to  ignore? 

Each  of  us  has  expressed  thoughts  or 
doubts  on  such  questions  to  other  phy- 
sicians who,  in  turn,  have  aired  their 
pet  peeves.  Such  exchanges  bring  to 
mind  the  citizen  who  is  hypercritical  of 
his  government  and  most  of  its  offi- 
cials, but  who  has  never  bothered  to 
vote,  write  a letter  to  his  representa- 
tives, or  offer  a word  of  constructive 
criticism  to  the  proper  authorities. 

What  do  you  know  of  the  problems 
which  confront  medical  educators?  Se- 
lecting the  best  students,  securing  the 
best  teachers,  and  obtaining  the  neces- 
sary funds  for  undergraduate  and  post- 
graduate training  as  well  as  hospital 
operation  and  research  projects  are 
not  easy  assignments.  You  can  learn 
more  of  the  complexities  involved  by 
visiting  a medical  school  and  asking 
questions.  If  you  have  suggestions,  dis- 
cuss with  the  dean  or  director  of  a 
particular  department  the  things  which 
you  think  are  lacking  in  the  training 
program. 

It  is  important  to  each  medical  school 
to  turn  out  the  best  possible  product. 
The  schools  are  attempting  to  fulfill 
their  aim  of  “better  medicine  for  more 
people”.  If  you  agree  that  this  should 
be  their  goal  you  can  help  them  to 
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achieve  it.  Your  ideas  may  point  out  an 
important  need  in  medical  training 
which  has  been  unintentionally  over- 
looked or  minimized. 

Some  practicing  physicians  are  con- 
vinced that  medical  schools  should  be 
perfect,  but  that  they  actually  have 
feet  of  clay.  Fair  reflection  may  indi- 
cate that  clay  feet  are  developed  by 
wading  through  a mire  of  which  many 
of  us  are  unaware,  and  are  not  helping 
to  clear  away. 

Both  you  and  the  schools  can  benefit 
from  visits  and  from  open  and  sincere 
efforts  on  the  part  of  each  to  help  the 
other.  If  we  are  genuinely  trying  to 
bring  better  medicine  to  our  citizens, 
we  must  cooperate,  and  cooperation 
hinges  on  a working  understanding  of 
our  different  problems.  Only  if  we  com- 
municate with  each  other  can  we  know 
and  appreciate  these  problems. 

Annual  alumni  day  is  a good  time  to 
visit  a medical  school,  because  the  fac- 
ulty is  expecting  guests  and  will  have 
arranged  for  time  to  talk  to  them.  At 
least  one  medical  school  in  Texas  has 
invited  any  physician  to  its  scientific 
program  at  this  event.  I feel  confident 
that  other  schools  will  welcome  all  doc- 
tors, whether  they  are  alumni  or  not, 
to  similar  programs. 

If  you  cannot  visit,  write  a letter. 
And  if  you  think  the  medical  schools 
are  doing  a good  job  in  general  or  in 
specific  areas,  say  so.  Everyone  does  a 
better  job  when  he  knows  that  someone 
appreciates  his  efforts. 

Visit  a medical  school  each  year — 
both  you  and  the  school  have  much  to 
gain. 

— John  C.  Hundley,  M.D.  Fort  Stockton, 

Member,  Committee  on  Liaison  with 

Medical  Schools. 


Mental  Health: 

A New  Hope 

The  announcement  of  the  American 
Medical  Association  that  a Congress  on 
Mental  Health  was  to  be  held  in  Decem- 
ber, 1962,  represents  a milestone  in  the 
fight  against  mental  illness. 

At  this  meeting,  the  resolution  shown 
by  the  medical  profession’s  top  leader- 
ship to  do  something  about  this — the 
nation’s  number  one  health  problem — 
indicates  a strong  effort  is  to  be  made. 
Concentration  of  professional  skill  has 
brought  new  insights  into  the  other 
great  health  problems  of  polio,  heart 
disease,  and  cancer.  We  now  can  hope 
for  equal  insight  into  mental  illness. 

The  AMA  statement  of  principles 
on  mental  health  stresses  the  fact  that 
the  physician  participates  in  this  field 
both  as  a man  of  science  and  as  a citi- 
zen. Every  physician,  whether  a spe- 
cialist or  a general  practitioner,  will  be 
needed  in  the  development  of  a compre- 
hensive state  mental  health  plan  for 
Texas — a governmental-professional- 
citizen  project  beginning  in  1963.  The 
AMA  is  encouraging  physicians  to  be- 
come leaders  in  community  planning 
for  mental  health,  to  foster  careers  in 
the  field  of  mental  health,  and  to  work 
to  alleviate  current  personnel  shortages 
in  both  medical  and  nonmedical  disci- 
plines within  the  mental  health  field. 

The  opportunity  is  open  for  medical 
societies  to  find  help  with  the  problems 
associated  with  mental  illness  and 
health.  The  Texas  Association  for  Men- 
tal Health  is  a private,  voluntary  citi- 
zen organization,  eager  to  work  as  phy- 
sicians direct  in  solving  “America’s 
most  pressing  and  complex  health  prob- 
lem”. 

— Robert  S.  Tate,  Jr.,  President, 
Texas  Association  for  Mental  Health. 
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Opinions 

and 

Views 


Facts  AGAINST  Free  Narcotic  Clinics  for  Addicts 


(Editor’s  Note:  Recent  publicity  in  the  lay  press 
has  concerned  the  many-sided  issue  of  narcotic  ad- 
dicts, relationship  of  crime  rate  and  narcotic  addic- 
tion, and  the  most  effective  and  reasonable  methods 
of  coping  with  these  problems.  Dr.  Cleveland  has 
spoken  out  against  proposals  for  so-called  “free  nar- 
cotic clinics”  to  local  newspapers,  and  now  presents 
his  views  to  the  profession.) 

ANY  ATTACK  on  the  narcotics  problem 
must  be  at  least  three-pronged : first, 
we  must  try  to  control  the  traffic  of  narcot- 
ics ; second,  we  must  prevent  new  addictions ; 
and  third,  we  must  rehabilitate  old  addicts. 

Free  narcotic  clinics,  or  any  kind  of  nar- 
cotic clinics,  are  not  the  answer  to  this  prob- 
lem1' 2>  4 here  or  in  any  other  country  of  the 
world.  This  already  has  been  tried  in  several 
countries,  including  the  United  States.1’  2> 4 
It  was  intended,  primarily,  to  curtail  the 
crime  associated  with  the  procuring  of  nar- 
cotics to  satisfy  an  addict.  In  all  countries, 
with  the  exception  of  England,  there  was  an 
increase  in  the  crime  rate  and  an  increase  in 
the  traffic  of  narcotics  as  a result  of  these 
clinics.4 

During  and  after  1919,  more  than  44  nar- 
cotic clinics  were  opened  in  American  metro- 
politan areas.4  These  were  designed  to  take 
care  of  the  postwar  addiction  rate,  which 
then  was  roughly  1 in  every  400  Americans.4 
Drugs  under  this  plan  were  available  for  as 
little  as  two  cents  per  grain.3  This  plan 
proved  a tragic  mistake,  and  by  1925  the 
doors  were  closed  and  bolted  shut  with  a 
firm  resolve  that  no  one  be  foolish  enough 
to  try  this  catastrophic  approach  again. 

These  clinics  were  supposed  to  reduce  the 
crime  rate  by  removing  the  profit  from  traf- 
ficking of  narcotics.  In  one  year,  however,  in 
the  peak  of  the  1920’s,  while  the  government 
clinics  were  in  full  force,  more  than  71,000 
oz.  of  narcotics  were  seized,  which  was  more 
than  14  times  that  seized  from  the  illegal 


markets  in  1952. 4 The  clinics  also  were  de- 
signed to  prevent  the  occurrence  of  new  ad- 
diction through  the  “pusher-addict”  relation- 
ship. However,  in  Sing  Sing  Prison  in  1920, 
the  admission  of  addicted  prisoners  increased 
more  than  100  per  cent.  In  1922,  it  increased 
500  per  cent ; in  1923,  at  the  peak  of  activity 
of  these  clinics,  the  increase  in  Sing  Sing 
Prison  of  the  addict  admission  was  over  900 
per  cent.2 

The  clinics  merely  provided  a basic  supply 
for  seducing  new  addicts.  The  black  market 
merchants  welcomed  them;  they  provided  a 
sure  supply  of  new  customers.  It  goes  with- 
out saying  that  a free  narcotic  supply  acts  as 
a deterrent  toward  the  rehabilitation  of  ad- 
dicts. There  is  no  incentive  to  break  the  habit 
when  a mark  of  respectability  is  given  by 
furnishing  addicts  with  free  narcotics. 

One  point  that  has  never  been  brought  out 
in  discussion  is  that  all  addicts  have  an  in- 
creasing demand  in  their  tolerance  for  nar- 
cotics. Most  addicts  meet  their  death  by  tak- 
ing an  overdose  of  the  drug. 

It  is  to  be  mentioned  also  that  under  the 
present  control  of  narcotics,  the  total  new 
addicts  reported  in  1955  was  9,113  as  against 
5,690  in  1959. 2 Bringing  this  figure  on  to 
Texas,  we  had  407  new  addicts  reported  in 
1955  and  170  in  1959.  These  figures  do  not 
speak  well  for  our  narcotic  clinic  type  of 
handling  but  rather  for  our  present  striving 
to  have  a narcotic-free  country. 

This  method  of  treatment  of  narcotic  ad- 
dicts by  the  free  clinics  has  never  been  prov- 
en successful  anywhere  in  the  world  and  has 
been  given  trials  sufficient  to  have  shown  the 
merits  if  any  had  existed.  Certainly  anyone 
with  even  cursory  knowledge  of  the  situation 
realizes  the  complete  futility  of  a narcotic 
clinic.  Abstinence  is  the  only  salvation.  An 
addict  receiving  a daily  supply  at  a govern- 
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ment  clinic  would  not  be  satisfied  to  go  there 
daily,  or  as  many  times  a day  as  necessary, 
to  get  his  shot.  He  would  want  to  get  addi- 
tional supplies  from  illicit  sources.  This 
means  that  the  addict,  who  already  suffers 
from  a personality  disorder,  would  continue 
as  an  addict  and  commit  crimes  to  get  the 
money  to  buy  additional  narcotic  supplies. 

Another  damning  statistic  concerns  the 
drug  addiction  in  Denmark,  where  ambula- 
tory treatment  of  narcotics  addiction  is  be- 
ing tried.  Between  1949  and  1955,  there  was 
a 40  per  cent  increase  in  narcotic  prescrip- 
tions. Denmark  now  enjoys  the  position  of 
being  the  world’s  largest  consumer  of  nar- 
cotic drugs.1 

Has  this  system  worked  in  England  as  well 
as  reported?  If  so,  why  has  it  worked?  First, 
it  must  be  understood  that  the  British  nar- 
cotic problem  is  far  less  than  ours.  They  have 
fewer  criminal  addicts.  Most  of  their  addicts 
are  medical  addicts. 

Among  the  myths  concerning  the  British 
system  is  the  belief  that  there  is  a formal 
registry  of  addicts  in  England.1  Addicts  are 
not  registered  as  such.  It  also  is  erroneously 
believed  that  these  addicts  are  provided  with 
some  means  of  identification  which  enables 
them  to  obtain  narcotics  at  will  from  a phy- 


sician. Nor  are  there  any  "narcotic  clinics” 
operated  in  England  to  which  addicts  may 
report  for  drugs.1 

There  is  apparently  a lack  of  cultural  sus- 
ceptibility among  the  British  people  for  nar- 
cotic addiction.  In  the  United  States,  60  per 
cent  of  the  addiction  rate  occurs  among  the 
Negro  race.4  In  England,  there  is  only  .02 
per  cent  of  foreign  population.4 

It  must  be  understood  that  all  the  treaties 
and  agreements  with  foreign  countries  would 
be  abrogated  by  the  opening  of  any  narcotic 
clinic. 

The  American  Medical  Association  and 
the  Texas  Medical  Association,  as  well  as  the 
National  Academy  of  Sciences-National  Re- 
search Council,  are  unalterably  opposed  to 
ambulatory,  free  narcotic  treatment  of  the 
addict. 

We  must  think  a long  time  before  agreeing 
with  a proposal  for  free  narcotic  clinics. 

— G.  W.  Cleveland,  M.D.,  Austin. 

REFERENCES 

1.  Bloomquist,  E.  R. : Let’s  Think  Twice  About  “Free”  Nar- 
cotics, GP  21:156  (May)  1960. 

2.  Larimore,  G.  W.,  and  Brill,  H. : Report  to  Governor  Nel- 
son A.  Rockefeller  of  an  On-The-Site  Study  of  the  British  Nar- 
cotic System,  (March  3)  1959. 

3.  Report  of  Interdepartmental  Committee  on  Narcotics  to  the 
President  of  the  United  States,  (Jan.)  1961. 

4.  U.  S.  Treasury  Department,  Bureau  of  Narcotics:  Preven- 
tion and  Control  of  Narcotic  Addiction,  Washington,  D.C.,  1960. 


Chloroquine  Shortens  Course 
of  Infectious  Mononucleosis 

Results  of  a double-blind  study  demonstrated  that  Aralen  (chloroquine) 
shortens  the  course  of  infectious  mononucleosis,  according  to  Lt.  Col.  Ray  G. 
Cowley  and  Maj.  John  E.  Myers,  Jr. 

They  report  in  Annals  of  Internal  Medicine  (57:937,  1962)  that  the  more 
serious  the  illness  the  greater  the  beneficial  effect  produced  by  chloroquine.  They 
recommend  chloroquine  therapy  for  “more  severe  cases  and  in  cases  where  pro- 
longed bed  rest  involves  significant  loss  of  time  from  school  or  work”. 

The  double-blind  study  was  performed  on  40  patients  at  De  Witt  Army 
Hospital,  Ft.  Belvoir,  Va.  Twenty  received  chloroquine  and  20  a placebo.  There 
was  a significant  reduction  in  the  hospitalization  period  in  the  group  receiving 
chloroquine,  which  involved  both  the  milder  and  more  severe  cases  of  infectious 
mononucleosis.  The  chloroquine  treated  group  had  an  average  hospital  stay  of 
8.7  days,  compared  with  an  average  hospital  stay  of  14  days  for  the  patients 
given  placebos. 
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The  General  Practitioner 

The  outstanding  over-all  quality  of  American  medicine  owes  no 
small  part  to  its  excellent  foundation  on  general  practice.  No 
place  in  the  world  does  general  practice  stand  as  high  as  it 
does  in  the  United  States  where  thousands  of  family  doctors  with 
kindness,  wisdom,  and  dedication  to  human  health  have  cared  for 
a large  percentage  of  our  population.  It  is  shocking  to  think 
that  socialized  medicine  would  make  drug  dispensers  and  refer- 
ence clerks  of  these  physicians. 

Despite  their  place  of  esteem,  general  practitioners  are  a di- 
minishing group.  The  American  Academy  of  General  Practice  has 
done  much  to  aid  the  G.P.s  when  they  have  been  unfairly  put  upon 
by  others.  There  is  real  cause  for  city  G.P.s  to  worry  about 
closed  hospital  staffs,  university  control  over  patient  care 
in  many  public  and  private  institutions,  and  federal  government 
regimentation.  Hill-Burton  hospitals  have  been  built  in  innum- 
erable small  communities  where  the  local  people  are  thankful  to 
have  them  and  insist  on  using  them  for  all  illnesses.  However, 
the  city  surgeon  cannot  operate  there  with  the  local  G.P.  as  an 
assistant  because  such  practice  is  "itinerant  surgery". 

Many  country  folks  cannot  be  convinced  that  care  in  a medical 
center  is  necessary,  and  they  will  not  allow  their  family  doc- 
tors to  arrange  for  adequate  services  from  specialists.  Yet 
deans  of  medical  schools  insist  that  general  practitioners  can- 
not be  more  thoroughly  trained  in  the  specialties  without  their 
leaving  general  practice  for  one  of  them. 

When  someone  blandly  says  that  it  is  best  for  G.P.s  to  move  into 
specialties,  that  it  will  mean  a higher  level  of  medicine  for 
everyone,  I must  challenge  the  thought.  The  absence  of  indi- 
vidualized patient  care  at  the  grass  roots  level  would  un- 
favorably outweigh  any  advantage  of  impersonal  science  at  the 
other  extreme.  The  general  practitioner  is  a special- 


Public  Health:  Role  and  Responsibility 


WE  ARE  LIVING  in  an  era  that  is  the 
product  of  tremendous  change.  Society 
has  always  been  dynamic,  but  the  past  20 
years  have  witnessed  a great  acceleration  of 
change.  Movement  into  the  jet  age  and  the 
atomic  age  has  been  much  more  rapid  than 
movement  from  the  horse  and  buggy  to  the 
automobile.  This  is  to  be  expected,  for  scien- 
tific and  technological  developments  are  cum- 
ulative and  each  new  discovery  may  be  ap- 
plied on  the  firmly  established  base  of  prior 
application.  The  growth  is  geometric  rather 
than  arithmetic.  The  space  age  has  devel- 
oped with  breath-taking  rapidity.  In  just  a 
very  few  years  men  will  be  visiting  the  moon, 
and  not  too  many  years  thereafter,  Mars  and 
other  planets.  Only  yesterday  in  time  a train 
ride  to  the  nearest  city  was  a thrilling  ex- 
perience, and  later  an  automobile  trip  to  see 
the  sights  of  our  country,  covering  at  best 
200  or  so  miles  a day,  was  something  to  talk 
about.  Now  the  ordinary  person — not  the 
daredevil — travels  at  speeds  of  600  or  more 
miles  an  hour  or  thinks  nothing  of  going  by 
automobile  several  hundred  miles  a day  over 
superhighways.  We  are  people  on  the  move 
for  pleasure,  but,  more  importantly,  on  the 
move  seeking  improvement  in  living  and  in 
opportunity. 

From  a social  standpoint,  too,  we  have 
moved  fast  and  far.  The  United  States  has 
changed  rapidly  from  a predominantly  rural 
society  to  a predominantly  urban  one.  Well 
over  half  of  the  population  now  lives  in  cities 
and  by  the  next  census  period  it  is  predicted 
that  the  proportion  will  increase  to  two- 
thirds.  Social  organization  has  changed  with 
this  and  with  the  rapid  acceleration  of  in- 
dustrialization. Industrial  organization  and 
trade-union  organization  as  they  exist  today 
are  products  of  this  change.  In  general,  so- 
cioeconomic conditions  of  the  population  have 
improved — personal  income  has  gone  up,  liv- 


ing standards  have  been  raised,  the  general 
level  of  education  has  risen. 

In  the  field  of  health  and  medicine  there 
have  been  tremendous  advances  also.  The  dis- 
covery of  means  of  prevention  and  vastly  im- 
proved means  of  treatment,  both  medical  and 
surgical,  have  given  the  population  promise 
of  a better  life.  They  have  already  provided 
a longer  life  expectancy.  Current  research 
into  health  and  disease  will  provide  even 
more  benefit.  But  even  what  is  known  now 
is  not  generally  applied.  Within  the  extent 
of  our  present  knowledge  many  more  lives 
could  be  saved  and  much  misery  prevented. 

With  the  advances  in  medicine  and  the 
change  in  social  structure,  an  appetite  for 
the  benefits  of  modern  knowledge  has  been 
created.  The  people  are  demanding  services 
and  organizing  to  get  them.  Often  their  de- 
mands seem  unreasonable  and  their  means  of 
getting  them  illogical.  But  get  them  they 
will.  They  look  for  leadership  and  accept  the 
best  available  to  them.  But  often  the  best 
leadership,  that  of  physicians,  is  not  avail- 
able. It  appears  sometimes  that  we  have  not 
kept  abreast  of  the  changes  in  society  or 
recognized  its  desires.  Dr.  Rappleye  has  stat- 
ed : “Anyone  who  today  disregards  the  re- 
lationship of  medicine  to  current  social,  eco- 
nomic, and  the  political  conditions  must  be 
literally  unwilling  to  face  the  facts.”4 


Development  of  Dichotomy 

Health  services  in  any  community  are  pro- 
vided through  the  practicing  physicians  and 
through  both  governmental  and  voluntary 
agencies.  Over  the  past  few  years,  concomi- 
tant with  social  and  technical  advances,  there 
have  developed  many  questions  as  to  the 
role  and  the  responsibility  of  these  different 
segments  of  the  community.  Public  health 
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Public  health  programs  are  the  responsibility 
of  all  physicians,  says  the  author;  and  the 
private  practitioner  and  the  public  health 
physician  must  join  in  the  leadership  of 
community  health  programs. 


has  always  been  a community  venture  and 
attempts  have  been  made  to  define  its  role 
and  responsibility.  These  definitions  too  fre- 
quently are  rigid  and  static,  whereas  public 
health  as  a concept  is  by  nature  flexible  and 
dynamic.  The  definitions  of  public  health 
which  developed  two  to  three  decades  ago, 
and  are  used  today,  more  effectively  de- 
scribe the  limits  of  health  department  re- 
sponsibility than  they  do  the  scope.  Within 
the  medical  profession  a dichotomy  has  de- 
veloped over  the  role  and  relative  responsi- 
bilities of  the  private  practitioner  and  the 
health  department. 

Considering  public  health  as  a concept,  the 
objectives  and  goals  to  which  both  physicians 
and  the  official  health  agencies  subscribe  are 
the  same.  No  one  will  deny  that  the  people  of 
our  communities  have  a desire  for  the  best 
possible  health  services  and  that  there  is  a 
joint  responsibility  of  the  health  depart- 
ments and  the  physicians  in  private  practice 
to  fulfill  that  desire.  The  roles  are  different, 
as  the  methods  used  differ ; but  this  does  not 
affect  the  unity  of  objective  or  goal.  In  our 
communities  the  practicing  physician  has  a 
different  status  from  that  of  the  public 
health  practitioner.  This  arises  in  part  from 
the  attitudes  of  the  people  but  has  also  grown 
from  a difference  in  conception  of  role  on  the 
part  of  the  profession. 

Historically,  public  health  grew  out  of  the 
acceptance  by  the  medical  profession  of  its 
responsibility  for  the  prevention  of  disease 
in  the  population.  Health  departments  devel- 
oped from  physicians’  enthusiastic  demand 
that  government  assume  its  responsibility  in 
the  protection  of  the  public.  This  led  to  defi- 
nitions of  roles,  with  the  practicing  physi- 
cians assuming  responsibility  for  treatment 
of  illness  and  the  public  health  practitioner 
having  responsibility  for  those  measures  de- 
signed for  the  protection  of  the  community 
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against  the  introduction  and  spread  of  dis- 
ease. The  activities  of  public  health,  at  least 
until  the  discovery  of  specific  etiologies  for 
the  communicable  diseases,  were  largely  in- 
stituted on  an  empirical  basis  and  were  al- 
most entirely  of  a nonmedical  nature  involv- 
ing sanitation  and  isolation.  Many  of  the 
programs  and  activities  under  the  police 
powers  of  government  could  be  organized 
and  carried  out  without  direct  participation 
by  individuals  in  the  community  and  were 
successful  in  the  prevention  of  much  illness. 
Examples  are  improvement  in  public  water 
supplies,  excreta  disposal  facilities,  and  food 
and  milk  protection. 


Communicable  Diseases  Aid  Unity 

As  scientific  knowledge  of  the  nature  of 
diseases  developed  it  was  applied,  and  here 
is  a beginning  of  the  disappearance  of  the 
sharp  line  between  public  health  and  the 
private  practitioner.  With  the  discovery  of 
specific  microbiological  agents  and  recogni- 
tion of  the  host  response  to  infection,  im- 
munization for  individual  protection  was  de- 
veloped and  made  available  to  communities. 
In  such  programs  in  which  the  individual 
must  participate,  the  private  physician  and 
the  public  health  department  shared  respon- 
sibility, although  in  some  instances  it  was 
divided  along  sharp  lines. 

Even  though  the  procedures  which  were 
developed  for  increasing  individual  resist- 
ance to  disease  have  been  demonstrated  to 
be  safe  and  effective,  success  in  these  pro- 
grams has  never  been  complete.  The  require- 
ment of  individual  participation  automatical- 
ly produces  a complicating  factor.  In  spite 
of  this  there  has  been  noteworthy  achieve- 
ment in  the  prevention  of  acute  communi- 
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cable  diseases.  Smallpox  virtually  has  been 
eradicated,  and  diphtheria,  scarlet  fever,  and 
whooping  cough  occur  with  ever-decreasing 
frequency.  Yellow  fever  and  cholera  have 
been  eradicated  from  our  population,  and 
typhoid  fever  and  other  diarrheal  diseases 
have  been  reduced  through  improvement  in 
sanitation.  Malaria  has  been  virtually  elimi- 
nated as  much  through  general  improvement 
of  living  standards  as  through  the  total  ef- 
fort on  the  part  of  public  health  agencies. 
Tuberculosis  and  syphilis  have  decreased  as 
causes  of  mortality  and  serious  disability,  al- 
though they  still  remain  as  important  health 
problems.  Ultimate  control  will  depend  on 
social  as  well  as  medical  measures.  In  all  of 
these  successes,  credit  is  shared  by  practicing 
physicians  and  health  departments  just  as 
responsibility  and  role  have  been  shared, 
regardless  of  the  variance  in  degree. 

In  our  communities  there  has  always  been 
concern  for  the  health  of  individuals.  This 
might  have  developed  from  selfishness  in 
that  the  well-being  of  an  individual  in  the 
community  affects  the  welfare  of  the  total. 
There  is  an  altruistic  base  for  this  concern 
as  well.  As  our  society  progresses,  as  our 
social  organizations  become  larger  and  more 
complicated,  this  concern  seems  to  grow.  This 
is  evidenced  by  increasing  governmental  ac- 
tivities at  all  levels  in  all  aspects  of  health, 
curative  as  well  as  preventive.  Some  of  these 
activities  in  the  medical  care  area  are  of 
long  standing;  for  example,  maternal  and 
child  health,  treatment  of  tuberculosis  and 
mental  illness,  and  community  hospital  facil- 
ities. In  recent  years  such  activities  have 
been  expanded  and  refined.  Others  are  of 
more  recent  origin,  such  as  treatment  of 
venereal  diseases,  licensing  and  regulation  of 
hospitals  and  other  medical-care  facilities, 
medical  care  of  the  handicapped,  and  general 
diagnostic  facilities.  All  of  these  have  re- 
quired the  cooperation  of  medical  practition- 
ers for  successful  operation,  and  it  has  been 
forthcoming.  Most  often  services  of  this  type 
began  on  a limited  basis,  being  made  avail- 
able to  certain  segments  of  the  population 
only,  but  in  many  instances  they  have  ex- 
panded to  include  the  total  popidation. 


New  Era 

We  are  in  a new  era  now.  The  major  prob- 
lems differ  from  those  with  which  we  were 


concerned  when  public  health  began,  and  dif- 
fer even  from  those  in  the  recent  past.  The 
chronic  diseases  of  noninfectious  origin,  in- 
cluding the  mental  disorders,  are  not  condi- 
tions that  can  be  remedied  by  community- 
wide measures  requiring  no  individual  par- 
ticipation. They  are  not  diseases  for  which 
there  is  a known  microbiological  agent  and 
for  which  immunization  programs  may  be  set 
up  either  by  the  practicing  physician  or  by 
the  health  department.  The  line  between  pre- 
vention and  treatment  is  a dim  one  if  it  exists 
at  all.  Comprehensive  health  care  including 
prevention,  treatment,  and  rehabilitation  are 
all  interwoven  into  a single  matrix.  Improve- 
ment of  the  health  of  people  under  such  cir- 
cumstances requires  what  always  has  been 
referred  to  as  medical  care  in  contradistinc- 
tion to  public  health ; and  yet  there  is  includ- 
ed a big  role  for  the  health  department  if  it 
is  to  discharge  its  responsibility  for  the  pro- 
tection and  improvement  of  the  health  of  the 
people. 

There  can  be  little  doubt  that  the  public’s 
conception  of  public  health  now  includes 
many  aspects  of  medical  care.  Services  and 
activities  such  as  those  listed  earlier  in  this 
article  are  generally  accepted  and  supported 
as  governmental  and  other  community- 
agency  responsibilities.  The  health  services 
needed  and  demanded  today  for  illnesses  of 
major  concern  are  both  highly  individualized 
and  highly  personalized.  Such  services  in 
the  past  were  considered  to  be  within  the  do- 
main of  private  medicine.  The  public  is  de- 
manding greater  quantity  and  equal  accessi- 
bility to  all,  and  government  and  other  social 
organizations  are  responding.  The  extent  to 
which  health  services  are  bargaining  points 
in  labor-management  contracts  is  an  exam- 
ple as  are  the  demands  for  comprehensive 
health  services  for  the  older  segment  of  the 
population.  These  are  demands  which  private 
medicine  alone  cannot  meet,  though  it  plays 
a major  role  in  their  fulfillment. 

Communities  have  organized  for  the  pro- 
vision of  health  services,  some  through  vol- 
untary agencies  and  private  sources,  and 
some  through  official  governmental  sources ; 
but  not  always  with  the  guidance  and  lead- 
ership of  the  medical  profession.  Communi- 
ties have  differed  in  the  way  in  which  they 
have  approached  specific  problems  and  the 
programs  that  have  been  organized.  These 
approaches  differ  as  social  philosophies  dif- 
fer; social  factors,  as  well  as  demographic 
factors,  have  played  a part  in  this  determina- 
tion. The  community  itself  ultimately  deter- 
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mines  what  type  of  program  it  will  have  and 
how  the  program  will  be  administered.  Citi- 
zens’ groups  and  councils  all  over  are  wres- 
tling with  the  problem  and  not  always  with 
professional  guidance,  much  less  leadership. 
If  the  physician  does  not  participate  actively 
and  intelligently  in  planning  for  and  organiz- 
ing services  for  the  community  he  has  only 
himself  to  blame  if  the  final  decision  seems 
impractical  or  illogical.  The  physician  has  a 
vested  interest  in  these  matters  but  his  is 
not  the  only  interest.  The  public  has  a larger 
one. 


Conflicting  Role  of 
Public  Health  Physician 

The  public  health  physician  is  often  in  a 
difficult  and  ambiguous  situation  in  such 
matters.  He  normally  wears  two  hats.  He  is 
looked  upon  as  a representative  in  govern- 
ment of  the  medical  profession  and  at  the 
same  time  as  a representative  in  the  medical 
profession  of  government.  He  must  exercise 
his  constitutional  responsibility  in  health 
matters  of  the  community.  But  often  the 
medical  profession  fails  to  support  him  or  re- 
fuses to  assist  him.  This  is  confusing  to  the 
public  and  results  at  times  in  its  looking 
elsewhere  for  advice  and  leadership.  This  is 
not  an  attempt  to  place  the  blame  for  such 
a situation,  but  facts  are  stated  as  the  author 
sees  them.  There  is  an  urgent  need  for  a re- 
examination of  the  relationship. 

New  directions  in  community  health  prac- 
tices are  coming  about.  Many  things,  includ- 
ing changes  in  population  patterns,  income 
distribution,  the  nature  of  medical  care,  and 
the  roles  of  official  agencies,  are  determining 
them.  The  character  of  problems  now  re- 
quires that  there  be  an  erasure  of  the  line 
between  private  medical  practice  and  public 
health.  United  States  Surgeon  General  Ter- 
ry recently  said,  “The  goal  now  is  to  make 
sure  that  preventive,  curative,  and  restora- 
tive services  are  available  to  all  persons  who 
need  them,  at  the  times  they  are  needed,  and 
wherever  they  are  needed.”5  This  a commun- 
ity concern  as  well  as  a professional  one,  as 
represented  by  the  fact  that  it  is  a political 
issue. 

We  can  assume  that  there  will  be  an  in- 
creasing demand  for  medical  services  as  so- 
cioeconomic levels  are  raised,  and,  as  levels 
of  education  go  up,  people  will  have  a greater 
recognition  of  need  and  demand  for  medical 
care.  There  is  general  recognition  and  ac- 


ceptance by  all  concerned  that  medical  care 
services  must  be  planned  for  and  that  this 
planning  will  be  done  on  a community  basis. 
The  question  unanswered  is : Who  shall  pro- 
vide the  services  and  under  what  auspices 
will  they  be  provided? 


Fragmentation  of  Services 

The  practicing  medical  profession  has  been 
somewhat  distrustful  of  public  health  and 
of  government  in  general.  This  distrust  must 
be  replaced  by  a genuine  collaboration.  The 
public  health  physician  must  be  recognized 
as  one  who  plays  an  important  part  in  the 
development  of  health  services.  Medical  care 
will  become  increasingly  a part  of  public 
health  activities,  and  this  fact  should  be  ac- 
ceptable and  desirable  to  the  medical  profes- 
sion. The  alternative  will  be  a further  frag- 
mentation of  services  and  probable  exclusion 
of  the  medical  profession  from  the  planning 
and  administration  of  community  health 
services.  Fragmentation  already  exists  to  an 
alarming  proportion.  Freedman1' 2 has  strik- 
ingly demonstrated  this  and  sounded  the 
alarm  to  the  medical  profession.  Many  de- 
partments of  government  are  concerned  with 
health  directly  or  indirectly,  but  only  the 
health  department  is  medically  oriented.  The 
fragmentation  of  health  services  within  com- 
munities and  governmental  agencies  is  not 
only  uneconomical  but  is  inefficient. 

The  public  health  department  is  in  the  best 
situation  to  oversee  the  presently  urgent  pro- 
grams in  health.  To  have  them  placed  in 
health  departments  under  medical  leadership 
and  guidance  should  be  an  objective  of  the 
medical  profession.  Unless  physicians  exert 
leadership,  other  agencies  and  other  profes- 
sional groups  will  assume  it.  Such  an  as- 
sumption of  responsibility  may  not  be  com- 
forting to  us. 

The  medical  profession  must  recognize  that 
the  community  will  get  the  services  it  wants 
and  needs;  that  these  services  will  be  pro- 
vided, at  least  in  part  under  governmental 
auspices.  Working  together,  the  profession 
and  government  can  assure  that  the  admin- 
istration of  these  services  will  be  in  the  hands 
of  public  health  departments.  In  1957,  Dr. 
Gunnar  Gundersen,  then  President-Elect  of 
the  American  Medical  Association,  in  his  ad- 
dress to  the  annual  convention  of  the  Ameri- 
can Association  of  Public  Health  Physicians, 
stated,  “The  health  officer  deserves  the  sup- 
port of  all  good  citizens  and  especially  of  his 
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colleagues  in  the  medical  profession.  No  one 
can  understand  so  well  as  the  doctor  the  re- 
quirements and  the  necessities  of  public 
health  programs.  No  one  can  so  effectively 
support  a sound  public  health  program  as 
can  the  medical  profession  in  the  commun- 
ity.”3 

The  role  of  the  medical  profession  thus 
is  a dual  one : to  stimulate  medically  oriented 
agencies  to  assume  their  responsibility  and 
to  exert  leadership  in  the  community  for  the 
development  of  programs  to  meet  the  prob- 
lems. As  Dr.  James  D.  Weaver,  a general 
practitioner  in  Erie,  Pa.,  has  said,  “The  com- 
munity is  looking  to  the  medical  profession 


for  the  leadership  that  is  necessary  to  pro- 
duce a well  balanced,  co-ordinated  public 
health  program.  It  should  not  find  us  want- 
ing. We  must  be  available,  willing,  and  able 
to  give  such  medical  leadership  and  to  help 
them  avoid  the  pitfalls  of  ill  conceived 
schemes  and  plans  . . . .”6 

This  is  no  time  for  recrimination.  The 
problem  is  here  and  it  is  urgent.  What  has 
been  in  the  past  is  behind  us  and  must  not 
be  allowed  to  cloud  the  issues.  A fresh  start 
in  cooperation  and  collaboration  toward  our 
objective  of  better  health  for  the  people  is 
needed  and  indicated. 
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Viruses  Widespread  in  Once-Isolated  Alaska 

The  social  and  economic  development  of  Alaska  has  brought  about  a “drastic 
change”  in  the  pattern  of  disease  in  that  once-isolated  area,  according  to  a re- 
port in  the  Feb.  9 .Journal  of  the  American  Medical  Association. 

“Early  in  this  century  and  previously,  American  Arctic  populations  were 
subjected  to  epidemics  of  highly  contagious  diseases  by  the  advent  of  visitors 
from  more  southerly  regions  during  the  late  spring  and  summer,”  Karl  R.  Rein- 
hard,  D.V.M.,  Bethesda,  Md.,  wrote  in  the  Journal.  “Smallpox,  influenza,  measles, 
and  other  epidemic  diseases  were  frequently  traceable  to  direct  contact  with 
outside  populations.” 

However,  he  said,  during  the  past  40  years,  arctic  regions  have  been  opened 
up  to  development  of  resources,  new  inhabitation,  commerce,  and  military  ac- 
tivities. 

“In  Alaska,  most  of  the  small  villages  are  in  constant  contact  with  the  larger 
northern  centers  of  population,  and  the  latter  exchange  people  constantly  with 
the  heavily  populated  southerly  regions,”  he  said.  “Acute  diseases  are  now  a 
year-round  experience  in  most  communities  in  the  Western  American  Arctic.” 
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Vital  Statistics  and  the 
Frequency  of  Disease 

R.  H.  RIGDON,  M.D.,  AND  HELEN  KIRCHOFF 


PROBLEMS  in  the  certification  of  causes 
of  death  are  not  new.  In  1958  a Committee 
on  Medical  Certification  of  Causes  of  Death5 
reviewed  many  of  them  and  made  recom- 
mendations for  the  improvement  of  “causes 
of  death”  statistics.  This  Committee  observed 
that  inaccuracies  occur  in  the  medical  state- 
ments either  because  of  inaccurate  diagnoses 
or  because  of  inadequate  reporting.  It  has 
been  estimated  that  in  20  to  25  per  cent  of 
death  certificates  the  medical  opinion  of  the 
underlying  cause  of  death  is  not  clear.  How- 
ever, according  to  the  Committee,  when  the 
sequence  of  events  and  the  underlying  causes 
as  given  in  the  death  certificate  are  not  clear, 
special  coding  procedures  are  provided  by  in- 
ternational rules.  This  Committee  suggested 
that  “an  intensive  effort  should  be  made  to 
improve  the  quality  of  the  medical  returns  in 
order  to  decrease  the  necessity  of  resorting 
to  arbitrary  coding  rules”. 

Treloar,11  commenting  in  1956  on  the  sig- 
nificance of  data  obtained  from  death  cer- 
tificates, suggested  a careful  revision  of 
wording  to  win  better  cooperation  from  the 
medical  profession  and  said,  “The  selection 
of  one  cause  for  tabulation  purposes  has  it- 
self become  a major  problem  for  us,  leading 
to  much  juggling  of  terms,  rules,  and  in- 
structions, to  the  distress  of  the  medical  pro- 
fession as  well  as  the  statisticians.”  Treloar’s 
admonition  to  statisticians  is  most  interest- 
ing : “Certainly  no  statistician  worthy  of  his 
salt  is  going  to  accept  even  the  best  mortal- 
ity records  as  other  than  a grossly  biased 
sample  of  morbidity  conditions  in  a total 
community.” 

The  frequent  revision  of  the  “International 
List  of  Diseases  and  Causes  of  Death”  indi- 
cates an  attempt  to  improve  the  value  of 
vital  statistics.  Angrist2  pointed  out  a basic 
problem  in  death  certificates  that  is  not  re- 


lated to  any  code  or  classification  of  disease. 
He  observed  that  “during  the  very  first  year 
of  use  of  the  sealed  confidential  certificate 
in  Manhattan  (where  no  one  but  the  physi- 
cian and  the  certification  clerk  ever  saw  the 
certified  cause  of  death)  there  was  a 10  per 
cent  drop  in  recording  of  arteriosclerotic 
heart  disease  and  a corresponding  increase  in 
recording  of  alcoholism,  syphilis,  cancer,  and 
insanity  on  death  certificates”. 

Usually  studies  on  the  accuracy  of  cause 
of  death  statements  have  taken  pathologic 
reports  as  the  point  of  departure  for  com- 
parison with  the  medical  returns  on  the  death 
certificates.  Moriyama  and  associates,10  how- 
ever, had  a specific  internist  review  the  diag- 
noses as  recorded  on  the  death  certificate.  He 
found  in  one  sample  that  “43  per  cent  of  the 
medical  certifications  appear  to  have  been 
solidly  established,  and  an  additional  36  per 
cent  seemed  to  be  reasonable  diagnoses.  In 
10  per  cent  there  was  some  question  as  to 
whether  the  cause  of  death  statement  was 
right  or  wrong,  and  for  8 per  cent  of  the 
death  certificates,  the  cause,  as  stated  origi- 
nally, was  probably  wrong.  In  4 per  cent  no 
information  on  diagnostic  procedures  and 
methods  was  given  to  permit  an  evaluation”. 

Waaler  and  Grimstvedt,12  in  1958,  using 
the  autopsy  for  the  point  of  departure,  found 
that  the  clinical  diagnosis  was  correct  in  62 
per  cent,  wrong  in  18  per  cent,  and  doubtful 


The  clinical  diagnosis,  that  made  at  autopsy, 
and  the  cause  of  death  coded  for  vital  sta- 
tistics are  different  in  about  20  per  cent  of 
cases.  Failure  of  physicians  to  fill  out 
death  certificates  adequately  and  accurately 
results  in  one  of  the  major  problems  in 
establishing  the  frequency  of  diseases. 
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in  10  per  cent  of  the  cases.  There  were  49 
cases  of  unrecognized  cancer  in  their  group 
of  4,104  autopsies.  These  authors  emphasized 
that  the  accuracy  of  the  diagnosis  of  cancer 
was  affected  by  the  anatomic  site  of  the  tu- 
mor and  the  accessibility  to  biopsy.  Korns 
and  Lintz,8  in  1955,  concluded  from  a review 
of  500  autopsy  protocols  from  five  hospitals 
that  there  was  an  11  to  20  per  cent  disagree- 
ment between  the  medical  statements  on 
death  certificates  and  the  pathologic  findings 
at  autopsy. 

Erhardt  and  McAvoy,6  in  1959  reported: 
“It  has  been  supposed  that  the  accuracy  of 
mortality  statistics  could  be  improved  by  re- 
quiring that  statements  of  the  cause  of  death, 
as  originally  reported  on  the  death  certifi- 
cate, be  subsequently  revised  in  the  light  of 
the  autopsy  report.  This  hypothesis  was  test- 
ed in  a study  of  5,217  autopsy  reports  in  the 
year  1956.  Of  this  number,  only  794  (15.2 
per  cent)  indicated  changes  in  the  stated 
cause  of  death  ....  About  68  per  cent  of 
deaths  in  New  York  City  occur  in  hospitals 
where  a complete  examination  or  an  indi- 
cated surgical  intervention  may  have  been 
helpful  in  verifying  the  diagnosis.  If  these 
conditions  should  differ  in  other  areas,  re- 
ports of  autopsy  findings  might  produce 
more  substantial  changes  in  mortality  sta- 
tistics.” 

The  two  causes  of  death  with  the  largest 
numerical  changes  in  the  study  of  Erhardt 
and  McAvoy6  were  arteriosclerotic  heart  dis- 
ease and  malignant  neoplasms.  In  the  latter 
category  there  was  a net  gain  of  0.4  per  cent 
(72  cases).  There  were,  however,  186  cases 
removed  from  the  original  group  of  16,824, 
and  258  cases  were  added.  This  increase  of 
0.4  per  cent,  of  course,  is  insignificant  sta- 
tistically but  the  difference  is  interesting 
when  we  know  that,  of  the  106  net  additions 
to  the  category  of  malignant  neoplasms,  35 
originally  had  been  classified  as  attributable 
to  arteriosclerotic  heart  disease,  11  to  cir- 
rhosis of  the  liver,  11  to  pulmonary  tubercu- 


losis, 10  to  pneumonia,  6 to  vascular  lesions 
of  the  nervous  system,  and  6 to  miscellaneous 
genitourinary  conditions,  while  27  had  been 
originally  classified  in  a variety  of  other 
categories.  If  the  11  cases  of  pulmonary  tu- 
berculosis in  this  study  were  primarily  bron- 
chogenic neoplasms,  then  our  statistics  on  the 
frequency  of  pulmonary  tuberculosis  and 
primary  lung  cancer  could  be  affected. 

The  statement  made  in  1955  by  officials  of 
the  New  York  State  Health  Department7  is 
most  enlightening  regarding  the  compensat- 
ing error  in  cause  of  death  certificates : “Ac- 
cording to  the  original  certificate,  there  were 
57  deaths  from  pneumonia  among  the  1,889 
studied.  There  were  also  57  deaths  attributed 
to  pneumonia  on  the  autopsy  certificates,  but 
only  25  of  these  57  were  the  same  ones.  In 
other  words,  less  than  one  half  of  the  deaths 
attributed  to  pneumonia  were  actually  caused 
by  pneumonia  according  to  the  autopsy  re- 
port, but  other  errors  completely  compen- 
sated for  this  error  ....  Although  such  a 
compensating  mechanism  may  give  us  more 
confidence  in  the  over-all  mortality  statistics, 
it  raises  serious  doubt  about  the  use  of  pres- 
ent death  certificate  data  for  research  pur- 
poses, particularly  in  the  field  of  chronic  de- 
generative diseases.” 

These  same  authors7  say,  “Epidemiological 
studies  based  upon  mortality  data  gleaned 
from  death  certificates  present  elaborate  an- 
alyses, by  age,  sex,  and  other  factors,  while 
accepting  with  little  question  the  accuracy 
of  the  basic  record  itself.  Concern  over  ac- 
curacy of  the  specific  measurement  of  cause 
of  death  should  precede  the  question  of  the 
association  of  these  causes  with  certain  char- 
acteristics of  the  general  population.” 

Clemmesen  and  Sorensen4  in  1959  evalua- 
ted the  reliability  of  the  diagnosis  of  gastric 
cancer  and  observed  that  “in  596  cases, 
postmortem  examination  showed  a gastric 
cancer,  although  the  diagnosis  in  200  cases 
had  not  been  made  before  death.  Roughly 
it  may  therefore  be  said  that  the  total  num- 
ber of  cases  had  been  correctly  estimated, 
but  that  about  one-third  of  the  diagnoses  had 
been  referred  to  wrong  individuals” . Mac- 
Donald1'  has  stated,  “There  is  considerable 
error  in  exact  location  of  cancer  and  a larger 
error  in  duration  of  the  disease,  and  the 
statistician  should  not  draw  conclusions  on 
these  data  without  making  corrections  for 
errors  known  to  exist.”  After  reviewing  the 
problem  of  cancer  diagnoses  on  death  cer- 
tificates in  the  Province  of  Saskatchewan  in 
Canada,  Barclay  and  Phillips3  concluded  that 
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“death  certificate  diagnoses  are  insufficient- 
ly accurate  to  permit  their  use  as  a reliable 
indication  of  the  incidence  of  cancer”.  Ex- 
cessive diagnosis  of  cancer  of  the  stomach, 
lung,  pancreas,  large  intestine,  and  prostate 
was  observed. 


Studies  in  Texas 

To  form  an  opinion  of  the  significance  of 
data  obtained  from  death  certificates  on  the 
presence  of  specific  neoplasms,  the  authors 
selected  194  cases  of  malignancies  from  the 
autopsy  records  made  between  1945  and 
1958,  and  then  obtained  the  cause  of  death 
as  given  on  the  death  certificate.  This  ma- 
terial is  from  a hospital  that  treats  only  ma- 
lignancies and  has  a “closed  medical  staff”.* 

The  diagnosis  of  the  primary  tumor  on  the 
death  certificate  and  in  the  autopsy  protocol 
was  the  same  in  123  of  the  cases.  In  the  71 
cases  in  which  there  was  some  variation  in 
the  diagnoses  on  the  death  certificate  and 
those  of  the  autopsy,  an  exact  copy  of  the 
death  certificate  was  obtained  and  the  diag- 
noses were  coded  by  the  Records  and  Statis- 
tics Section  of  the  State  Department  of 
Health.!  The  causes  of  death,  as  coded  from 
the  death  certificates,  were  the  same  in  33 
of  the  71  cases  as  those  given  in  the  autopsy 
protocols.  Table  1 shows  the  remaining  38 
cases  in  which  the  assignment  of  diagnoses 
for  statistical  tabulations  was  different  from 
the  death  certificate  or  postmortem  diag- 
noses. 

Some  of  the  problems  occurring  in  the 
coding  of  these  cases  for  vital  statistics  re- 
sulted because  sufficient  data  was  not  given 
on  the  death  certificate,  as  shown  by  cases 
1,  29,  33,  and  27  in  Table  1.  In  other  cases 
something  other  than  the  primary  neoplasm 
given  on  the  death  certificate  was  recorded 
as  the  primary  process  for  vital  statistics 
(cases  4,  5,  11,  12,  16,  17,  Table  1).  These 
errors  are  the  result  of  the  death  certificates 
being  improperly  filled  out  by  the  physician. 
It  is  of  considerable  interest  to  observe  in 
some  cases  that  the  classification  of  the  neo- 
plasm for  vital  statistics  is  different  from 
that  recorded  on  the  death  certificate  (cases 
3,  10,  21,  23,  Table  1).  Another  factor  that 

♦These  data  are  from  the  Department  of  Pathology,  M.  D. 
Anderson  Hospital,  Houston.  Appreciation  is  acknowledged  for 
permission  to  include  this  material  in  this  study. 

tThe  authors  express  appreciation  to  Mr.  W.  A.  Carroll,  State 
Registrar  of  Vital  Statistics,  Texas  State  Department  of  Health, 
Austin. 


may  lead  to  considerable  confusion  in  such 
data  is  the  fact  that  tumors  recorded  on  the 
death  certificates  and  considered  pathologi- 
cally as  primary  tumors  are  classified  for 
vital  statistics  as  “unspecified  as  to  whether 
primary  or  secondary”  (cases  19,  28,  35,  38, 
Table  1 ) . Data  such  as  these  do  not  help  to 
establish  the  frequency  of  lung  cancer. 

To  further  check  the  accuracy  of  vital  sta- 
tistics based  on  death  certificates,  the  au- 
thors selected  100  autopsy  cases  routinely  re- 
viewed by  the  senior  author  during  1959- 
1961  in  a general  teaching  hospital.!  A copy 
of  the  death  certificate  in  each  case  was  sent 
to  the  office  of  the  city  health  officer§  where 
the  cause  of  death  was  assigned  a code  num- 
ber. In  68  cases  the  cause  of  death  on  the 
death  certificate,  in  the  autopsy  protocol,  and 
according  to  the  code  number  assigned  for 
vital  statistics  was  considered  to  be  the  same. 
The  remaining  32  cases  in  which  there  were 
significant  variations  are  shown  in  Table  2. 
Cases  2,  5,  7,  11,  12,  14-19,  23,  26,  29,  and 
30-32  illustrate  cases  in  which  the  diagnosis 
as  made  at  autopsy  is  different  from  that  re- 
corded on  the  death  certificate.  In  three  cases 
(19,  24,  30)  a neoplasm  was  present  but  no 
record  of  the  neoplasm  was  made  for  vital 
statistics.  It  is  of  interest  to  observe  the  cod- 
ing of  the  cases  of  hepatic  cirrhosis  (16,  22, 
25).  Case  16  is  classified  as  malnutrition. 
Case  22  is  certified  as  Laennec’s  cirrhosis 
and  is  coded  as  cirrhosis  of  the  liver  with 
alcoholism.  Case  25  is  diagnosed  clinically  as 
cirrhosis  of  the  liver  and  pathologically  as 
Laennec’s  cirrhosis  and  chronic  alcoholism, 
while  for  vital  statistics  the  code  is  “cir- 
rhosis of  the  liver  without  mention  of  alco- 
hol”. The  authors  do  not  believe  that  statis- 
ticians discussing  the  frequency  of  hepatic 
cirrhosis  as  recorded  in  vital  statistics  would 
ever  know  the  frequency  of  alcoholism  and 
cirrhosis.  The  cases  (3,  17,  19,  26)  coded  as 
“cerebral  hemorrhage”  were  classified  at  au- 
topsy as  cerebral  thrombosis  (case  3)  ; com- 
minuted fracture  of  the  left  intertrochanter, 
pulmonary  thrombi,  and  hemorrhagic  in- 
farcts (case  17)  ; adenocarcinoma  of  the 
stomach  and  death  24  hours  postoperative 
(case  19)  ; and,  a dissecting  aneurysm  of 
the  aorta  (case  26). 

In  this  study  there  was  a significant  dif- 
ference in  the  diagnoses  of  primary  neo- 
plasms at  autopsy  and  those  coded  for  vital 
statistics.  This  variation  has  occurred  in  a 

tThe  University  of  Texas  Medical  Branch,  Galveston. 

i(We  wish  to  express  our  appreciation  to  Dr.  William  R.  Ross, 
Director  of  City  Health  Department,  Galveston,  for  technical  as- 
sistance and  suggestions. 
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Table  1. — Comparison  of  Diagnosis  of  Primary  Neoplasm  on  Death  Certificate  with  That  Found  at 
Postmortem  Examination  and  That  Recorded  in  Vital  Statistics. 


Case  No.  Death  Certification 

Vital  Statistics 

Postmortem  Diagnosis  Classification 

1 

(a)  Uremia 

(b)  Toxic  hepatitis 

Carcinoma,  cervix 

Other  diseases,  liver 

2 

(a)  Cardiac  failure 

(b)  Squamous  cell  carcinoma 

Squamous  cell  carci- 
noma, cervix 

Other  malignant  neoplasms, 
skin,  site  unspecified 

3 

(a)  Metastatic  carcinoma 

(b)  Cervical  adenocarcinoma 

* Abdominal  metastases  from  cervical 
carcinoma 

Carcinoma,  cervix 

Other  primary  malignant 
neoplasms,  lymphoid  tissue 

4 

(a)  Congestive  heart  failure 

(b)  Arteriosclerotic  heart  disease 
f Carcinoma,  cervix  (treated) 

Squamous  cell  carci- 
noma, cervix 

Arteriosclerotic  heart 
disease,  so  described 

5 

(a)  Pulmonary  edema 

(b)  Cirrhosis,  liver 

(c)  Lymphosarcoma 

Lymphosarcoma 

Cirrhosis  of  liver  without 
mention  of  alcoholism 

6 

(a)  Thrombocytopenia  purpura 

(b)  Lymphatic  leukemia 

Lymphosarcoma 

Lymphatic  leukemia 

7 

(a)  Pneumonia 

(b)  Malignant  lymphoma 

Lymphosarcoma 

Other  primary  malignant 
neoplasms,  lymphoid  tissue 

8 

(a)  Malignant  mesenchymal  tumor, 
anterior  mediastinum 

Lymphosarcoma 

Malignant  neoplasms, 
mediastinum 

9 

(a)  Bronchogenic  carcinoma 

Lymphosarcoma 

Malignant  neoplasm, 
bronchus  and  lung 

10 

(a)  Unclassified  malignancy,  primary 
site  not  established 

(b)  Metastases 

Lymphosarcoma 

Malignant  neoplasm, 
multiple  sites 

11 

(a)  Bronchopneumonia,  lung  abscess 

(b)  Arteriosclerosis,  inanition 

(c)  Diabetes  mellitus 

f Post  carcinoma,  stomach  and  esophagus 
*Papillary  adenocarcinoma,  cardia  of 
stomach 

Carcinoma,  stomach 

Diabetes  mellitus 

12 

(a)  Uremia,  acute 

(b)  Renal  insufficiency 

(c)  Probably  chronic  glomerulonephritis 
fHemoglobinuria,  postoperative 

gastrectomy 
* Carcinoma,  stomach 

Adenocarcinoma, 

stomach 

Chronic  nephritis 

13 

(a)  Intraperitoneal  hemorrhage 

(b)  Gastric  resection 

(c)  Carcinoma,  stomach 
*Carcinoma,  pyloric  antrum 

Lymphosarcoma, 

stomach 

Malignant  neoplasm,  stomach 

14 

(a)  Carcinoma,  stomach 

(b)  Extraluminal  carcinoma? 

(pancreas) 

Adenocarcinoma, 

stomach 

Malignant  neoplasm, 
pancreas 

15 

(a)  Bronchogenic  carcinoma 

Adenocarcinoma, 

stomach 

Malignant  neoplasm, 
bronchus  and  lung 

16 

(a)  Generalized  peritonitis  from 

(b)  perforated  gastric  ulcer 

(c)  with  carcinoma,  pancreas 

Adenocarcinoma, 

stomach 

Ulcer  of  stomach  with 
perforation 

17 

(a)  Arteriosclerosis  with  probably 

(b)  coronary  artery  spasm  and 

(c)  sudden  death 
*Malignant  lymphoma,  stomach 

Malignant 

lymphoma, 

stomach 

Heart  disease  specified  as 
involving  coronary  arteries 

18 

(a)  Reticulum  cell  sarcoma 

Bronchogenic 

carcinoma 

Reticulum  cell  sarcoma 

19 

(a)  Pneumonia 

(b)  Anemia 

(c)  Carcinoma,  lung 

Adenocarcinoma, 

lung 

Malignant  neoplasm,  lung, 
unspecified  as  to  whether 
primary  or  secondary 

20 

(a)  Pulmonary  adenomatosis 

Primary  bronchiolar 

Benign  neoplasm, 

(b)  Asphyxia 

carcinoma 

respiratory  system 

♦Major  findings  of  operation. 

tOther  significant  conditions  contributing  to  death  but  not  related  to  the  terminal  disease  condition  given  in  part  (a). 


320 


TEXAS  State  Journal  of  Medicine 


Table  1. — Comparison  of  Diagnosis  of  Primary  N eoplasm  on  Death  Certificate  with  That  Found  at 
Postmortem  Examination  and  That  Recorded  in  Vital  Statistics  (Continued) . 


Case  No. 

Death  Certification 

Postmortem  Diagnosis 

Vital  Statistics 
Classification 

21 

(a)  Metastatic  carcinoma,  liver,  and 

(b)  adrenal  gland  from  undetermined 

(c)  primary  site  (amended  report 
pending  final  autopsy  findings) 

*Biopsy.  Supraclavicular  node 
(metastatic  carcinoma) 

Adenocarcinoma, 

lung 

Malignant  neoplasm, 
multiple  sites 

22 

(a)  Metastatic  malignant  melanoma 

Squamous  cell  carci- 
noma, bronchus 

Malignant  melanoma,  skin, 
site  unspecified 

23 

(a)  Metastatic  squamous  cell  carcinoma 

(b)  Primary  site  unknown 

Carcinoma,  right 
lung 

Other  malignant  neoplasms, 
skin,  site  unspecified 

24 

(a)  Adenocarcinoma,  primary  site 
undetermined,  with  metastases  to 
adrenal,  lungs,  kidney,  vertebrae 

Alveolar  cell 
adenocarcinoma 

Malignant  neoplasm, 
multiple  sites 

25 

(a)  Cancer,  extrinsic  larynx 

(b)  Cervical  node  metastases 

(c)  Pulmonary  metastases 
*Cancer,  extrinsic  larynx,  with 

metastases  to  left  cervical  lymph 
node 

Bronchogenic  carci- 
noma, right 

Malignant  neoplasm,  larynx 

26 

(a)  Metastatic  bronchogenic  carcinoma 
fGastric  carcinoma 

"Abdominal  carcinomatosis,  bronchogenic 

Bronchogenic  carci- 
noma, right 

Malignant  neoplasm,  stomach 

27 

(a)  Unclassified  malignant  tumor 

Lymphosarcoma, 
reticulum  cell 
type,  upper  lobe, 
left  lung 

Malignant  neoplasm, 
multiple  sites 

28 

(a)  Cardio-respiratory  failure 

(b)  Carcinoma,  left  lung 
* Carcinoma,  left  lung 

Squamous  cell  car- 
cinoma, lung 

Malignant  neoplasm,  lung, 
unspecified  as  to  whether 
primary  or  secondary 

29 

(a)  Pulmonary  embolus 
fPericardial  effusion  and  pleural 
effusion 

Squamous  cell  car- 
cinoma, right  lung 

Pulmonary  embolism  and 
infarction 

30 

(a)  Carcinoma,  left  breast  (operated) 

(b)  Widespread  skeletal  and 

(c)  visceral  metastases 

Squamous  cell  car- 
cinoma, right 
bronchus  (This 
apparently  is  a 
second  primary 
tumor) 

Malignant  neoplasm  of 
breast 

31 

(a)  Primary  malignant  unclassified 
tumor  of 

(b)  mediastinum  with  multiple 

(c)  metastases 

Anaplastic  squamous 
cell  carcinoma, 
bronchus  (broncho- 
genic carcinoma) 

Malignant  neoplasm  of 
mediastinum 

32 

(a)  Hodgkin’s  disease 

Bronchogenic 

carcinoma 

Hodgkin’s  disease 

33 

(a)  Hemorrhage  from  ruptured 
varices  of 

(b)  cirrhosis  of  liver 

Squamous  cell  car- 
cinoma, lung 

Cirrhosis  of  liver  without 
mention  of  alcoholism 

34 

(a)  Carcinoma,  esophagus,  with 
bronchopneumonia 

Bronchogenic 

carcinoma 

Malignant  neoplasm, 
esophagus 

35 

(a)  Acute  congestive  heart  failure 

(b)  Focal  pneumonitis,  left  lung, 
postoperative 

(c)  Atelectasis,  lobular  bronchiectasis, 
postoperative 

fOperation 

*Right  upper  lobectomy  for 
carcinoma  of  lung,  recent 

Carcinoma,  right 
lung 

Malignant  neoplasm,  lung, 
not  specified  as  to  whether 
primary  or  secondary 

36 

(a)  Disseminated  malignant  lymphoma 

Carcinoma,  lung 

Other  primary  malignant 
neoplasms,  lymphoid  tissue 

37 

(a)  Intracranial  hemorrhage 

Bronchogenic 

carcinoma 

Cerebral  hemorrhage 

38 

(a)  Extensive  hemorrhage  into  right 

(b)  pleural  cavity,  postoperative 
*Large  carcinoma,  right  lung 

Bronchogenic 

carcinoma 

Malignant  neoplasm,  lung, 
unspecified  as  to  whether 
primary  or  secondary 
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Table  2. — Comparison  of  Diagnoses  on  Death  Certificates  with  Those  Found  at  Postmortem 
Examination  and  Those  Recorded  in  Vital  Statistics. 


Vital  Statistics 

Case  No. 

Death  Certification 

Postmortem  Diagnosis 

Classification 

1 

(a)  Adrenal  insufficiency 

Gangrene,  penis 

Other  diseases  of  urethra 

(b)  Bacteremia 

(c)  Periurethral  abscess 

Cellulitis,  abdominal  wall 

2 

(a)  Sudden  cardiac  arrhythmia 

Acute  and  chronic 

Other  diseases  of  kidney 

(b)  Chronic  uremia 

pyelonephritis 

and  ureter 

(c)  Chronic  obstructive  uropathy 

Mechanism  of  death 
unknown 

Uremia 

3 

(a)  Cerebral  vascular  accident 

Pulmonary  fibrosis, 

Cerebral  hemorrhage 

(b)  Generalized  arteriosclerosis 

extensive 

Cerebral  thrombosis 
Bronchopneumonia 

4 

(a)  Septicemia 

Acute  myocardial  infarc- 

Accident  caused  by  fire  and 

(b)  Burns,  severe  40  per  cent, 

tion  with  rupture  of 

explosion  of  combustible 

second  and  third  degree 
(Dress  caught  fire  from 
heater) 

myocardium 

material 

5 

(a)  Intestinal  obstruction 

Acute  colitis,  etiology 

Obstruction  of  intestine 

’•'Old  burns,  senile  psychosis 

unknown 

Burns,  extensive 
Bronchopneumonia 

6 

(a)  Uremia 

Cortical  necrosis  of 

(b)  Cortical  necrosis,  acute 

kidneys 

Sepsis  of  childbirth  and 

(c)  Childbirth 

puerperium 

7 

(a)  Heart  failure 

Syringomyelia,  spinal 

Other  and  unspecified  mal- 

(b)  Congenital  heart  disease 

cord,  due  to  focal  ne- 
crosis. Cause  unknown. 

formations  of  heart 

8 

(a)  Hyperkalemia  secondary  to 

Trauma,  accident 

Other  and  unspecific 

acute  renal  tubular  necrosis 
following  trauma 

Lower  nephron  nephrosis 

accidents 

9 

(a)  Ventricular  fibrillation 

Acute  myocardial 

Heart  disease  specified  as 

(b)  Acute  myocardial  infarct 

infarction 

involving  coronary  arteries 

10 

(a)  Closed  head  injury 

Fracture  of  skull 

Other  falls  from  one  level 

Bronchopneumonia 
Traumatic  injury 

to  another 

11 

(a)  Intracerebral  hematoma  with 

Subarachnoid  hemorrhage, 

Other  syphilis  of  central 

cortical  rupture 

etiology  unknown 

nervous  system 

(b)  Cerebral  vascular  disease 

Infarct  in  brain 

(c)  Possible  luetic  cerebral  dis- 

Possibly  an  aneurysm 

ease  and  arteriosclerosis 

12 

(a)  Lobar  pneumonia 

Surgical  removal  of 

Other  allergic  disorders 

(b)  Aplastic  anemia 

spleen  4 days  before 

(c)  Sensitivity  to  undetermined 

death  for  hypo- 

chemical  agent 

plastic  anemia 
Bronchopneumonia 

Infarct  in  right  lung 

13 

(a)  Bile  peritonitis 

Stones  in  cystic  ducts 

Other  diseases  of  gallbladder 

(b)  Ruptured  gallbladder 

Rupture  of  gallbladder 
Diabetes  mellitus 

and  biliary  ducts 

14 

(a)  Aspiration  of  vomitus 

Myocardial  infarction 

Pulmonary  tuberculosis 

(b)  Severe  malnutrition  and 

Coronary  occlusion 

dehydration 

Bronchopneumonia 

(c)  Probable  TBC,  chronic 

pyelonephritis 

15 

(a)  Cardiac  failure 

Hypertension 

Nephritis  not  specified  as 

(b)  Azotemia 

Acute  and  chronic  infarct, 

acute  or  chronic 

(c)  Complete  renal  failure 

heart 

Cardiac  hypertrophy 

♦Major  findings  of  operation. 

fOther  significant  conditions  contributing  to  death  but  not  related  to  the  terminal  disease  condition  given  in  part  (a). 
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Table  2. — Comparison  of  Diagnoses  on  Death  Certificates  with  Those  Found  at  Postmortem 
Examination  and  Those  Recorded  in  Vital  Statistics  (Continued) . 


Case  No. 

Death  Certification 

Postmortem  Diagnosis 

Vital  Statistics 
Classification 

16 

(a)  Cirrhosis  of  liver 

(b)  Malnutrition 

Pulmonary  infarction 
Pulmonary  emboli 
Arteriosclerosis, 
generalized 

Myocardial  failure 

Chronic  passive  congestion 

Malnutrition,  unqualified 

17 

(a)  Cerebral  vascular  accident 

Fracture,  comminuted  left 
intertrochanteric 
Pulmonary  thrombi 
Pulmonary  hemorrhagic 
infarction 

Cerebral  hemorrhage 

18 

(a)  Uremia 

(b)  Arteriolar  nephrosclerosis 

Chronic  glomerulone- 
phritis 

Aortic  aneurysm 
Bronchopneumonia 

Hypertension  with  arteriolar 
nephrosclerosis 

19 

(a)  Cerebral  vascular  accident 
fCancer,  stomach 

Died  24  hours  after 
operation 

Adenocarcinoma,  stomach 

Cerebral  hemorrhage 

20 

(a)  Aspiration  pneumonitis 

(b)  Third  degree  burns 
fDuodenal  ulcer 

Bacterial  endocarditis, 
acute 

Duodenal  ulcer 

Aspiration  of  gastric 
contents 

Accident  caused  by  fire  and 
explosion  of  combustible 
material 

21 

(a)  Myocardial  infarction 

(b)  Arteriosclerotic  heart  disease 

Myocardial  infarction, 
acute 

Arteriosclerotic  heart  disease 

22 

(a)  Cardiac  vascular  respiratory 
disease 

(b)  Laennec’s  cirrhosis 

Portal  cirrhosis 

Right  subdural  hematoma 
History  of  alcoholism 

Cirrhosis  of  liver  with 
alcoholism 

23 

(a)  Myocardial  ischemia 

(b)  Congestive  heart  failure 

Endocardial  fibroelastosis 

Congestive  heart  failure 

24 

(a)  Acute  myocardial  infarction 

(b)  Coronary  disease 

Adenocarcinoma,  gallblad- 
der, with  metastases 
Subdiaphragmatic  abscess 
Coronary  sclerosis  with 
old  and  recent  infarcts 

Heart  disease  specified  as 
involving  coronary  arteries 

25 

(a)  Peripheral  vascular  collapse 
and  renal  failure 

(b)  Cirrhosis  of  liver 

Laennec’s  cirrhosis 

Chronic  alcoholism 

Jaundice 

Cirrhosis  of  liver  without 
mention  of  alcohol 

26 

(a)  Cerebral  vascular  accident 

Arteriosclerosis 

Dissecting  aneurysm  of 
aorta 

Infarcts  of  brain,  old 
Bronchopneumonia 

Cerebral  hemorrhage 

27 

(a)  Pneumonia 

Arteriosclerosis,  general- 
ized, cerebral 
Bronchopneumonia 

Pneumonia,  other  and 
unspecified 

28 

(a)  Ruptured  intracranial 
aneurysm 

Aneurysm,  cerebral 

Subarachnoid  hemorrhage 

29 

(a)  Acute  glomerulonephritis 

Malignant  hypertension 

Acute  nephritis 

30 

(a)  Uremia;  renal  failure 
fCarcinoma,  rectum 

Adenocarcinoma,  rectum 
Gangrene,  colon 

Nephritis  not  specified  as 
chronic  or  acute 

31 

(a)  Pulmonary  edema 

(b)  Uremia 
•(•Malnutrition 

Encephalomalacia 

Subdural  hemorrhage, 
right  (history  of  fall) 
Acute  and  chronic 
prostatitis 

Pulmonary  congestion  and 
hypostasis 

32 

( a ) Septicemia 

(b)  Bronchial  pneumonia 
secondary  to  peritonitis 

f Aortic  aneurysm 

Atherosclerosis 

Aneurysm  with  surgical 
repair 

Gangrene,  right  leg 
Septicemia 

Abscesses,  lung 
Bronchopneumonia 

Peritonitis 
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VITAL  STATISTICS  — Rigdon  & Kirchoff  — continued 

group  of  cases  from  a hospital  treating  only 
malignancies  with  the  latest  diagnostic  facil- 
ities. It  would  be  reasonable  to  expect  a 
greater  variation  in  the  occurrence  of  neo- 
plasms in  cases  in  locations  where  compar- 
able diagnostic  facilities  are  not  available. 
Data  obtained  from  vital  statistics  referable 
to  the  frequency  of  specific  neoplasms  should 
be  carefully  evaluated  by  statisticians  to 
prevent  erroneous  conclusions.  The  frequent 
variation  between  the  clinical  and  pathologi- 
cal diagnosis  in  the  group  of  cases  observed 
in  a teaching  hospital  would  suggest  that  a 
greater  variation  may  occur  in  the  routine 
practice  of  medicine.  The  Director  of  the 
Bureau  of  Vital  Statistics  of  the  Wisconsin 
State  Board  of  Health1  said  in  1960  that  “an 
estimated  20  per  cent  of  all  records  in  the 
Bureau  of  Vital  Statistics  contain  errors  or 
omissions”.  Statistical  data  obtained  from 
vital  statistics  to  show  the  frequency  of  a 
specific  neoplasm  or  a specific  disease  proc- 
ess should  not  be  presented  as  “authentic”. 


Summary 

The  clinical  diagnosis  and  that  coded  for 
vital  statistics  were  compared  with  that  ob- 
tained at  autopsy  in  194  cases  of  neoplastic 
disease  observed  in  an  institution  treating 
only  malignancies.  A difference  of  20  per 
cent  was  observed  between  diagnoses  coded 
for  vital  statistics  and  those  found  at  autop- 
sy. A similar  study  was  made  on  100  routine 


cases  as  observed  in  a teaching  hospital.  The 
frequency  in  which  the  clinical  diagnoses  dif- 
fered from  that  made  at  autopsy  and  that 
coded  for  vital  statistics  indicates  that  the 
frequency  of  diseases  as  shown  by  vital  sta- 
tistics, at  best,  is  only  a crude  index  of  the 
frequency  of  disease.  It  is  obvious  from  this 
study  that  one  of  the  major  problems  in  es- 
tablishing the  frequency  of  diseases  results 
from  the  failure  of  the  physician  to  ade- 
quately fill  out  the  death  certificate  and, 
also,  from  the  variation  in  the  clinical  diag- 
noses and  those  made  from  the  postmortem 
examination. 
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Public  Health  Practices  in  the  Congo 


M.  S.  DICKERSON,  M.D. 


FROM  1956  TO  I960  the  writer  worked 
among  people  who  are  considered  the  most 
primitive  in  the  Congo  and  who  are  frequent- 
ly mentioned  as  members  of  the  only  existing 
tribe  that  still  practices  cannibalism. 

These  people  number  140,000  in  popula- 
tion and  live  between  the  Lulua  and  Kasai 
rivers  in  the  south  Kasai  province  adjacent 
to  Angola  in  an  area  about  100  miles  wide 
and  150  miles  long.  Infant  mortality  from  all 
causes  in  the  Basala  Mpasu  tribe  is  80  per 
cent.  Of  the  children  surviving  infancy,  no 
more  than  50  per  cent  reach  adulthood.  If 
they  reach  adulthood  their  prospect  of  living 
past  40  years  of  age  is  about  one  in  20. 

In  the  Congo  a doctor  sees  almost  every 
disease  of  the  temperate  climate  plus  almost 
all  the  tropical  diseases.  However,  among  the 
primitive  peoples  the  diseases  of  civilization 
often  have  not  arrived.  In  four  years  work- 
ing with  the  Basala  Mpasu  tribe  not  a single 
case  of  appendicitis  was  seen  nor  were  seen 
any  clinical  gallbladder  disease,  stomach  ul- 
cers, or  the  spastic  diseases  of  the  gastroin- 
testinal tract.  There  was  only  one  coronary 
case  and  that  was  in  a missionary. 

Tuberculosis  has  recently  been  introduced 
into  this  tribe.  No  individual  or  racial  im- 
munity is  present.  Tuberculosis,  untreated, 
runs  an  acute  course  and  usually  ends  fatally 
in  three  to  six  months. 

When  modern  medicine  and  public  health 
practices  are  brought  into  an  untamed  civili- 
zation, there  are  insurmountable  problems  of 
indifference,  ignorance,  tribal  taboos,  fears, 
superstition,  insolence,  and  witchcraft.  Dia- 
betes is  common  in  this  tribe  and  impossible 
to  control  because  of  tribal  taboos  which  pre- 
vent changing  the  diet. 


Malnutrition 

As  one  looks  into  a crowd  of  naked  and 
half-naked  Congolese  one  is  appalled  at  the 
poor  nutrition  of  the  people.  It  has  long  been 
recognized  that  much  of  the  African’s  sick- 
ness is  a direct  and  indirect  consequence  of 
malnutrition.  Ninety  per  cent  of  Africa’s 
200,000,000  black  people  are  in  some  phase 
of  starvation.  The  first  reason  for  this  is 
that  food  supplies  in  Africa  are  critically 
low.  Throughout  equatorial  Africa  the  four 
months  of  dry  season  are  called  “the  hungry 
season”.  Among  many  tribes  the  average  per- 
son loses  12  to  15  pounds  during  this  season. 
The  caloric  intake  is  far  below  the  minimum. 
The  Congo  is  included  in  what  is  called  the 
Carbohydrate  Belt  of  West  Africa.  In  this 
area  animal  protein  is  scarce.  What  does  the 
Congolese  eat?  Manioc  root  is  ground  into 
flour,  corn  may  be  mixed  with  the  manioc 
and  cooked  to  make  a mush,  and  greens  are 
cooked  in  palm  oil ; these  are  eaten  with  fried 
caterpillars,  flying  ants,  grasshoppers,  and 
various  other  insects  in  season.  The  Congo- 
lese eats  earth  in  order  to  satisfy  his  craving 
for  salt  and  other  minerals;  he  eats  forest 
plants,  berries,  roots,  and  mushrooms  which 
supply  calcium;  and  the  Basala  Mpasu  tribe 
has  an  addition  to  this  list — human  meat!  It 


Among  the  Basala  Mpasu,  sickness  starts 
with  or  before  birth  and  continues  until 
death.  The  author's  attempts  to  set  up 
modern  public  health  practices  were  handi- 
capped by  indifference,  ignorance,  tribal 
taboos,  fears,  superstitions,  insolence,  and 
witchcraft. 
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is  generally  felt  that  cannibalism  started  in 
antiquity  as  a result  of  meat  scarcity.  Now- 
adays, it  fills  a dual  need  for  food  and  for 
ceremonial  ritual. 

One  deficiency  disease  found  in  the  Carbo- 
hydrate Belt  is  called  kwashiorkor,  and  is 
caused  by  an  insufficient  intake  of  protein ; 
it  is  found  most  frequently  among  children. 
Babies  are  kept  on  the  breast  for  two  years 
with  occasional  supplementary  manioc  feed- 
ings. With  the  weaning  of  the  child,  carbo- 
hydrate feedings  are  continued.  Little  or  no 
protein  is  left  over  from  the  meal  for  the 
child  after  the  adults  have  finished.  The 
child  develops  a severe  anemia  and  edema; 
the  skin  and  hair  lose  their  black  color ; 
kinkiness  leaves  the  hair;  a potbelly  devel- 
ops; and  emaciation,  weakness,  and  finally 
death  follow.  Twenty  per  cent  of  the  children 
at  ages  of  two  to  three  years  die  of  this 
disease.  However,  the  disease  is  reversible  in 
its  early  stages  by  giving  high  protein  feed- 
ings. 

Malnutrition  is  partly  responsible  for  the 
African’s  short  span  of  life.  It  contributes 
to  increased  susceptibility  to  all  kinds  of  in- 
fection, and  likewise  it  is  one  of  the  princi- 
pal causes  of  the  stunted  growth  of  the  Af- 
rican. It  accounts  largely  for  his  mental 
lethargy. 

Sickness  is  Normal 

For  the  African,  sickness  is  the  rule.  It 
starts  with  or  before  birth  and  continues 
until  death,  and  he  is  lucky  if  he  is  not  sick 
with  at  least  four  to  six  diseases  at  once. 

The  diseases  seen  in  Africa  by  the  writer 
include  malaria  (Plasmodium  falciparum) , 
African  sleeping  sickness  or  trypanosomia- 
sis, schistosomiasis,  leprosy,  intestinal  in- 
festations, tuberculosis,  ankylostomiasis,  fi- 
lariasis,  mycosis  of  all  kinds,  yaws,  amebia- 
sis, bacillary  dysentery,  tropical  ulcers,  ve- 
nereal diseases,  plague,  typhus,  yellow  fever, 
and  smallpox.  There  are  probably  others. 

With  hardly  an  exception,  every  tropical 
disease  poses  a gigantic  public  health  prob- 
lem. 

Reservoir-Vector  Complex 

In  considering  the  epidemiolgy  of  all  trop- 
ical diseases  constant  factors  to  keep  in  mind 
are  the  natural  reservoir  for  the  disease  and 
the  natural  vector. 

The  reservoir-vector  complex  is  nothing 


new  to  public  health  workers  in  this  country,  i 
However,  in  the  tropics,  one  finds  the  reser-  j 
voir-vector  complex  in  some  diseases  is  fur- 
ther confused  by  intermediary  reservoirs  and 
vectors,  all  of  which  are  necessary  to  com- 
plete the  life  cycle  of  the  pathogenic  organ- 
ism or  to  complete  the  transfer  from  the 
natural  reservoir  to  man.  The  best  examples 
of  such  diseases  are  trypanosomiasis,  yellow 
fever,  and  schistosomiasis. 

The  definition  of  a reservoir  is  a place  in 
which  an  infectious  agent  lives,  multiplies,  i 
and  reproduces  itself  so  that  it  can  be  trans- 
mitted to  a susceptible  host.  The  greatest 
reservoir  for  diseases  of  man  is  man  him- 
self ; however,  animals,  plants,  soil,  and  in- 
animate organic  materials  are  others.  The 
infectious  agents,  bacteria,  viruses,  funguses, 
protozoans,  and  others,  depend  upon  the  res- 
ervoir for  their  survival.  So  without  the  res- 
ervoir, the  disease  would  disappear. 

Familiar  vectors  are  mosquitoes,  flies, 
ticks,  lice,  fleas,  and  insects  of  various  kinds. 
Certain  vectors  rank  higher  in  the  perpetua- 
tion of  disease  in  cases  in  which  part  of  the 
life  cycle  of  the  infective  agent  is  passed  in 
the  vector.  Such  vectors  transmit  infection 
by  inoculation  into  the  skin  through  punc- 
ture or  biting,  or  by  deposition  of  infected 
materials  from  the  alimentary  tract  close  to 
a bite  wound. 

In  the  tropics,  optimum  conditions  exist 
for  the  propagation  of  disease.  The  climate 
is  humid  and  warm,  rainfall  is  abundant  in 
its  season,  the  temperature  is  even,  sanita- 
tion is  nonexistent,  people  are  abundant  and 
starving,  animals  are  scarce,  but  the  arthro- 
pod population  is  overwhelming.  Mosquitoes, 
flies,  ticks,  and  insects  of  all  kinds  literally 
fill  the  air  and  ground. 

During  the  many  hundreds  and  even  thou- 
sands of  years  when  the  biologic  forces  were 
at  work  arranging  the  various  epidemiologic  1 
patterns  for  diseases,  there  must  have  been 
tremendous  transformations  of  the  micro- 
scopic world  to  make  the  adaptations  and  re- 
lationships of  disease  to  host  and  disease  to 
vector  that  have  been  discovered  today. 

Trypanosomiasis 

One  of  the  most  dreadful  of  the  African 
diseases  is  trypanosomiasis  or  African  sleep- 
ing sickness  caused  by  the  African  trypano- 
some of  which  three  separate  species,  name- 
ly, Trypanosoma  brucei,  T.  gambiense,  and 
T.  rhodesiense,  are  recognized. 

This  disease  is  prevalent  only  where  the 
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tsetse  fly  is  found.  There  are  two  varieties 
of  the  fly.  Each  of  the  two  varieties  of  tsetse 
has  adapted  itself  through  the  centuries  to  a 
certain  level  of  humidity,  to  certain  altitudes, 
and  to  certain  temperatures.  In  the  Congo 
the  fly  called  Glossina  palpalis  is  found,  and 
it  is  the  vector  for  only  the  T.  gambiense, 
which  untreated,  runs  its  course  in  about  four 
years.  This  fly  is  found  only  in  the  vicinity 
of  water,  along  rivers,  around  lakes,  and  near 
marsh  country.  It  lays  its  eggs  in  damp  soil 
in  shaded  places  and  is  found  closely  associ- 
ated with  man.  For  this  variety  of  trypano- 
some, man  is  the  reservoir.  However,  many 
of  the  morphologic  changes  in  the  cycle  take 
place  in  the  fly. 

In  Rhodesia,  the  vector  for  this  disease  is 
called  G.  morsitans  and  it  transmits  only  T. 
rhodesiense,  which  untreated,  runs  its  course 
in  one  year.  The  habits  of  this  fly  are  dif- 
ferent from  those  of  its  sister  in  the  central 
Congo.  G.  morsitans  live  in  open  country  and 
lay  eggs  in  dry  friable  soil  under  rocks.  Both 
man  and  hoofed  animal  are  the  reservoirs. 

There  is  a third  trypanosome,  called  T. 
brucei.  It  is  transmitted  by  G.  morsitans.  T. 
brucei  is  found  in  animals  only  and  causes  a 
disease  called  nagana  in  horses,  cattle,  and 
wild  game.  It  is  now  widely  held  that  before 
man  inhabited  central  Africa  the  original 
trypanosome  was  the  brucei  type  and  the 
reservoir  for  the  disease  from  the  beginning 
has  been  animals,  chiefly  antelope  and  other 
ungulates. 

The  three  trypanosomes,  gambiense,  rho- 
desiense and  brucei  are  morphologically  sim- 
ilar. However,  the  rhodesiense  appears  to  be 
more  like  brucei ; whereas,  gambiense  and 
rhodesiense  are  almost  indistinguishable. 

Investigators  feel  that,  as  central  Africa 
became  populated  with  human  beings  not  too 
many  centuries  ago,  the  first  variant  of  bru- 
cei to  adapt  itself  to  infection  of  man  was  the 
rhodesiense.  This  belief  is  supported  by  the 
facts  that  the  rhodesiense  has  the  same  vec- 
tor as  brucei,  the  principal  reservoir  of  rho- 
desiense is  also  the  hoofed  animals,  and  there 
is  much  similarity  in  morphology  of  the 
two.  As  the  Congo  River  basin,  which  takes 
in  all  of  central  Africa,  became  populated  by 
migrations  of  Negroes  from  the  north,  east, 
and  southeast,  another  trypanosome  variant 
developed.  This  has  come  to  be  known  as  the 
gambiense.  Its  only  reservoir  is  man. 

When  the  reservoir  and  the  vector  for  a 
disease  are  known,  the  principles  of  control 
are  logical.  In  the  case  of  T.  gambiense,  the 
control  measures  are  these: 


1.  The  reservoir  must  be  separated  from 
the  vector.  This  involves  the  moving  of  whole 
villages  from  three  to  five  miles  away  from 
rivers,  streams,  lakes,  and  marshes  where 
the  tsetse  fly  lives,  breeds,  and  seldom  leaves. 

2.  A systematic  examination  of  all  people 
in  the  villages  is  made  to  determine  those  in- 
fected so  that  they  may  be  placed  under 
treatment.  This  procedure  eliminates  the  in- 
fected reservoir. 

3.  In  tropical  Africa  very  little  can  be 
done  to  control  the  tsetse  fly.  Because  of  the 
vastness  of  the  country  and  the  innumerable 
streams  and  marshes,  it  would  be  a hercu- 
lean task  to  exterminate  the  vector.  The  over- 
all measures,  therefore,  consist  in  breaking 
the  connection  between  reservoir  and  vector 
without  the  destruction  of  either. 

Thirty  years  ago,  over  50  per  cent  of  the 
tsetse  flies  in  some  parts  of  the  Congo  were 
infected.  The  last  infected-fly  determination 
was  in  the  province  of  the  Kasai  in  April, 
1960.  At  that  time  less  than  1 per  cent  of 
the  tsetses  were  infected  and  during  his  last 
year  in  the  Kasai,  the  writer  did  not  see  any 
new  cases  of  African  sleeping  sickness. 

Smallpox 

The  principal  endemic  areas  for  smallpox 
today  are  in  tropical  Asia,  tropical  South 
America,  and  tropical  Africa.  These  areas 
embody  the  principal  underdeveloped  coun- 
tries in  the  world. 

In  the  Congo  during  the  past  30  years,  the 
Belgian  government  accomplished  a huge  job 
in  vaccinating  the  population  against  small- 
pox, yet  in  spite  of  this  mass  preventative 
program,  epidemics  occur  every  two  to  three 
years. 

The  smallpox  seen  in  the  Congo  is  the  hem- 
orrhagic type  which  is  fatal  in  50  to  75  per 
cent  of  cases. 

The  writer  participated  in  the  manage- 
ment of  two  smallpox  epidemics  involving 
the  tribe  with  which  he  worked.  With  the 
outbreak  of  each  epidemic,  the  territory  was 
placed  under  quarantine.  The  territorial  ad- 
ministrator blocked  all  roads  in  the  area  with 
a military  guard,  all  ferries  over  rivers  were 
stopped,  and  every  effort  was  made  to  con- 
tain the  population  in  its  area.  Only  relative 
isolation  could  be  carried  out  in  the  villages. 

Teams  of  trained  African  medical  assist- 
ants were  sent  throughout  the  territory  to 
vaccinate  people  in  village  after  village.  Vac- 
cine was  brought  in  by  air  from  the  Pasteur 
Institute  in  Paris.  Any  type  of  control  meas- 
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ure  is  made  with  difficulty  in  a pagan  so- 
ciety. There  were  many  villages  in  this  tribal 
area  that  the  medical  assistants  of  other 
tribes  dared  not  enter  for  fear  of  overt  acts 
of  cannibalism.  In  these  instances,  the  mis- 
sionary medical  personnel  did  the  work. 

In  spite  of  the  high  percentage  of  Congo- 
lese that  have  been  vaccinated  against  small- 
pox, epidemics  continue  to  flare  up.  Tribal 
taboos  against  vaccination  are  among  the 
reasons  for  this.  Also,  on  the  day  of  vacci- 
nation, many  people  escape  to  the  forest, 
even  against  wishes  of  village  elders  and 
tribal  chiefs.  Absolute  quarantine  is  impos- 
sible; people  escape  by  way  of  forest  paths 
that  are  known  to  only  the  local  people.  The 
native  technicians  sometimes  become  sloppy 
in  their  vaccination  technique,  and  the  vac- 
cine itself  is  occasionally  out-of-date  or  poor- 
ly refrigerated. 

Yellow  Fever 

Yellow  fever  continues  to  be  a problem  in 
the  Congo.  Although  it  is  not  widespread, 
there  still  are  small  foci  from  which  a few 
cases  emerge  periodically.  The  principal  res- 
ervoir of  the  virus  appears  to  be  the  monkey 
population.  A few  days  before  the  appear- 
ance of  a case  of  yellow  fever  in  a village, 
there  is  usually  a small  die  off  of  monkeys 
in  a nearby  forest. 

Monkeys  are  found  in  the  tops  of  tall  trees 
and  usually  travel  in  families  or  colonies.  In 
the  tops  of  trees  lives  a species  of  mosquito 
called  Aedes  africanus.  It  transmits  the  virus 
of  yellow  fever  from  monkey  to  monkey. 

When  colonies  of  arboreal  monkeys  raid 
the  plantations  of  neighboring  Africans  for 
food,  they  come  in  contact  with  another  mos- 
quito, a resident  of  palm  and  banana  trees, 
called  A.  simpsoni.  This  latter  mosquito  bites 
the  infected  monkeys  and  becomes  infected 
itself  by  the  virus  in  the  blood  meal.  As  the 
African  works  in  his  plantation  he  in  turn  is 
bitten  by  A.  simpsoni  which  inoculates  the 
virus.  In  three  to  six  days  the  African  be- 
comes ill  at  his  home  in  the  village.  The  mos- 
quito most  commonly  found  around  the  Afri- 
can village  and,  indeed,  one  that  is  found 
only  in  close  association  with  man  is  the  A. 
aegypti.  The  sick  African  provides  the  blood 
meal  contaminated  with  the  virus  for  the  A. 
aegypti.  This  infected  mosquito  in  turn  bites 
many  other  villagers  during  the  day,  thus 
transmitting  the  virus  from  person  to  per- 


son. The  A.  aegypti  is  the  best  known  vector 
for  yellow  fever. 

Even  with  the  reservoirs,  vectors,  and 
methods  of  transmission  known,  epidemio- 
logic control  continues  to  be  difficult  in  a 
primitive  society. 

Mass  inoculation  of  the  population  is  the 
only  practical  answer  to  the  jungle  yellow 
fever  problem.  Immunity  from  a single  inoc- 
ulation of  yellow  fever  vaccine  usually  lasts 
from  four  to  six  years. 

In  and  around  villages  all  collections  and 
pooling  of  water  should  be  eliminated  to  pre- 
vent the  breeding  of  A.  aegypti  mosquitoes. 
Measures  to  exterminate  the  mosquito  in  the 
forest  are  ineffective. 

The  education  of  the  native  in  sanitation 
is  likewise  ineffective. 

The  control  of  international  air  travel  is 
exceedingly  important.  Breeding  places 
around  airports  should  be  eliminated.  Air- 
planes should  be  effectively  sprayed  immedi- 
ately before  departure  from  a tropical  area. 

Summary  and  Conclusion 

The  diseases  that  have  been  discussed  rep- 
resent three  different  and  distinct  epidemio- 
logic approaches.  For  each  disease,  it  was 
necessary  to  know  the  reservoir,  the  vector, 
and  the  host  in  order  to  bring  about  the 
needed  controls. 

Although  trypanosomiasis,  smallpox,  and 
yellow  fever  have  not  been  eradicated  in  the 
Congo,  these  diseases  are  definitely  under 
control.  However,  public  health  workers 
should  not  be  complacent.  Many  new  nations 
have  received  their  independence  in  central 
Africa.  The  play  of  power  politics  is  already 
inhibiting  progressive  public  health  prac- 
tices instituted  by  Belgium,  France,  and 
Great  Britain  through  their  colonial  admin- 
istrations. With  the  lowering  of  the  control 
barriers,  the  dreaded  pestilences  will  again 
wreak  death  throughout  central  Africa. 

♦ Dr.  Dickerson,  Communicable  Disease  Division, 
Texas  State  Department  of  Health,  Austin. 
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Acute  Viral  Hepatitis 

Evaluation  and  Treatment 


ROBERT  S.  NELSON,  M.D. 


\J  IRAL  HEPATITIS  is  statistically  on  the 

V increase.  While  an  actual  rise  in  the  num- 
ber of  cases  of  this  disease  undoubtedly  has 
occurred,  the  reporting  of  some  new  cases  is 
the  result  of  increased  awareness  of  hepatitis 
and  its  more  frequent  diagnosis.  Since  there 
is  as  yet  no  reliable  serologic  test,  the  diag- 
nosis must  be  made  by  a combination  of 
clinical,  laboratory,  and  sometimes  patholog- 
ic evaluations.  Although  hepatitis  is  increas- 
ing, the  individual  physician  may  seldom  see 
a case  and  the  disease  may  be  confused  with 
a number  of  other  conditions.  Viral  hepa- 
! titis  usually  follows  a fairly  stereotyped 
course,  but  there  are  exceptions.  The  unusual 
clinical  cases  may  cause  considerable  frustra- 
tion and  confusion  in  evaluation  and  treat- 
ment. 

The  more  pertinent  details  given  on  the 
present  status  of  the  evaluation  and  treat- 
ment of  acute  viral  hepatitis  are  based  on 
clinical  experience  and  observation. 

Evaluation 

In  a typical  case  in  a young  adult,  the  clin- 
ical history  is  clear-cut.  Even  in  older  indi- 
viduals the  story  of  the  fever,  abdominal  pain 
or  upset,  dark  urine,  and  light  stools,  fol- 
lowed by  jaundice,  may  be  characteristic.  In 
the  older  group,  the  law  of  averages  decrees 
that  there  will  be  an  increased  incidence  of 
obstructive  jaundice  or  chronic  liver  disease, 
but  in  the  early  stages  of  these  illnesses  the 
nausea,  anorexia,  and  abhorrence  for  all 
foods — symptoms  of  hepatitis — are  seldom  so 
striking.  On  the  physical  side,  diagnosis  is 
aided  by  the  enlarged,  smooth,  tender,  and 
sharp-edged  liver  as  compared  with  the 


small,  nodular  liver  of  cirrhosis;  the  large, 
nodular  organ  of  primary  or  secondary  neo- 
plasia; and  the  palpable,  enlarged  gallblad- 
der common  to  carcinoma  of  the  pancreas  or 
ampulla  of  Vater.  Secondary  stigma  of  cir- 
rhosis and  weight  loss  of  neoplasia  are  con- 
spicuously absent.  In  some  cases,  all  symp- 
toms and  signs  may  be  present  without  jaun- 
dice. The  early  diagnosis  usually  is  missed  in 
such  patients,  although  anicteric  hepatitis  is 
common,  especially  during  epidemics.  A 
strong  suspicion  of  viral  hepatitis  may  be 
entertained  from  the  history  and  physical 
examination  alone  in  the  majority  of  cases. 

The  suspicion  must  be  confirmed  by  a bat- 
tery of  laboratory  tests  in  every  case.  In  re- 
cent years,  definite  elevation  of  the  serum 
oxaloacetic  and  pyruvic  transaminases  has 
been  shown  to  occur  in  almost  all  cases  of 
acute  viral  hepatitis.3  When  these  values  are 
extremely  elevated  in  a patient  who  has  the 
clinical  picture  of  hepatitis,  they  may  be 
valuable  in  confirming  the  diagnosis.  Border- 
line or  equivocal  values  may  be  misleading  in 
any  case  of  jaundice.  The  diagnosis  of  hepa- 
titis sometimes  is  made  in  obvious  obstruc- 
tive jaundice  with  a borderline  rise  of  trans- 
aminase, and  conversely,  metastatic  carci- 
noma may  be  diagnosed  in  patients  with 
treated  neoplasia,  typical  hepatitis  history 
and  findings,  and  moderate  elevation  of  these 
enzymes.  Such  misdiagnoses  in  the  face  of 
clinical  contradictions  appear  to  mean  that 


Diagnosis  of  viral  hepatitis,  which 
often  is  difficult,  is  discussed  along 
with  methods  of  treatment  in  both 
young  and  old. 
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too  much  reliance  is  being  placed  on  the 
transaminases  (Fig.  1). 


( SB  = SERUM  BILIRUBIN  — T T = THYMOL  TURBIDITY) 


Fig.  1.  The  chart  shows  the  course  of  laboratory  tests  in 
a 72  year  old  white  woman  who  had  had  resection  for 
carcinoma  of  colon  without  evidence  of  metastases.  Note 
the  equivocal  elevation  of  transaminases  at  the  time  of  the 
first  liver  biopsy,  which  showed  typical  changes  of  viral 
hepatitis.  History  and  physical  findings  were  also  strongly 
indicative  of  hepatitis.  Steroid  therapy  was  associated 
with  a rapid  drop  in  the  transaminase  level,  although 
bromsulphalein  retention  still  was  elevated. 

In  hepatitis,  as  in  all  other  types  of  liver 
disease,  a battery  of  tests  must  be  run  for 
proper  evaluation. 11  No  one  test  assesses  liver 
function,  but  experienced  use  of  the  usual 
tests  of  serum  bilirubin,  alkaline  phospha- 
tase, serum  proteins,  thymol  turbidity,  ceph- 
alin  flocculation,  and  bromsulphalein  reten- 
tion is  adequate  for  most  patients.  This  in- 
cludes observation  of  the  patient  for  several 
weeks  and  repetition  of  the  tests  in  most 
questionable  cases.  Many  exotic  challenges 
to  the  liver  have  been  devised,  such  as  the 
recently  advocated  use  of  I131  tagged  rose 
bengal.  Some  of  these  may  be  useful  if  added 
to  the  usual  battery  of  tests.  A number  of 
blood  enzymes  presently  are  being  studied 
in  connection  with  liver  injury,  with  incon- 
clusive results  in  most  instances.  So  far, 
there  is  no  single  magic  screening  device  for 
the  differential  diagnosis  of  jaundice  or  the 
confirmation  of  acute  viral  hepatitis.  Recent 
successful  culture  of  human  hepatotoxic  vir- 
uses may  eventually  result  in  adequate  sero- 
logic aids.3 

The  changes  in  the  laboratory  tests  in  this 
disease  are  those  which  accompany  any  case 
of  acute  hepatocellular  damage,  with  in- 
creased cephalin  flocculation,  thymol  turbid- 
ity, and  usually  serum  bilirubin.  Serum  pro- 


teins are  seldom  changed,  except  for  occa- 
sional increases  in  globulins.  The  blood  smear 
may  show  many  atypical  lymphocytes  early, 
with  leukopenia,  making  differential  diag- 
nosis between  this  disease  and  infectious 
mononucleosis  difficult.  Alkaline  phospha- 
tase is  elevated  only  moderately  in  most  in- 
stances, except  when  there  is  a strong  com- 
ponent of  intrahepatic  cholestasis. 

Cholestatic  hepatitis,  usually  associated 
with  hepatotoxic  drugs,  may  be  extremely 
difficult  to  differentiate  from  viral  hepatitis 
with  or  without  the  use  of  liver  biopsy.  In 
most  cases  of  drug  hepatitis,  necrosis  is  not 
a prominent  finding ; conspicuous  exceptions 
are  those  caused  by  iproniazid  or  carbon  tet- 
rachloride. A rising  incidence  of  drug  hepa- 
titis, usually  with  a picture  of  intrahepatic 
cholestasis,  has  added  to  the  confusion  in 
diagnosis. 

Liver  biopsy  has  afforded  a most  reliable 
means  of  confirming  the  diagnosis  in  most 
cases  of  acute  viral  hepatitis.4  The  procedure 
is  safe  in  uncomplicated  hepatitis,  and  the 
histologic  picture  is  characteristic.  It  is  es- 
pecially valuable  in  hepatitis  occurring  in 
cancer  patients,  in  patients  suspected  of  hav- 
ing cirrhosis  but  with  puzzling  clinical  fea- 
tures, and  in  the  presence  of  essential  hyper- 
bilirubinemias, which  are  not  rare.  Biopsy 
may  also  be  of  value  in  diagnosing  purely 
obstructive  jaundice  in  the  early  stages.  The 
typical  histologic  picture  of  viral  hepatitis 
obtained  on  liver  biopsy,  when  one  or  two 
of  the  laboratory  or  clinical  findings  are 
questionable,  is  a decisive  factor. 

When  all  means  of  diagnosis  fail  to  erase 
doubt,  observation  of  the  patient  is  to  be 
recommended  with  weekly  batteries  of  liver 
tests.  Acute  viral  hepatitis  follows  a char- 
acteristic course  in  most  instances,  sharply 
defined  by  the  serum  bilirubin  and  clinical 
symptoms  of  the  patient.  If  the  course  is 
atypical,  other  diagnoses  should  be  consid- 
ered within  two  to  three  weeks.  Trial  of  ster- 
oid therapy  has  been  recommended  in  diag- 
nosis because  of  its  rapid  reduction  of  serum 
bilirubin  levels  in  hepatitis  and  not  in  ob- 
structive jaundice,  but  the  author  prefers  to 
use  these  agents  for  therapy  only,  since  they 
have  their  disadvantages. 


Treatment 

There  is  little  new  in  the  therapy  of  viral 
hepatitis,  but  there  are  great  variations  in 
the  manner  in  which  the  existing  methods 
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are  carried  out.  Since  there  is  no  specific 
antiviral  agent,  diet  and  rest  are  the  princi- 
pal means  by  which  the  patient  is  assisted  in 
overcoming  the  infection.  While  gamma  glob- 
ulin gives  whole  or  partial  passive  immunity 
to  infectious  hepatitis  virus  in  most  cases, 
and  is  therefore  useful  in  epidemics,  it  has 
no  value  as  a therapeutic  agent.2  Its  wide- 
spread use  for  all  possible  contacts  of  each 
isolated  case  of  hepatitis  frequently  is  over- 
done and  expensive,  especially  where  good 
| sanitary  facilities  are  available.  There  have 
been  instances  in  which  gamma  globulin  ap- 
parently was  used  with  therapeusis  in  mind. 

: It  is  especially  dangerous  simply  to  vaccinate 
everyone  within  range  and  then  to  feel  se- 
cure, because  some  of  those  vaccinated  might 
already  have  contracted  the  disease  and  be 
overlooked  later.  This  is  especially  true  since 
| gamma  globulin10  may  only  modify  the  dis- 
i ease,  producing  anicteric  hepatitis.2 

During  the  acute  phase,  when  the  patient 
is  most  miserable  with  anorexia,  nausea, 
li  weakness,  and  rising  serum  bilirubin,  he  is 
best  treated  in  a hospital.  When  the  peak  is 
past  and  all  signs,  symptoms,  and  laboratory 
tests  are  improving,  he  may  go  home  to  con- 
valesce, provided  he  can  be  relied  upon  to 
carry  out  the  therapeutic  regimen.  During 
the  acute  phase,  hepatitis  patients  should  be 
checked  daily,  since  massive  necrosis  and 
coma  may  develop  without  warning,  although 
the  incidence  of  this  complication  admittedly 
is  rare.  The  occurrence  of  disturbed  sensor- 
ium,  rapidly  shrinking  liver,  and  coma  de- 
notes an  acute  emergency,  for  in  the  major- 
ity of  cases  such  complications  are  fatal. 

Strict  bed  rest  is  unnecessary,  and  bath- 
room privileges  are  allowed,  provided  a pri- 
vate toilet  is  near  and  the  patient  is  not  too 
weak  to  get  up.  Some  studies  have  indicated 
that  younger  individuals  may  be  allowed 
some  exercise,  if  they  wish,  during  convales- 
cence without  harmful  effects,  but  it  is 
doubtful  that  older  patients  should  be  al- 
lowed more  than  bathroom  privileges  until 
the  serum  bilirubin  is  1.5  mg.  per  100  ml.  or 
lower,  and  the  bromsulphalein  retention  10 
per  cent  or  less.  The  author  and  his  co- 
workers used  these  two  values  as  guides  even 
in  young  individuals.  When  this  point  is 
reached,  slowly  increasing  ambulation  and 
exercise  are  prescribed  on  a planned  basis. 
The  clinical  condition  of  the  patient  and  con- 
tinued improvement  of  laboratory  tests  on 
a weekly  basis  are  then  used  as  a guide  for 
graduated  exercise  and,  finally,  full  activity. 
If  an  unfavorable  change  occurs  in  one  lab- 


oratory test,  however,  it  is  not  the  signal  for 
strict  bed  rest  again.  The  patient  may  be 
halted  at  his  present  point  of  improvement, 
and  tested  again  within  a week.  This  is  espe- 
cially true  if  his  general  condition  remains 
the  same.  In  the  service,  the  author  saw  hale 
and  hearty  soldiers,  convalescing  from  hepa- 
titis, kept  on  a hospital  ward  because  their 
cephalin  flocculation  tests  were  4 plus.  More 
recently,  patients  have  been  put  back  to  bed 
when  the  serum  transaminase  showed  a mild 
elevation.  The  most  reliable  test  at  this  stage 
is  the  bromsulphalein  retention.  In  most 
cases  in  which  this  test  is  within  normal 
limits,  other  tests  are  also  normal.  If  not, 
however,  and  if  the  patient  appears  normal 
clinically,  no  other  single  laboratory  determi- 
nation should  delay  convalescence.8 

The  diet  in  hepatitis  is  high  protein  and 
high  carbohydrate  without  any  special  fat  re- 
striction. Most  patients  tolerate  fat  well  and 
need  the  calories,  although  oily  foods  may  be 
disagreeable  during  the  acute  phase.  When 
the  patient  is  unable  to  tolerate  any  food, 
intravenous  glucose,  10  per  cent  in  distilled 
water,  2,000  cc.  daily,  should  be  given  until 
this  phase  is  over.  Choline,  methionine,  and 
vitamin  Bi2  are  of  no  value. 

Steroids  may  be  useful  in  the  treatment  of 
viral  hepatitis,  but  their  routine  employment 
is  to  be  condemned.  In  some  manner  these 
agents  enable  the  liver  to  improve  its  func- 
tion despite  damage  inflicted  by  the  virus. 
There  is  a sharp  drop  in  serum  bilirubin,  im- 
proved appetite,  and  a sense  of  well-being. 
In  controlled  series,  however,  there  was  no 
appreciable  change  in  the  duration  of  the 
disease  when  cases  of  similar  severity  were 
compared.1  If  used,  the  agent  chosen  must 
be  continued  for  three  to  four  weeks,  in  slow- 
ly decreasing  dosage.  At  some  phase  in  con- 
valescence, 20  per  cent  of  patients  treated 
with  steroids  suffer  relapse  and  must  be  re- 
treated. While  this  apparently  causes  no 
harm,  it  appears  unnecessary  in  the  usual 
mild  to  moderate  cases. 

The  author  and  his  co-workers  have  em- 
ployed the  following  strict  criteria  for  using 
steroids  in  treating  younger  individuals:7  a 
rising  serum  bilirubin  of  1.5  mg.  per  100  cc. 
or  higher,  inability  to  control  nausea  and 
vomiting  with  intravenous  glucose  over  a 
period  of  two  to  three  days,  and  evidence  of 
disturbed  sensorium,  rapidly  shrinking  liver, 
or  coma.  Experience  with  the  older  age 
group,  especially  elderly  women,  has  made 
us  considerably  more  lenient  in  our  criteria. 
Frequently,  however,  this  type  of  patient  will 
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be  desperately  ill  upon  admission,  and  gen- 
eral evaluation  prompts  the  use  of  steroid 
therapy  as  soon  as  the  diagnosis  can  be  con- 
firmed. In  the  younger  group,  steroids  are 
seldom  necessary  and  should  not  be  used  as 
a convenience  for  the  patient,  especially  since 
rapid  improvement  of  symptoms  may  lead 
him  to  doubt  the  seriousness  of  the  illness 
and  to  cooperate  poorly  in  his  own  treatment. 
The  undesirable  effects  of  unnecessary  ster- 
oid therapy  are  well  known,  and  there  is  no 
proof  that  chronic  hepatitis  is  prevented  by 
their  use. 

In  the  occasional  case  of  persistent  hepa- 
titis which  has  not  yet  reached  the  chronic 
stage,  a course  of  steroids  may  be  valuable  in 
reversing  evidence  of  inflammation  noted  in 
the  biopsy  specimen  and  abnormal  function 
tests.  They  may  also  allow  earlier  ambulation 
of  such  patients. 

Massive  steroid  therapy  should  be  admin- 
istered as  early  as  possible  in  all  cases  of 
coma.3'  7 Dosages  should  start  with  the  equiv- 
alent of  1 Gm.  of  cortisone  daily,  and  con- 
tinue in  slowly  decreasing  amounts  over  a 
period  of  four  weeks.  The  patient  should  be 
catheterized,  placed  on  antibiotic  therapy, 
and  nutrition  should  be  maintained  with  in- 
travenous glucose.  Although  perhaps  of  val- 
ue in  cirrhotic  coma  following  gastrointesti- 
nal hemorrhage,  purges,  enemas,  and  anti- 
biotics intended  to  sterilize  the  gastrointesti- 
nal tract  are  not  indicated  in  viral  hepatitis. 
If  the  patient  survives,  he  may  recover  com- 
pletely, which  is  never  the  case  in  coma  sec- 
ondary to  chronic  liver  disease.  Thus,  coma 
in  hepatitis  is  a medical  emergency,  and  vig- 
orous measures  may  be  rewarding.  Of  seven 
cases  thus  treated  in  the  author’s  experience, 
three  have  survived,  and  at  least  two  of  those 


who  died  were  started  on  therapy  at  a very 
late  stage. 


Summary 

1.  Although  viral  hepatitis  is  statistically 
on  the  increase,  the  individual  physician  usu- 
ally sees  only  an  occasional  case.  Atypical 
courses  may  present  a confusing  picture,  es- 
pecially in  the  older  age  group  of  individuals 
who  are  more  prone  to  develop  obstructive 
jaundice  or  chronic  liver  damage. 

2.  The  diagnosis  of  hepatitis  is  a clinical 
one,  based  on  history,  physical  findings,  a 
battery  of  liver  tests,  and  if  necessary  a liver 
biopsy  or  observation  for  two  to  three  weeks. 
Undue  reliance  on  any  one  test,  such  as  the 
serum  glutamic  oxaloacetic  or  pyruvic  trans- 
aminase, may  lead  to  diagnostic  errors.  There 
is  no  specific  diagnostic  test  at  present  for 
hepatitis. 

3.  Therapy  consists  of  diet  and  rest,  with 
the  occasional  use  of  steroids  governed  by 
fairly  strict  criteria.  Bed  rest  can  be  over- 
done, especially  in  the  convalescent  phase 
when  all  signs  point  to  improvement,  but  one 
or  two  laboratory  tests  remain  moderately 
normal.  Steroids  should  not  be  employed  rou- 
tinely, but  may  be  used  more  often  in  older 
patients  who  are  debilitated  or  have  other 
serious  disease. 
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Splenic  Rupture 
In  Infectious  Mononucleosis 


T.  T.  WALTON,  JR.,  M.D. 


SPLENIC  RUPTURE  is  a relatively  rare 
complication  of  infectious  mononucleosis. 
When  it  does  occur,  early  diagnosis  is  of 
paramount  importance.  Splenic  rupture  is  re- 
ported as  the  most  common  cause  of  death  in 
mononucleosis,  and  may  be  caused  by  rela- 
tively minor  trauma.  Three  cases  in  college 
students  are  reported. 


Case  Reports 

Case  1. — This  20  year  old  student  was  hit  in  the 
left  side  while  playing  football.  Shortly  afterwards 
he  became  progressively  weaker,  and  abdominal  pain 
persisted.  There  was  dryness  of  the  mouth.  When 
seen  at  the  hospital,  he  was  pale  and  had  a rapid 
pulse  rate  and  blood  pressure  of  80/40. 

Dullness  to  percussion  and  tenderness  were  noted 
in  the  left  upper  quadrant.  A splenectomy  was  per- 
formed. The  abdomen  was  filled  with  blood  and  an 
enlarged  spleen  was  fractured  on  its  lateral  surface. 
Later,  the  patient  reported  that  he  had  had  a feel- 
ing of  “tiredness”  for  several  weeks  and  that  he 
thought  he  had  had  a slight  amount  of  fever.  A dif- 
ferential smear  showed  60  per  cent  lymphocytes;  a 
heterophil  agglutination  ratio  was  1:224.  Other 
laboratory  studies  were  normal. 

His  recovery  was  satisfactory  and  uneventful. 

Case  2. — This  20  year  old  college  student  devel- 
oped a sudden  abdominal  pain  and  collapsed  while 
studying  for  an  exam.  The  only  abnormality  that  he 
had  noted  before  admission  to  the  hospital  was  a 
persistent,  low  grade  sore  throat.  Shortly  after  be- 
ing admitted,  he  developed  intermittent  fever  rang- 
ing from  normal  to  102  F.  He  continued  on  a pro- 
gressive downhill  course  with  shock.  Abdominal  ex- 
ploration showed  a spleen  six  to  eight  times  normal 
size  with  gross  hemorrhage  from  the  pulp.  A splen- 
ectomy was  performed. 

Laboratory  studies  showed  febrile  agglutination 
and  malaria  smear  tests  to  be  negative.  Hemoglobin 
count  dropped  as  low  as  9.9  Gm.  per  100  cc.  Flat 
and  upright  studies  of  the  abdomen  showed  a sug- 


gestive mass  in  the  left  side.  Heterophil  agglutina- 
tion test  was  positive  at  1:112. 

The  patient’s  recovery  following  splenectomy  was 
uneventful. 

Case  3. — A 19  year  old  student  received  a blow  in 
the  pit  of  his  stomach  while  playing  football.  This 
was  followed  by  severe  abdominal  pain  and  per- 
sistent, progressive  weakness.  For  several  days  pre- 
ceding this  blow,  the  youth  had  had  a sore  throat 
and  tired  feeling. 

Physical  examination  showed  that  the  patient, 
in  acute  distress,  had  a blood  pressure  of  90/50  and 
a generalized  abdominal  tenderness  and  rigidity. 
Exploratory  laparotomy  revealed  an  enlarged  rup- 
tured spleen  which  was  removed.  Laboratory  studies 
were  within  normal  limits  except  for  a heterophil 
agglutination  of  1:448.  Following  surgery,  the  pa- 
tient’s recovery  was  uneventful. 

Discussion 

All  three  cases  of  infectious  mononucleo- 
sis here  reported  were  undiagnosed  before 
surgery.  This  diagnosis  of  infectious  mono- 
nucleosis was  made  in  each  case  by  virtue  of 
the  enlarged  spleen  found  at  operation.  Be- 
cause of  the  frequency  of  infectious  mononu- 
cleosis in  a college  population,  splenic  rup- 
ture may  be  considered  in  diagnosis  of  any 
patient  in  this  group  who  has  abdominal  pain 


Because  of  the  frequency  of  infectious  mono- 
nucleosis in  a college  population,  rupture  of 
the  spleen  should  be  considered  in  any  patient 
in  this  group  who  has  abdominal  pain  and 
rapidly  progressive  shock  for  which  there  is  no 
obvious  cause. 
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and  rapidly  progressive  shock  for  which 
there  is  no  obvious  cause. 

Other  important  physical  findings  which 
may  be  helpful  in  making  a diagnosis  of 
mononucleosis  are  pain  in  the  left  shoulder, 
especially  when  lying  down  and  when  there  is 
a pulse  rate  of  over  100.  The  pain  may  be 
caused  to  radiate  to  the  left  shoulder  by  rais- 
ing the  foot  of  the  bed  for  10  to  20  minutes.3 

Since  rupture  of  the  spleen  usually  occurs 
within  the  first  three  weeks  of  illness,  if  the 
onset  of  mononucleosis  can  be  determined, 
activity  can  be  safely  increased  after  four 
weeks.  In  addition  to  splenic  rupture,  ab- 
dominal pain  in  infectious  mononucleosis  can 
be  due  to  lymph  node  enlargement  and  hy- 
perplasia. Pancreatitis  also  has  been  report- 
ed with  this  disease.  It  also  can  simulate 
acute  appendicitis  with  pain  over  McBur- 
ney’s  point. 

*The  author  wishes  to  express  appreciation  for 
the  help  of  Mrs.  Ann  C.  Maddox,  A.R.T.,  medical 
record  librarian,  St.  Joseph  Hospital,  Bryan,  in 
preparation  of  this  manuscript. 


In  all  such  cases,  early  diagnosis  is  impor- 
tant since  this  first  symptom  of  splenic  rup- 
ture may  be  followed  by  death  in  20  minutes. 
The  spleen  can  be  ruptured  with  such  rela- 
tive ease  that  vigorous  palpation  should  be 
omitted,  and  some  authorities  even  have  ad- 
vocated omission  of  palpation  altogether. 


Summary  and  Conclusion 

Three  cases  of  splenic  rupture  with  infec- 
tious mononucleosis  are  presented,  emphasiz- 
ing the  importance  of  considering  this  rare, 
but  serious  complication.  In  college  students, 
who  often  indulge  in  spirited  athletics  and 
who  have  a higher  incidence  of  infectious 
mononucleosis,  it  is  particularly  important 
to  consider  this  diagnosis  when  patients  have 
abdominal  pain  and  rapidly  progressing 
shock.  Atypical  respiratory  symptoms  are  a 
clue  to  diagnosis  in  some  cases. 
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Government  Defense  Spending 
Topped  by  National  Bill  for  Alcoholism 

“Alcoholism  costs  the  nation  more  than  the  entire  budget  for  the  Defense 
Department,”  an  expert  on  the  disease  has  stated. 

Dr.  Winton  H.  Beaven,  associate  director  of  the  National  Committee  for  the 
Prevention  of  Alcoholism,  said  the  nation’s  alcoholism  bill  probably  runs  a good 
$50,000,000,000  a year.  Currently,  we  are  spending  about  $49,000,000,000  on 
defense,  he  said. 

Dr.  Beaven  supported  his  statement  by  noting  that  some  of  the  primary  costs 
include  absenteeism,  accidents  in  industry,  traffic  accidents,  the  jailing  of  alco- 
holics, and  the  support  of  their  families.  “I  admit  my  statement  is  a ‘guessti- 
mate’,” he  said,  “but  I’ll  be  happy  to  back  it  up.” 
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THE  FIRST  description  of  the  technique 
and  value  of  scalene  lymph  node  biopsy 
was  by  A.  C.  Daniels  in  1949.  Since  that  time 
much  has  been  written,  mostly  based  on  clin- 
ical studies  but  partly  based  on  post-mortem 
examinations.  The  general  criticism  of  many 
of  the  earlier  papers  is  that  rarely  is  a defi- 
nite statement  made  as  to  whether  the  nodes 
were  palpable  or  not.  It  is  obvious  that, 
should  the  procedure  be  reserved  for  patients 
with  detectable  supraclavicular  node  enlarge- 
ment, a much  higher  yield  of  pathologic  in- 
formation would  be  obtained. 

Table  1 is  a brief  outline  of  the  past  lit- 
erature. 


Technique 

Harken10  extended  the  usual  resection  of 
the  anterior  scalene  fat  pad  and  nodes  to  a 
paratracheal  exploration,  using  a laryngo- 
scope or  lighted  retractor  and  biopsy  forceps 
to  obtain  tissue  deep  in  the  mediastinum.  He 
felt  that  this  added  procedure  doubled  his 
positive  tissue  yield. 

The  usual  scalene  node  biopsy  is  done  with 
the  patient  in  the  semi-sitting  position,  with 
neck  extended  and  head  turned  away  from 
the  side  of  the  biopsy.  The  vast  majority  are 
carried  out  under  local  infiltrative  anes- 
thesia. A 6 cm.  incision,  parallel  to,  and  2 cm. 
above  the  clavicle,  is  made  with  its  midpoint 
over  the  lateral  border  of  the  sternocleido- 
mastoid muscle.  The  platysma  is  divided,  re- 
vealing the  sternocleidomastoid  muscle  and 
the  external  jugular  vein.  The  muscle  is  re- 
tracted medially  and  the  vein  either  sacri- 
ficed or  retracted.  The  next  landmark  that 
must  be  noted  is  the  posterior  belly  of  the 
omohyoid  muscle  as  it  traverses  the  field. 
Only  after  one  identifies  this  muscle  and 
passes  deep  to  it  can  he  be  sure  that  his 


biopsy  will  represent  the  anterior  scalene  fat 
pad  and  not  just  superficial  fat.  At  this  point 
the  dissection  is  bounded  by  the  omohyoid 
muscle  above,  the  external  jugular  vein  lat- 
erally, the  internal  jugular  vein  medially, 
and  the  subclavian  vein  and  dome  of  the 
pleura  interiorly.  The  floor  of  the  triangle 
contains  the  scalene  muscle,  phrenic  nerve, 
and  the  brachial  plexus.  On  the  left  the  tho- 
racic duct  may  be  seen  at  the  junction  of  the 
jugular  and  subclavian  veins — certainly  no 
place  for  the  beginner. 

A thin,  filmy  fascial  covering  is  present 
over  the  fat  pad,  and  if  blunt  forceps  and 
gentle  technique  are  used,  the  entire  fat  pad 
often  can  be  lifted  free  before  cutting  across 
its  superior  pole  between  clamps.  The  trans- 
verse cervical  vessels  come  into  the  field  at 
this  point.  It  is  far  wiser  to  clamp  and  cut 
these  vessels  than  place  any  tension  on  them 
and  risk  avulsing  them  from  their  origin  on 
the  subclavian  vessels.  This  is  particularly 
true  of  the  vein.  The  dissection  of  the  fat 
pad  continues  down  toward  the  junction  of 
the  subclavian  and  internal  jugular  vein.  The 
specimen  is  removed  and  all  bleeding  con- 
trolled. At  this  point  the  phrenic  nerve  should 
be  readily  apparent  below  the  fascia  of  the 
scalene  anticus  muscle.  It  is  wise  not  to  open 
this  fascia  routinely.  Before  closure,  the 
wound  is  flooded  with  saline.  Persistent  or 
vigorous  bubbling  may  lead  to  the  early  di- 
agnosis of  iatrogenic  pneumothorax.  The 
wound  is  then  dried  and  observed  for  bleed- 


ln  investigating  for  intrathoracic  disease, 
scalene  node  biopsy  was  performed  on  50 
patients  who  did  not  have  palpable  supra- 
clavicular nodes.  Tissue  diagnosis  was  made 
in  17  of  these  patients.  Biopsy  resulted  in 
no  mortality  or  morbidity. 
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Table  1.— 

-Review  of  Literature  on  Scalene  Node  Biopsy. 

Author 

No.  of  cases 
of  scalene 
node  biopsy 

% of 
positive 
results 

Remarks 

Daniels,  1949 

Bosman,  1951 

100 

32 

First  description  of  technique  with  presentation  of  5 cases 
in  which  scalene  node  biopsy  was  diagnostic. 

70  done  for  diagnosis;  30  done  to  determine  resectability 

Schefts,  1953 

187 

35.8 

of  carcinoma. 

Cuykendall,  1954 
Harken,  1954 

41 

142 

31.8 

Extensive  biopsy  with  paratracheal  exploration.  Compli- 

Connar,  1955 

50 

cations:  2 cases  pneumothorax,  2 cases  hemorrhage.  No 
mortality. 

Carcinoma:  9 of  29  cases.  Sarcoid:  4 of  5 cases. 

Beahrs,  1957 

503 

424  cases  of  palpable  nodes,  86%  positive.  72  cases  of  non- 

Bennett,  1957 

74 

palpable  nodes,  43%  positive. 

Postmortem  study  done  on  routine  autopsied  material 

Breckler,  1957 
Schiff,  1957 

31 

123 

16.3 

without  palpable  nodes.  Of  18  cases  with  significant 
intrathoracic  disease,  12  had  positive  scalene  nodes. 
There  were  no  false  positives. 

Postmortem  study  done  in  123  unselected  autopsies  with 

Scott,  1957 

160 

20.6 

a 16.3%  over-all  yield,  but  a 45.5%  positive  yield  in 
cases  with  significant  intrathoracic  pathology. 

Wilson,  1958 

153 

20 

Shields,  1958 

126 

21.4 

Carcinoma:  6 of  50.  Sarcoid:  12  of  15. 

Shapiro,  1958 
Pualwan,  1958 

51 

100 

22.2 

Extended  indications  to  include  intra-abdominal  neo- 

Perry,  1959 

54 

plasms. 

Used  paratracheal  exploration  in  6 cases  of  suspected 

Guarie,  1959 

100 

50 

carcinoma;  3 were  positive. 

Carcinoma:  35  of  65.  Sarcoid:  11  of  11.  T.C. : 3 of  7. 

Higgins,  1959 

362 

27 

Blair,  1961 

102 

44 

Carcinoma:  15  of  56.  Sarcoid:  4 of  4.  T.C.:  5 of  19. 

Meyer,  1961 

120 

21 

Positive  yield  appeared  to  be  in  proportion  to  surgeons’ 
experience. 

Morgan,  1962 

272 

8 

Carcinoma:  12  of  108.  Sarcoid:  3 of  3.  T.C.:  1 of  42. 

Jamplis,  1962 

61 

Represents  second  part  of  a study  containing  441  biopsies. 
The  first  part  (160  biopsies)  had  20.6%  positive  find- 
ings. 

10  of  33  suspected  cases  of  carcinoma  had  positive  nodes. 

ing  or  lymphorrhea.  If  any  chyle  is  noted 
free  in  the  wound,  its  source  should  be  found 
and  controlled  by  suture  or  ligation. 

Closure  is  accomplished  with  interrupted 
sutures  to  the  fat,  platysma,  and  skin.  Silk 
technique  is  used  throughout  and  drains  are 
not  routine.  A firm  dressing  is  left  in  place 
for  24  hours;  skin  sutures  are  removed  on 
the  third  or  fourth  day  if  the  platysma  has 
been  carefully  closed. 

It  is  the  surgeon’s  responsibility  to  prepare 
the  specimen  so  that  maximum  information 
may  be  obtained.  This  may  mean  dissecting 
out  and  submitting  the  nodes  separately  or 
marking  the  nodes  with  suture.  A portion  of 


the  nodes  is  submitted  to  the  bacteriological 
laboratory  for  acid-fast  bacteria  and  fungus 
studies. 

Complications  of  the  actual  operation  can 
include  vigorous  hemorrhage  from  any  of  the 
major  vessels.  Most  of  the  bothersome  bleed- 
ing is  from  the  subclavian  veins  following- 
avulsion  of  a branch  with  tearing  of  the 
main  vessel.  The  bulk  of  the  bleeding  can  be 
controlled  by  packing,  but  resection  of  the 
clavicle  may  be  needed  before  the  damage  to 
the  vessel  can  be  controlled. 

Vein  injury  in  this  area  can  also  lead  to 
fatal  air  embolism. 

Thoracic  duct  complications  include  chy- 
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lous  fistulas  or  chylothorax,  most  often  on 
the  left  but  not  unheard-of  on  the  right. 

Pneumothorax  can  readily  occur  as  well  as 
injury  to  the  phrenic  nerve.  Either  compli- 
cation can  be  enough  to  threaten  the  survival 
of  a patient  with  poor  pulmonary  reserve, 
such  as  have  many  of  the  patients  submitted 
to  this  procedure. 

While  no  reports  of  recurrent  nerve  injury 
or  brachial  plexus  damage  have  reached  the 
literature,  these  complications  theoretically 
could  occur. 


Results 

Table  2 shows  50  cases  of  scalene  node  bi- 
opsy. The  only  criteria  for  selection  was  that 
the  procedure  was  done  and  that  no  nodes 


of  exploratory  thoracotomy  were  carried  out. 
Because  of  his  general  condition  and  past 
history,  thoracotomy  was  not  done.  Later, 
widespread  metastatic  carcinoma  of  the  pros- 
tate was  diagnosed. 

One  patient  had  multiple  myeloma  diag- 
nosed on  bone  marrow  aspiration ; another 
had  a mesothelioma  of  the  pleura  with  me- 
tastases  to  the  scalene  lymph  nodes. 

The  findings  of  two  cases  of  sarcoid  out 
of  four  by  scalene  node  biopsy  agree  with  the 
high  yield  of  positive  scalene  nodes  in  this 
disease  that  other  investigators  have  found. 
Of  the  other  granulomas,  one  was  diagnosed 
at  scalene  node  biopsy  and  three  at  thoracot- 
omy. Tubercle  bacillus  was  isolated  in  only 
one  case.  The  others  were  descriptive  diag- 
noses. 

The  inflammatory  group,  four  cases,  all 


Table  2. — Methods  of  Diagnosis  Used  in  50  Cases. 

Method  of  Diagnosis 

Scalene 


Scalene 

Thora- 

Bronchos- 

node  & 

Post- 

Bone 

Clinic 

Diagnosis 

node 

cotomy 

copy 

scope 

operative 

marrow 

(No  tissue) 

Total 

Carcinoma 

11 

11 

3 

2 

1 

4 

32 

Sarcoid 

2 

1 

1 

4 

Granulomatous 

1 

3 

4 

Inflammatory 

4 

4 

Mesothelioma  of  lung 

1 

1 

Carcinoma  of  prostate 

1 

1 

Multiple  myeloma 

i 

1 

Total 

14 

19 

3 

2 

1 

i 

6 

47 

No  diagnosis 

3 

were  palpable  preoperatively.  For  the  most 
part,  this  represents  the  experience  of  the 
senior  author. 

There  were  39  males  and  11  females.  Age 
ranged  from  33  to  91  with  an  average  of  56 
years.  Side  selected  for  biopsy  followed  the 
presently  accepted  description  of  lymphatic 
drainage;  generally,  only  left  upper  lobe  le- 
sions led  to  left  sided  biopsy. 

A tissue  diagnosis  was  made  in  41  of  the 
50  cases.  Four  cases  are  listed  under  clinical 
carcinoma  because  of  the  history,  roentgeno- 
graphic  findings,  and  clinical  course.  All  four 
patients  died  within  one  year  of  the  initial 
office  visit.  No  autopsies  were  performed. 

Three  patients  were  lost  to  follow-up  be- 
fore a diagnosis  could  be  made  and  are  listed 
as  “no  diagnosis”.  One  46  year  old  male,  who 
had  only  chronic  lymphadenitis  described  in 
his  node  biopsy,  ran  a course  consistent  with 
sarcoid.  One  63  year  old  man  presented  with 
a hilar  mass  two  years  after  palliative  sur- 
gery for  carcinoma  of  the  prostate.  Diag- 
nosis could  not  be  made  after  all  means  short 


diagnosed  at  thoracotomy  after  negative 
scalene  node  biopsy,  were : chronic  bronchitis 
with  pneumonitis,  interstitial  fibrosis  with 
pneumonitis,  eosinophilic  pneumonia,  and 
pulmonary  abscess. 

Diagnoses  of  nonspecific  lymph  node 
changes  that  could  play  no  active  role  in  the 
management  of  the  patient  were  not  consid- 
ered as  positive  nodes.  These  diagnoses  in- 
cluded such  things  as  lymphadenitis,  histo- 
cytosis,  and  reticular  hyperplasia. 

The  bulk  of  this  series  is  made  up  of  car- 
cinoma of  the  lung.  Of  32  cases,  28  had  a 
tissue  diagnosis  made.  In  this  disease,  scalene 
node  biopsy  plays  the  double  role  of  diagnosis 
and  determination  of  operability,  for  if  one 
subscribes  to  the  thesis  that  extension  of  tu- 
mor to  the  supraclavicular  area  precludes 
cure,  then  a positive  scalene  node  test  can 
save  the  patient  a fruitless  thoracotomy  or 
resection. 

The  types  of  tumor  encountered  were  de- 
scribed as  epidermoid  or  bronchogenic  in  11 
cases,  Oatcell,  anaplastic,  or  undifferentiated 
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in  eight  cases,  adenocarcinoma  in  three  cases, 
and  carcinoma  of  the  lung  in  three  cases.  As 
one  would  expect,  the  Oatcell  anaplastic 
group  was  more  readily  encountered  in  the 
node  biopsy  than  the  slower  metastasizing 
adenocarcinoma.  In  this  series,  six  of  the 
eight  anaplastic  Oatcell  group  were  diag- 
nosed by  scalene  node  biopsy.  Two  adenocar- 
cinomas were  found  at  thoracotomy  after 
negative  node  biopsy,  and  one  at  scalene  node 
biopsy. 

Bronchoscopy  was  carried  out  in  all  but 
three  of  the  49  cases  and  was  the  first  means 
of  diagnosis  in  three  cases.  Bronchoscopy  and 
scalene  node  biopsy  done  at  the  same  time 
were  both  positive  in  two  other  cases. 

Cytologic  studies  on  sputum  or  bronchial 
aspiration  were  done  in  37  cases.  Considering 
grade  IV  or  V a positive  for  tumor,  there 
were  six  positive  tests.  Three  were  in  pa- 
tients who  had  scalene  nodes  positive  for 
tumor  and  one  in  a patient  who  had  broncho- 
scopic  biopsy  positive  for  tumor.  Two  were 
in  patients  with  benign  disease.  One  false 
positive  was  seen  in  a patient  who  had  sar- 
coid demonstrated  at  scalene  node  biopsy  and 
whose  clinical  course  belies  tumor.  The  other 
occurred  in  a patient  who  underwent  thora- 
cotomy. Pathologic  diagnosis  was  chronic 
bronchitis  and  pneumonitis.  There  was  no 
evidence  of  tumor  in  the  specimen,  and  the 
patient  subsequently  failed  to  show  any  signs 
of  a malignant  process. 

One  case  of  bronchogenic  carcinoma  that 
was  far  advanced  at  the  initial  visit  was  di- 
agnosed at  autopsy.  Scalene  node  biopsy  was 
negative  in  this  case. 

Thoracotomy  was  the  means  of  diagnosing 
tumor  in  11  cases. 

Scalene  node  biopsy  led  to  the  initial  di- 
agnosis in  13  cases. 


Summary 

A total  of  50  patients  without  palpable 


supraclavicular  nodes  were  subjected  to  sca- 
lene node  biopsy  in  the  course  of  investiga- 
tion for  intrathoracic  disease.  The  procedure 
led  to  a tissue  diagnosis  in  17  patients.  Of 
the  50  patients,  32  were  ultimately  diagnosed 
as  having  carcinoma  of  the  lung,  4 on  a clin- 
ical basis  and  28  on  tissue  study.  Of  the  28 
primary  diagnoses,  13  were  made  at  scalene 
node  biopsy. 

There  was  no  mortality  or  morbidity  re- 
lated to  scalene  node  biopsy  in  this  series. 
The  thoracic  duct  was  opened  in  two  cases, 
but  simple  ligation  prevented  any  sequel. 
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The  Rise  of  Modern  Surgery 


G.  V.  BRINDLEY,  M.D. 


SURGERY  IS  an  old  science,  dating  back 
to  ancient  times;  however,  modern  sur- 
gery, in  my  opinion,  had  its  beginning  a little 
less  than  100  years  ago.  The  discoveries  and 
contributions  of  four  men  (Fig.  1) , who  lived 
during  the  past  century,  ushered  in  the  period 
of  modern  surgery.4’ 10  Three  of  these  men 
have  lived  during  my  lifetime,  and  I believe 
the  work  of  these  scientists  accounts  for 
greater  progress  in  surgical  therapy  during 
the  past  90  years  than  has  been  made  since 
the  beginning  of  time. 

The  first  of  four  significant  events  from 


Fig.  1.  a.  Crawford  W.  Long.  b.  Joseph  Lister,  c.  Louis 
Pasteur,  d.  Rudolf  Virchow.  These  men  made  the  four 
scientific  discoveries  and  contributions  from  which  modern 
surgery  has  evolved. 


which  modern  surgery  has  evolved  was  the 
use  of  anesthesia  on  March  30,  1842,  by  Dr. 
Crawford  W.  Long  of  Georgia.  He  gave  ether 
to  James  M.  Venable  prior  to  excision  of  a 
tumor  of  the  neck.  This  was  probably  the 
first  operation  ever  to  be  performed  with 
the  patient  anesthetized. 

The  discovery  of  anesthesia  was  followed 
by  Joseph  Lister’s  development  23  years  later 
of  the  aseptic  surgical  technique  in  1865. 

Medicine  is  indebted  to  Louis  Pasteur,  who 
died  only  68  years  ago,  for  the  establishment 
of  the  role  of  micro-organisms  in  disease, 
and  claims  him  as  the  father  of  bacteriology. 

A knowledge  of  pathology  always  has  been 
essential  to  good  surgical  treatment.  Rudolf 
Virchow,  who  founded  the  doctrine  of  cellu- 
lar pathology — that  all  cells  come  from  other 
cells — died  only  61  years  ago.  He  is  consid- 
ered the  father  of  modern  pathology. 


First  50  Years  of  Modern  Surgery 

The  progress  made  by  modern  surgery 
from  its  relative  beginning  in  the  1860 ’s  to 
1911  is  remarkable.  That  one  may  appreci- 
ate more  fully  how  young  modern  surgery  is, 
it  is  interesting  to  note  the  time  that  a few 
important  surgical  procedures  first  were  per- 
formed and,  also,  when  some  of  the  more  val- 
uable medical  discoveries  were  made.2' 4- 5’ 7’ 10 


Modern  surgery,  as  termed  by  the  author,  began 
a little  less  than  100  years  ago.  In  the  51 
years  since  he  received  his  degree  in  medicine. 
Dr.  Brindley  has  seen  many  surgical  treat- 
ments pass  out  of  style,  whereas  others  he  saw 
as  an  intern  are  still  performed  and  are  not 
excelled  today  in  their  technical  execution. 
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MODERN  SURGERY  — Brindley  — continued 


The  first  resection  of  the  pylorus  for  can- 
cer was  performed  by  Theodor  Billroth  in 
1881;  then,  the  first  gastroenterostomy  fol- 
lowed in  1894.  Edoardo  Bassini  gave  to  the 
profession  the  technique  for  herniorrhaphy 
in  1890.  Dr.  William  Halsted'1  developed  his 
surgical  procedures  for  removal  of  the  breast 
(1889-1894),  and  the  fundamental  princi- 
ples and  technical  procedures  for  the  treat- 
ment of  a malignant  breast  as  defined  by 
Halsted  are  rational  teachings  at  the  present 
time. 

Tetanus  and  diphtheria  antitoxins  were 
provided  in  1890.  Rubber  gloves  became 
available  in  1891.  The  roentgen  ray  was  dis- 
covered in  1895  by  William  Conrad  Roent- 
gen. Radium  was  given  to  the  world  in  1898 
by  Madam  Marie  Curie  and  her  husband, 
Pierre  Curie.  The  radiologic  examination  of 
the  abdominal  viscera  was  effected  by  1912, 
and  the  technique  for  radiologic  visualization 
of  the  gallbladder  was  developed  in  1925. 

Iodine  treatment  of  goiter  was  standard- 
ized in  1913.  After  the  cause  of  pyogenic  sub- 
stances in  distilled  water  was  determined  in 
1923,  intravenous  administration  of  saline, 
glucose,  and  similar  solutions  was  augment- 
ed greatly.  In  the  early  1920’s,  the  transfu- 
sion of  blood  became  a satisfactory  and  rela- 
tively simple  procedure. 

The  development  of  modern  surgery  natur- 
ally was  a gradual  process.  This  fact  is  well 
illustrated  by  an  informative  report  of  the 
operations  performed  in  Texas  during  the  in- 
itial period  of  modern  surgery.3’ 0 It  was  com- 
piled in  1886  by  a committee  of  physicians 
of  which  Dr.  George  Cupples  was  the  chair- 
man (Fig.  2).  Information  was  obtained 
from  138  surgeons  and  4,293  surgical  pro- 
cedures were  analyzed  (Table  1). 


Table  1. — Summary  of  Major  and  Minor 
Operations  (Cupples'  Committee  Report). 


Procedures 

Recoveries 

Deaths 

Major  operations 

2,080 

1,749 

331 

Minor  operations 

2,213 

2,194 

19 

Total 

4,293 

3,943 

350 

Table  2 shows  the  number  of  disarticula- 
tions and  amputations  which  were  reported 
during  this  early  period.  More  than  16  per 
cent  of  all  of  the  operations  were  of  this 
nature. 

Table  3 summarizes  the  complications,  and 
Table  4 gives  the  results  of  the  anesthetic 


Fig.  2.  Dr.  George  Cupples,  Chairman,  Special  Committee 
on  Surgery  of  Texas  State  Medical  Association  (then  offi- 
cial title  of  TMA),  reported  the  operations  performed  in 
Texas  during  the  initial  period  of  modern  surgery. 

agents  employed.  It  is  noteworthy  that  no 
deaths  occurred  during  the  operations. 

In  a review  of  the  surgical  treatment  re- 


Table  2. — Disarticulations  and  Amputations 
(Cupples’  Committee  Report). 


Cases 

Deaths 

Total 

disarticulations 

65 

12 

Total 

minor  amputations 

137 

0 

Total 

major  amputations 

502 

96 

Total 

704 

108 

ported  by  Cupples’  committee,  it  is  observed 
that  practically  all  of  the  operations  were 
performed  upon  the  surface  of  the  body,  and 
were  not  performed  for  conditions  within  the 
skull,  the  thorax,  or  the  abdomen.  The  ma- 
jority of  the  operations  upon  the  chest  were 

Table  3. — Summary  of  Complications  (Cupples’ 
Committee  Report). 


Cases  Recoveries  Deaths 


Secondary  hemorrhage 

38 

30 

8 

Tetanus 

14 

2 

12 

Gangrene 

10 

5 

5 

Pyemia 

7 

0 

7 

Septicemia 

11 

1 

10 

Erysipelas 

13 

9 

4 

Total 

93 

47 

46 
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Table  4. — Anesthetic  Agents  Employed 
(Cupples’  Committee  Report). 

Preoperative  Alarming 


Operations 

Deaths* 

Symptoms 

Chloroform  3,179 

1 

12 

Ether  (after 

operation)  122 

0 

3 

Chloroform  and 

ether  132 

0 

0 

Chloroform  and 

alcohol  3 

0 

0 

Various  agents  26 

0 

0 

Cocaine 

hydrochlorate  85 

0 

0 

Total  3,547 

1 

15 

*No  deaths  occurred  during  the  operations. 


for  empyema  or  hydrothorax.  The  usual 
surgical  procedure  was  aspiration  ; but,  some- 
times, a thoracotomy  was  performed.  Most 
of  the  operations  performed  on  the  bead  con- 
sisted of  a trephining  procedure  for  elevation 
of  a depressed  fracture  or  for  removal  of  a 
necrosed  bone.  Occasionally,  trephination 
was  performed  for  epilepsy.  Only  two  opera- 
tions were  performed  on  the  thyroid  gland ; 
in  one  patient,  a cyst  was  excised ; and  in  the 
other,  a cyst  was  drained.  Only  one  opera- 
tion, a gastrostomy,  was  performed  on  the 
stomach.  This  study  does  not  record  any  op- 
erations on  the  gallbladder  or  resections  of 
the  bowel.  Not  a single  appendectomy  was  in- 
cluded in  this  report,  and  this  was  only  75 
years  ago!  Of  the  119  laparotomies  per- 
formed for  all  causes,  in  which  49  deaths  oc- 
curred, only  23  operations  were  for  condi- 
tions other  than  gynecologic  disorders  ( Table 
5).  Two  splenectomies  were  performed,  and 
both  of  the  patients  died.  Practically  all  of 
the  rectal  operations  were  for  fistulas,  hem- 
orrhoids, strictures,  or  polyps.  A majority  of 
genitourinary  operations  were  lateral  lithot- 
omies or  urethrostomies  for  stricture.  The 
report  includes  104  amputations  of  the 
breast.  Many  of  these  breasts  probably  were 


Table  5. — Laparotomies  for  All  Causes 
(Cupples’  Committee  Report). 


Cases 

Recoveries 

Deaths 

Uterine  and  ovarian 
disease 

96 

56 

40 

Gastrostomy 

1 

1 

0 

Carcinoma  pylori 

1 

1 

0 

Splenectomy 

2 

0 

2 

Suppurative  peritonitis  2 

1 

1 

Abdominal  tumor 

10 

6 

4 

Intestinal  obstruction 

3 

1 

2 

Pelvic  abscess 

3 

3 

0 

Nephrectomy 

1 

1 

0 

Total 

119 

70 

49 

not  malignant.  Dr.  Cupples  and  Dr.  Ferdi- 
nand Herff  performed  the  majority  of  the 
operations  reported  by  the  committee,  each 
being  responsible  for  more  than  200  proced- 
ures. None  of  the  other  surgeons  performed 
more  than  30  operations  (Table  6). 

Table  6. — Physicians  Performing  Majority  of 
Operations  (Cupples’  Committee  Report). 

Operations 


Beall,  E.  J.,  Fort  Worth  30 

Cupples,  George,  San  Antonio  221 

Dowell,  Greensville,  Galveston  20 

Hadra,  B.  E.,  Austin  22 

Herff,  Ferdinand,  San  Antonio  214 

Paschal,  Frank,  San  Antonio  and 

Chihuahua,  Mex.  11 

Wooten,  T.  D.,  Austin  26 


Dr.  J.  A.  Abney,14  who  was  graduated  from 
the  Galveston  Medical  College  in  1871,  com- 
menting upon  the  teaching  of  the  time,  stat- 
ed, “Our  ablest  surgeons  taught  that  the  in- 
ternal cavities  were  forbidden  territory,  and 
we  were  advised  never  to  enter  them,  only  as 
a 'dernier’  resort.” 

Dr.  Rudolph  Matas,8  commenting  on  surgi- 
cal treatment  of  80  years  ago,  wrote : 

Even  in  the  1880’s,  “noli  me  tangere”  was  writ- 
ten large  on  the  head,  chest,  and  abdomen,  and 
their  contained  organs;  and  these  cavities  were 
still  held  as  sanctuaries  which  no  one  dared  to 
open  with  unhallowed  hands.  Surgery  was  still 
largely  restricted  to  such  interventions  in  the  vis- 
ceral cavities  which  were  made  compulsory  by 
accidental  injuries  and  imperative  vital  indica- 
tions. Apart  from  fractures  and  dislocations,  the 
conditions  for  surgical  treatment  did  not  consti- 
tute more  than  15  or  20  per  cent  of  the  indica- 
tions that  call  for  surgery  at  the  present  time. 
Operations  for  hernia  were  limited  strictly  to  the 
relief  of  strangulations.  Peritonitis  was  treated 
as  a disease  without  regard  to  its  cause.  No 
laparotomies  for  perforating  wounds  of  the  ab- 
domen were  performed,  and  opium  was  the  only 
and  universal  remedy. 


Surgical  Treatment  of  50  Years  Ago 

The  Scott  and  White  Memorial  Hospital 
was  founded  in  1897  by  Dr.  A.  C.  Scott,  Sr., 
and  Dr.  R.  R.  White,  Sr.  (Fig.  3).  To  pro- 
vide some  idea  of  the  surgical  treatment  of 
50  years  ago,  it  seems  logical  to  review  the 
clinical  records  of  this  institution  for  the 
year  1911. 15  The  author  was  serving  his  in- 
ternship at  that  time,  and  Dr.  Scott  and  Dr. 
White  were  his  preceptors  in  surgery.  A 
study  of  the  hospital’s  records  shows  that 
only  143  major  surgical  procedures  were  per- 
formed during  that  year  (Table  7). 
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Fig.  3.  Dr.  A.  C.  Scott,  Sr.,  left,  and  Dr.  R.  R.  White,  Sr.,  right,  the  founders  of  the  Scott  and  White  Memorial  Hospital, 
were  the  author's  preceptors  in  surgery. 


Table  7. — Surgical  Procedures  Performed  at  the 
Scott  and  White  Hospital  During  1911. 


Operations 

Appendectomy 

59 

Miscellaneous  pelvic  operations 

44 

Cholecystostomy 

6 

Cholecystectomy 

1 

Nephrectomy 

4 

Herniorrhaphy 

7 

Thyroidectomy 

1 

Therapy  for  cancer  of  the  cervix 

5 

Miscellaneous  procedures 

16 

Total 

143 

Fifty-two  years  ago,  when  the  author  was 
graduated  from  the  University  of  Texas 
Medical  Branch,  surgical  therapy  was  limit- 
ed severely  in  certain  fields  although  in  oth- 
ers progress  was  being  made.2' 5- 7 Neurosur- 
gical procedures  consisted  primarily  of  eleva- 
tion of  depressed  fractures  of  the  skull,  con- 
trol of  hemorrhage,  removal  of  clots,  and 
drainage  of  abscesses.  Surgical  treatment  of 
the  thorax  consisted  essentially  of  aspiration 
or  drainage  of  fluids  from  the  pleural  cavity, 
and  therapy  following  trauma  of  the  chest. 
Many  procedures  for  surgical  treatment  of 
the  abdomen  still  are  excellent  operations  to- 
day. Gallbladders  were  drained  or  removed ; 


the  intestines  were  resected ; lesions  of  the 
colon  were  removed  radically ; and  many 
gynecologic  conditions  were  treated  ade- 
quately. 

Multiple  staged  procedures  were  used  fre- 
quently in  the  treatment  of  exophthalmic  goi- 
ter. Among  these,  ligations  of  the  superior 
thyroid  arteries  should  be  mentioned.  One 
superior  artery  would  be  ligated ; and  the 
other  probably  would  be  ligated  in  some  two 
to  four  weeks.  Frequently,  the  writer  has 
seen  patients  gain  20  or  30  pounds  in  two 
months  following  the  ligations;  and,  then, 
definitive  surgical  treatment  of  the  thyroid 
gland  could  be  performed  with  much  less 
hazard.  Injecting  boiling  water  into  the 
gland  was  tried. 

A few  quotations  from  the  writings  of 
leading  surgeons  of  50  years  ago  are  submit- 
ted to  give  a conception  of  the  teachings  of 
that  time. 

In  discussing  cancer  of  the  stomach  in 
1903,  W.  J.  Mayo9  wrote,  “If  all  of  the  lesser 
curvature  with  the  corresponding  lesser 
omentum,  and  all  of  the  body  and  greater 
curvature  up  to  the  left  gastroepiploic  ar- 
tery be  removed,  the  results  in  cancer  of  the 
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pylorus  should  nearly  equal  what  might  be 
expected  after  complete  gastrectomy.” 

These  criteria  of  60  years  ago  are  primar- 
ily in  keeping  wtih  the  teachings  of  today. 

In  1909,  John  F.  Binnie2  stated,  “Duodenal 
ulcer  requires  excision  or  invagination  to 
produce  permanent  stasis  plus  gastroenteros- 
tomy.” 

In  1909,  W.  J.  Mayo11  reported  100  consecu- 
tive resections  of  the  large  intestine  with  12 
deaths.  His  treatise  on  surgical  treatment  of 
the  large  intestine  is  a classic,  and  the  cur- 
rent management  of  most  lesions  of  the  colon 
is  in  keeping  with  his  teaching. 

Dr.  E.  Starr  Judd11  wrote,  “The  radical  op- 
eration performed  for  cancer  of  the  breast 
before  lymph  node  metastasis  would  give 
about  85  per  cent  of  cure;  with  involvement 
of  the  nodes,  only  25  per  cent.” 

This  compares  favorably  with  the  end  re- 
sults of  today.  Vaginal  hysterectomy  was 
performed  by  leaving  clamps  on  the  broad 
ligaments  for  48  hours.  The  treatment  for 
cancer  of  the  cervix  was  hysterectomy. 

In  1909,  W.  E.  Ashton1  wrote:  “The  only 
permanent  cure  for  cancer  of  the  cervix  is 
the  complete  extirpation  of  the  uterus.  The 
use  of  X-ray  as  a therapeutic  remedy  is  still 
in  an  experimental  stage.” 

Sir  William  Osier  did  recommend  roent- 
gen-ray therapy  for  Hodgkins’  disease  in 
1905.  A cholecystostomy  was  performed  for 
most  diseases  of  the  gallbladder.  In  1911,  W. 
J.  Mayo12  reported  on  the  surgical  treatment 
for  2,920  patients  with  gallbladder  disease. 
For  2,165  of  these,  cholecystostomy  was  per- 
formed with  a mortality  rate  of  1.5  per  cent; 
and  for  755  patients,  cholecystectomy  was 
the  selected  procedure  with  a mortality  rate 
of  2.4  per  cent.  Mayo  concluded  that  chole- 
cystostomy was  the  preferred  operation.  The 
treatment  of  gastric  ulcer  was  excision  of  the 
ulcer  and  gastroenterostomy;  while  for  duo- 
denal ulcer,  a pyloroplasty  or  gastrojejunos- 
tomy was  performed.  The  “Murphy  button” 
was  used  for  many  of  the  anastomoses.  Dr. 
D.  C.  Balfour,13  in  1913,  advocated  cautery 
destruction  of  gastric  ulcer  and  gastroenter- 
ostomy. 

Diseases  amenable  to  surgical  treatment 
50  years  ago  were  different  from  the  con- 
ditions which  one  sees  today.  The  incidence 
of  tuberculosis  was  much  greater  than  it  is 
today.  Tubercular  disease  frequently  involved 
lymph  nodes,  fallopian  tubes,  the  terminal 
ileum,  the  cecum,  and,  sometimes,  the  colon 
and  the  peritoneum.  Involvement  of  the 
joints,  infection  of  the  genitourinary  tract, 


and  tubercular  disease  of  the  breasts  oc- 
curred. Persistent  sinus  tracts  often  fol- 
lowed the  surgical  removal  of  tubercular  le- 
sions ; and,  sometimes,  roentgen-ray  therapy 
seemed  to  promote  healing  of  these  sinuses. 
Exposition  of  the  abdominal  contents  to  air 
and  filling  of  the  abdomen  with  oxygen  at 
the  time  of  wound  closure  was  thought  to  be 
beneficial  to  the  patient  with  tubercular  peri- 
tonitis. 

Acute  osteomyelitis  was  another  disease 
which  was  seen  frequently.  Of  course,  there 
were  no  antibiotic  agents  then.  Sometimes,  a 
child  would  have  intense  pain  of  short  dura- 
tion in  a limb.  Usually,  local  tenderness  was 
acute;  some,  but  not  pronounced  swelling  of 
the  involved  area  was  present;  and,  often, 
the  patient  had  a temperature  of  100  to 
103  F.  These  patients  required  emergency 
treatment.  An  incision  was  made  down  to 
the  bone;  and,  sometimes,  only  edema  of  the 
soft  tissues  would  be  found.  Then,  upon  pro- 
ceeding to  open  into  the  medullary  canal,  free 
pus  would  be  evacuated.  These  patients  im- 
proved after  drainage  of  the  osteomyolytic 
infection ; however,  many  required  several 
subsequent  operations  to  control  the  condi- 
tion. 

The  value  of  some  of  the  surgical  proced- 
ures which  were  performed  50  years  ago  was 
questioned  by  many  persons.  Controversial 
operations  included  suspension  or  fixation  of 
various  structures  such  as  prolapsed  kidneys, 
stomach,  or  uterus;  also  included  were  the 
procedures  for  freeing  Lane’s  kinks  and 
Jackson’s  veil.  These  were  peritoneal  bands, 
and  many  questioned  their  etiologic  impor- 
tance. An  able  teacher  said  that  some  sur- 
geons wanted  to  fix  what  was  mobile  and 
to  mobilize  that  which  was  fixed!  One  au- 
thor wrote  in  a paper  on  uterine  suspension 
that  his  operation  was  the  57th  procedure 
proposed  for  this  condition.  As  a means  of 
suspending  a prolapsed  uterus,  Dr.  John  B. 
Murphy  advocated  suturing  the  fundus  of  the 
uterus  into  the  abdominal  incision  at  the 
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time  of  closure.  This  procedure  was  known 
as  “Murphy’s  fixation”. 

Some  personal  observations  on  the  treat- 
ment of  shock,  peritonitis,  supportive  ther- 
apy, and  surgical  treatment  in  the  home  are 
discussed  briefly : 

Shock. — Patients  in  shock  were  given  mor- 
phine, atropine,  caffeine,  camphor  in  oil, 
strychnine,  digitalis,  and  adrenalin  as 
thought  indicated.  The  foot  of  the  bed  was 
elevated.  Heat  was  applied  to  the  patient  by 
the  use  of  hot  water  bottles  and  warm  blan- 
kets. Often,  the  patient’s  lower  limbs  were 
bandaged.  Fluids  usually  were  administered 
by  hypodermoclysis,  and  by  the  rectum.  Fre- 
quently, a pint  of  hot  coffee  was  given  rec- 
tally.  Intravenous  saline  was  given  in  rare 
instances.  Oxygen  sometimes  was  adminis- 
tered. 

Peritonitis. — The  patient  usually  was 
placed  in  Fowler’s  position;  that  is,  the  head 
of  the  bed  was  elevated  about  two  feet  by  a 
special  frame.  Sedation  was  given  as  neces- 
sary, and  supportive  medication  (as  men- 
tioned for  shock)  was  given  if  indicated. 
When  the  patient  had  high  fever,  ice  caps 
were  applied  to  the  abdomen.  Otherwise,  hot 
turpentine  stupes  were  used  on  the  abdomen ; 
two  hours  on,  and  two  hours  off.  Fluids  were 
given  by  hypodermoclysis,  usually  1,000  cc. 
twice  daily.  Also,  fluids  were  administered 
rectally.  Often,  the  fluids  were  given  rectal- 
ly  by  the  continuous  drip  method  as  advo- 
cated by  Murphy,  termed  “the  Murphy  drip”. 
Usually,  these  patients  had  considerable  ab- 
dominal distention  and  vomiting.  Treatment 
consisted  of  gastric  lavage  with  a large  tube. 
Lavages,  using  a solution  of  warm  soda 
water,  were  performed  about  every  four 
hours. 

Supportive  Therapy. — Sir  William  Osier 
taught  that  the  therapy  for  the  anemic,  de- 
bilitated patient  consisted  of  three  things: 
sunshine,  liberal  diet,  and  iron  medication. 
Drs.  Scott  and  White  hospitalized  these  pa- 
tients. Forced  feedings  were  ordered.  In  ad- 
dition to  their  meals,  many  of  these  patients 
were  given  two  raw  eggs  and  a glass  of  milk 
at  10  a.m.,  3 p.m.,  and  9 p.m.  Iron  medica- 
tion was  prescribed.  Often,  IQS  (iron,  qui- 
nine, and  strychnine)  tonic  was  given.  The 
patient  was  kept  in  bed  about  16  hours  a 
day  and  was  placed  in  the  sunshine  regularly. 

The  following  case  illustrates  the  therapy 
given  many  patients : 

The  patient  had  a large  fibroid  tumor. 


Menstruation  had  been  profuse,  and  she  was 
anemic.  She  was  hospitalized  and  ice  caps 
were  kept  on  her  abdomen  about  two  hours 
each  morning  and  each  afternoon.  A liberal 
diet  with  raw  eggs  and  milk  was  ordered. 
IQS  tonic  and  ergot  were  prescribed.  This 
treatment  was  to  be  continued  until  her  men- 
strual period  was  resumed.  She  began  to 
menstruate  on  Saturday  night,  and  Dr. 
White  operated  upon  her  early  Sunday  morn- 
ing. 

Surgical  Treatment  in  the  Home. — Fifty 
years  ago,  surgical  operations  frequently 
were  performed,  not  in  a hospital,  but  in  the 
patient’s  home.  Friends  and  relatives  served 
as  anesthetist,  nurse,  and  assistant  to  the 
surgeon.  Even  when  the  author  came  to 
Temple  as  an  intern,  it  was  not  unusual  for 
Drs.  Scott  and  White  to  go  to  neighboring 
towns  to  operate  in  patients’  homes. 

The  late  Gordon  Mackey,  a former  drug- 
gist in  Temple,  told  of  Dr.  Scott’s  going  to 
Lampasas  more  than  50  years  ago  to  per- 
form an  appendectomy  on  Mackey’s  older 
brother.  He  related  that  Dr.  Scott  had  to 
boil  enough  water  for  a “hog-killing”.  Every- 
thing but  the  table  was  moved  from  the  din- 
ing room.  The  room  and  the  table  were 
scrubbed  thoroughly,  but  what  impressed  lit- 
tle brother  Gordon  most  of  all  was  that  Dr. 
Scott  wasted  so  much  time  washing  his 
hands.  He  washed  them  three  times ! Mackey 
concluded  that  a physician  who  would  do 
that  was  not  very  smart;  and,  with  such  a 
surgeon  to  operate,  he  expected  his  brother 
to  die.  Fortunately,  the  patient  recovered. 

One  case  emphasizes  that  much  could  be 
done  for  the  sick  patient  even  under  the  han- 
dicaps in  the  home.  Also,  it  portrays  the 
outstanding  ability  of  the  local  physician  who 
practiced  excellent  medicine  without  the  aid 
of  modern  laboratory  procedures. 

A doctor,  some  100  miles  away,  telephoned 
one  Sunday  stating  that  his  patient  with  an 
acute  intestinal  perforation  from  typhoid 
fever  was  too  sick  to  bring  to  the  hospital. 
Dr.  Claudia  Potter  and  the  author  packed  a 
surgical  grip,  and  a Temple  man  who  owned 
a small  airplane  flew  us  to  the  patient’s 
home.  Dr.  Potter  gave  the  anesthetic,  and 
the  local  physician  and  the  author  closed  the 
perforation.  So  that  the  airplane  could  be 
landed  when  we  returned  home  after  dark, 
Dr.  O.  F.  Gober  built  a large  bonfire  on  the 
field.  This  was  in  1918.  The  patient  had  a 
satisfactory  recovery;  however,  18  months 
later,  the  doctor  telephoned  again.  He  stated 
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that  the  patient  was  very  ill  because  intesti- 
nal obstruction  had  developed.  A snowstorm 
was  in  progress,  so  Dr.  Potter,  Dr.  A.  C. 
Scott,  Jr.,  and  the  author  returned  to  release 
the  obstruction.  The  patient  recovered  again. 

Certainly,  performing  surgical  operations 
in  the  patients’  homes  provided  many  inter- 
esting experiences  and,  also,  many  grateful 
patients. 


Summary 

Some  pertinent  historical  notes  have  been 
related  about  the  first  50  years  of  modern 
surgical  treatment,  along  with  some  of  the 
surgical  teachings  of  50  years  ago.  Much  of 
the  science  of  medicine  which  was  taught  50 
years  ago  is  theoretically  sound  today,  and 
many  operations  which  were  performed  then 
are  not  excelled  today  in  their  technical  ex- 
ecution. 

The  leading  surgeons  of  this  period  were 
physicians  with  vision,  courage,  and  dedica- 
tion— plus  zeal  and  enthusiasm  to  acquire 
medical  knowledge.  They  were  persons  of  re- 
markable ability.  The  world  is  indebted  to 


them  for  what  they  did  to  further  the  science 
of  modern  surgery. 
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Wrong  Use  of  Seat  Belt  Causes  Injury 

An  improperly  worn  seat  belt  caused  an  internal  injury  to  a woman  in  an 
automobile  accident,  it  was  reported  recently. 

The  seat  belt  was  worn  loosely  and  nigh  across  the  abdomen  and  lower  rib 
cage  by  the  short,  stocky,  62  year  old  woman,  Drs.  William  M.  Cocke,  Jr.,  and 
Kenneth  K.  Meyer,  New  Orleans,  wrote  in  the  Feb.  23  Journal  of  the  American 
Medical  Association. 

When  the  car  in  which  she  was  riding  collided  with  another  at  35  miles  per 
hour,  they  said,  the  impact  was  transmitted  by  the  belt  to  internal  organs  re- 
sulting in  a severely  ruptured  spleen.  She  was  also  thrown  against  the  wind- 
shield and  dashboard,  suffering  fractured  ribs  and  other  minor  injuries,  they 
reported.  The  spleen  was  removed  and  the  patient  allegedly  recovered. 

To  prevent  injuries,  the  authors  cautioned,  seat  belts  must  be  worn  properly 
regardless  of  how  short  a distance  is  to  be  traveled  or  at  what  speed  the  car  will 
be  driven. 

They  advise  that  the  belt  should  be  placed  snugly  over  the  bony  structures 
of  the  hip  and  pelvis  with  the  buckle  in  the  center. 
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Facilities  for  Treatment  and  Evaluation 
For  the  Cerebral  Palsied  in  Texas 


Population  1961 
Area  Reporting 
Estimated  No.  of  C.R 
Known  to  Centers 
Under  Therapy 
School  Age 
Educable 

Teenage  and  Adults 
Mentally  Retarded 


9,950,000  + 

6,000,000  + 

30.000  + 
7,000 + 
2,100  + 

18,400  + 

11.000  + 

8,500  + 

10,600  + 


Fig.  1. 


TO  GATHER  DATA  for  this  survey,  the 
same  method  was  used  as  was  reported  in 
I960.1 

Fig.  1 is  a projection  of  data  based  on  the 
Texas  survey3  statistics  as  well  as  on  the 
figures  collected  in  1961.  This  shows  the 
large  number  of  multiple  handicapped  indi- 
viduals who  are  not,  at  present,  under  ther- 
apy. It  is  also  notable  that  the  two  programs 
for  teenagers  and  adults  in  the  state  have  an 
enrollment  of  less  than  100 — leaving  a large 
number  without  service.  Only  one  center  re- 
ports a program  for  the  mentally  retarded. 
Fig.  2 shows  the  comparative  services 


Services  Available  for  Cerebral  Palsy  in  Tears 


Developemental  Program  | 1 2 


Job  Training  Adult 
Prevocational  Training 


I960 - 1961 


Dental 

Transportation 

Socialization 

Parent 

Recreation  Occational 


THERAPIES  ... 

Occupational 

Speech 

Physical 


] 17 

]I7 


Fig.  2. 
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In  April,  1962,  a review  of  cerebral  palsy 
facilities  for  1960  was  published  in  the 
Journal.  The  material  presented  here  is  of 
interest  as  a followup  to  this  earlier  study. 


RALPH  HANNA,  M.D. 


available  in  1960  and  the  shaded  area  shows 
the  additions  in  1961. 

Fig.  3 shows  the  meager  increase  in  medi- 
cal staffing  of  treatment  centers.  It  will  be 
noted  that  there  is  still  one  center  without 
medical  supervision. 

Fig.  4 shows  the  slight  increase  in  the 
number  of  classes  in  private  institutions. 

Fig.  5,  compiled  from  Texas  Education 
Agency  statistics,  shows  the  tremendous  in- 
crease in  the  enrollment  of  orthopedically 
handicapped  children  which  includes  the  cer- 
ebral palsied.2 

The  data  presented  show  a slight  increase 
in  facilities  for  the  treatment  of  this  condi- 
tion but  points  up  the  lack  of  programs  for 
the  adult,  teenager,  and  the  mentally  retard- 
ed as  well  as  the  inadequate  number  of  treat- 
ment centers  and  the  incomplete  medical 
staffing  in  many  of  the  existing  ones.  The 
great  strides  in  increased  tax  supported 
classes  must  be  commended. 
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2.  Texas  Education  Agency,  Austin,  personal  communication 
to  the  author,  Jan.  28,  1962. 

3.  Wolfe,  W.  G.,  and  Reid,  L.  L. : Survey  of  Cerebral  Palsy 
in  Texas,  Austin,  Cerebral  Palsy  of  Texas,  Inc.,  1958. 
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Fig.  4. 
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ALWAYS  the  physician  must  realize  that 
only  through  knowledge  and  apprecia- 
tion of  his  heritage  is  it  possible  for  him  to 
understand  and  evaluate  the  medicine  of  to- 
day and  to  foresee  the  magnitude  of  the  med- 
icine of  tomorrow.  This  is  an  era  of  chal- 
lenge, conflict,  and  change  throughout  the 
world.  Probably  never  have  responsibilities 
weighed  so  heavily  upon  the  physician.  Be- 
cause his  obligations  are  multifaceted,  chal- 
lenging, and  worthy  of  optimum  effort,  it 
seems  appropriate  at  this  time  to  consider 
some  pertinent  aspects  of  his  present  and  his 
future. 

Responsibility  to  the  Patient 

The  greatest  responsibility  of  the  surgeon 
is  to  see  that  each  patient  receives  maximum 
medical  care  at  a price  he  can  pay  without 
undue  sacrifice.  The  quality  of  surgical  treat- 
ment in  Texas  continues  to  improve  and  com- 
pares favorably  with  that  in  any  portion  of 
the  United  States.  Certainly,  no  surgeon  will 
become  satisfied  with  his  skills  but  will  strive 
continually  to  increase  his  efficiency.  Such 
personal  development  requires  intelligence, 
planned  determination,  patience,  persever- 
ance, and  continued  effort.  The  prudent  sur- 
geon must  realize  his  own  abilities  and  limi- 
tations. Unless  he  is  justifiably  confident 
that  he  is  capable  of  performing  the  indi- 
cated or  a possibly  necessary  procedure,  he 
must  not  accept  the  responsibility.  To  do  so 
would  endanger  both  the  welfare  of  the  pa- 
tient and  the  surgeon’s  integrity. 

The  conscientious  surgeon  always  must  se- 
lect the  operation  which  is  best  for  the  par- 
ticular patient  under  existing  conditions.  An 
intimate  knowledge  of  surgical  physiology 
and  the  ability  to  apply  it  to  the  situation  is 
invaluable.  Frequently,  it  may  be  wise  to  re- 
duce the  magnitude  of  the  surgical  treat- 
ment, to  operate  by  stages,  or  to  perform  a 


less  desirable  but  safer  procedure.  The  sur- 
geon must  adapt  the  operation  to  the  patient 
— never  the  patient  to  the  operation. 

The  intelligent  physician  should  recall  that 
the  goals  of  surgery  are  to  save  lives,  to  cor- 
rect deranged  physiology,  and  to  relieve  suf- 
fering. He  should  be  cautious  in  recommend- 
ing and  performing  extensive,  deforming  op- 
erations for  advanced  malignant  conditions 
when  the  possibility  of  eradicating  the  dis- 
ease is  minute  and  the  problem  of  increased 
morbidity  is  great.  That  the  patient  survives 
such  an  ordeal  may  be  a tribute  to  the  sur- 
geon’s dexterity  but  a reflection  upon  his 
judgment.  He  must  balance  carefully  the 
magnitude  of  the  procedure,  the  probable 
results,  and  the  value  of  other  modalities  of 
therapy. 

Several  years  ago  some  Texas  physicians 
were  asked  by  the  American  College  of  Sur- 
geons to  help  investigate  problems  associated 
with  surgical  procedures  being  performed  by 
visiting  surgical  consultants.  Some  reflec- 
tions seem  indicated  regarding  the  responsi- 
bilities of  the  visiting  surgical  consultant. 

Because  capable  surgeons  are  available  in 
hospitals  throughout  Texas  and  because 
transportation  is  accessible,  there  is  seldom  a 
need  for  the  itinerant  type  of  surgical  treat- 
ment. Certainly  it  is  preferable  for  the  sur- 
geon to  be  available  for  the  complete  evalua- 
tion of  the  patient’s  illness  and  to  formulate 
the  plan  of  optimum  therapy.  He  personally 
should  supervise  the  preoperative  prepara- 
tion and  postoperative  care  of  his  patient. 
These  phases  of  management  can  be  as  im- 
portant as  the  operation  itself.  Nevertheless, 
with  the  development  of  well  equipped  com- 
munity hospitals,  better  prepared  local  phy- 
sicians, and  improved  rapport  between  the 
surgical  consultant  and  the  patient’s  home 
physician,  good  surgical  treatment  undoubt- 
edly can  be  effected.  Always  the  surgeon 
should  be  conscious  of  his  obligation  in  the 
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For  medicine  to  meet  the  challenges  pre- 
sented by  today's  changing  world,  every 
physician  must  shoulder  his  own  obligations, 
even  though  physicians'  responsibilities 
have  never  before  been  so  heavy. 


management  of  the  patient.  He  should  be 
convinced  that  the  evaluation  of  the  patient 
is  accurate  and  sufficient ; that  facilities  and 
personnel  for  definitive  surgical  treatment, 
anesthesia,  and  pathologic  diagnosis  are  ade- 
quate for  all  eventualities;  and  that  this  is 
the  most  effective  method  of  caring  for  the 
patient.  Surgeons  must  be  certain  that  their 
concern  is  for  the  welfare  of  the  patient  and 
is  never  deviated  for  personal  advantage  or 
profit. 

Responsibility  for  Health  Costs 

Next  the  physician’s  role  in  controlling  the 
costs  of  health  should  be  considered.  The  U.S. 
Department  of  Commerce  reports  that  $20,- 
800,000,000  was  spent  for  medical  care  in  the 
U.S.  in  1961,  an  increase  of  6.4  per  cent  over 
the  year  before,  and  an  increase  of  over  $4,- 
000,000,000  since  1958. 7 Expenditures  for 
private  medical  care  accounted  for  5.6  per 
cent  of  the  national  personal  income.  To  help 
defray  this  bill,  nearly  132,000,000  persons, 
or  around  72  per  cent  of  the  population  of 
the  U.S.,  were  insured  against  hospital  ex- 
penses.4 Approximately  92  per  cent  of  these 
people  also  were  protected  against  surgical 
expenses.  A total  of  $3,300,000,000  in  hos- 
pitalization benefits  was  paid  by  voluntary 
insuring  organizations  in  1960,  over  $360,- 
000,000  more  than  in  1959.  In  1961  voluntary 
insurance  paid  $5,200,000,000  of  the  health 
care  bills  of  insured  people. 

The  three  largest  factors  in  the  cost  of 
medical  care  are  hospitalization  expenses, 
physicians’  fees,  and  drugs.  Of  the  $20,800,- 
000,000  spent  for  medical  care  in  the  U.S.  in 
1961,  27.1  per  cent  was  used  for  hospital 
care ; 25  per  cent  for  physicians’  fees ; and 
19.4  per  cent  for  drugs  and  surgical  sup- 
plies.7 

During  the  past  20  years,  the  proportion- 
ate expense  of  hospital  care  has  risen  from 
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17  per  cent  of  the  health  dollar  to  27  per 
cent.1  In  the  period  from  1946  through  1957, 
the  cost  to  the  patient  per  day  in  the  hospital 
increased  by  161.5  per  cent.  This  is  an  in- 
crease of  14.7  per  cent  per  year  or  more  than 
1 per  cent  per  month.6  In  1952  the  period  of 
hospitalization  in  nonfederal  short-term  hos- 
pitals averaged  eight  days,  and  the  average 
bill  was  $145.  In  1962,  the  average  period  of 
hospitalization  was  approximately  the  same, 
but  the  bill  had  doubled  to  $290.  This  figure 
may  increase  to  $400  by  1970.  The  American 
Hospital  Association  has  estimated  hospital 
expenses  per  day  will  increase  from  $36.98 
in  1962  to  $48.47  in  1966,  and  $63.53  by 
1970.  If  unions  control  hospital  personnel, 
this  expense  may  rise  to  $80  per  day.3 

Another  comparison  revealed  that  hos- 
pital operating  costs  spiraled  from  $1,000,- 
000,000  in  1946  to  $9,500,000,000  in  1962.5 
The  technical  complexities  of  modern  medi- 
cine and  the  rising  wages  of  hospital  person- 
nel account  for  most  of  this  rapid  increase 
in  costs.  Pratt6  reported  that  the  cost  of 
nursing  care  in  New  York  increased  by  366 
per  cent  in  13  years.  This  is  understandable, 
since  the  frequent  use  of  intricate  diagnostic 
tests,  complex  mechanisms  such  as  high  volt- 
age roentgen-ray  therapy,  the  artificial  kid- 
ney, the  heart-lung  pump,  and  monitoring 
devices  require  highly  trained,  capable  as- 
sistants as  well  as  expensive  equipment. 

Hospital  payrolls  surpassed  $6,200,000,000 
this  past  year,  an  increase  of  $5,500,000,000 
from  16  years  ago.3  One-third  of  this  in- 
crease was  due  to  salary  advances ; the  other 
two-thirds  was  due  to  new  employees  neces- 
sitated by  new  departments,  technical  per- 
sonnel, a shorter  work  week,  and  other 
causes.  Wages  for  hospital  employees  have 
increased  65  to  75  per  cent  in  the  past  20 
years,  and  the  work  week  has  decreased  from 
48  to  40  hours.  In  one  industry  in  New  York, 
labor  now  has  established  a 24  hour  work 
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week  and  has  recommended  this  as  the  pat- 
tern for  all  wage  earners.  This  trend  toward 
shorter  work  weeks  probably  is  the  major 
reason  for  the  financial  crisis  in  our  hos- 
pitals. 

One  of  the  important  causes  for  rising 
costs  in  hospitals  is  the  great  increase  in  the 
rate  of  hospital  admissions.  Part  of  this  in- 
crease in  admissions  may  be  due  to  the  in- 
crease in  population.  There  are  now  40  mil- 
lion more  Americans  than  there  were  in 
1946.  Social  demand  and  changing  medical 
customs,  however,  account  for  most  of  the 
increase  in  admissions.  Patients  are  hospital- 
ized with  illnesses  of  a more  minor  nature; 
hospitalized  longer  for  the  convenience  of 
the  patient,  the  family,  or  the  physician  ; and 
often  hospitalized  for  medical  investigation 
which  could  be  done  on  an  outpatient  basis. 
Without  question,  hospitalized  patients  re- 
ceive the  benefits  of  many  scientific  ad- 
vances, but  the  cumulative  expense  has  been 
substantial. 

Medical  research  and  the  education  and 
training  of  nurses,  interns,  and  residents 
must  be  evaluated.  These  programs  are  vital 
to  medical  progress,  but  they  are  not  income- 
producing.  Foundations,  philanthropy,  and 
grants  from  various  sources  defray  much  of 
the  cost  of  education  and  research ; but  in- 
evitably, some  of  the  expense  must  be  passed 
to  the  patient  as  a necessary  portion  of  the 
hospital  budget.  This  is  a pertinent  problem, 
and  at  the  present  time  a satisfactory  solu- 
tion is  not  apparent.  Hospital  costs  are  high 
and  are  increasing.  The  public  is  inquisitive 
and  is  becoming  more  resistant  to  paying 
hospital  costs  which  are  not  directly  related 
to  medical  care.  Philanthropy  is  desirable 
but  is  not  accurately  predictable,  and  federal 
subsidy  certainly  should  be  avoided  if  anoth- 
er solution  can  be  found.  Voluntary  dona- 
tions of  tax-free  funds,  accumulated  in  suffi- 
cient amounts  to  permit  long-range  planning 
and  efficient  operation,  might  provide  an  ex- 
cellent solution.  Whether  this  goal  could  be 


achieved  adequately  and  continuously  is  the  ' 
essential  imponderable. 

What  can  be  done  to  limit  this  rapidly  in- 
creasing cost  to  the  patient?  Unnecessary 
hospitalization  must  be  avoided.  Studies  sug- 
gest that  between  5 and  10  per  cent  of  all 
hospital  days  are  without  justification.  Phy- 
sicians are  the  only  persons  who  can  reduce 
this  abuse.  The  physician  must  refuse  a re- 
quest to  admit  a patient  to  the  hospital  sim- 
ply because  he  has  insurance,  and  should  hos- 
pitalize the  patient  only  when  he  needs  the 
highly  trained  personnel  and  complex  facili- 
ties of  the  modern  hospital.  Physicians  should 
conduct  diagnostic  evaluation  and  therapy 
on  an  outpatient  basis  when  possible  and 
feasible,  and  should  resist  pressure  to  permit 
the  patient  to  remain  hospitalized  for  the 
convenience  of  him  or  his  family  longer  than 
medically  indicated. 

The  conscientious  physician  should  pru- 
dently consider  requests  for  special  labora- 
tory tests  and  costly  drugs.  He  must  do  his 
part  to  keep  hospital  costs  down  or  face  the 
possibility  of  government  supervision.  Cer- 
tainly, he  should  utilize  indicated  diagnostic 
laboratory  tests ; however,  the  physician  may 
become  so  enthusiastic  that  he  may  request 
many  interesting  but  unnecessary  tests — 
adding  little  to  diagnostic  accuracy  but  in- 
creasing the  patient’s  expense.  Tremendous 
strides  have  been  made  in  the  development  of 
new  drugs  such  as  antibiotic  and  chemother- 
apeutic agents.  These  new  drugs  are  useful 
but,  of  necessity,  may  be  expensive. 

Surgeons  sometimes  are  accused  of  charg- 
ing exorbitant  fees.  This  is  not  usually  true, 
but  occasionally  the  criticism  is  justified. 
One  surgeon  in  this  state  was  overheard 
bragging  that  he  would  not  accept  a case  un- 
less the  patient  could  pay  at  least  $1,000  for 
his  professional  services.  A surgeon  from  the 
East  replied  that  he  always  charged  at  least 
$1,500  for  a major  operation.  It  is  hoped 
that  these  comments  were  exaggerated  and 
did  not  reflect  the  true  concepts  of  these 
men.  Fortunately,  most  surgeons  do  not  share 
this  philosophy.  The  fee  for  professional 
service  naturally  will  vary  with  the  complex- 
ity of  the  procedure  and  the  ability  of  the 
surgeon.  Dr.  G.  V.  Brindley,  Sr.,  established 
three  criteria  which  still  seem  very  appropri- 
ate for  determining  fees:  (1)  the  charge 
must  not  be  a financial  hardship  to  the  pa- 
tient; (2)  the  size  of  the  fee  should  never 
diminish  the  proficiency  of  the  operation  or 
the  excellence  of  the  patient’s  care;  and  (3) 
the  amount  charged  must  be  reasonable  and 


350 


TEXAS  State  Journal  of  Medicine 


consistent  with  the  cost  of  comparable  pro- 
cedures performed  elsewhere.  Although  the 
surgeon  as  a highly  skilled  scientist  deserves 
fair  remuneration  for  his  valued  efforts,  fi- 
nancial success  will  not  be  his  greatest  re- 
ward. The  gratitude  of  his  patients,  the  satis- 
faction of  returning  the  ill  or  injured  to 
health,  and  the  respect  of  his  colleagues  will 
mean  more  than  the  monetary  gain. 

Responsibility  to  the  Profession 

The  first  and  paramount  responsibility  the 
physician  has  to  his  profession  is  to  conduct 
himself  professionally,  socially,  and  civically 
in  such  a manner  as  to  reflect  dignity,  re- 
spect, and  honor  upon  medicine.  Certainly, 
most  physicians  are  dedicated,  unselfish  per- 
sons who  are  motivated  by  commendable 
ideals  and  purposes.  The  medical  profession, 
however,  has  been  criticized  and  its  luster 
perhaps  tarnished  by  the  imprudent  actions 
and  statements  of  a minority.  Unfortunately, 
occasional  differences  of  opinion  and  criti- 
cisms which  are  expressed  in  some  medical 
and  surgical  societies  imply  that  the  physi- 
cian is  more  interested  in  his  economy  and 
personal  status  than  in  the  welfare  of  his 
patients.  This  untrue  reflection  should  be  cor- 
rected. Criticism  of  one  group  of  physicians 
by  another  must  be  avoided  if  at  all  possible. 
Serious  differences  that  might  be  miscon- 
strued should  be  resolved  privately  and  not 
discussed  in  the  public  press. 

Next  the  physician  must  strive  individual- 
ly and  collectively  to  improve  his  surgical 
skills  and  abilities.  Surgical  spheres  are 
changing  rapidly.  Now  that  the  rates  of  in- 
fant mortality  from  complications  or  infec- 
tions have  been  reduced  greatly,  many  more 
children  with  congenital  anomalies  are  sur- 
viving. Because  a larger  proportion  of  the 
population  is  in  the  old  age  group,  degenera- 
tive and  malignant  diseases  are  more  preva- 
lent. Surgeons  must  continue  to  study  and 
work  with  associates  in  other  phases  of  medi- 
cine to  correct  these  abnormalities  and  dis- 
eases or  improve  the  treatment.  Tremendous 
investigation  is  being  done.  Already  the  re- 
sults are  amazing  and  the  future  is  both 
challenging  and  optimistic. 

Responsibility  in  Research 

This  is  an  era  of  research.  Never  has  so 
much  money  been  sought,  obtained,  and  util- 
ized for  medical  investigation.  Wonderful  ac- 


complishments have  been  attained  and  many 
appear  to  be  on  the  horizon.  Intelligent  re- 
search should  be  supported  in  every  possible 
way.  Opportunity  for  clinical  and  applied  re- 
search is  available  to  every  surgeon  who 
progressively  evaluates  his  patients  and  their 
responses  to  his  treatment  and  improves  his 
modalities  of  therapy  as  changes  are  indi- 
cated. Those  persons  in  charge  of  delegating 
research  funds  and  directing  investigative 
programs  must  assure  that  these  monies  and 
energies  are  used  wisely  to  obtain  maximum 
worthwhile  information  and  retain  the  pub- 
lic’s confidence. 

Responsibility  in  Medical  Education 

Texas  has  approximately  10,000  physi- 
cians. This  is  one  physician  for  every  1,227 
persons  compared  to  one  for  every  720  per- 
sons in  the  United  States.3  Coexisting  with 
this  limited  supply  of  doctors  is  a rising  de- 
mand for  medical  service.  This  demand  for 
medical  service  and  for  physicians  will  in- 
crease progressively  because:  (1)  the  popu- 
lation is  increasing;  (2)  the  percentage  of 
elderly  people  and  of  children  who  need  more 
medical  care  is  increasing;  (3)  incomes  will 
rise;  (4)  insurance  coverage  or  government 
medical  subsidy  will  be  almost  universal ; (5) 
people  are  better  informed  and  seek  medical 
care  earlier  and  more  often;  and  (6)  the 
number  of  physicians  required  for  special- 
ized services  such  as  research  is  rising. 

An  increase  in  the  number  of  physicians 
will  require  an  abundant  supply  of  capable 
students.  Competition  for  this  type  of  young 
person  is  great,  and  continued  and  renewed 
efforts  must  be  made  to  encourage  the  most 
capable  young  students  to  elect  medicine  as 
a career.  Many  other  professions  offer  a 
shorter  training  period,  less  educational  ex- 
pense, more  financial  assistance,  and  pros- 
pects for  equal  or  higher  income.  It  has  been 
estimated  that  medical  education  costs  the 
student  from  $8,800  to  $16,000.  Only  15  per 
cent  of  all  medical  students  come  from  fami- 
lies with  incomes  of  less  than  $5,000  a year, 
although  41  per  cent  of  our  white  urban  fam- 
ilies were  in  this  income  bracket  in  1957. 8 
When  indicated,  institutional  financial  aid 
should  be  available  for  deserving  students. 
To  help  meet  this  need,  the  American  Medi- 
cal Association  has  established  a loan  pro- 
gram to  provide  financial  assistance  to  medi- 
cal students  who  attend  medical  schools  ap- 
proved by  the  Committee  on  Medical  Educa- 


Volume  59,  APRIL,  1963 


351 


TEXAS  SURGEON  — Brindley  — continued 


tion,  and  to  young  physicians  who  serve  in- 
ternships or  residencies  in  hospitals  ap- 
proved by  the  Council.2  This  loan  program 
of  the  Education  Research  Foundation  of  the 
AMA  has  been  well  received  since  being 
announced  about  a year  ago.  The  AMA  has 
underwritten  approximately  $4,500,000  in 
loans  to  medical  students,  interns,  and  resi- 
dents. These  students  and  young  physicians 
may  obtain  up  to  $1,500  per  year  with  a 
maximum  of  $10,000.  In  addition,  AMA-ERF 
is  working  on  a scholarship  program  which 
will  be  announced  soon. 

In  1962  the  Interstate  and  Foreign  Com- 
merce Committee  of  the  House  of  Represent- 
atives approved  a $750,000,000,  ten  year 
building  program  of  federal  grants  for  con- 
struction and  expansion  of  medical  and  den- 
tal schools.9  The  Committee  also  approved  a 
new  plan  of  federal  loans,  up  to  $2,000  a 
year  for  five  years,  to  qualified  medical 
or  dental  students.  The  AMA  supported  the 
construction  grant  proposal  but  did  not  take 
a stand  on  federal  loans  to  students. 

To  assure  enough  well  trained  physicians 
in  Texas,  additional  capital  funds  must  be 
made  available  to  improve  and  expand  medi- 
cal teaching  facilities.  Many  physicians  have 
the  privilege  and  the  responsibility  of  par- 
ticipating in  teaching  programs — a stimulat- 
ing and  challenging  experience.  Much  of  the 
excellence  of  future  surgery  in  Texas  is  de- 
pendent upon  the  caliber  of  this  instruction. 


Responsibility  in  Politics 

Until  recently,  few  physicians  had  signifi- 
cant interest  or  knowledge  of  political  mat- 
ters. The  practice  of  medicine  being  complex 
and  time-consuming,  the  doctor  did  not  de- 


sire or  feel  obligated  to  participate  in  legis- 
lative activity.  Government  now  has  assumed 
so  much  regulation  of  professional  and  pri- 
vate lives  that  physicians  conscientiously 
may  remain  aloof  no  longer.  Socialization  of 
medicine  and  the  welfare  state  are  continu- 
ally threatening  this  great  country.  Many 
basic  freedoms  already  have  been  lost.  Condi- 
tions are  so  ominous  that  to  remain  status 
quo  on  almost  any  issue  is  a victory  for  con- 
servatism. Political  action  now  is  urgent  if 
the  American  heritage  is  to  be  regained.  To 
be  effective,  the  Texas  surgeon  must  be  well 
informed,  motivated  by  intelligent  and  un- 
selfish principles,  and  diligent  in  his  effort 
to  express  himself  for  the  best  interests  of 
his  patients  and  his  country. 


Conclusion 

This  era,  unparalleled  in  responsibilities 
and  opportunities,  presents  a challenge  that 
is  stimulating,  awesome,  and  urgent.  To  meet 
it,  physicians  must  be  intelligent  and  deter- 
mined, diligent  and  dedicated. 
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New  York  Chiropractors  Join  Labor  Union; 

Attempt  Another  Push  for  Licensure 

Chiropractors  have  tried  unsuccessfully  for  years  to  get  the  New  York  legis- 
lature to  approve  chiropractic  licensing.  Now  approximately  70  have  joined  a 
special  unit  of  Local  227,  Building  Service  Employees,  AFL-CIO,  in  upstate 
New  York.  Union  leaders  say  the  chiropractors  joined  the  union  in  order  to 
present  their  legislative  goals  to  the  public. 

This  year  their  legislative  goals  are  being  championed  by  a powerful  ally, 
Gov.  Nelson  A.  Rockefeller. 

The  Medical  Society  of  the  State  of  New  York  is  actively  fighting  the  meas- 
ure, and  has  called  upon  out-of-state  medical  groups  and  physicians  to  send  their 
protestations  to  Rockefeller. 
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Clinicopathologic  Conference 

Howard  C.  Hopps,  M.D.;  ArrNell  Boelsche,  M.D.;  and  Sam  B.  Bitnun,  M.B. 


This  case  poses  an  interesting  and  difficult 
diagnostic  problem  in  pediatric  pathology. 
The  many  signs  and  symptoms  were  variously 
indicative  of  diseases  of  the  nervous  system, 
poliomyelitis,  muscular  dystrophy,  infectious 
mononucleosis,  and  several  collagen  diseases. 

Clinical  Protocol 

Present  Illness. — This  91/2  year  old  girl 
was  admitted  to  John  Sealy  Hospital  July 
13,  1962,  with  a two-month  story  of  malaise 
and  lethargy.  One  week  after  onset  there  de- 
veloped generalized  weakness  and  pain  in  the 
limbs,  initially  in  the  muscles  around  the 
knee,  elbow,  and  shoulder  joints  and,  shortly 
thereafter,  in  these  joints  themselves.  A 
steady  deterioration  of  muscle  strength  then 
occurred  so  that  she  became  unable  to  reach 
the  sitting  position  alone  and  could  walk  only 
with  considerable  difficulty.  The  joints  were 
neither  warm  nor  tender,  but  there  was 
swelling  around  the  knees,  elbows,  and  shoul- 
ders extending  to  the  upper  arm,  shoulder, 
and  thigh ; periorbital  swelling  also  was  not- 
ed. The  muscle  and  articular  pain  and  weak- 
ness were  worse  on  awakening  in  the  morn- 
ings and  there  was  a low  grade  intermittent 
fever. 

Two  physicians  saw  the  girl  on  separate 
occasions,  diagnosed  rheumatic  fever,  and 
prescribed  penicillin  initially  and,  subse- 
quently, ascorbic  acid,  ACTH,  aspirin,  and 
Decagesic,  without  success. 

One  week  prior  to  admission  she  developed 
a dry  cough,  sore  throat,  and  intermittent 
abdominal  pain.  The  edema  around  the  shoul- 
ders and  thighs  had  become  more  pro- 
nounced. 

History. — Family  and  past  histories  were 
unremarkable.  There  were  no  recent  contacts, 
but  possible  exposure  to  insecticides  (type 
unspecified)  was  mentioned. 


Physical  Examination. — Weight  was  45 
lbs. ; length,  51  in. ; temperature,  100.4  F. ; 
pulse,  130 ; respirations,  24 ; and  blood  pres- 
sure, 130/70  mm.  of  mercury. 

Chronically  ill  and  lying  motionless  in  bed, 
the  patient  appeared  to  be  in  moderate  dis- 
tress. 

Mild  periorbital  edema  and  gingival  and 
faucial  hyperemia  were  present.  There  was 
mild  lymphadenopathy  (nontender)  of  cervi- 
cal and  inguinal  groups. 

The  chest  was  clear. 

Examination  of  the  cardiovascular  system 
revealed  a grade  2/6  ejection  systolic  mur- 
mur along  the  interspace  at  left  sternal  bor- 
der, not  radiating ; the  diastole  was  clear  and 
there  was  no  clinical  cardiomegaly  or  thrills. 

The  liver  was  palpated  3 cm.  down.  Ten- 
derness was  questionable. 

Neurological  examination  showed  the  fun- 
di and  cranial  nerves  to  be  normal ; there  was 
generalized  symmetrical  hyporeflexia.  Gen- 
eralized muscle  weakness  involved  especially 
the  proximal  groups  of  shoulder  and  hip 
zones ; the  patient  was  unable  to  sit  alone 
but  could  shuffle  around  with  support.  There 
was  muscle  atrophy,  induration,  and  mod- 
erate tenderness. 

Laboratory  Data. — Complete  blood  count 
was  normal;  sedimentation  rate,  13  (correct- 
ed) ; three  urinalyses,  normal;  antistrepto- 
lysin O,  100  Todd  units.  Blood  urea  nitrogen, 
potassium,  sodium,  chloride,  carbon  dioxide, 
calcium,  phosphorus,  alkaline  phosphatase, 
uric  acid,  cholesterol,  serum  proteins,  and 
protein  electrophoresis  all  were  normal. 
VDRL,  three  lupus  erythematosus  (L.E.) 
preparations,  and  latex  fixation  tests  were 
negative.  Heterophil  titer  was  1:112 — a 
doubtful  reaction.  Stools  tested  with  guaiac 
for  occult  blood  gave  positive  results  in  five 
out  of  six  specimens.  Urine  (24  hour  speci- 
men) contained  115  mEq.  per  L.  of  lead  (Di- 
thizone  method,  normal  0 to  100).  Three 
blood  cultures  were  negative. 
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Serum  glutamic  oxaloacetic  transaminase 
was  42  units,  and  rose  to  65  units  when  the 
test  was  repeated  one  week  later.  Serum  glu- 
tamic pyruvic  transaminase  was  20  units, 
and  was  37  units  one  week  later. 

Roentg eno graphic  Studies. — Chest,  bone 
survey,  intravenous  pyelogram,  and  barium 
swallow  were  negative. 

Electrocardiogram  and  Electroencephalo- 
gram.— Three  electrocardiograms  and  one 
electroencephalogram  gave  normal  findings. 

Skin  Tests. — Toxoplasmin,  coccidioidin, 
histoplasmin,  trichinella,  and  tuberculin  tests 
were  all  negative. 

Bone  Marrow. — The  marrow  was  hypocel- 
lular  with  some  depression  of  myeloids  (nor- 
mal maturation)  and  platelets  (normal  meg- 
akaryocytes) . 

Biopsies. — A muscle  biopsy,  taken  July  20, 
was  reported  to  show  scattered  collections  of 
chronic  inflammatory  cells  and  varying  de- 
grees of  muscle  degeneration,  characteristic 
of  interstitial  polymyositis. 

A renal  biopsy,  taken  July  30,  presented 
these  significant  glomerular  changes : in- 
creased cellularity,  focal  basement  membrane 
thickening,  and  scattered  tuft  adhesions. 

Hospital  Course. — Fever  persisted  (102  to 
103  F.).  Intermittent  pericardial  and  then 
pleura-pericardial  rub  became  manifest,  with 
an  increase  in  the  intensity  of  the  systolic 
murmur.  Muscle  weakness  became  more  pro- 
nounced and  the  patient  was  then  unable  to 
roll  over,  sit,  feed  herself,  stand,  or  walk. 

Therapy  was  commenced  with  response 
within  24  hours,  but  this  was  temporary.  The 
patient  soon  developed  abdominal  discomfort, 
generalized  pruritus,  mild  but  recurrent  nose 
bleeds,  a nasal  twang,  and  dysphagia  for 
solids.  She  found  it  difficult  to  cough. 

Her  chest  remained  clear,  both  clinically 
and  radiologically , but  the  hemoglobin 
showed  a progressive  drop  (10  to  6.6  Gm. ; 


hematocrit,  32  to  19  vol.  per  cent),  with 
thrombocytopenia  ( 50,000  to  75,000  platelets 
per  cu.  mm.)  and  a reticulocyte  response  (5 
to  7 per  cent  per  cu.  mm.).  Progressive  re- 
spiratory difficulty  developed,  but  improved 
with  energetic  postural  drainage  and  physio- 
therapy. 

The  cardiologists  did  not  believe  digitaliza- 
tion would  be  of  value  since  chest  roentgeno- 
grams and  electrocardiograms  were  normal, 
and  the  only  clinical  sign  of  cardiac  difficul- 
ty was  a gallop  rhythm.  A packed  cell  trans- 
fusion of  200  cc.  was  given  without  compli- 
cations. 

Because  of  difficulty  in  handling  her  phar- 
yngeal secretions,  the  patient  was  not  taking 
enough  fluids  by  mouth  and  her  temperature 
rose  to  103  F.  Cultures  were  taken,  and  in- 
travenous therapy  was  commenced  with  peni- 
cillin. Coly-Mycin  was  given  intramuscular- 
ly, and  temperature  gradually  decreased  over 
the  next  36  hours.  She  developed  serious  ob- 
struction of  air  passages,  cyanosis,  had  a 
generalized  convulsion,  and  remained  apneic. 
In  spite  of  tracheotomy  and  use  of  a mechan- 
ical respirator,  she  remained  stuporous  and 
died  three  days  later,  Aug.  22. 

DR.  HOPPS : Dr.  Boelsche,  who  never  saw 
this  patient  and  has  only  that  information 
at  her  disposal  which  has  been  presented  to 
all  of  you,  will  begin  the  discussion. 

Clinical  Discussion 

DR.  BOELSCHE:  When  I was  asked  to 
discuss  this  clinical  pathologic  conference  I 
was  told  that  it  was,  in  part,  because  the  pa- 
tient presented  some  neurological  signs  and 
symptoms.  In  the  review  of  the  protocol  there 
are  a great  many  signs  and  symptoms  de- 
scribed, and  I have  listed  them  in  Table  1. 
Only  a few  of  these  are  related  to  the  nerv- 
ous system  and  I believe  that  the  comment 
about  neurologic  disease  was  a deliberate  at- 
tempt to  lead  me  astray. 
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Dr.  Howard  C.  Hopps,  professor  and  chairman.  Depart- 
ment of  Pathology,  University  of  Texas  Medical  Branch, 
is  guest  editor  for  a series  of  four  clinicopathologic 
conferences  from  that  school  to  be  published  in  the 
coming  year.  Dr.  ArrNell  Boelsche  and  Dr.  Sam  B.  Bit- 
nun  present  the  clinical  and  general  discussions,  re- 
spectively, for  this  case. 
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Table  1.— Signs  and  Symptoms  of  Case  in  Order 
of  Appearance. 


Weakness 

Heart  murmur  and  rub 

Muscle  pain 

Palpable  liver 

Edema 

Disturbed  gait 

Fever 

Hyporeflexia 

Cough 

Muscle  atrophy 

Sore  throat 

Dysphagia 

Abdominal  pain 

Anemia 

Hyperemia  of  mucous 

Thrombocytopenia 

membranes 

Convulsions 

Lymphadenopathy 

Usually,  primary  diseases  of  the  nervous 
system  are  not  accompanied  by  signs  and 
symptoms  relating  to  so  many  other  systems. 
With  such  a picture  as  is  presented  here,  a 
systemic  disease  with  secondary  involvement 
of  the  nervous  system  is  more  likely.  There- 
fore only  a few  primary  diseases  of  the  nerv- 
ous system  need  be  considered. 

The  hyporeflexia,  muscle  weakness,  fever, 
cough,  sore  throat,  and  dysphagia  are  signs 
and  symptoms  of  poliomyelitis,  but  usually 
do  not  develop  in  this  order.  Furthermore, 
fatal  poliomyelitis  is  more  of  a fulminating 
disease  during  its  early  course.  I do  not  be- 


lieve this  child  had  any  type  of  poliomyelitis. 

Weakness,  muscle  atrophy,  dysphagia,  and 
hyporeflexia  bring  to  mind  muscular  dystro- 
phy, but  rarely  is  progression  this  rapid. 
Furthermore,  cardiac  signs  and  symptoms, 
when  they  occur,  are  effects  of  rhythm  dis- 
turbances. In  addition,  the  involvement  of 
the  hepatic,  lymphatic,  and  hematologic  sys- 
tems do  not  suggest  this  disease. 

Infectious  mononucleosis  is  a disease  with 
protean  manifestations,  and  this  girl  might 
have  had  infectious  mononucleosis.  However, 
the  muscular  atrophy,  dysphagia,  and  fatal 
outcome  dissuade  me. 

The  category  of  disease  which  I am  led  to 
consider  most  is  the  group  of  collagen  dis- 
eases. This  patient  had  all  the  signs  and 
symptoms  that  occur  in  many  collagen  dis- 
eases. Actually,  my  principal  difficulty  is  in 
deciding  which  of  the  collagen  diseases  this 
is  most  likely  to  be.  This  decision  hinges  up- 
on a careful  evaluation  of  the  severity  of 
various  signs  and  symptoms,  their  extent, 
duration,  and  so  forth.  To  help  us  with  this 
problem  I have  prepared  Table  2. 

Our  patient  had  only  a low  grade  fever 


Table  2. — Usual  Signs  and  Symptoms  of  Collagen  Diseases. 


Rheumatoid 

Arthritis 

Rheumatic 

Fever 

Lupus  Ery- 
thematosus 

Periarteritis 

Nodosa 

Anaphylactoid 

Purpura 

Dermato- 

myositis 

Fever 

Usually  septic 
type  up  to 
104-106  F. 
Initial  sign 
Persistent 

High  for  few 
days,  then 
drops 

Septic  type 

Not  too  high 

Negative 

Not  typical 
(due  to 
respiratory 
disease) 

Joints 

Symmetrical 

Indolent 

Deformities 

Migratory 
polyarthritis 
Asymmetrical 
No  deformity 

Arthralgia 

Migratory 

Migratory 

Involvement 
of  surround- 
ing tissue, 
but  not  joint 

Skin 

Not  typical 

Erythema 

multiforme, 

nodosum, 

marginatum 

Butterfly 
light  sen- 
sitivity 
Erythema- 
tous rash 

Erythema 

Maculo- 

papular 

Purpuric 

Violaceous 
erythema 
around  eyes 
Hypertrichosis 
Raynaud’s 
phenomenon 
Calcium 
deposit 
Periorbital 
edema 

Cardiac  ab- 
normalities 

Not  typical 

Valvular 

Pericarditis 

Endocarditis 

Myocarditis 

Pericarditis 
Coronary 
arterial  in- 
volvement 

Not  typical 

A rare  late 
manifesta- 
tion 

Renal  ab- 
normalities 

Rare 

Rare 

Common 

Common 

Common 

Occasional 

Spleen,  liver 
enlargement 

Present  in 

50%  of 
patients 

Negative 

Present  in 

25%  of 
patients 

Occasional 

Occasional 

Rare 

Anemia 

Common 

Common 

Common 

Common 

Common 

Rare 

Eosinophilia 

Rare 

Rare 

Rare 

Rare 

Common 

Common 

Pain 

Articular 

Articular 

Arthralgia 

Articular 

Articular 

Muscle 
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Fig.  1.  Top  left.  Skeletal  muscle: 
There  is  extensive  degeneration, 
with  necrosis,  of  many  muscle  fi- 
bers. There  is  moderate  interstitial 
edema  and  diffuse  lymphocytic  in- 
filtration. Those  muscle  fibers 
which  are  most  darkly  colored  ex- 
hibit the  greatest  degree  of  de- 
generative changes. 


Fig.  2.  Top  right.  Skeletal  muscle: 
Here  again  there  is  acute  degen- 
eration with  necrosis  of  an  occa- 
sional fiber.  This  is  an  older 
process  than  shown  in  Fig.  1.  In 
the  lower  half  of  the  photomicro- 
graph can  be  seen  considerable 
interstitial  fibrosis  with  actual  re- 
placement of  areas  formerly  occu- 
pied by  muscle.  The  upper  one- 
third  of  the  figure  presents  con- 
siderable interstitial  edema. 


Fig.  3.  Bottom  left.  Skeletal  mus- 
cle: This  photomicrograph  of  mus- 
cle, cut  crossways,  is  at  consider- 
ably higher  magnification  than 
that  in  Figs.  1 and  2.  In  addition 
to  moderate  acute  degenerative 
change  of  muscle  fibers,  note  the 
cluster  of  arterioles  with  rather 
intense  perivascular  lymphocytic 
infiltration. 


Fig.  4.  Bottom  right.  Esophagus: 
This  is  the  subserosa  and  adjacent 
two-thirds  of  the  major  muscular 
coats  of  the  esophagus.  The  same 
sort  of  degenerative  change  can 
be  seen  in  the  muscle  that  has 
been  presented  in  Figs.  1 and  2, 
though  here  it  is  less  advanced. 
There  is  moderate  interstitial  fi- 
brosis, along  with  lymphocytic  in- 
filtration. The  subserosa  is  mod- 
erately edematous. 


initially,  although  this  became  elevated  after 
a pericardial  rub  was  noted.  Her  joints  were 
not  actually  involved,  but  there  was  persist- 
ent muscle  pain  and  weakness,  with  edema, 
around  the  joints.  Not  much  is  told  us  about 
her  skin,  but  periorbital  swelling  and  faucial 
hyperemia  suggest  a sign  which  is  almost 
pathognomonic  of  dermatomyositis.  The  car- 
diac findings  were  late  signs,  but  this  com- 
monly occurs  in  any  of  the  collagen  diseases. 
The  patient  had  no  renal  difficulties  and  her 
spleen  was  not  palpable,  but  her  liver  is  de- 
scribed as  enlarged.  I must  point  out  that 
the  anemia  and  thrombocytopenia  are  typical 


of  anaphylactoid  purpura  and  do  not  suggest 
dermatomyositis,  but  they  do  not  exclude  it. 

I believe  this  child  had  dermatomyositis.  1 
am  influenced  in  this  because  the  most  strik- 
ing findings  were  related  to  muscle  involve- 
ment. Furthermore,  the  dysphagia,  edema, 
weakness,  and  hyporeflexia  are  typical  of 
dermatomyositis  and  uncommon  to  rare  in 
the  other  collagen  diseases.  She  had  many  of 
the  findings  which  are  rare  in  the  typical 
(slowly  progressive)  case  of  dermatomyo- 
sitis, but  which  are  found  in  fulminating 
fatal  cases ; these  are  the  cardiac,  respira- 
tory, neurologic,  and  hematologic  signs  and 
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Fig.  5.  Abdominal  skin:  The  epidermis  is  not  remarkable 
except  for  slight  atrophy  and  moderate  hyperkeratosis.  The 
dermis  exhibits  greater  quantity  and  density  of  collagen 
than  is  normal  for  the  age  and  for  the  site  from  which  this 
portion  of  tissue  was  removed.  There  is  slight  interstitial 
edema.  These  changes  are  compatible  with  dermatomyo- 
sitis,  but  by  no  means  diagnostic  of  the  disease. 


Fig.  7.  Heart:  This  photomicrograph  includes  a cross  sec- 
tion of  the  mitral  valve  ring.  In  the  upper  left  can  be  seen 
the  base  of  the  mitral  valve  proper.  There  is  a moderate 
increase  in  fibrous  connective  tissue  which  extends  in  irreg- 
ular fashion  into  the  base  of  the  left  ventricle.  Atrophic 
cardiac  muscle  fibers  and  slight  lymphocytic  infiltration 
are  present. 


symptoms.  The  contractures  and  calcinosis 
typically  found  in  dermatomyositis  are  lack- 
ing in  this  case  because  of  the  relatively  short 
duration  of  this  patient’s  illness ; they  devel- 
op only  when  the  disease  exists  for  a year 
or  longer. 

I would  expect  the  pathologist  to  find  le- 
sions in  the  muscle  and  other  organs  typical 
of  dermatomyositis.  I hope  that  he  made  a 
careful  search  for  evidence  of  an  early  neo- 
plasm, especially  a lymphoma,  since  there  is 
a notoriously  high  incidence  of  malignant 
neoplasia  in  patients  with  dermatomyositis. 
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Fig.  6.  Kidney:  The  principal  changes  are  in  the  glomeruli 
which  are  increased  in  size  because  of  moderate  prolifera- 
tion of  epithelial  cells.  The  artery,  in  the  lower  portion  of 
the  figure,  is  not  significantly  abnormal,  nor  do  the  tubules 
show  significant  changes  other  than  postmortem  autolysis. 


DR.  HOPPS : This  was  a difficult  diag- 
nostic problem  and  Dr.  Boelsche  deserves 
high  commendation  for  hitting  the  nail 
squarely  on  the  head.  Dr.  Bitnun,  a member 
of  the  Department  of  Pediatrics  and  one  of 
our  panelists,  has  been  quiet  until  now.  This 
is  because  he  was  aware  of  the  diagnosis  of 
this  case,  since  this  patient  was  one  of  a 
series  he  has  been  studying  at  the  Medical 
Branch  in  relation  to  a comprehensive  review 
of  dermatomyositis.  Now  that  we  have  es- 
tablished the  diagnosis,  Dr.  Bitnun,  would 
you  care  to  comment  upon  the  signs  and 
symptoms  which  this  patient  presented  be- 
fore we  discuss  the  pathologic  findings? 

DR.  BITNUN : The  most  characteristic 
sign  of  dermatomyositis,  and  one  which  is 
probably  pathognomonic,  is  the  heliotropic 
coloration  of  the  eyelids  and  puffy  periorbi- 
tal tissues.  Skin  changes  of  this  sort  were 
mentioned  casually  by  the  mother,  but  could 
easily  have  been  ignored,  because  of  their 
apparent  nonspecific  character.  Of  the  13 
cases  that  I have  had  an  opportunity  to 
study,  most  had  skin  lesions  of  this  character 
at  some  time,  but  I shall  discuss  the  general 
picture  of  dermatomyositis  later. 

The  muscle  weakness  in  this  patient  fits 
the  usual  pattern  of  symmetrical  muscular 
involvement,  particularly  affecting  proximal 
groups.  The  muscles  themselves,  especially 
those  in  the  thigh  and  shoulder  area,  were 
typically  swollen,  tender,  and  indurated.  The 
lack  of  remarkable  neurologic  findings  is 
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quite  common  in  patients  of  this  sort,  how- 
ever, muscular  pain  and  weakness  can  mimic 
peripheral  neuritis.  Actual  nerve  involve- 
ment, even  from  the  histopathologic  stand- 
point, is  rare. 

The  muscle  biopsy  in  our  case  today  was 
compatible  with  the  clinical  diagnosis  of  der- 
matomyositis,  but  it  is  well  to  recall  the  non- 
specific nature  of  such  changes,7  changes 
which  can  be  produced  by  thyrotoxicosis,  my- 
asthenia gravis,  Coxsackie  myositis,  and  a 
variety  of  connective  tissue  diseases.3 

Kidney  changes  were  noted  on  percutane- 
ous biopsy  in  this  case,  and  comparable 
changes  have  been  present  in  all  six  of  the 
children  in  our  series  in  whom  renal  biopsy 
was  performed.  The  histologic  changes  are 
nonspecific,  resembling  those  found  in  the 
other  collagen  diseases,2  but  they  probably 
are  highly  significant.  Renal  involvement  has 
not  been  given  the  attention  it  merits  in  pre- 
vious descriptions  of  dermatomyositis.  Very 
probably  it  occurs  as  an  integral  manifesta- 
tion of  the  disease  and  the  likelihood  of 
chronic  renal  failure,  in  patients  who  survive 
the  initial  period,  is  strong. 

The  laboratory  investigations  described  in 
the  protocol  clearly  demonstrate  the  minimal 
value  they  afford  in  the  diagnosis  of  derma- 
tomyositis. In  spite  of  significant  renal  dam- 
age (biopsy  evidence),  repeated  urinalysis 
and  determinations  of  blood  urea  nitrogen 
and  cholesterol  were  normal.  Serum  trans- 
aminases were  normal,  as  were  the  serum 
proteins,  and  even  if  they  had  been  abnormal 
they  would  not  have  helped  much  in  the  diag- 
nosis. Measurements  of  creatinine  and  crea- 
tine output  were  reported,  and  this  leads  me 
to  exclaim  that  this  is  a very  overrated  test. 
This  is  because  most  persons  do  not  know  the 
normal  range  of  creatine  and  creatinine  out- 
put, nor  that  variation  is  enormous.10  Cre- 
atine output  is  increased  by,  among  other 
things,  exercise;  starvation;  such  drugs  as 
ACTH,  thyroid  preparations,  and  epineph- 
rine; a variety  of  the  endocrinopathies  in- 
cluding myopathies  such  as  muscular  dystro- 
phy and  myasthenia  gravis ; and  a variety  of 
collagen  diseases  including  rheumatoid  ar- 
thritis and  lupus  erythematosus.  Obviously, 
this  test  can  contribute  little. 

Hematologic  manifestations  are  not  ordi- 
narily a feature  of  dermatomyositis.  Throm- 
bocytopenia has  not  been  reported  previous- 
ly, and  it  is  interesting  that  our  patient 
should  have  developed  it  while  she  was  re- 


ceiving steroids.  Her  anemia  may  have  been 
related,  in  part,  to  recurrent  epistaxis,  but 
this  would  not  explain  the  hypocellular  mar- 
row. The  positive  test  for  occult  blood  could 
well  have  been  an  effect  of  nose  bleed,  al- 
though erosion  and  superficial  ulceration  of 
the  gastrointestinal  tract  is  a well-known 
complication  of  dermatomyositis. 


Pathologic  Findings 

DR.  HOPPS : At  autopsy  we  observed  the 
violaceous  discoloration  about  the  eyes,  to- 
gether with  slight  puffiness,  though  this  was 
not  so  well  defined  as  before  the  child’s 
death.  Otherwise,  there  were  no  remarkable 
external  changes.  The  peritoneal  cavity  con- 
tained 450  ml.  of  clear  serous  fluid.  Abdomi- 
nal viscera  presented  an  essentially  normal 
appearance  for  the  age,  and  there  were  no 
abnormal  masses  nor  adhesions.  The  right 
pleural  cavity  contained  150  ml.  of  clear 
serous  fluid  and  the  left  approximately  20 
ml.  of  similar  fluid.  There  were  no  adhesions. 
The  pericardial  cavity  contained  1.5  times 
the  usual  amount  of  clear  light  yellow  fluid. 
Except  for  the  lungs,  which  I will  describe 
in  a moment,  gross  changes  were  in  no  sense 
dramatic.  The  heart  was  arrested  in  diastole. 
It  was  well  within  normal  limits  of  size  and 
weight  and  there  were  no  abnormalities  of 
note.  The  liver  was  slightly  enlarged  and  ap- 
peared slightly  more  yellow  than  usual,  evi- 
dence of  fatty  change.  There  were  noticeable 
hyperemic  areas  in  the  terminal  ilium  and 
the  colon,  with  superficial  ulceration  in  the 
sigmoid  portion.  Related  to  these  areas,  the 
bowel  contained  small  amounts  of  blackish 
stool  (melena).  The  kidneys  were  within 
normal  limits  of  weight,  but  were  slightly 
softer  and  paler  than  usual.  The  brain  was 
slightly  heavier  than  normal  and  gave  evi- 
dence of  slight  edema.  Skeletal  musculature, 
in  general,  was  somewhat  wasted,  but  did 
not  present  abnormalities  of  note  other  than 
this.  None  of  these  changes  was  striking. 

This  lack  of  specific  gross  pathologic 
changes  is  characteristic  of  dermatomyositis 
which  has  followed  such  a course  as  de- 
scribed in  the  protocol.  The  really  significant 
findings  in  this  case  are  only  apparent  micro- 
scopically, and  we  shall  describe  these  in  a 
moment.  Before  we  do,  however,  let  us  return 
to  the  lungs. 

Although  the  right  lung  was  slightly  heav- 
ier than  normal  for  the  age,  220  Gm.,  the  left 
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was  within  normal  limits,  120  Gm.  There  was 
moderate  acute  passive  congestion,  more 
pronounced  toward  the  right  side.  However, 
most  striking  was  the  pattern  of  alternating 
atelectasis  and  emphysema,  more  obvious  in 
the  right,  and  particularly  in  the  lower  and 
middle  lobes,  posteriorly.  Distal  to  the  tra- 
cheostomy wound,  the  trachea  and  main  stem 
bronchi  were  almost  filled  with  an  extremely 
tenacious,  bloodstained  mucus.  This  material 
extended  further  into  the  lung  involving 
second,  third,  and  even  fourth  order  bronchi. 
The  character  of  this  secretion  was  such 
that  much  of  it  clung  together  during  remov- 
al, presenting  a cast  of  the  tracheobronchial 
tree.  Obviously,  the  precipitating  cause  of 
death  related  to  this  obstruction  of  air  pas- 
sages. 

Turning  to  the  histopathology,  the  princi- 
pal changes  involved  muscle,  and  we  exam- 
ined many  sections  of  muscle.  I can  dismiss 
the  other  organs  (except  the  skin)  with 
brief  statements : changes  in  the  kidney  par- 
alleled those  described  for  the  renal  biopsy; 
changes  in  the  liver  did  support  the  gross 
impression  of  moderate  fatty  change ; chang- 
es in  the  lung  related  to  extensive  bronchial 
obstruction  by  tenacious  mucus.  In  addition, 
there  was  early  bronchitis,  bronchiolitis,  and 
beginning  bronchial  pneumonia. 

Skeletal  muscle  from  many  sites  presented 
a similar  picture,  qualitatively,  though  some 
areas  reflected  a more  active  phase  of  the 
disease  than  others.  In  the  more  acutely  in- 
volved tissues,  degeneration  of  muscle  fibers 
predominated,  with  proliferation  of  sarco- 
lemmic  cells  and  with  slight,  diffuse  infiltra- 
tion of  lymphocytes  and  an  occasional  plasma 
cell.  In  such  areas  there  was  moderate  inter- 
stitial edema  and  slight  mucinous  change. 
Alongside  degenerating  fibers  there  were  oc- 
casional regenerating  fibers — a mixed  pic- 
ture of  acute  injury  and  repair.  In  the  areas 
of  most  extreme  damage,  many  frankly  ne- 
crotic muscle  fibers  were  seen,  sometimes  as- 
sociated with  recent  interstitial  hemorrhage. 
In  areas  of  less  acute  reaction,  the  pattern 
was  that  of  atrophy  and  hypertrophy.  Most 
muscle  fibers  were  atrophic — some  a third 
or  a fourth  their  normal  size — but  inter- 
mixed with  these  there  were  occasional  hy- 
pertrophic fibers,  up  to  two  or  three  times 
the  normal  size.  In  areas  of  subacute-chronic 
reaction,  there  were  patchy  foci  of  early  fi- 
brosis between  muscle  bundles  and  within 
muscle  bundles,  the  latter  representing  fi- 
brous replacement  of  formerly  necrotic  mus- 
cle fibers.  In  all  sections  of  skeletal  muscle, 


there  were  scattered  small  blood  vessels 
rimmed  by  lymphocytes.  Small  arteries  and 
arterioles  were  examined  with  particular 
care,  but  no  instance  of  frank  fibrinoid  ne- 
crosis was  seen.  However,  in  several  in- 
stances there  was  rather  striking  edema  of 
the  vascular  wall  along  with  considerable 
perivascular  lymphocytic  reaction. 

The  esophagus,  in  its  proximal  one-third, 
presented  changes  similar  in  all  respects  to 
those  I have  just  described,  but  not  quite  so 
extensive. 

Sections  of  myocardium  showed  signifi- 
cant alterations,  but  these  were  limited  to  the 
region  of  the  mitral  valve  ring.  Here  could 
be  seen  slight  degenerative  changes  of  muscle 
fibers,  but  more  striking  was  the  interstitial 
fibrosis.  This  interstitial  collagen  was  loose 
and  edematous,  reflecting  myxomatous  de- 
generation. The  base  of  the  mitral  valve 
showed  similar  edematous  thickening  and 
myxomatous  degeneration.  Aside  from  a 
loose  scattered  infiltration  of  lymphocytes, 
there  was  no  significant  inflammatory  reac- 
tion associated  with  this — specifically,  no 
Aschoff  bodies — though  there  was  hyper- 
plastic thickening  of  small  arteries  in  the  re- 
gion, perhaps  reflecting  a former  low  grade 
inflammatory  reaction. 

Sections  of  the  skin  showed  collagenosis 
(considering  the  age  of  the  patient)  along 
with  slight  diffuse  interstitial  edema  and 
mucinous  degeneration.  There  was  no  signifi- 
cant inflammatory  reaction.  For  obvious  rea- 
sons, we  did  not  feel  free  to  examine  the  skin 
from  around  the  eyes. 

Summarizing  our  findings,  we  can  say  that 
the  terminal  event  was  a hypoxic  one,  related 
to  the  obstruction  of  air  passageways  by  te- 
nacious mucus.  Turning  to  the  child’s  major 
disease,  the  picture  that  I have  described  is 
quite  characteristic  of  acute,  active  dermato- 
myositis.  Muscle  changes  were  widespread 
and  there  were  many  foci  which  presented 
evidence  of  a most  active  stage  of  the  disease, 
along  with  other  foci  of  subsiding  degenera- 
tion and  inflammation  and  even  healing  in 
some  areas — both  by  fibrous  substitution  and 
regeneration.  Involvement  of  the  heart  was 
slight,  and  the  picture  that  I have  described 
is  quite  compatible  with  that  ordinarily  seen 
in  rheumatic  fever,  evidence  that  various 
other  collagen  diseases  do  overlap  with  der- 
matomyositis.  Rather  than  discuss  general 
aspects  of  dermatomyositis  any  further,  let 
me  call  on  Dr.  Bitnun  once  again  to  present 
some  of  the  information  he  has  gained  from 
a thorough  study  of  a group  of  cases  from 
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this  hosiptal,  and  a number  of  other  cases 
from  the  literature. 


General  Discussion 

DR.  BITNUN : We1  have  analyzed  the  case 
histories  of  13  children  with  dermatomyositis 
seen  in  the  past  15  years;  the  last  four  of 
these  cases  were  studied  during  the  past  12 
months.  Eight  of  the  patients  were  girls  and 
five  were  boys.  The  mean  age  at  onset  was 
8.3  years;  the  range  was  1.8  to  14.5  years. 
Five  of  the  patients  have  died;  the  average 
follow-up  on  the  remaining  eight  cases  is 
approximately  four  years.  In  two  patients 
there  has  been  complete  resolution ; three  are 
crippled ; three  others  present  active  disease 
at  this  time. 

The  insidious  onset  of  dermatomyositis  has 
been  said  to  denote  a relatively  benign  course, 
although  the  disease  may  slowly  progress, 
producing  severe  deformities.  However,  such 
was  not  the  case  with  our  patient ; insidious 
onset  progressed  to  a fulminating  termina- 
tion. In  our  series,  two  other  children  who 
had  insidious  onset  succumbed  after  six 
months  and  ten  years,  respectively.  Of  the 
six  children  who  presented  with  acute  symp- 
toms, two  died  (one  and  one-half  and  three 
years  after  onset),  two  resolved,  one  is  se- 
verely crippled,  and  one  is  in  the  active  stage 
of  the  disease  at  this  time. 

From  analysis  of  about  150  well-document- 
ed cases  in  the  pediatric  literature  it  seems 
clear  that  one-third  die  (in  either  the  acute 
or  chronic  stage,  but  usually  during  the  first 
two  years),  one-third  progress  in  slow,  rapid, 
or  episodic  fashion  to  become  crippled,  and 
one-third  recover  completely.  The  prognosis 
is  said  to  be  better  when  the  disease  appears 
to  be  confined  to  muscle,  but  in  our  experi- 
ence prognosis  is  unrelated  to  the  initial  clin- 
ical picture,  mode  of  onset,  or  degree  of  mus- 
cle involvement  (except  for  those  with  pal- 
ato-respiratory  difficulty).  Similarly,  we 
have  not  found  calcinosis  to  be  an  index  of 
the  prognosis,5  rather,  it  is  an  expression  of 
the  duration  of  the  illness  since  calcific  nod- 
ules almost  always  take  at  least  two  years  to 
form. 

The  true  concept  of  dermatomyositis3  in- 
cludes at  the  one  end  of  the  spectrum  poly- 
myositis, a disease  presenting  with  diffuse 
muscle  inflammation,  and  at  the  other,  the 
complete  picture  of  muscle  and  skin  involve- 


ment, moderate  or  severe,  with  or  without 
associated  diseases  such  as  rheumatoid  ar- 
thritis. In  adults,  another  association  is  im- 
portant, a wide  variety  of  malignant  dis- 
eases. 

Physiotherapy  and  orthopedic  care  remain 
the  most  significant  therapeutic  weapons. 
Tracheotomy,  suction,  and  the  use  of  a me- 
chanical respirator  may  be  lifesaving,5  and 
delay  in  using  them  probably  contributed  to 
this  girl’s  death.  It  is  never  easy  to  decide, 
in  the  borderline  case,  just  when  these  meas- 
ures are  indicated.  The  major  cause  of  death 
in  26  children  (5  in  our  series  and  21  from 
the  literature)  was  palato-respiratory  diffi- 
culty. Obviously,  the  most  vigorous  means 
should  be  adopted  to  combat  this  complica- 
tion. 

The  question  of  drug  therapy  in  general, 
and  steroids  in  particular,  is  still  controver- 
sial because  adequate  controls  and  recorded 
regimens  are  not  easy  to  come  by.  In  our 
studies,  we  have  attempted  to  assess  the  most 
detailed  available  literature  using  as  a con- 
trol seven  series,  totaling  128  patients,  who 
had  not  had  steroids,  and  six  series,  totaling 
46  patients,  who  had  had  steroids  in  adequate 
quantity.  The  mortality,  cripple,  and  cure 
rates  are  almost  identical.  There  are  some 
authorities8  who  believe  that  steroids  prob- 
ably accentuate  the  gastrointestinal  manifes- 
tation (hemorrhage  and  perforation)  of  the 
disease  and  that  steroid  therapy  increases  the 
mortality  rate. 


REFERENCES 


1.  Bitnun,  S.,  et  al. : Dermatomyositis;  Analysis  of  13  Cases 
in  Children;  Review  of  Pediatric  Literature;  Findings  on  Renal 
Biopsy;  Discussion  of  Possible  Etiological  Mechanisms.  Article 
in  preparation. 

2.  Dodge,  W.  F.,  et  al. : Percutaneous  Renal  Biopsy  in  Chil- 
dren. IV.  The  Collagen  Diseases,  Juvenile  Diabetes  Mellitus,  and 
Idiopathic  Hematuria  and  Proteinuria,  Pediatrics  30:477  (Sept.) 
1962. 

3.  Eaton.  L.  M.  : Perspective  of  Neurology  in  Regard  to  Poly- 
myositis ; Study  of  41  Cases,  Neurology  4:245  (April)  1954. 

4.  Mills,  L.  C.,  and  Moyer,  J.  H..  Eds. : Hahnemann  Sym- 
posium on  Inflammation  and  Disease  of  Connective  Tissue. 
Philadelphia,  W.  B.  Saunders  Co.,  1961. 

5.  Muller,  S.  A.,  et  al. : Calcinosis  in  Dermatomyositis,  Arch. 
Derm.  79:669  (June)  1959. 

6.  Van  Der  Lugt,  L. : Dermatomyositis,  Acta  Dermatovener 
32  :27,  1952. 

7.  Walton,  J.  N.,  and  Adams,  R.  D. : Polymyositis,  Edin- 
burgh, E.  & S.  Livingstone.  TU58. 

8.  Wedgwood,  R.  J.  P. : Dermatomyositis  and  Scleroderma  in 
Childhood,  22nd  Ross  Pediatric  Research  Conference  on  Mesen- 
chymal Diseases  in  Childhood,  1956. 

9.  Wedgwood,  R.  J.  P.,  et  al. : Dermatomyositis;  Report  of 
26  Cases  in  Children  with  Discussion  of  Endocrine  Therapy  in 
13,  Pediatrics  12:447  (Oct.)  1953. 

10.  Wolman,  I.  J. : Laboratory  Applications  in  Clinical  Pedi- 
atrics, New  York,  McGraw-Hill,  1957. 


♦ Drs.  Hopps,  Boelsche,  and  Bitnun,  Department 
of  Pathology,  University  of  Texas  Medical  Branch, 
Galveston. 


360 


TEXAS  State  Journal  of  Medicine 


"Texas  65"  Plan  Before  Legislature 


TEXAS  CITIZENS  65  years  of  age,  and 
over,  would  be  eligible  to  purchase  medical 
care  insurance  under  a proposed  “Texas  65” 
plan  now  before  the  Texas  Legislature. 

Supported  by  the  Texas  Medical  Associa- 
tion, the  Senate  version  of  the  plan  has  been 
favorably  voted  out  of  the  insurance  commit- 
tee. 

“Though  many  insurance  companies  now 
offer  medical  care  insurance  to  our  senior 
citizens,  I believe  the  ‘Texas  65’  plan  will 
mean  wider  coverage  for  more  people,”  says 
Rep.  David  Crews  of  Conroe,  who  introduced 
the  bill  in  the  House. 

Senator  David  Ratliff  of  Stamford  intro- 
duced the  measure  in  the  Senate. 

Gov.  John  Connally,  Lt.  Gov.  Preston 
Smith,  Speaker  of  the  House  Byron  Tunnell, 
and  the  State  Board  of  Insurance  have  en- 
dorsed the  proposed  legislation. 

Gov.  Connally  is  convinced  that  the  “Texas 
65”  plan  is  “a  sound  step  forward  in  our 
program  to  care  for  our  own  people”. 

“Latest  available  figures  indicate  there  are 
more  than  745,000  Texans  65  years  of  age 
and  over.  It  is  my  understanding  that  under 
the  ‘Texas  65’  program  most  of  these  citi- 
zens would  be  eligible  to  purchase  medical 
care  insurance.  I commend  the  insurance  in- 
dustry of  Texas  for  advancing  this  far-reach- 
ing program,”  said  the  Governor. 

The  65  plan  originated  in  Connecticut  in 
1961  and  has  since  been  adopted  in  Massa- 
chusetts and  New  York.  A number  of  other 
states  including  Missouri,  Pennsylvania, 
Michigan,  and  a bloc  of  nine  western  states 
are  also  considering  65  programs. 

Connecticut  insurance  officials  report  that 
27,000  senior  citizens  of  the  “Insurance 
State”  are  now  covered  under  the  65  pro- 
gram in  that  state. 


New  York  enrolled  more  than  100,000  in- 
dividuals in  its  plan  the  first  six  months  it 
was  in  operation. 

Massachusetts  issued  50,000  policies  the 
first  month  the  plan  was  in  effect. 

Linder  the  65  program,  insurance  com- 
panies doing  business  in  the  state  form  an 
association  through  which  the  medical  care 
insurance  is  made  available  to  those  65  years 
of  age  and  over. 

Insurance  companies  licensed  to  do  busi- 
ness in  the  state  would  underwrite  and  guar- 
antee the  benefits  of  the  “Texas  65”  plan. 
Total  assets  of  these  companies  exceeds 
$147,500,000,000. 

All  insurance  companies  writing  medical 
care  insurance  in  the  state  and  their  agents 
would  be  eligible  for  participation  in  the 
Texas  program. 


Aged  Health  Care  To  Be 
Topic  at  San  Francisco 

The  third  national  conference  of  the  Joint 
Council  to  Improve  the  Health  Care  of  the 
Aged,  co-sponsored  by  the  American  Medical 
Association,  American  Dental  Association, 
American  Hospital  Association,  and  the 
American  Nursing  Home  Association,  will 
be  held  May  2-4  in  San  Francisco  at  the  Fair- 
mont Hotel. 

Dr.  F.  J.  L.  Blasingame,  executive  vice 
president  of  the  AMA,  has  stated  that  this 
conference  is  of  special  importance  at  this 
time  because  of  the  announced  intention  of 
the  present  Administration  to  make  an  all 
out  drive  during  this  session  of  Congress  to 
include  the  financing  of  medical  care  for 
the  aging  under  social  security. 
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PKU  Attack  Launched 
In  11  Texas  Hospitals 


TEST  KITS  designed  to  stamp  out  mental 
retardation  caused  by  phenylketonuria 
(PKU)  in  infants  were  distributed  early  in 
April  to  11  Texas  hospitals  participating  in 
the  state-wide  pilot  study  program  sponsored 
by  the  Texas  Medical  Association. 

The  TMA  kit,  which  will  be  given  to  each 
mother  when  she  and  her  newborn  baby  leave 
the  hospital,  will  include  an  addressed  postal 
card  on  which  the  mother  marks  and  reports 
the  results  of  the  simple  urine  tests,  a three 
by  five  card  containing  instructions  for  ad- 
ministering the  test,  and  a folder,  “The  Im- 
portance of  Understanding  PKU”.  The  hos- 
pital will  staple  two  Phenistix  test  papers  to 
the  three  by  five  instruction  card.  Whether 
the  hospital  chooses  to  add  the  cost  of  the 
Phenistix  to  the  hospital  bill  is  optional. 

Hospitals  which  will  participate  are  Me- 
morial Hospital  in  Floresville ; Hermann 
Hospital  in  Houston ; Fredericksburg  Hos- 
pital and  Clinic  in  Fredericksburg;  Medical 
Center  in  Tyler;  Renger  Clinic  in  Halletts- 
ville;  Medina  Memorial  Hospital  in  Hondo; 
Gulf  Coast  Medical  Center  in  Wharton ; 
Wilford  Hall  USAF  Hospital  at  Lackland 
Air  Force  Base;  Harris  Hospital  in  Fort 
Worth ; Hillcrest  Hospital  in  Waco ; and  Bay- 
lor Hospital  in  Dallas.  Each  hospital  is  par- 
ticipating on  a voluntary  basis. 

‘‘We  are  sending  each  hospital  enough  kits 
for  the  number  of  births  it  anticipates  dur- 
ing the  next  six  months,”  said  C.  Lincoln 
Williston,  executive  secretary  of  TMA.  The 
number  of  kits  sent  is  based  on  the  hospital’s 
estimation,  ranging  from  65  for  Halletts- 
ville  to  4,000  for  Dallas. 

Under  this  program,  the  mother  tests  her 
infant’s  urine  with  Phenistix  at  three  weeks 
and  again  at  six  weeks  of  age.  If  a color 
change  occurs  at  the  first  testing,  the  mother 


Instructions  for  PKU  Test 

Dip  the  test  end  of  the  PHENISTIX  strip  in  the  infant's 
urine  and  quickly  remove,  or  moisten  it  by  pressing  in  the 
fold  of  a wet  diaper  (freshly  wet).  One-half  minute  later 
note  any  change  in  color  of  the  strip.  Mark  the  enclosed 
Post  Card  and  mail  according  to  instructions. 


(Store  Phenistix  in  a dark,  dry  area;  do  not  touch  test 
end  of  strip) 


is  instructed  to  mail  the  postal  card  immedi- 
ately; however,  if  there  is  no  color  change, 
she  is  instructed  to  wait  and  repeat  the  test 
at  six  weeks,  mark  the  results,  and  mail  the 
card  whether  or  not  there  is  any  color 
change. 

If  the  mother  fails  to  respond,  she  must 
be  contacted  again.  The  Texas  Association 
for  Retarded  Children  has  requested  its  local 
chapters  to  volunteer  their  services  to  help  in 
a follow-up  program  for  these  mothers.  In 
one  instance,  the  local  TARC  chapter  will 
even  supply  the  Phenistix. 

The  pilot  study  is  a result  of  interest  ex- 
pressed in  PKU  by  former  TMA  President 
Dr.  Harvey  Renger  of  Hallettsville,  and  Dr. 
Floyd  Norman  of  Dallas,  and  is  related  di- 
rectly to  the  “Texas  Plan”  developed  by  Dr. 
John  K.  Glen  of  Houston.  The  Texas  Hospital 
Association  has  cooperated  with  TMA  by 
obtaining  half  of  the  participating  hospitals. 
Ames  Company,  Inc.,  manufacturers  of 
Phenistix,  has  contributed  background  in- 
formation on  other  procedures  and  imple- 
mentation of  the  program,  and  will  help  to 
disseminate  information  about  Texas’  at- 
tempt to  solve  the  PKU  problem. 

Civilian  technologists  from  the  participat- 
ing hospitals  will  be  trained  in  a reliable 
method  of  determining  serum  phenylalanine 
in  a one-day  program  held  at  the  6570th  Epi- 
demiological Laboratory  at  Brooks  Air  Force 
Base  near  San  Antonio.  The  training  pro- 
gram is  being  coordinated  by  the  Aerospace 
Medical  Division. 

Through  this  pilot  study,  the  Association 
hopes  to  stimulate  interest  in  PKU  detection 
by  demonstrating  the  ease  of  the  test  to  as 
many  parents  and  physicians  as  possible.  The 
cost  of  the  kits  will  be  reasonable  enough  to 
encourage  hospitals  to  continue  the  study 


Phenistix  Test  for  Phenylketonuria  (PKU) 

3 Weeks  of  Age  (Color  of  tip  at  30  seconds) 

(No  Change;  Gray  to  Gray-Blue;  Reddish-Brown;  Other) 

6 Weeks  of  Age  (Color  of  tip  at  30  seconds) 

(No  Change;  Gray  to  Gray-Blue;  Reddish-Brown;  Other) 

If  a color  change  occurs  at  3 weeks  note  the  color  in  the 
blank  space  and  mail  this  card  immediately.  If  the  tip  re- 
mains the  same  color  repeat  the  test  at  six  weeks  and  mail 
this  card  regardless  of  the  color  results. 

Parent's  Name 

Address — — 

Dates  Tested:  3 Weeks 6 Weeks 
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after  the  pilot  program,  and  to  encourage 
other  hospitals  and  physicians  to  join  the 
program  at  any  time. 

PKU,  if  undetected,  causes  permanent,  ir- 
reversible mental  retardation  in  children,  us- 
ually severe  enough  to  require  a child’s  being 
placed  in  an  institution.  A hereditary  condi- 
tion, PKU  interferes  with  the  normal  devel- 
opment of  the  brain  and  nervous  system,  re- 
sulting in  phenylpyruvic  oligophrenia.  The 
early  detection  and  treatment  of  PKU  would 
eliminate  1 to  2 per  cent  of  the  future  in- 
mates of  mental  institutions.  However,  the 
disease  must  be  diagnosed  quite  early,  as 
shown  by  the  comparison  of  two  brothers 
with  PKU.  One  child,  not  diagnosed  until  he 
was  three,  now  has  an  IQ  of  40  and  is  con- 
fined to  an  institution;  the  other,  diagnosed 
at  two  weeks,  was  placed  on  a special  diet 
and  now,  at  age  four,  has  an  IQ  of  106. 

Physicians  or  groups  interested  in  obtain- 
ing more  information  about  PKU  and  its  de- 
tection can  reserve  a booking  of  the  film, 
“PKU — Preventable  Mental  Retardation”, 
through  Miss  Pauline  Duffield,  TMA  Librar- 
ian. A speaker  can  accompany  the  film  if  re- 
quested. Another  film,  entitled  “PKU  Mental 
Deficiency  Can  Be  Prevented”,  can  be  ob- 
tained for  medical  groups  and  organizations 
by  writing  to  Mr.  Clyde  L.  Patterson,  Ames 
Company,  Inc.,  906  Cerro  Alto,  San  Antonio 
13. 

Few  Adverse  Reactions 
To  Fat  Emulsion  Infusion 

Clinicians  who  made  an  eight  year  study 
on  the  effects  of  fat  infusion  have  estab- 
lished that  the  rate  of  adverse  reactions  is 
low  for  seriously  malnourished  patients  who 
are  injected  with  fat  emulsion  and  agree 
that  the  cottonseed  oil  emulsion  seems  to  be 
a “valuable  nutritional  adjunct”. 

A report  on  237  patients  given  fat  injec- 
tions at  the  University  of  Pennsylvania  Hos- 
pital since  1954  revealed  no  late  reactions 
such  as  jaundice  or  hemorrhage,  which  had 
previously  been  a major  concern  with  mul- 
tiple infusions. 

All  of  the  patients  studied  were  very  ill, 
and  many  were  ill  with  terminal  cancer. 
Therefore,  a number  of  deaths  occurred  dur- 
ing the  study,  but  careful  autopsies  did  not 
reveal  any  abnormal  deposits  of  fat  or  patho- 
logic changes.  This  was  established  in  a re- 
cent report  on  the  study  published  in  the 
Journal  of  the  American  Medical  Associa- 
tion. 


Sinton  Schools  Stop 

Seventh  Grade  Football  Games 

Following  the  recommendation  of  the  Tri- 
County  Medical  Society,  the  Sinton  school 
board  recently  eliminated  interschool  football 
for  seventh  grade  students. 

J.  D.  Carlisle,  superintendent,  proposed 
that  the  board  eliminate  interschool  games 
and  add  intrasquad  games  at  the  end  of  the 
season.  He  also  suggested  that  no  seventh 
grade  student  be  permitted  to  play  on  the 
eighth  grade  team. 

The  Sinton  board  cited  earlier  action  by 
the  Coastal  Bend  School  Boards  Association. 
Meeting  in  November,  board  members  of  this 
group  unanimously  adopted  a resolution  rec- 
ommending the  elimination  of  seventh  grade 
football.  This  pertained  to  schools  in  athletic 
classifications  from  B to  AAAA. 

Dr.  Charles  H.  Simpson  pointed  out  that 
the  medical  society  had  gone  on  record  as 
favoring  discontinuation  of  contact  sports 
below  the  high  school  level.  He  said  the  in- 
stance of  serious  injury  is  higher  in  junior 
high  school;  although  there  may  be  fewer 
injuries,  they  are  more  likely  to  result  in 
disability. 

Opponents  of  the  action,  however,  argued 
that  eliminating  football  in  the  lower  grade 
might  increase  the  number  of  future  in- 
juries, since  the  Sinton  players  would  have 
less  training  and  skill  than  players  at  other 
schools.  Other  opponents  insisted  that  many 
of  the  boys  who  play  football  in  the  seventh 
grade  would  be  forced  into  playing  sand-lot 
football  without  proper  equipment  and  su- 
pervision, and  some  would  turn  to  “roaming 
the  alleys”.  It  was  also  mentioned  that  insur- 
ance companies  do  not  add  a penalty  for 
junior  high  school  football  players. 


"Senator,  I want  you  to  avoid  all  fried  foods  and  all  half- 
baked  medical  care  programs." 
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TMA  Annual  Session 


Daily  Schedule 


Saturday 

a.m. 

8:00  Registration,  Lobby,  Adolphus. 

Texas  Air-Medics  Association,  Banquet  Rooms  1, 
2,  and  3,  Baker. 

8:30  Texas  Heart  Association,  Terrace  Room,  Baker. 

9:00  Texas  Society  of  Plastic  Surgeons,  Ballroom  C, 
Holiday  Inn  Central. 

p.m. 

1 :30  Texas  Society  of  Athletic  Team  Physicians,  Civic 
Center  III,  Adolphus. 

6:30  Alumni  Events  and  Class  Reunions. 

7:30  House  of  Delegates,  Terrace  Room,  Baker. 

Sunday 

a.m. 

8:00  Registration,  Lobby,  Adolphus. 

Texas  Air-Medics  Association,  Fiesta  Room,  Baker. 

Texas  Neuropsychiatric  Association,  Civic  Center 
II,  Adolphus. 

Texas  Society  of  Anesthesiologists,  French  Room, 
Adolphus. 

9:00  Texas  Chapter,  American  College  of  Chest  Physi- 
cians, English  Room,  Baker. 

Texas  Diabetes  Association,  Civic  Center  III,  Adol- 
phus. 

Texas  Industrial  Medical  Association,  Texas  Physi- 
cal Medicine  and  Rehabilitation  Society,  and 
Texas  Traumatic  Surgical  Society,  Parlor  A, 
Adolphus. 

Reference  Committees. 

p.m. 

12:00  Blue  Cross-Blue  Shield  Luncheon,  Terrace  Room, 
Baker. 

Exhibit  Areas  Open. 

12:30  Texas  Academy  of  General  Practice  Seminar,  Re- 
gency Room,  Adolphus. 

2:00  Symposium  on  Nuclear  Medicine,  Texas  Room, 
Baker. 

5:00  Memorial  Service,  Embree  Hall,  First  Baptist 
Church,  Ervay  Street  at  San  Jacinto  Street. 

6:30  Class  Reunions. 

7:00  Texas  Association  of  Public  Health  Physicians, 
Civic  Center  I,  Adolphus. 

7:30  House  of  Delegates,  Terrace  Room,  Baker. 

Monday 

a.m. 

8:00  Orientation  Program,  Regency  Room,  Adolphus. 

Registration,  Lobby,  Adolphus. 

8:30  Exhibit  Areas  Open. 

Ophthalmology  Program,  Roof  Garden,  Adolphus. 

Otolaryngology  Program,  Danish  Room,  Adolphus. 

Refresher  Courses. 

Texas  Society  on  Aging,  Clinical  Medicine  Section, 
Parlor  G,  Adolphus. 


9:00  Texas  Orthopaedic  Association,  Fiesta  Room,  Baker. 
9:30  Texas  Dermatological  Society,  Civic  Center  I,  Adol- 
phus. 

10:00  General  Meetings,  Crystal  Ballroom,  Baker. 

Motion  Picture  Program,  Parlor  D,  Adolphus. 

11:00  Closed-Circuit  Television  Presentation,  Crystal  Ball- 
room, Baker. 

p.m. 

12:00  Texas  Chapter,  American  Academy  of  Pediatrics, 
Civic  Center  III,  Adolphus. 

12:30  General  Meeting  Luncheon,  Terrace  Room,  Baker. 
2:30  Conference  of  City  and  County  Health  Officers, 
Civic  Center  I,  Adolphus. 

Scientific  Sections: 

Digestive  Diseases,  Parlor  D,  Adolphus. 

General  Practice,  Regency  Room,  Adolphus. 
Internal  Medicine,  French  Room,  Adolphus. 
Obstetrics  and  Gynecology,  Civic  Center  II, 
Adolphus. 

Ophthalmology,  Roof  Garden,  Adolphus. 
Otolaryngology,  Danish  Room,  Adolphus. 
Pathology,  Parlor  A,  Adolphus. 

Pediatrics,  Civic  Center  III,  Adolphus. 

Radiology,  English  Room,  Baker. 

Surgery,  Texas  Room,  Baker. 

8:00  Curbstone  Consultations. 

T uesday 

a.m. 

7:00  Exhibitors'  Breakfast,  French  Room,  Adolphus. 

7:30  Texas  Women  Physicians  Breakfast,  English  Room, 
Baker. 

8:00  Registration,  Lobby,  Adolphus. 

8:30  Exhibit  Areas  Open. 

House  of  Delegates,  Terrace  Room,  Baker. 
Ophthalmology  Program,  Roof  Garden,  Adolphus. 
Refresher  Courses. 

9:45  Otolaryngology  Program,  Danish  Room,  Adolphus. 
10:00  General  Meetings,  Regency  Room,  Adolphus. 
Motion  Picture  Program,  Parlor  D,  Adolphus. 

p.m. 

12:30  Annual  Luncheon  and  Installation  of  Officers,  Ter- 
race Room,  Baker. 

2:15  Scientific  Sections  (Clinical  Jam  Session):  Joint 
Session  of  Sections  on  Digestive  Diseases,  In- 
ternal Medicine,  Pathology,  Radiology,  and  Sur- 
gery, Regency  Room,  Adolphus. 

2:30  Scientific  Sections: 

General  Practice,  Crystal  Ballroom,  Baker. 
Obstetrics  and  Gynecology,  Civic  Center  II, 
Adolphus. 

Ophthalmology,  Roof  Garden,  Adolphus. 
Otolaryngology,  Danish  Room,  Adolphus. 
Pediatrics,  Civic  Center  III,  Adolphus. 

Public  Health,  Civic  Center  I,  Adolphus. 

4:00  Closed-Circuit  Television  Presentation,  Crystal  Ball- 
room, Baker. 

6:30  Fraternity  Parties. 

8:00  Annual  Dinner-Dance,  Grand  Ballroom,  Statler  Hil- 
ton. 
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DRUG  NOTES 


Cancer  Chemotherapeutic 
Nitrogen  Mustards 


THE  ADVENT  of  uracil  mustard  (The  Up- 
john Co.) , an  orally  active  alkylating  agent 
that  is  classified  as  a nitrogen  mustard,  has 
prompted  this  review  of  the  nitrogen  mus- 
tards and  their  significance  in  cancer  chem- 
otherapy. The  review  is  intended  to  bring 
up  to  date  previous  articles  that  have  ap- 
peared in  the  Journal.2'  3 

Anticancer  agents  are  often  classified  in 
two  groups  according  to  the  mechanism  by 
which  they  interfere  with  the  metabolism  of 
malignant  cells — the  antimitotics  and  the  an- 
timetabolites. The  antimitotics  are  believed 
to  complex  with  already  formed  nucleic  acids 
thus  leading  to  interference  with  cellular  di- 
vision. On  the  other  hand,  the  antimetabolites 
affect  the  biosynthesis  of  nucleic  acids  pre- 
ceding mitosis.5 

The  nitrogen  mustards  and  other  alkylat- 
ing agents  are  classified  as  antimitotic  be- 
cause under  physiologic  conditions,  they  form 
the  highly  reactive  ethylenimonium  species 
by  intramolecular  cyclization.  This  cyclic  spe- 
cies reacts  repeatedly  with  such  functional 
groups  (such  as  -NH2,  -SH)  of  certain 
protoplasmic  components  such  as  enzymes 
and  nucleic  acids,  which  are  essential  for 
normal  miosis  leading  to  alkylation  in  the 
form  of  crosslinking  between  parts  of  the 
same  molecule  or  between  adjacent  mole- 
cules. Ultimately,  these  reactions  lead  to  the 
anti-mitotic  action. 

Historically,  after  the  discovery  of  the  an- 
tileukemic activity  of  “mustard  gas”  (bis -/?- 
chloroethyl  sulfide),  the  high  toxicity  of  the 
sulphur  mustards  and  undesirable  physio- 
chemical  properties  hindered  the  therapeutic 
applications.  Therefore,  attention  was  di- 
rected at  the  nitrogen  analogs,  the  nitro- 
gen mustards,  with  the  hopes  of  encountering 
fewer  problems.  The  pioneer  of  these  in  can- 
cer chemotherapy  is  recognized  by  the  United 
States  Pharmacopeia  as  mechlorethamine  hy- 
drochloride (Mustargen,  HN2).  It  is  used 
especially  in  the  treatment  of  Hodgkin’s  dis- 
ease and  certain  leukemias ; it  has  no  effect 
in  advanced  cancers  of  the  stomach,  colon,  or 
rectum.  Mustargen  causes  vomiting  in  about 


60  per  cent  of  the  patients.  The  N-oxide  of 
mechlorethamine  has  been  reported  to  be  less 
toxic.  2-chloropropyl  bis  ( 2-chlorethyl ) 
amine,  which  is  also  known  as  Embichin  No. 
7 and  Novembichin,  is  claimed  to  be  less  toxic 
than  mechlorethamine  and  to  possess  com- 
parable activity  against  chronic  leukemia, 
lymphogranuloma,  and  Hodgkin’s  disease.1  A 
number  of  other  chemical  modifications  of 
the  mechlorethamine  structure  have  led  to 
more  effective  and  specific  analogs.  To  ex- 
emplify, reference  may  be  made  to  Busulfan, 
a sulfonic  ester  which  is  active  orally  (com- 
pared with  mechlorethamine  which  is  admin- 
istered by  intravenous  infusion)  and  reacts 
more  specifically  against  granulocytic  cells. 

Chlorambucil,  an  aromatic  nitrogen  mus- 
tard, has  proved  more  effective  against  lym- 
phocytic proliferation  when  administered 
orally.  Cyclophosphamide3  (Cytoxan)  also 
has  been  reported  to  be  effective  in  the  treat- 
ment of  various  solid  tumors  and  the  lym- 
phomas. 

As  the  preceding  resume  reveals,  many  ni- 
trogen mustards  were  prepared  as  members 
of  a chemical  series  in  order  to  study  struc- 
ture-activity relations.  A more  novel  ap- 
proach is  based  on  the  synthesis  of  congeners 
bearing  some  structural  resemblance  to  phy- 
siologically essential  metabolites,  such  as 
amino  acids,  peptides,  vitamins,  steroids, 
purines,  or  pyridines.  A phenylalanine  mus- 
tard, sarcolysine,  has  been  used  in  the  treat- 
ment of  a wide  variety  of  tumors,  but  data 
on  its  effectiveness  is  conflicting.1  There  ap- 
pears to  be  agreement  that  its  activity  shows 
a mechanistic  difference  from  that  of  me- 
chlorethamine. 

Upjohn’s  product,  uracil  mustard,  may  be 
considered  as  a derivative  of  the  natural 
metabolite,  uracil.  It  has  been  synthesized  in 
an  attempt  to  improve  the  antitumor  effect 
of  the  nitrogen  mustard  without  also  increas- 
ing its  toxicity.  Uracil  mustard  is  indicated 
in  the  treatment  of  chronic  lymphocytic  leu- 
kemia, malignant  lymphomas,  giant  follicu- 
lar lymphoma,  and  Hodgkin’s  disease. 

It  is  reported  that  those  conditions  associ- 
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ated  with  tumors  composed  of  mature  lym- 
phocytes are  particularly  susceptible  to  ura- 
cil mustard.  It  should  be  mentioned  that  ther- 
apy with  this  agent  is  not  curative,  but  a sub- 
stantial proportion  of  patients  experience  re- 
missions ; this  is  particularly  true  in  patients 
with  Hodgkin’s  disease.  Uracil  mustard  may 
be  effective  in  patients  that  have  become  re- 
sistant to  other  alkylating  agents. 

Relatively  speaking,  uracil  mustard  is  well- 
tolerated  clinically  when  compared  with  oth- 
er similar  agents.  Nevertheless,  patients  re- 
ceiving uracil  mustard  must  be  observed 
carefully  to  avoid  irreversible  damage  to  the 
bone  marrow. 

Since  uracil  mustard  is  orally  active,  it  is 


available  in  an  oral  dosage  form:  capsules 
containing  1 mg.  in  bottles  of  50. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 
The  University  of  Texas 
College  of  Pharmacy. 
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Long-Awaited  Measles  Vaccines  Licensed 


Licenses  for  the  manufacture  of  two  types 
of  measles  vaccines  have  been  approved  by 
Anthony  J.  Celebrezze,  Secretary  of  Health, 
Education,  and  Welfare. 

Licensed  firms  are  Merck  Sharp  & Dohme 
of  Philadelphia,  to  market  live  attenuated 
measles  vaccine  in  interstate  commerce,  and 
Chas.  Pfizer  & Co.,  Inc.,  of  New  York  and 
Terre  Haute,  Ind.,  to  market  inactivated  vac- 
cine. Lyovac  Rubeovax,  Merck  Sharp  and 
Dohme’s  live  vaccine,  is  now  being  supplied 
to  customers.  The  killed  vaccine  will  become 
available  within  a few  weeks. 

Under  the  National  Biologies  Control  Act, 
a license  for  the  manufacture  and  interstate 
distribution  of  vaccines,  serums,  antitoxins, 
and  similar  biological  products  for  medical 
use  can  be  issued  when  the  manufacturer 
demonstrates  that  his  product  meets  federal 
standards  of  safety,  purity,  and  potency. 

Development  of  the  measles  vaccines  stems 
from  the  work  of  Nobel  prize  winner  John 
Enders,  Ph.D.,  of  Harvard  University  and 
an  associate,  Dr.  Thomas  Peebles,  who  iso- 
lated a strain  of  the  measles  virus  in  1954. 
From  this  original  strain  of  the  virus,  desig- 
nated the  Edmonston  strain,  both  the  live 
and  the  killed  vaccines  have  been  produced. 

Dr.  Luther  Terry,  Surgeon  General  of  the 
U.S.  Public  Health  Service,  who  announced 
licensing  of  both  measles  vaccines  endorsed 
the  report  of  his  ad  hoc  advisory  committee 
on  measles  control.  The  committee  suggested 
use  of  the  live  vaccine,  except  under  special 
circumstances,  because  of  its  longer-lasting 


immunity  after  a single  shot.  It  does  not  need 
booster  shots  as  does  the  killed  vaccine. 

The  committee  suggested  that  most  physi- 
cians would  want  to  administer  the  live  vac- 
cine with  an  accompanying  shot  of  gamma 
globulin  to  reduce  reactions.  Without  gamma 
globulin,  the  live  vaccine  produces  a rash  and 
fever  in  about  30  per  cent  of  cases,  the  com- 
mittee said. 

Concurrent  with  the  introduction  of  Ru- 
beovax, Merck  Sharp  & Dohme  is  introducing 
Gammagee,  immune  serum  globulin  (human) 
that  has  been  standardized  for  its  concen- 
tration of  measles  antibodies.  Gammagee 
may  be  used  in  conjunction  with  Rubeovax, 
to  modify  the  mild  measles  infection  induced 
by  the  vaccine,  and  is  also  indicated  for  the 
other  customary  uses  of  gamma  globulin  ex- 
cept poliomyelitis. 

These  are  the  groups  for  which  use  of  the 
live  vaccine  was  not  recommended:  women 
during  pregnancy,  patients  with  leukemia 
and  other  generalized  malignancies,  those  un- 
dergoing therapy  which  depresses  resistance, 
such  as  in  the  case  of  steroids  and  irradia- 
tion, and  patients  with  severe  febrile  illness. 

Each  immunization  of  Lyovac  Rubeovax  is 
supplied  in  two  packages:  a 0.5  cc.  vial  con- 
taining one  dose  of  lyophilized  vaccine  and 
an  accompanying,  separate  package  contain- 
ing a 0.7  cc.  ampul  of  sterile  diluent  and  a 
plastic  disposable  syringe  with  needle  for  re- 
constitution and  injection  of  the  vaccine. 

Because  the  lyophilized  vaccine  must  be 
kept  at  temperatures  near  freezing  (no  high- 
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er  than  5 C.  or  41  F.) , while  the  diluent  must 
not  be  frozen  (to  avoid  breakage  of  the  am- 
pul), a novel  shipping  container  was  devel- 
oped by  Merck  Sharp  & Dohme  to  accommo- 
date both  at  the  proper  temperatures. 

This  container,  of  molded  polystyrene,  ac- 
commodates ten  complete  immunizations.  It 
is  divided  into  two  compartments  insulated 
from  each  other.  One  contains  the  vaccine 
and  dry  ice,  which  will  keep  it  at  proper 
temperature  for  about  54  hours;  the  other 
contains  the  diluent  and  syringe,  and  also 
space  for  Gammagee,  if  this  is  ordered. 


Polio  Campaigns  Surveyed 
By  Public  Health  Committee 

Sugar  lumps  saturated  with  Sabin  oral 
vaccine  were  swallowed  by  3,496,850  Texans 
in  101  counties  where  mass  programs  were 
carried  out  to  eliminate  Type  I polio  virus ; 
1,561,609  persons  were  immunized  against 
Type  II  polio  virus  in  74  counties ; and 
984,427  were  vaccinated  against  Type  III 
polio  virus  in  30  counties.  These  results  are 
shown  in  a survey  conducted  in  February  by 
the  Committee  on  Public  Health  of  the  Texas 
Medical  Association. 

Figures  indicate  that  36.5  per  cent  of  the 
Texas  population  (based  on  the  April,  1960, 
census  of  9,579,677)  are  now  protected 
against  Type  I virus;  15.3  per  cent,  against 
Type  II  virus;  and  10.3  per  cent,  against 
Type  III. 

Physicians  had  greatest  success  in  their 
drives  against  Type  I virus  and  least  success 
in  campaigns  against  Type  III.  Comments 
obtained  in  the  survey  revealed  that  many 
Texas  physicians  blame  the  relatively  low 
participation  in  Type  III  programs  on  the 
general  confusion  and  distrust  of  the  vaccine 
which  generated  from  reports  of  unfavorable 
reactions.  Although  the  Surgeon  General 
later  cleared  the  vaccine,  the  fear  remained 
in  the  public’s  mind. 

Realizing  this,  many  counties  have  post- 
poned their  Type  III  campaigns  until  more 
favorable  times.  In  most  instances  reported 
in  the  survey,  the  drives  are  scheduled  be- 
tween March  and  May. 

On  a nationwide  scale,  the  U.S.  Public 
Health  Service  estimates  that  over  35,000,- 
000  persons  received  Type  I oral  vaccine  in 
1962,  about  19,000,000  received  Type  II  vac- 
cine, and  approximately  15,000,000  received 
Type  III  vaccine.  Incomplete  tabulations 


from  their  office  show  that  at  least  71  per- 
sons had  onsets  of  polio  within  30  days  fol- 
lowing their  oral  vaccinations. 


Excess  Polio  Funds  Go 
To  Education,  Charity 

Students  and  charity  came  in  for  the  lion’s 
share  of  the  excess  funds  collected  in  mass 
polio  immunization  drives  by  six  county  med- 
ical societies  in  Texas.  Other  county  societies 
are  now  deciding  how  to  use  their  funds. 

Harris  County  Medical  Society,  with  $240,- 
000  in  surplus  funds,  agreed  to  the  use  of 
$200,000  for  a permanent  health  museum.  It 
designated  $100,000  of  this  amount  to  build 
a wing  on  the  Houston  Museum  of  Natural 
Science  and  another  $100,000  to  provide  and 
maintain  exhibits  on  medical  science  to  be 
displayed  in  the  wing.  The  society  also  ac- 
cepted the  responsibility  of  changing  and 
updating  the  exhibits  as  the  human  sciences 
progress.  The  Texas  Medical  Center  Library 
received  $20,000  to  buy  books  and  publica- 
tions, and  $20,000  was  set  aside  to  study  the 
effectiveness  of  the  mass  immunization  pro- 
gram. Disposition  of  the  money  was  sug- 
gested by  a citizens’  advisory  committee. 

Lamar-Delta  Counties  Medical  Society  con- 
tributed $2,000  to  AMA-ERF  to  be  divided 
equally  between  the  University  of  Texas 
School  of  Medicine  in  Galveston,  the  Univer- 
sity of  Texas  Southwestern  Medical  School 
in  Dallas,  and  the  Baylor  University  College 
of  Medicine  in  Houston. 

Scholarship  funds  were  set  up  by  two  med- 
ical societies.  Authorizing  a citizens’  advisory 
committee  to  decide  on  the  use  of  their  $46,- 
206.54  excess,  the  Jefferson  County  Medical 
Society  requested  only  that  the  money  be  used 
in  Jefferson  County  where  it  originated  and 
where  it  would  benefit  the  contributors.  The 
committee  established  a student  loan  fund  at 
Lamar  State  College  of  Technology  in  Beau- 
mont, where  the  money  can  be  used  by  stu- 
dents in  the  medical  or  paramedical  fields 
who  are  residents  of  Jefferson  County.  Bell 
County  Medical  Society  also  voted  to  estab- 
lish a permanent  scholarship  fund  with  its 
surplus,  but  stipulated  that  the  scholarship 
aid  students  in  paramedical  fields  rather 
than  students  studying  medicine. 

With  a check  for  $11,000,  the  Bexar  Coun- 
ty Medical  Society  pushed  the  local  United 
Fund  drive  over  its  goal  and  honored  its 
pledge  that  excess  funds  would  be  used  to 
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support  local  charitable  needs.  The  United 
Fund  in  Corsicana  benefited  from  a $3,000 


check  representing  surplus  funds  from  Na- 
varro County  Medical  Society. 


MEDICOLEGAL  NOTES 

What  Is  Abandonment? 


RECENTLY  a Texas  appellate  court  has 
rendered  the  first  definitive  decision 
with  regard  to  alleged  abandonment  of  a 
patient  by  a physician  in  the  State  of  Texas. 

The  facts  surrounding  this  particular  case 
are  as  follows : 

The  patient  was  admitted  to  the  hospital 
for  delivery  of  a baby,  but  the  child  was  not 
born  until  some  16  hours  later.  After  the 
birth,  the  mother  experienced  extensive  in- 
ternal bleeding  and  went  into  shock.  Al- 
though she  was  given  numerous  blood  trans- 
fusions, her  pulse  and  blood  pressure  stead- 
ily weakened  and  finally  reached  zero.  Some 
four  or  five  hours  later  the  blood  pressure 
was  greatly  improved,  a laceration  of  the 
womb  was  repaired,  and  vaginal  packs  ap- 
plied. The  court  observed  that  although  there 
had  been  considerable  difficulty  in  the  deliv- 
ery, there  was  no  evidence  that  the  obstetri- 
cian had  been  negligent  in  the  manner  in 
which  the  patient  had  been  attended. 

After  the  delivery  of  the  child,  the  obste- 
trician remained  with  the  patient  until  after 
midnight,  more  than  ten  hours.  He  again  vis- 
ited the  patient  at  11  a.m.  the  next  day,  and 
then  left  town  and  did  not  return.  The  pa- 
tient, however,  was  left  in  the  care  of  anoth- 
er physician  Avho  had  assisted  in  treating  the 
patient  on  the  preceding  day.  Some  two  or 
three  days  later,  the  patient  was  transferred 
to  another  hospital  and  placed  under  the  care 
of  two  additional  physicians  who  later  per- 
formed a hysterectomy. 

The  observations  of  the  court  with  respect 
to  the  law  in  this  particular  instance  are  in- 
deed important  to  Texas  physicians  and 
should  be  read  and  re-read  in  order  to  famil- 
iarize the  physician  with  the  current  Texas 
law. 

The  court  said  that  alleged  abandonment 
of  the  patient  by  a doctor  is  one  type  of 
wrong  which  may  give  rise  to  claims  for  mal- 
practice. 

Abandonment,  when  used  in  cases  dealing  with 
the  physician-patient  relationship,  generally  means 
unilateral  severance  of  the  professional  relation- 
ship between  himself  (the  physician)  and  the  pa- 


tient without  reasonable  notice  at  a time  when 
there  is  still  the  necessity  of  continuing  medical 
attention.  . . . This  is  a case  of  first  impression. 
No  Texas  case  in  point  has  been  cited  and  we  have 
found  none.  We  must  therefore,  examine  cases 
from  other  jurisdictions  . . . 

The  court  then  reviewed  decisions  from 
Utah,  California,  Washington,  and  Tennes- 
see, after  which  it  concluded : 

It  will  be  noted  that  each  case  uniformly  holds 
there  is  actionable  abandonment  only  in  the  ab- 
sence of  reasonable  notice  or  of  providing  an  ade- 
quate medical  attendant,  (emphasis  added  by  the 
court)  One  of  these  two  elements  is  the  very  crux 
of  abandonment.  In  the  instant  case,  there  is  no 
evidence  that  Mrs.  D.  (the  patient)  was  ever 
without  adequate  medical  attention  except  for  the 
few  minutes  she  was  being  transferred  from  one 
hospital  to  another  by  ambulance. 

The  court  then  concluded  that  the  doctor 
was  not  negligent  in  delivering  the  child,  nor 
did  he  in  anywise  abandon  the  patient  inas- 
much as  the  second  physician  knew  of  the  ob- 
stetrician’s leaving  and,  as  he  testified,  “as- 
sumed the  responsibility  of  looking  after 
Mrs.  D.  . . .”  There  was  no  evidence  of  negli- 
gence on  the  part  of  the  doctor  assuming  the 
responsibility.  From  the  information  given 
we  can  take  two  elements  for  a rule  of  thumb 
in  synthesizing  what  is  necessary  to  proper- 
ly protect  a physician  in  circumstances  in 
which  charges  of  abandonment  might  arise. 
First,  the  physician  should  give  adequate  and 
reasonable  notice  to  the  patient  of  his  im- 
pending absence.  Second,  he  should  provide 
an  adequate  medical  attendant  to  look  after 
the  patient  during  such  absence.  If  these  two 
elements  are  taken  care  of,  the  “very  crux  of 
abandonment”  is  eliminated. 

How  simple  it  is  to  avoid  trouble  by  the 
application  of  common  courtesy  and  human 
understanding.  This  is  the  hallmark  of  the 
medical  profession.  Without  it  physicians  can 
expect  the  public  to  hold  them  accountable 
for  actions  inconsistent  with  this  traditional 
concern. 

— Philip  R.  Overton,  LL.B.,  Austin, 
General  Counsel, 
Texas  Medical  Association. 
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AMA  Annual  Meeting  To  Present 
Top  Program  in  Atlantic  City 


THE  112TH  annual  meeting  of  the  Ameri- 
can Medical  Association  will  be  held  June 
16-20  in  Atlantic  City. 

An  attendance  of  15,000  physicians  is  an- 
ticipated. 

AMA  President  Dr.  George  Fister  said 
that  with  “better  transportation  facilities  to 
Atlantic  City  and  more  up-to-date  room  ac- 
commodations, attendance  at  the  ’63  meeting 
should  be  high”. 

“Since  we  last  met  there,”  Dr.  Fister  said, 
“more  than  4,000  new  motel  rooms  have  been 
provided.  The  auditorium  has  been  renovat- 
ed, including  new  escalators  and  additional 
floor  space.  The  convention  bureau  has  ar- 
ranged for  a new  type  of  air-land  shuttle 
service  between  Philadelphia  and  Atlantic 
City.” 

A new  feature  of  the  program  will  be  a 
session  on  “Physician  and  Clergy  Meet  in 
Patient  Care”,  in  which  leading  clergymen 
and  physicians  will  discuss  their  common 
problems  in  working  with  patients.  Dr.  Mil- 
ford O.  Rouse,  Dallas,  is  chairman. 

The  Multiple  Discipline  Research  Forum 
will  be  held  again,  in  which  more  than  200 
short  papers  will  be  presented  on  original  in- 
vestigation of  fundamental  problems  in  medi- 
cine. Chairman  is  Dr.  Edward  H.  Ellison  of 
Milwaukee. 

The  scientific  program  will  include  eight 
general  scientific  sessions,  dealing  with 
strokes,  genetics,  cancer,  chemotherapy,  pep- 
tic ulcer,  myocardial  infarction,  backaches, 
obesity,  and  venereal  disease. 

The  session  will  mark  the  17th  time  that 
the  AMA  has  met  in  Atlantic  City  since  1900. 
At  the  last  meeting  there,  in  1959,  the  total 
attendance  was  32,882,  including  13,143  phy- 
sicians. 

Dr.  David  B.  Allman,  who  practiced  sur- 
gery in  Atlantic  City  for  35  years  and  is  a 
past  president  of  the  AMA  (1957-1958),  is 
honorary  chairman  of  arrangements.  The  lo- 
cal chairman  is  Dr.  Charles  Hyman. 

Scientific  sessions  of  the  meeting  will  be 
held  in  the  City  Auditorium,  on  the  board- 
walk facing  the  Atlantic  Ocean.  Scientific 
meeting  rooms  and  industrial  exhibits  will  be 
on  the  boardwalk  level  of  the  Auditorium. 
Scientific  exhibits  will  be  on  the  Auditori- 


um’s lower  level.  A few  scientific  sessions 
will  be  held  in  hotels  near  the  auditorium. 

The  Traymore  Hotel  and  the  new  Colony 
Motel  will  be  joint  headquarters  for  the 
meeting.  House  of  Delegates  sessions  will  be 
held  at  the  Traymore.  Woman’s  Auxiliary 
headquarters  will  be  the  Chalfonte-Haddon 
Hall  Hotel. 


Medical  Technologists 
To  Hear  Physicians 

Several  Texas  physicians  will  address 
members  of  the  Texas  Society  of  Medical 
Technologists  meeting  in  Austin  at  the  Com- 
modore Perry  Hotel  May  9-11. 

Austin  M.D.’s  Charles  F.  Pelphrey  and 
Marion  L.  Stahl  will  participate  in  a panel 
discussion  which  is  a part  of  a cytology 
workshop.  Dr.  E.  Richard  Halden,  Jr.,  Fort 
Worth,  will  speak  on  “The  Anatomy  of  a 
Transfusion  Reaction  or  the  Case  of  the  Im- 
perceptible Antibody”.  Dr.  Thomas  G.  Price, 
Austin,  will  have  the  topic  “Less  Common 
Types  of  Anemia”,  Dr.  David  Short,  Hous- 
ton, “Use  of  Serologic  Tests  in  the  Modern 
Diagnosis  and  Management  of  Syphilis”,  and 
Dr.  Morris  Polsky,  Austin,  “The  Problem  of 
the  Biologic  False  Positive  Reaction”. 


Postgraduate  Courses 

Chest  Diseases. — The  48th  session  of  the 
Trudeau  School  of  Tuberculosis  and  Other 
Pulmonary  Diseases,  established  in  1916,  will 
be  held  in  Saranac  Lake,  N.Y.,  from  June  3 
to  21,  1963.  Conducted  under  the  auspices 
of  the  Trudeau  Foundation  and  supported 
by  the  Lillia  Babbitt  Hyde  Foundation,  this 
course  provides  outstanding  instruction  in 
the  field  of  chest  diseases  at  a minimal  tui- 
tion of  $100  for  a three  weeks  session.  At- 
tendance at  the  Trudeau  School  carries  with 
it  a thorough  review  for  specialization  in 
pulmonary  diseases  or  for  work  in  public 
health  involving  tuberculosis. 

Inquiries  should  be  addressed  to  the  Sec- 
retary, Trudeau  School  of  Tuberculosis  and 
Other  Pulmonary  Diseases,  Box  670,  Saranac 
Lake,  N.Y. 
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Mental  Health  Bill  Endorsed 


THE  American  Medical  Association  has  en- 
dorsed President  Kennedy’s  mental  health 
and  mental  retardation  program. 

The  AMA  particularly  supported  the  bills’ 
basic  approach  to  what  is  considered  Amer- 
ica’s most  pressing  and  complex  health  prob- 
lem, and  the  administration  proposals  are 
said  to  be  fully  compatible  with  the  AMA’s 
“Statement  of  Principles  on  Mental  Health”. 
Both  the  AMA  program  and  the  Kennedy 
plan  stress  comprehensive  care  of  mental  pa- 
tients at  the  community  level  rather  than  in 
large,  remote  state  institutions. 

Legislation  submitted  by  the  President  to 
Congress  calls  for  the  establishment  of  hun- 
dreds of  community  health  centers.  Such  cen- 
ters provide  a place  for  the  care  of  mental 
patients  in  their  own  community — not  miles 
away. 

The  favoring  of  comprehensive  community 
treatment  over  institutional  treatment  for 
the  mentally  ill  is  in  line  with  modern  psy- 
chiatric thought. 

Dr.  Hamilton  C.  Ford,  Galveston,  chair- 
man of  the  AMA’s  Council  on  Mental  Health, 
explains:  “Institutional  care  may  have 
seemed  the  only  solution  at  one  time,  but  we 
know  now  that  it  can  be  more  of  a detriment 
than  a help.  There  has  been  a revolution  in 
the  treatment  of  the  mentally  ill  in  the  past 
decade  and  this  in  turn  has  revolutionized 
our  way  of  looking  at  mental  illness.  In  the 
language  of  this  missile  age,  it’s  time  to  start 
phasing  out  many  of  our  centralized  mental 
hospitals,  just  as  these  hospitals  phased  out 
the  ancient  concept  of  insane  asylums  not  so 
many  years  ago.” 

Dr.  Robert  H.  Felix,  director  of  the  Na- 
tional Institute  of  Mental  Health  at  Bethes- 
da,  Md.,  states  that  “based  on  what  we  have 
learned  . . . there  is  no  valid  reason  why  men- 
tal illness  cannot  be  treated  like  any  other 
illness — in  a doctor’s  office  or  a local  hos- 
pital if  necessary.” 

There  is  almost  unanimous  agreement 
among  psychiatrists  that  there  is  a tremen- 
dous advantage  in  working  through  the  fam- 
ily doctor. 

“No  reason  exists  why  any  physician  can’t 
treat  mental  illness  just  as  well  as  any  other 
common  ailment,”  Dr.  Felix  said.  “ And,  when 
the  same  man  who  has  treated  a patient  for 


other  ailments  in  the  past  treats  him  for  a 
mental  disorder,  the  patient  comes  to  realize 
there  is  nothing  strange  or  bizarre  about 
mental  illness.  There’s  not  all  the  brow-beat- 
ing that  some  patients  heap  on  themselves.” 

Also,  no  one  is  in  a better  position  to  spot 
early  signs  of  emotional  disturbances  than 
the  family  doctor.  He  sees  it  often  enough  in 
his  normal  work — patients  with  symptoms 
but  no  apparent  organic  causes  of  disease. 

At  present  most  physicians  cannot  treat 
mental  illness  because  there  are  few  acces- 
sible facilities  where  they  can  see  mental 
patients,  and  practically  none  for  testing  or 
followup  services.  Most  physicians  cannot  be 
on  the  staffs  of  state  hospitals,  because  they 
are  too  far  away. 

Nearly  all  physicians  do,  however,  belong 
to  the  staff  of  their  local  hospital,  and  there 
they  could  see  their  mental  as  well  as  other 
patients — if  the  hospital  has  mental  health 
facilities.  These  are  generally  lacking. 

To  provide  the  needed  beds,  the  room  for 
new  therapy  centers,  and  the  space  for  al- 
lied services,  Congress  has  been  asked  to  en- 
act legislation  to  spur  the  building  of  mental 
health  centers.  Under  this  program,  local, 
state  and  federal  money  would  be  pooled  to 
make  possible  expansion  of  existing  hospitals 
or  the  construction  of  new  ones. 

Recommendations  by  Dr.  Felix  and  other 
officials  of  the  National  Institute  of  Mental 
Health  helped  shape  the  basis  of  the  Presi- 
dent’s proposals  to  Congress  for  federal 
matching  grants  for  community  mental 
health  centers. 

The  program  would  be  financed  jointly  by 
the  federal  and  state  or  local  governments, 
similar  to  the  Hill-Burton  program  for  con- 
struction of  hospitals.  It  was  estimated  the 
program  would  cost  hundreds  of  millions  of 
dollars  eventually,  if  approved  by  Congress 
and  fully  implemented  at  the  state  and  local 
level.  Congress  was  asked  to  appropriate 
$31,300,000  in  fiscal  1964  for  the  program. 

Kennedy  listed  three  objectives:  (1)  de- 
termining the  causes  of  mental  illness  and 
mental  retardation  and  finding  effective 
treatments  for  them ; (2)  research  and  train- 
ing of  skilled  personnel;  (3)  strengthening 
and  improvement  of  programs  and  facilities 
for  treating  the  mentally  afflicted. 
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“This  approach  is  designed,  in  large  meas- 
ure, to  use  federal  resources  to  stimulate 
state,  local,  and  private  action,”  Kennedy 
said.  “When  carried  out,  reliance  on  the 
cold  mercy  of  custodial  isolation  will  be  sup- 
planted by  the  open  warmth  of  community 
concern  and  capability.  Emphasis  on  preven- 
tion, treatment  and  rehabilitation  will  be 
substituted  for  a desultory  interest  in  con- 
fining patients  in  an  institution  to  wither 
away.” 

The  President  asked  for  prompt  Congres- 
sional approval  of  legislation  that  would : 

1.  Authorize  grants  to  the  states  begin- 
ning in  fiscal  1965  for  establishment  of 
comprehensive  community  mental  health  cen- 
ters with  the  federal  government  providing 
from  45  to  75  per  cent  of  the  project  costs 
and  short-term  grants  for  initial  staffing 
costs.  The  federal  government  would  provide 
up  to  75  per  cent  of  operation  costs  in  early 
months  and  phase  out  such  support  in  about 
four  years. 

2.  Set  up  a five-year  program,  starting 
with  $5,000,000  in  the  next  fiscal  year,  for 
project  grants  to  stimulate  state  and  local 
health  departments  in  planning,  initiating, 
and  developing  programs.  The  goal  would  be 
prevention  of  mental  retardation. 

3.  Establish  project  grants  to  states  to 
promote  public  planning  for  comprehensive 
state  and  community  action  on  retardation, 
plus  provision  of  federal  funds  for  up  to  75 
per  cent  of  the  construction  costs  of  mental 
retardation  research  centers. 

4.  Amend  the  Vocational  Rehabilitation 
Act  to  provide  additional  federal  financial 
assistance  for  services  to  the  mentally  re- 
tarded and  others  whose  vocational  rehabili- 
tation potential  is  difficult  to  determine.  The 
legislation  would  permit  rehabilitation  serv- 
ices to  a mentally  retarded  person  up  to  18 
months. 


Texas  Physicians  Contribute 
$51,795.36  to  AMA-ERF 

Texas  physicians  in  1962  contributed  $51,- 
795.36  to  the  Loan  Guarantee  Program  of  the 
American  Medical  Association’s  Education 
and  Research  Foundation.  Their  contribu- 
tion amounts  to  about  11  per  cent  of  $460,- 
490,  the  total  national  contribution  from  in- 
dividual physicians. 

Much  of  this  contribution  returns  to  Texas 
in  the  form  of  loans  to  medical  students,  in- 
terns, and  residents  in  the  state.  In  1962, 


258  of  these  doctors  in  training  received  one 
or  more  AMA-ERF  loans. 

At  Baylor  University  College  of  Medicine, 
Houston,  ten  students  borrowed  $16,000  un- 
der the  loan  program,  and  41  students  at  the 
Southwestern  Medical  School,  Dallas,  bor- 
rowed a total  of  $52,500.  Loans  totaling 
$116,500  were  granted  to  114  students  at  the 
University  of  Texas  Medical  Branch,  Galves- 
ton. 

Thirty  interns  at  14  Texas  hospitals  bor- 
rowed a total  of  $43,600  from  the  fund, 
whereas  63  residents  in  training  at  16  Texas 
hospitals  received  $92,000  in  loans. 

Under  the  loan  program,  approved  appli- 
cants may  borrow  up  to  $1,500  in  any  one- 
year  period,  and  as  much  as  $10,000  over  a 
seven-year  training  period.  Repayment  of  the 
loan  starts  five  months  after  the  physician 
enters  practice.  Up  to  12 1/2  times  the  amount 
in  the  guarantee  fund  may  be  loaned  out; 
thus,  for  each  $100  contribution,  $1,250  may 
be  loaned. 

Eleven  Texas  cities  with  over  10,000  popu- 
lation contributed  more  than  $1,000  each  to 
the  fund  in  1962.  These  were  Abilene,  $2,- 
353.75;  Austin,  $3,822.35;  Beaumont,  $2,- 
284;  Big  Spring,  $1,950;  Dallas,  $6,124.50; 
El  Paso,  $2,632.66 ; Fort  Worth,  $2,191 ; Gal- 
veston, $1,161 ; Houston,  $8,467.08 ; San  An- 
tonio, $4,512.50;  and  Tyler,  $2,891.50. 


Texans  To  Address 
American  Proctologic  Society 

Two  Texas  physicians  are  listed  on  the 
preliminary  program  of  the  annual  meeting 
of  the  American  Proctologic  Society  to  be  in 
San  Francisco  May  20-23  at  the  St.  Francis 
Hotel. 

The  are  Dr.  Charles  Berry  of  Houston  who 
is  chief,  aerospace  medical  operations,  NASA 
Manned  Spacecraft  Center,  and  Dr.  Tom 
Shires  of  Dallas  who  is  professor  and  chair- 
man of  the  Department  of  Surgery  at  South- 
western Medical  School. 

Dr.  Berry  will  speak  on  “Weightlessness 
and  Gastrointestinal  Function”  and  Dr. 
Shires’s  topic  will  be  “Salt  and  Water  Re- 
quirements Before,  During,  and  After  Sur- 
gery”. 

Additional  information  regarding  the 
meeting  may  be  obtained  by  writing  the  sec- 
retary, Dr.  Norman  D.  Nigro,  301  Com- 
merce Building,  320  West  Lafayette  Avenue, 
Detroit  26. 
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Ten  Texas  Physicians  To  Attend 
Arkansas  Class  of  '43  Reunion 


All  ten  members  of  the  1943  graduating 
class  of  the  University  of  Arkansas  School 
of  Medicine,  who  are  now  practicing  in  Texas 
plan  to  attend  a 20th  anniversary  reunion  in 
Little  Rock  April  20-24. 

Most  of  the  doctors  have  been  practicing 
in  Texas  for  more  than  ten  years  and  most 
served  their  internships  and/or  residencies 
in  Texas  hospitals;  all  are  members  of  their 
respective  county  medical  societies  and  the 
Texas  Medical  Association. 

Drs.  Deane  L.  Sadler  of  Conroe,  Leo  E. 
Peters  of  Devine,  and  David  F.  S.  Fanes  of 
Temple  are  in  general  practice.  Dr.  William 
M.  Center  of  San  Antonio  practices  obstet- 
rics-gynecology ; Dr.  E.  E.  Lenon,  surgery,  in 
Conroe;  Dr.  Stanley  E.  Monroe,  internal 
medicine,  in  Sherman;  Dr.  Lloyd  F.  Ritchey, 
otology,  laryngology,  and  rhinology,  in  Dal- 
las; Dr.  James  W.  Short,  surgery,  in  Fort 
Worth;  Dr.  Paul  M.  Wheelis,  urology,  in 
Brownwood;  and  Dr.  Wade  Etheridge  is  a 
surgeon  with  the  USPHS  in  Galveston. 

This  will  be  the  first  time  that  the  class 
has  met  as  a group  since  the  tenth  year 
reunion  in  Little  Rock  in  1953. 

- o — 

Dr.  Hardy  A.  Kemp,  director  of  the  Vet- 
erans Administration  Hospital  at  Atlanta, 
Ga.,  has  been  transferred  and  is  director  of 
the  VA  hospital  at  St.  Louis.  He  succeeds  Dr. 
John  W.  Claiborne,  Jr.,  who  was  recently 
transferred  as  director  to  the  VA  hospital 
in  Houston.  Dr.  Kemp  once  taught  at  Baylor 
University  College  of  Medicine,  and  during 
the  Korean  conflict  he  was  camp  commander 
at  Brooke  Army  Medical  Center  in  San  An- 
tonio. 

- o - 

A resolution  congratulating  Dr.  Joseph 
Vincent  Hopkins  of  Victoria  on  receiving  the 
Salvation  Army’s  Distinguished  Citizen 
Award  has  been  adopted  by  the  Texas  House 
of  Representatives. 

- o - 

Dr.  Dale  Austin  of  Dallas  spoke  on  “Ar- 
terial Hypertension  Caused  by  Occlusive  Dis- 
ease of  the  Renal  Arteries’’  at  the  March 
meeting  of  the  Tom  Green  Eight  Counties 
Medical  Society.  The  meeting  was  in  San  An- 
gelo. 


Dr.  John  Johnstone,  El  Paso,  was  elected 
to  the  board  of  directors  of  the  Citizens 
State  Bank  of  Ysleta. 

- o - 

The  Young  Women’s  Christian  Association 
and  the  Mental  Health  Association  of  El 
Paso  are  conducting  a series  of  seminars  for 
teenagers  and  their  parents.  At  the  Feb.  26 
meeting  Dr.  Celso  Stapp  and  Dr.  Frank 
Schuster,  Jr.,  both  of  El  Paso,  spoke  on 
“Love,  Dating,  and  Marriage”. 

- o - 

Dr.  Merle  Thomas  was  the  guest  speaker 
at  the  February  meeting  of  the  Licensed  Vo- 
cational Nurses  Association  in  El  Paso.  He 
spoke  on  his  experiences  aboard  the  USS 
Hope  in  Peru. 

- o - 

Dr.  Edward  Egbert  of  El  Paso  was  recent- 
ly elected  a director  of  the  Del  Norte  Club. 

- o - 

A seminar  for  nurses  was  held  in  Febru- 
ary by  the  El  Paso  Heart  Association. 

The  following  El  Paso  doctors  were  guest 
speakers:  Drs.  W.  C.  Autrey,  John  Verosksy, 
Saul  Appel,  Arlin  Cooper,  Jack  Postlewaite, 
Fred  Bornstein,  and  K.  Zolfoghary. 

- o - 

New  officers  of  the  13th  District  Medical 
Society  are  Dr.  Robert  Moreton,  Fort  Worth, 
president;  Dr.  John  L.  Jackson,  Wichita 
Falls,  vice  president;  and  Dr.  William  Neil, 
Fort  Worth,  secretary-treasurer. 


372 


TEXAS  State  Journal  of  Medicine 


New  officers  of  the  Ninth  District  Medical 
Society  for  1963-1964  elected  on  March  21  at 
Baytown  are  Dr.  Frank  T.  Smith,  Jr.,  Sealy, 
president ; Dr.  William  Sharp,  Baytown, 
president-elect;  Dr.  William  Sherrill,  Hous- 
ton, secretary;  and  Dr.  James  H.  Sammons, 
Highlands,  councilor. 


County  Society  Officers 

Angelina. — President,  Dr.  Peyton  L.  Den- 
man, Lufkin;  vice  president,  Dr.  Robert  K. 
Arnett,  Lufkin;  secretary,  Dr.  John  G.  Bar- 
rett, Lufkin;  delegate,  Dr.  U.  Gail  Medford, 
Lufkin;  and  Dr.  Dan  Spivey,  Lufkin,  alter- 
nate delegate. 

Austin-Grimes-W aller . — President,  Dr.  S. 
D.  Coleman,  Navasota;  president-elect,  Dr. 
Sidney  C.  Walker,  Hempstead ; secretary,  Dr. 
William  S.  Conkling,  Navasota ; delegate,  Dr. 
Frank  T.  Smith,  Jr.,  Sealy;  and  alternate 
delegate,  Dr.  J.  A.  Neely,  Bellville. 

Coryell. — President,  Dr.  Kermit  R.  Jones, 
Gatesville;  president-elect,  Dr.  E.  E.  Lowrey, 
Gatesville;  secretary  and  treasurer,  Dr.  0. 
W.  Lowrey,  Gatesville;  delegate,  Dr.  0.  W. 
Lowrey;  alternate  delegate,  Dr.  E.  E.  Low- 
rey. 

Crane-U pton-Reagan. — President,  Dr. 
John  L.  Wright,  Big  Lake;  president-elect, 
Dr.  James  D.  Gossett,  Rankin;  vice  presi- 
dent, Dr.  Cleon  S.  Nunnally,  Big  Lake;  sec- 
retary-treasurer, Dr.  B.  J.  Maynard,  Crane; 
delegate,  Dr.  James  D.  Gossett;  alternate  del- 
egate, Dr.  John  L.  Wright. 

Freestone. — President,  Dr.  N.  D.  Buchmey- 
er,  Wortham;  secretary-treasurer,  Dr.  Joe  D. 
Crossno,  Fairfield;  delegate,  Dr.  Jack  Cox, 
Teague;  and  alternate  delegate,  Dr.  N.  D. 
Buchmeyer. 

Gregg. — President,  Dr.  Wilmer  E.  Parrish, 
Longview;  vice  president,  Dr.  John  R.  Loftis, 
Longview;  secretary -treasurer,  Dr.  James  C. 
Spalding,  Longview ; and  delegate,  Dr.  Ralph 

C.  Crawford,  Longview. 

Hidalgo-Starr. — President,  Dr.  Dean  H. 

Wooldridge,  McAllen;  vice  president,  Dr. 
Mario  E.  Ramirez,  Roma;  secretary,  Dr. 
Ralph  P.  Panzer,  Weslaco;  delegate,  Dr.  H. 

D.  Gilliam,  McAllen;  and  alternate  delegate, 
Dr.  Gerald  S.  Livengood,  Mission. 

Milam. — President,  Dr.  Horace  B.  Halbert, 
Rosebud;  vice  president,  Dr.  John  T.  Rich- 
ards, Rockdale;  secretary,  Dr.  Travis  C. 
Green,  Rockdale;  delegate,  Dr.  Clifford  G. 


Swift,  Cameron;  and  alternate  delegate,  Dr. 
S.  H.  Richardson,  Cameron. 

Shelby-San  Augustine-Sabine. — President, 
Dr.  C.  Hunter  Mallory,  Center ; president- 
elect, Dr.  Steve  Oates,  Center ; vice  president, 
Dr.  Vernon  T.  Polk,  Center;  secretary- treas- 
urer, Dr.  W.  C.  Windham,  Center;  delegate, 
Dr.  Vernon  T.  Polk;  alternate  delegate,  Dr. 
Steve  Oates. 

Wharton- Jackson- Matagorda- Ft.  Bend. — 
President,  Dr.  Charles  L.  Bishop,  Ganado; 
president-elect,  Dr.  C.  E.  Woodson,  Wharton; 
secretary,  Dr.  Will  E.  Scott,  Rosenberg;  del- 
egate, Dr.  Stanley  E.  Thompson,  Richmond ; 
and  alternate  delegate,  Dr.  G.  E.  Horton, 
Wharton. 


Tulane  Appoints 
Dr.  Sprague  as  Dean 

Tulane  University  has  appointed  Dr. 
Charles  C.  Sprague  as  dean  of  the  school  of 
medicine.  His  appointment  became  effective 
April  1.  Dr.  Sprague,  who  is  professor  of 
medicine  and  director  of  the  hematology  lab- 
oratory at  Tulane,  succeeds  Dr.  M.  E.  Lap- 
ham  who  was  named  provost  of  the  univer- 
ity. 

Selected  from  200  candidates,  Dr.  Sprague 
will  become  the  17th 
dean  in  the  129  year  his- 
tory of  the  Tulane  School 
of  Medicine. 

A native  of  Dallas,  Dr. 

Sprague  was  graduated 
from  Southern  Methodist 
University  in  1940.  In 
1943,  he  received  his  doc- 
tor of  medicine  degree 
from  the  University  of 
Texas  Medical  Branch.  From  1943-1947  he 
served  with  the  U.S.  Naval  Amphibious 
Forces  and  as  a ward  medical  officer  at  the 
U.S.  Naval  Hospital  in  Corona,  Calif. 

Dr.  Sprague  received  postgraduate  medical 
training  on  the  Tulane  service  of  Charity 
Hospital  in  New  Orleans  and  in  the  depart- 
ment of  medicine  at  Tulane.  From  1950-1952, 
he  served  as  a Commonwealth  Research  fel- 
low in  hematology  at  Washington  University, 
St.  Louis,  and  Oxford  University,  Oxford, 
England. 

Dr.  Sprague  joined  the  Tulane  faculty  in 
1952,  and  established  the  research  laboratory 
in  hematology.  Active  in  the  training  of 
younger  physicians  in  hematology,  he  was 
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awarded  a training  grant  in  1961  by  the  U.S. 
Public  Health  Service  to  support  trainees 
working  under  his  direction. 

Dr.  Sprague’s  research  interests  at  Tulane 
have  centered  on  various  types  of  anemia, 
the  transplantation  of  bone  marrow,  the 
chemotherapy  of  leukemia,  and  the  potential 
role  of  the  science  of  immunity  in  treating 
tumorous  and  other  abnormal  growths.  As 
part  of  his  research  work,  Dr.  Sprague 
serves  as  chairman  of  a special  cancer  chem- 
otherapy group  which  evaluates  new  drugs 
and  chemicals  in  the  treatment  of  cancer. 

Dr.  Sprague  is  the  author  of  20  papers  in 
scientific  and  medical  journals,  and  is  a 
member  of  a number  of  medical  societies,  in- 
cluding the  American  Society  of  Hematology 
of  which  he  is  a member  of  the  executive 
committee. 


ACOG  Releases  Names 
Of  New  Fellows 

The  American  College  of  Obstetricians  and 
Gynecologists  has  released  the  names  of  587 
new  fellows  inducted  into  the  College.  Among 
these  are  the  following  from  Texas : 

Capt.  James  Lee  Cross,  USAF  MC,  Ama- 
rillo Air  Force  Base;  James  C.  Glenn,  Ama- 
rillo; Mark  D.  Chambers,  Marion  L.  Stahl, 
and  John  P.  Thomson,  Austin;  LCDR.  Rob- 
ert B.  Small,  MC,  USN,  Vern  N.  Walker,  and 
Capt.  Frederick  G.  Wiegand,  MC,  USN,  Cor- 
pus Christi; 

George  P.  Foley  and  Werner  E.  Spier,  El 
Paso;  Jack  G.  Duffy,  Robert  L.  Pearce,  and 
Cameron  E.  Shropshire,  Jr.,  Fort  Worth;  J. 
Alan  Alexander,  Charles  A.  Durham,  H. 
Lane  McClanahan,  and  Donald  M.  Paton, 
Houston ; 

Charles  E.  McDonald,  Pasadena;  Joseph 
Durso,  Port  Arthur ; Aurelio  Diaz,  San  An- 
tonio; Lloyd  E.  Gary,  Texarkana;  and  Capt. 
John  F.  Fulton,  USAF  MC,  Wichita  Falls. 


The  National  Registry  of  Deaths  from 
Mycetism  maintains  a file  of  deaths  attrib- 
uted to  ingestion  of  wild  mushrooms  (1957 
to  date) . The  secretary  of  the  Massachusetts 
Medical  Society,  Dr.  Robert  W.  Buck,  has  re- 
quested physicians  to  send  notice  of  all  such 
deaths  (age,  sex,  date,  locality)  to  him  at  22 
The  Fenway,  Boston  15. 


Dr.  Schreiber  Named 
Markle  Scholar 

Dr.  Melvyn  H.  Schreiber,  an  assistant  pro- 
fessor at  the  University  of  Texas  Medical 
Branch  whose  field  is  radiology,  has  been 
named  a Markle  Scholar. 

Twenty-five  young  medical  scientists,  all 
faculty  members  of  medical  schools  in  the 
United  States  and  Canada,  have  been  ap- 
pointed Markle  Scholars  in  Academic  Medi- 
cine by  the  John  and  Mary  R.  Markle  Foun- 
dation of  New  York.  A total  of  855  men  and 
women  in  83  medical  schools  have  been  aided 
during  the  16  years  of  the  program  through 
grants  totaling  approximately  $10,750,000. 
The  program  was  begun  in  1948  “to  relieve 
the  faculty  shortage  in  medical  schools  by 
giving  support  to  young  teachers  and  inves- 
tigators early  in  their  careers,”  according  to 
John  M.  Russell,  president.  Each  appoint- 
ment provides  a $30,000  grant  to  the  medical 
school  where  the  Scholar  will  teach  and  do 
research,  paid  at  the  rate  of  $6,000  a year 
to  supplement  his  salary,  aid  his  research, 
and  assist  in  his  development  as  a teacher 
and  investigator. 

Medical  schools  nominated  61  candidates 
for  the  grants  this  year.  Five  committees 
composed  of  educators  and  other  professional 
men  helped  to  select  the  25  Scholars  whose 
appointments  will  begin  July  1,  1963. 


Seventeen  Texas  Pathologists 
Certified  by  Board 

The  following  Texas  doctors  have  been 
named  diplomates  of  the  American  Board  of 
Pathology,  the  office  of  the  Intersociety 
Committee  on  Pathology  Information  recent- 
ly announced: 

John  W.  Barnes,  Corsicana;  Robert  E. 
Brierty,  El  Paso;  Vincent  Cirone,  Fort 
Worth;  Houston  C.  Ford,  San  Antonio;  An- 
gel Gaurie,  Galveston ; Enid  F.  Gilbert,  Aus- 
tin ; 

Virgilio  V.  Gonzalez,  Dallas;  S.  Donald 
Greenberg,  Houston;  Andrew  D.  Gwynne, 
Lubbock;  Joe  B.  Haden,  III,  Pasadena;  Ron- 
ald E.  Henderson,  Jr.,  Waco; 

Sidney  W.  Kowierschke,  Corpus  Christi ; 
Nathan  L.  Laufman,  Amarillo;  Joe  A.  Lew- 
is, Corpus  Christi;  Carl  J.  Lind,  Jr.,  Hous- 
ton ; Francis  J.  Luibel,  Dallas ; and  Paul  M. 
Obert,  Victoria. 
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Amarillo  Surgeon  Reports 


Practicing  Medicine  in  Colombia 
Heartbreaking  Challenge 


WITCH  doctors,  no  registered  nurses, 
and  less  than  500  doctors  to  serve  800 
counties  make  practicing  medicine  in  Colom- 
bia a heartbreaking  challenge,  says  Dr.  Rob- 
ert F.  Hyde,  an  Amarillo  orthopedic  surgeon 
who  spent  July  teaching  in  clinics  and  treat- 
ing patients  in  the  Latin  American  country. 
Dr.  Hyde’s  experiences  were  reported  in  a 
recent  Bulletin  of  the  Potter-Randall  Coun- 
ties Medical  Society. 

After  his  demonstration  visit  to  Colombia, 
Dr.  Hyde  firmly  favors  working  out  an  ex- 
change program  for  senior  residents.  He 
feels  that  such  a program  would  allow  Amer- 
ican senior  residents  the  opportunity  to  see 
and  treat  conditions  which  are  very  rarely 
seen  in  this  country,  but  which  do  occasion- 
ally occur. 

“Bone  conditions  which  I might  see  once 
every  four  or  five  years  in  American  chil- 
dren were  so  common  in  Colombia  that  I 
might  see  30  cases  in  one  ward  of  a clinic,” 
said  Dr.  Hyde.  “The  number  of  cases  of  un- 
treated polio,  cerebral  palsy,  osteomyelitis, 
tuberculosis  of  the  bone,  and  neglected  brok- 
en bones  which  resulted  in  deformity  or  loss 
of  limbs  that  I saw  in  Colombia  was  unbe- 
lievable,” he  added. 

Such  an  exchange  program  would  benefit 
both  American  doctors  training  for  special- 
ties and  their  foreign  colleagues.  One  of  the 
most  vital  needs  of  the  South  American 
countries  is  for  America  “to  send  doctors  to 
demonstrate  the  latest  treatments  and  surgi- 
cal methods”,  according  to  Dr.  Hyde.  “Send- 
ing money  to  countries  such  as  Colombia  is 
not  the  answer,”  he  said.  “We  need  to  send 
books,  medicines,  orthopedic  appliances,  and 
surgical  tools.” 

He  cited  the  problem  of  hospitals  which 
had  been  donated  the  very  latest  equipment 
by  private  organizations  interested  in  world 
health  problems,  but  which  were  only  50  per 
cent  occupied  because  of  the  distrust  of  local 
Colombians.  In  addition,  many  of  the  hos- 
pitals could  not  use  this  equipment  because 
they  had  no  electrical  power  with  which  to 
operate  it.  Even  the  most  modern  clinics  had 
poor  sanitation  and  usually  had  no  screens 
to  keep  out  disease-bearing  insects. 

Dr.  Hyde  also  described  the  problem  of 
doctor  distribution  in  Colombia.  According 


to  the  1951  census,  the  country  has  only  7,000 
doctors  to  serve  15  million  people.  Of  this 
number,  3,500  practice  in  Bogota,  the  capital 
city,  and  3,000  in  ten  other  large  cities.  This 
leaves  less  than  500  doctors  to  serve  the  800 
remaining  counties.  Also,  all  doctors  must 
compete  with  the  local  “witch”  doctors. 

The  problem  of  finding  adequate  nursing 
assistance  is  also  prevalent.  Dr.  Hyde  saw  no 
registered  nurses  during  his  stay  in  Colom- 
bia, but  he  was  told  that  there  were  nursing 
schools  in  Bogota.  He  feels  that  most  nurses 
are  trained  through  trial  and  error,  learning 
their  trade  while  on  the  job. 

According  to  Dr.  Hyde,  the  healthiest  of 
all  Colombians  are  babies — if  they  survive 
the  first  few  weeks  after  birth.  “As  long  as 
babies  are  kept  three  feet  from  the  ground 
on  their  mother’s  backs  and  are  breast  fed, 
they  are  in  pretty  good  shape,”  he  comment- 
ed. “Once  they  are  weaned  and  learn  to  walk, 
however,  the  trouble  starts.  They  go  down  on 
the  ground  where  they  soon  pick  up  worms 
and/or  other  intestinal  parasites.  Their  food 
consists  mainly  of  dirty  sugar  water.”  Dr. 
Hyde  pointed  out  that  in  addition  to  the  ap- 
pallingly high  infant  mortality  rate,  58  per 
cent  of  the  death  rate  involves  children  un- 
der 18. 

Dr.  Hyde  and  his  wife  traveled  to  Colom- 
bia and  lived  there  at  his  own  expense,  under 
a program  of  the  American  Academy  of  Or- 
thopaedic Surgeons.  The  Academy  has  insti- 
tuted overseas  programs  in  Jordan,  Tangan- 
yika, Colombia,  and  Saigon. 


Wyoming  Requires  Child  Abuse  Reports 

Inj  uries  to  children  apparently  inflicted  by 
means  other  than  accidental  must  be  reported 
by  physicians  and  other  persons  treating  the 
cases,  according  to  a law  recently  passed  in 
Wyoming. 

Action  of  the  Wyoming  Legislature  is  the 
first  of  this  nature  since  the  Children’s  Bu- 
reau of  the  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare  held  a conference  on 
child  abuse  last  year.  Similar  bills  are  before 
legislatures  in  California,  Colorado,  Indiana, 
Pennsylvania,  and  New  Mexico. 
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Book  Notes 

Exocrine  Pancreas:  Normal  and  Abnormal  Func- 
tions. Ciba  Foundation  Symposium.  A.  V.  S.  De 
Reuck  and  Margaret  P.  Cameron,  Eds.  373  pp. 
Boston,  Little,  Brown  and  Co.,  1962.  $11.50. 

T his  new  volume  continues  the  high  level 
of  excellence  for  which  the  Ciba  Foundation 
Symposia  have  gained  acclaim. 

Particularly  interesting  to  the  medical  stu- 
dent is  the  discussion  at  the  end  covering 
topics  for  further  research  such  as  the  ner- 
vous control  of  pancreatic  secretions,  pan- 
creatic regeneration,  standardization  of  tests, 
the  genetics  of  pancreatic  disease,  and  pan- 
creatic biopsy. 


Treatment  of  Bronchial  Neoplasms.  Robert  R.  Shaw, 
M.D.,  Donald  L.  Paulson,  M.D.,  and  John  Lester 
Kee,  Jr.,  M.D.  121  pp.  Springfield,  111.,  Charles  C 
Thomas,  1959.  $8. 

A SYSTEMIC  approach  to  management  of 
cancer  patients  which  is  based  on  the  sta- 
tistical evidence  that  early  diagnosis  of  can- 
cer increases  chances  of  survival  without 
regard  to  type  or  lack  of  treatment  is  worthy 
of  all  doctors’  attention. 

This  book  covers  the  “why”,  “why  not”, 
“how”,  and  “how  not”  in  handling  the  vari- 
ous aspects  of  bronchial  neoplastic  disease 
(including  bronchial  adenomata)  in  a brief, 
well-organized,  well-written,  and  well-illus- 
trated form.  The  indexing  is  adequate  and 


cited  references  add  useful  information  to 
the  text. 

A more  complete  coverage  of  this  increas- 
ingly important  subject  hardly  could  have 
been  given  in  less  space.  The  book  should  be 
of  special  interest  to  surgeons  and  radiolo- 
gists. 

— Stanley  R.  Hillis,  M.D.,  Austin. 


Clinical  Diagnosis  by  Laboratory  Method.  Israel 
Davidsohn,  M.D.,  and  Benjamin  B.  Wells,  M.D., 
Eds.  951  pp.  Philadelphia,  W.  B.  Saunders  Co., 
1962.  $16.50. 

For  the  first  time  in  more  than  half  a cen- 
tury of  publication  this  13th  edition  of  the 
book  formerly  written  by  Dr.  J.  C.  Todd  and 
Dr.  A.  H.  Sanford  is  a work  of  multiple  au- 
thorship. The  editors  feel  that  in  this  way 
they  can  offer  physicians,  medical  students, 
and  technologists  a volume  having  authority, 
recency,  and  depth. 

The  26  chapters  deal  with  every  aspect  of 
clinical  laboratory  work  but  the  editors  have 
chosen  to  emphasize  certain  topics  that  have 
compelling  practical  applications.  Appearing 
for  the  first  time  are  chapters  on  statistical 
tools  in  clinical  pathology,  isotopology,  hos- 
pital epidemiology,  and  a discussion  of  space 
and  equipment  needs  in  the  modern  clinical 
laboratory. 

This  is  a basic  book  for  pathologists  and- 
skilled  technologists,  yet  would  be  of  use  in 
physicians’  offices  where  any  sort  of  labora- 
tory work  is  done. 


Recent 


DR.  W.  B.  LASATER 

Dr.  Waldo  Burton  Lasater  of  Mineral 
Wells  died  Feb.  25.  He  was  77. 

Dr.  Lasater  was  elected  to  honorary  mem- 
bership in  Texas  Medical  Association  in  1961 
through  the  Palo  Pinto-Parker- Young- Jack- 
Archer  Counties  Medical  Society  of  which  he 
was  secretary  in  1944  and  president  in  1934 
and  1946.  He  was  a member  of  the  American 
Medical  Association  and  Southern  Medical 
Association  and  a fellow  of  the  Texas  Associ- 
ation of  Obstetricians  and  Gynecologists. 

He  was  born  at  Gordon  Mines,  Tex.,  on 


Deaths 


Aug.  6,  1885,  the  son  of  Sam  H.  and  Ellen 
(Jones)  Lasater,  pioneer  settlers  of  Palo 
Pinto  County. 

He  received  bachelor’s  degrees  from  North 
Texas  State  College  and  the  University  of 
Texas.  His  M.D.  degree  from  the  University 
of  Texas  Medical  Branch  was  conferred  in 
1919. 

Following  his  internship  at  Scott  and 
White  Hospital  in  Temple,  he  was  an  instruc- 
tor in  anatomy  at  the  University  of  Texas 
Medical  Branch  from  1920  to  1921,  and  also 
served  a residency  at  Lying-In  Hospital  in 
New  York  City. 
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In  1922  he  returned  to  Texas  with  his  wife, 
the  former  Miss  Kate  Guion  of  Ballinger,  and 
they  moved  to  Mineral  Wells  where  he  prac- 
ticed for  41  years. 

Dr.  Lasater  served  for  17  years  with  the 
Medical  Department  of  the  112th  Cavalry, 
Texas  National  Guard.  He  was  the  command- 
ing officer,  holding  the  rank  of  lieutenant 
colonel. 

He  was  a member  and  elder  of  the  First 
Presbyterian  Church  of  Mineral  Wells,  a Ro- 
tarian,  a Mason,  and  belonged  to  Nu  Sigma 
Nu  medical  fraternity  and  the  American  Le- 
gion. 

His  business  activities  included  farming 
and  dairying. 

Survivors  include  his  wife,  two  daughters, 
Mrs.  W.  B.  Scott  and  Mrs.  J.  J.  Freiberger 
of  Dallas,  and  five  grandchildren. 


DR.  W.  N.  WILKS 

Dr.  William  Nathan  Wilks  died  Feb.  4 in 
a Dallas  hospital.  He  was  undergoing  cardiac 
catheterization  when  death  occurred  from 
ventricular  fibrillation  secondary  to  congen- 
ital heart  disease.  He  was  33. 

A psychiatrist,  he  had  been  director  of  the 
outpatient  department  and  clinical  director 
at  Terrell  State  Hospital,  Terrell,  for  the 
past  eight  months. 

Dr.  Wilks  was  born  Jan.  26,  1930,  in  Fort 


Worth.  His  parents  are  Mr.  and  Mrs.  W.  C. 
Wilks,  now  of  Tyler.  He  attended  high  school 
in  Athens  and  received  a B.A.  degree  from 
North  Texas  State  College  in  Denton  in  1951. 
He  was  graduated  in  1955  from  the  Univer- 
sity of  Texas  Medical  Branch  and  interned 
the  following  year  at  Brackenridge  Hospital 
in  Austin. 

From  1956  to  1959  he  served  a residency 
in  psychiatry  at  Topeka  State  Hospital,  To- 
peka, Kan.,  and  was  graduated  from  the 
Menninger  School  of  Psychiatry. 

He  began  practice  in  Larned,  Kan.,  at  the 
Larned  State  Hospital  where  he  was  director 
of  the  outpatient  department  and  acting  clin- 
ical director.  He  left  to  come  to  Terrell. 

A former  member  of  the  Pawnee  County, 
Kan.,  Medical  Society  and  the  Kansas  Medi- 
cal Society,  he  was  a member  of  the  Kauf- 
man County  Medical  Society  and  the  Texas 
Medical  Association  at  the  time  of  his  death. 
He  also  was  a member  of  the  American  Med- 
ical Association,  American  Psychiatric  As- 
sociation, and  Phi  Chi  medical  fraternity. 

He  belonged  to  Sigma  Phi  Epsilon  social 
fraternity  and  was  a deacon  in  the  First 
Presbyterian  Church  of  Terrell. 

He  married  Mary  Eltha  (Bunny)  Watson 
of  Corsicana  on  June  14,  1954.  She  survives 
as  do  his  parents,  three  young  children,  Wil- 
liam Nathan  Wilks,  Jr.,  Robert  Joseph  Wilks, 
and  Mary  Elizabeth  Wilks,  and  a sister,  Mrs. 
Edgar  A.  Gray  of  Tyler. 
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DR.  A.  R.  THOMASSON 


Dr.  Arthur  Raymond  Thomasson,  a retired 
Dallas  physician,  died  Feb.  12  in  Henderson, 
Tex. 

He  was  born  Aug.  6,  1886,  in  Runnels 
County.  He  attended  Southwestern  Univer- 
sity in  Georgetown  and  was  graduated  from 
Baylor  University  College  of  Medicine,  then 
in  Dallas,  in  1911.  He  served  an  internship 
at  St.  Paul  Hospital  in  Dallas.  He  began  his 
medical  practice  in  1912  with  what  is  now  the 
Samuell  Clinic  in  Dallas  and  retired  from 
active  practice  there  in  1949. 

A member  of  the  American  College  of  Sur- 
geons, he  belonged  to  the  American  Medical 
Association  and  was  an  honorary  member  of 
the  Texas  Medical  Association  and  the  Dal- 
las County  Medical  Society.  He  was  a mem- 
ber of  the  Dallas  Athletic  Club  and  the  Koon 
Kreek  Club. 

Survivors  include  his  wife;  a daughter, 
Mrs.  Harry  Todd  of  Dallas;  a son,  Dr.  Ray 
Thomasson  of  Dallas ; two  sisters,  Mrs.  J.  W. 
Clinton  of  Abilene  and  Mrs.  Joe  Stallings  of 
El  Paso ; and  two  brothers,  Marvin  Thomas- 
son of  Abilene  and  Walter  Thomasson  of 
Texas  City. 


DR.  C.  W.  SCHEIB 

A San  Marcos  pediatrician,  Dr.  Charles 
Wilbur  Scheib,  died  there  Nov.-  27,  1962,  of 
myocardial  infarction.  Being  disabled  from 
polio  since  his  youth  he  was  interested  in  the 
treatment  of  that  disease  and  other  cripplers 
of  children.  A significant  portion  of  his  time 
was  devoted  to  work  at  the  Texas  Rehabilita- 
tion Center,  located  nearby  at  Gonzales. 

Dr.  Scheib  and  his  family  moved  to  Texas 
in  the  early  1940’s;  and,  after  staying  in 
Wimberley  for  several  months,  he  came  to 
San  Marcos  to  practice  medicine.  For  reasons 
of  health,  he  had  left  Little  Neck,  Long 
Island,  N.  Y.,  where  he  had  practiced  for  15 
years. 

He  was  born  in  Bucyrus,  Ohio,  Oct.  23, 
1897,  the  son  of  Charles  G.  and  Elizabeth 
(Breymaier)  Scheib.  He  attended  public 
schools  in  Bucyrus  and  received  a bachelor  of 
science  degree  from  Denison  University, 
Granville,  Ohio,  in  1920.  In  1925  he  -was 
awarded  the  M.D.  degree  from  Ohio  State 
University.  He  interned  at  Metropolitan  Hos- 
pital and  served  as  medical  superintendent 
at  Correction  Hospital  from  1926  to  1931. 
Both  hospitals  are  in  New  York  City. 


DR.  C.  W.  SCHEIB 


On  Oct.  30,  1931,  he  married  Mary  Laura 
Benson  in  Nashville,  Tenn. 

He  was  a member  of  the  Texas  Medical  As- 
sociation through  the  Hays-Bianco  Counties 
Medical  Society  and  of  the  American  Medi- 
cal Association.  He  had  been  a member  of  the 
board  of  directors  of  the  Texas  Crippled 
Children’s  Society  for  many  years. 

A member  of  the  board  of  stewards  of  the 
Methodist  church,  Dr.  Scheib  was  a Mason, 
a Shriner,  and  affiliated  with  Phi  Delta 
Theta  and  Phi  Rho  Sigma  fraternities.  He 
was  college  physician  for  Southwest  Texas 
State  College  in  San  Marcos. 

His  hobbies  were  gardening  and  golf,  and 
he  enjoyed  watching  football. 

Survivors  include  his  wife  and  son.  Buck 
Scheib,  who  is  now  attending  the  University 
of  Arizona. 

DR.  M.  HOWELL 

Dr.  McKinley  Howell  of  Plainview  died  at 
his  home  Feb.  18.  He  had  lived  in  Plainview 
since  1930,  coming  there  from  Atlanta,  Ga. 

Born  April  19,  1897,  in  Tupelo,  Miss.,  Dr. 
Howell  attended  high  school  in  Hamilton, 
Ala.,  and  received  his  bachelor’s  degree  in 
pharmacy  and  his  master’s  degree  in  sociol- 
ogy from  Alabama  Polytechnic  Institute,  Au- 
burn. He  was  graduated  in  medicine  from 
Emory  University  at  Emory  University,  Ga., 
in  1929. 

Dr.  Howell  was  the  son  of  L.  M.  and  Alice 
(Gregory)  Howell  and  was  one  of  four  chil- 
dren. 
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He  interned  as  a student  at  Grady  Hos- 
pital, Atlanta,  Ga.,  and  served  a residency  at 
Piedmont  Hospital,  Atlanta,  in  1930,  follow- 
ing which  he  left  for  Texas. 

A veteran  of  World  War  I,  he  served  over- 
seas with  the  321st  Infantry,  83rd  Division. 
After  the  armistice,  he  remained  overseas 
and  attended  AEF  University  in  Beaune, 
France. 

Dr.  Howell  married  Wilna  Adrian  Simer 
of  Olden,  Tex.,  in  an  Amarillo  ceremony  May 
22,  1936. 

In  addition  to  his  medical  practice,  he  was 
engaged  in  farming  and  ranching. 

He  was  a member  of  the  Rotary  Club  and 
the  Church  of  Christ. 

Medical  affiliations  included  the  American 
Medical  Association  and  the  Texas  Medical 
Association  through  the  Hale-Floyd-Briscoe 
Counties  Medical  Society. 

He  is  survived  by  his  wife;  a daughter, 
Mrs.  Sidney  Mack  Fleming  of  Atlanta,  Ga. ; 
a sister,  Mrs.  Douglas  Walton,  Bexar,  Ala.; 
and  two  brothers,  Dr.  L.  D.  Howell  of  Wash- 
ington, D.C.,  and  U.  G.  Howell  of  Bexar,  Ala. 

DR.  J.  W.  OXFORD 

Dr.  Jerry  W.  Oxford,  a physician  in  Flor- 
esville  for  approximately  60  years,  died  in 
El  Paso  Dec.  9,  1962,  at  the  age  of  84. 

At  the  Floresville  Centennial  in  1960  he 
was  presented  a plaque  for  his  outstanding 
work  as  a physician  in  Floresville  for  more 
than  50  years.  He  was  a leader  in  the  Meth- 
odist church  and  in  Masonic  Lodge  activities. 


DR.  J.  W.  OXFORD 

A native  of  Coryell  County,  he  was  gradu- 
ated from  the  University  of  Texas  Medical 
Branch  in  1906.  He  had  been  a member  of 
the  American  Medical  Association  and  the 
Texas  Medical  Association  since  1908  and 
was  elected  to  honorary  membership  in  1952. 
He  had  served  TMA  through  the  Travis, 
Bexar,  and  Karnes-Wilson  county  medical 
societies,  and  was  president  and  later  secre- 
tary of  the  Karnes-Wilson  Counties  Medical 
Society  for  many  years. 

He  is  survived  by  two  sons,  Dr.  Brad  Ox- 
ford, San  Antonio,  and  Col.  James  W.  Ox- 
ford, El  Paso;  a sister  of  Gatesville;  and 
ten  grandchildren. 

DR.  C.  D.  STROTHER 

Dr.  Coble  Duke  Strother,  66,  Sherman 
physician  and  surgeon  for  more  than  40 
years,  died  Jan.  19,  1963,  in  a Sherman  hos- 
pital. 

He  was  born  in  Dallas  Nov.  8,  1896,  the 
son  of  a Methodist  minister,  the  Rev.  Wil- 
liam Kemp  Strother,  and  Mattie  (Duke) 
Strother.  He  attended  public  schools  in  Stam- 
ford, Tex.,  and  received  a bachelor  of  arts 
degree  from  Southern  Methodist  University, 
Dallas,  in  1917. 

He  was  graduated  from  the  University  of 
Texas  Medical  Branch,  Galveston,  in  1923 
and  interned  at  St.  Paul  Hospital  in  Dallas. 
After  practicing  a short  time  in  Livingston, 
Dr.  Strother  moved  to  Sherman  where  he 
joined  the  staff  of  the  Nethery  Clinic.  With 
Dr.  D.  C.  Enloe  he  founded  the  Medical  Arts 
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Clinic  in  Sherman  and  in  recent  years  put 
up  a new  building. 

He  was  a member  of  the  American  Medi- 
cal Association,  the  Texas  Medical  Associa- 
tion, the  Grayson  County  Medical  Society  of 
which  he  was  once  president,  and  the  Amer- 
ican Diabetes  Association.  He  was  a fellow 
of  the  American  College  of  Surgeons  and  of 
the  International  College  of  Surgeons. 

He  was  a leader  and  former  president  of 
the  Sherman  Rotary  Club. 

He  was  a Methodist,  former  county  health 
officer,  and  in  World  War  I he  served  in  the 
Army,  seeing  overseas  service. 

He  was  married  to  the  former  Miss  Vir- 
ginia Hanna  of  Galveston. 

Dr.  Strother  was  an  enthusiastic  fisher- 
man and  hunter.  He  was  an  ardent  sports 
fan. 

As  a memorial  to  Dr.  Strother,  a $25,000 
radioactive  isotope  laboratory  will  be  estab- 
lished at  Wilson  N.  Jones  Hospital  in  Sher- 
man. 

Survivors  include  his  wife ; two  daughters, 
Mrs.  Charles  B.  Robinson  of  Sherman,  and 
Mrs.  Virginia  Anne  Greig  of  Austin;  his 
mother,  Mrs.  W.  K.  Strother,  Sr.,  of  Dallas ; 
one  sister,  Miss  Martha  Strother  of  Dallas; 
two  brothers,  Dr.  W.  K.  Strother,  Jr.,  of  Dal- 
las and  the  Rev.  Joe  Strother  of  Houston; 
and  seven  grandchildren. 


DR.  M.  E.  HASTINGS 

Dr.  Miles  E.  Hastings,  a Waxahachie  phy- 
sician for  44  years,  died  March  3 in  a Waxa- 
hachie hospital  after  a short  illness.  He  was 
74. 

He  was  the  immediate  past  president  of 
the  Ellis  County  Medical  Society,  an  office 
he  had  held  also  in  1938.  He  was  a member 
of  the  Texas  and  American  Medical  Associa- 
tions. 

A native  of  Nixon,  Dr.  Hastings  was  a vet- 
eran of  World  War  I. 

He  received  his  M.D.  degree  from  the  Uni- 
versity of  Texas  Medical  Branch  in  1917. 

Survivors  include  his  wife;  a son,  Miles 
Hastings,  Jr.,  of  Waxahachie;  a grandson, 
Michael  Edmondson  Hastings  of  Waxahachie 
who  is  a student  at  the  University  of  Arkan- 
sas; a granddaughter,  Jane  Hastings  of 
Waxahachie;  two  brothers,  Clyde  Hastings 
of  Stockdale  and  Ninnian  Hastings  of  San 
Antonio;  and  three  sisters,  Mrs.  Rex  McCoy 
of  Kenedy,  Mrs.  Finn  Johnston  of  Nixon,  and 
Mrs.  W.  II.  Hickey  of  Marion. 


DR.  C.  H.  BROWNLEE 

Dr.  Charles  Hansford  Brownlee,  73,  died 
at  his  home  in  Austin  on  Jan.  1,  1963. 

A former  resident  of  Burnet,  he  had  prac- 
ticed medicine  in  Austin  for  44  years.  A 
graduate  of  the  University  of  Texas  and  the 
University  of  Texas  Medical  Branch,  Dr. 
Brownlee  served  as  a major  in  the  medical 
corps  during  World  War  I. 

While  in  the  Army  in  France  he  became 
interested  in  aviation.  He  was  one  of  the 
first  to  graduate  and  receive  his  flight  sur- 
geon’s wings  from  the  Army  School  of  Avi- 
ation Medicine  at  Mitchel  Field,  New  York, 
in  1925.  In  1927,  he  was  appointed  medical 
examiner  in  the  Bureau  of  Air  Commerce, 
U.S.  Department  of  Commerce. 

Dr.  Brownlee  was  a charter  member  of 
the  Aero-Medical  Association,  now  known  as 
the  Aerospace  Medical  Association,  and 
served  as  its  president  in  1949-1950. 

He  served  as  flight  surgeon  in  charge  of 
the  civilian  pilot  training  program  for  the 
University  of  Texas  at  Austin. 

He  belonged  to  the  American  Medical  As- 
sociation and  was  elected  to  inactive  mem- 
bership in  the  Texas  Medical  Association  in 
1957  through  the  Travis  County  Medical  So- 
ciety. 

He  was  a member  of  the  Episcopal  Church 
of  the  Good  Shepherd  in  Austin. 

Survivors  include  his  wife  of  Austin;  a 
sister,  Mrs.  Walter  Benson  of  Austin;  and  a 
brother,  former  State  Senator  Houghton 
Brownlee  of  Burnet. 
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DR.  F.  E.  HUDSON 

Dr.  Fred  E.  Hudson,  80,  died  Feb.  13  in  a 
Stamford,  Tex.,  hospital.  He  had  spent  most 
of  his  life  and  all  of  his  medical  career  in 
Jones  County. 

Dr.  Hudson  was  born  Oct.  14,  1882,  at 
Sherman,  and  moved  to  Anson  with  his  par- 
ents in  1884.  He  was  graduated  from  Austin 
College,  Sherman,  and  received  his  M.D.  de- 
gree from  the  University  of  Pennsylvania 
School  of  Medicine  in  1908.  After  interning 
in  Philadelphia,  he  returned  to  Anson  to  be- 
gin his  medical  practice. 

He  was  married  to  Georgia  Barrett  of  An- 
son on  Oct.  5,  1909.  In  April,  1921,  they 
moved  to  Stamford  where  Dr.  Hudson  prac- 
ticed until  his  retirement  in  1946. 

During  World  War  I,  he  was  a captain  in 
the  medical  corps.  He  was  stationed  in  Eng- 
land for  two  years. 

He  was  a past  commander  of  the  Ameri- 
can Legion,  a former  Rotarian,  and  vice 


president  of  the  Texas  Heart  Association  in 
1933. 

A fellow  of  the  American  College  of  Phy- 
sicians, Dr.  Hudson  was  an  honorary  mem- 
ber of  the  Texas  Medical  Association  through 
the  Taylor- Jones  Counties  Medical  Society. 
He  had  been  Councilor  of  the  Second  Dis- 
trict in  1935.  He  belonged  to  the  American 
Medical  Association.  He  was  a charter  mem- 
ber of  the  American  Board  of  Internal  Medi- 
cine and  member  of  Texas  Academy  of  In- 
ternal Medicine. 

After  retirement  from  medical  practice, 
Dr.  Hudson  sold  insurance  as  a hobby  and 
later  purchased  a ranch  in  Colorado  where 
he  and  Mrs.  Hudson  spent  the  last  several 
summers. 

Survivors  are  his  wife;  one  son,  Dr.  Ike 
Hudson;  two  brothers,  Murray  Hudson  of 
Burlingame,  Calif.,  and  Ike  Hudson  of  Abi- 
lene ; four  sisters,  Mrs.  Summer  Morrow  and 
Mrs.  J.  I.  Jackson,  both  of  Dallas,  Mrs. 
Charles  Anderson  of  Baird,  and  Mrs.  J. 
Simpson  of  Walnut  Creek,  Calif.,  and  four 
grandchildren. 


Coming  Meetings 


American  Medical  Association,  Annual  Meeting,  Atlantic  City,  June 
16-20,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 


Current  Meetings 


April 

American  Academy  of  Pediatrics,  Los  Angeles,  April  22-24,  1963- 
Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 
American  Association  for  Thoracic  Surgery,  Houston,  April  8-10, 
1963-  Dr.  H.  T.  Bahnson.  Johns  Hopkins  Hosp.,  Baltimore  5, 
Sec. 

American  College  of  Obstetricians  and  Gynecologists.  New  York. 
April  21-24.  1963.  Mr.  D.  F.  Richardson,  79  W.  Monroe,  Chi- 
cago 3.  Exec.  Sec. 

American  College  of  Physicians,  Denver,  April  1-5,  1963.  Dr.  E.  C. 

Rosenow,  Jr..  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  Dermatological  Association,  Hot  Springs,  Va.,  April  15-18. 

1963.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Surgical  Association,  Phoenix,  April.  3-5,  1963-  Dr.  W. 

Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Sec. 
Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  5-6,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago  1, 
Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation,  Los 
Angeles,  April  21-25,  1963.  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Southwest  Allergy  Forum,  San  Antonio,  April  21-23,  1963.  Dr. 
Boen  Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 


Southwestern  Surgical  Congress,  Mexico  City,  April  22-25,  1963-  Dr. 

R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 

Texas  Air-Medics  Association,  Dallas,  April  27-28,  1963.  Dr.  C.  F. 
Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Dallas,  April  28, 
1963-  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Dallas,  April  29. 

1963.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Dallas,  April 
28,  1963.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San  Antonio. 
Texas  Dermatological  Society,  Dallas,  April  28-30,  1963.  Dr.  M.  A. 

Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Dallas,  April  28,  1963.  Dr.  John  W. 

Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Heart  Association,  Dallas,  April  26-27,  1964.  Mr.  E.  T.  Guy, 
2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Dallas,  April  28,  1963.  Dr. 

R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Medical  Association,  Dallas,  April  28-30,  1963.  C.  L.  Wil- 
liston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Neuropsychiatric  Association,  Dallas,  April  27-30,  1963.  Dr. 

E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophchalmological  Association,  Dallas,  April  28-30,  1963.  Dr. 

Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Dallas,  April  29,  1963.  Dr.  Margaret 
Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Dallas,  April  29-30,  1963.  Dr. 

J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  April 
28-30,  1963.  Dr.  D.  Hoehn,  Doctor's  Bldg.,  Fort  Worth,  Sec. 
Texas  Proctologic  Society,  Fort  Worth,  April  27,  1963.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 
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Texas  Society  of  Anesthesiologists,  Dallas,  April  28,  1963-  Dr.  L. 

Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Dallas,  April  27,  1963. 

Dr.  L.  Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Dallas,  April  29. 

1963-  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Pathologists,  Inc..  Dallas,  April  29,  1963.  Dr.  V.  A. 

Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Dallas,  April  27,  1963.  Dr.  W.  C. 

Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Examination, 
Austin,  Dallas,  Houston,  Galveston,  April  5-6,  1963-  Mrs.  Maria 
P Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  Traumatic  Surgical  Society,  Dallas,  April  28,  1963.  Dr.  J.  C. 

Long,  805  W.  8th,  Plainview,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  April  29-May  2,  1963-  Dr.  U.  Blanco,  El  Paso,  Sec. 


May 

American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21. 
Sec. 

American  Gynecological  Society,  New  Orleans,  May  13-15,  1963- 
Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Proctologic  Society,  San  Francisco,  May  20-23,  1963.  Dr. 
N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964.  Mr. 

J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec.  Sec. 
American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30-Dec.  5, 

1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice.  Mr.  M.  F.  Cahal,  Volker 

Blvd.,  at  Brookside,  Kansas  City  12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New  York 
City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St„  S.W., 
Rochester,  Minn.,  Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow  Road,  Buf- 
falo 16,  Sec. 

American  Association  of  Plastic  Surgeons,  Washington,  D.C.,  Oct. 
13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963-  Mr.  G. 

Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  Feb.  29-March  6, 

1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo.,  Treas. 
American  College  of  Chest  Physicians,  Atlantic  City,  June  13-17. 

1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec.  Dir. 
American  College  of  Gastroenterology,  Washington,  D.C.,  Oct.  20-23, 
1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 
American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964.  Mr 
W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Francisco, 
Oct.  28-Nov.  1,  1963-  Dr.  R.  S.  Myers,  40  East  Erie,  Chicago, 
Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Dallas, 
Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michigan,  Chi- 
cago 2,  Exec.  Dir. 

American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  10-12,  1963. 

Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo.,  Nov. 
11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963.  Mr. 

J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec.  Sec. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29-Oct.  5, 
1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive,  Chicago  11, 
Mgr. 

Medical  Society  of  United  States  & Mexico,  Guadalajara,  Dec.,  1963- 
Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22,  1 963 • 
Mr.  M.  D.  Frazer,  1744  S.  58th  Street,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Blanks,  Oklahoma  City,  1964. 

L.  R.  Guy,  Ph  D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963.  Mr. 

R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963-  Dr. 

Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Hot  Springs,  Va..  Dec.  10-12,  1963. 
Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 


Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963.  Dr. 

Grady  Morrow,  1900  N.  Oregon.  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964.  I 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905  5th 
Avenue,  Fort  Worth,  Sec. 

State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26,  1963. 

Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15,  1963. 

Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth,  Sec. 

Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr.  F.  L. 

Clements,  2410  San  Antonio,  Austin. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  Antonio, 
March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Ft.  Worth. 
Sec. 

Texas  Division,  American  Cancer  Society,  Abilene,  July  9-10,  1963. 

Mr,  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3,  Exec.  Sec. 
Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore.  811  Bonham,  Paris,  Sec. 

Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 

Murphy,  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O'Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  Austin,  July  24-26,  1963.  D.  Pres- 
ton, 3700  Worth.  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  Galveston.  Dr.  J.  Kemper,  6655 
Travis,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston,  Dec. 

6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin,  Sec. 
Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  24-26, 
1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Surgical  Society,  Fort  Worth,  Oct.  6-8,  1963.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir 
Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B C.  Bates, 
1108  Nueces,  Austin,  Sec. 

District 

First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R.  Gad- 
dis, 1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1963.  Dr. 

S.  H.  Ware,  Jr„  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin,  Sec. 
Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb,  421  S.  Oak, 
La  Marque,  Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William  Sher- 
rill, 3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beaumont, 
Sec. 

Eleventh  District  Society.  Dr.  F.  Vetheyden,  400  S.  Ragsdale,  Jack- 
sonville, Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Cannon. 

Ft.  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite  N-l. 
Medical  Center.  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference.  Dr.  W.  O.  Tschumy, 
1616  Medical  Arts  Bldg...  Dallas,  Sec. 

International  Medical  Assembly  of  Southwest  Texas.  S.  E.  Cockrell, 
Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  4-8, 
1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New  Or- 
leans 12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  F.  J 
Lee,  1300  8th.  Wichita  Falls.  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
1963.  Mrs.  W.  H Dahme,  412  Jesse  H.  Jones  Library  Bldg., 
Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring.  Sec. 
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Robert  Mayo  Tenery 

Service  to  his  community,  his  church,  and  his 
profession  is  a way  of  life  for  Dr.  Robert  Mayo  Ten- 
ery, 51  year  old  Waxahachie  surgeon  who  has  been 
chosen  for,  and  accepted  the  challenge  of,  the  Presi- 
dency of  the  Texas  Medical  Association  for  1963- 
1964. 

In  partnership  with  his  father,  Dr.  W.  C.  Tenery, 
he  practices  in  the  Waxahachie  Sanitarium,  and  he 
has  been  active  in  medical  organization  since  1946. 
Gaining  knowledge  of  needs  and  duties  at  the  local 
level,  he  served  as  secretary  to  the  Ellis  County  Med- 
ical Society  in  1946  and  1947,  and  was  elected  presi- 
dent the  following  year.  He  held  the  same  two  posi- 
tions in  the  North  Texas  Medical  Association  in 
1949  and  1950,  respectively,  and  in  1950  he  was  ap- 
pointed Vice  Councilor  of  the  14th  District,  Texas 
Medical  Association.  So  well  did  he  perform  his  du- 
ties that  the  House  of  Delegates  elected  him  Coun- 
cilor in  1952,  a position  he  held  for  nine  years.  Dur- 
ing that  time,  he  was  largely  responsible  for  revi- 
sions in  the  Constitution  and  By-Laws  concerning 
membership,  disciplinary  procedures,  and  county 
medical  society  organization. 

In  April,  1961,  Dr.  Tenery  was  elected  Vice  Pres- 
ident of  TMA. 

A native  of  Waxahachie,  he  was  born  Oct.  3, 
1912,  the  son  of  Leona  (Cantrell)  and  Dr.  W.  C. 
Tenery.  At  an  age  when  most  boys’  interests  run  to 
snips  and  snails  and  puppy  dogs’  tails,  young  Robert 
Mayo  Tenery  was  introduced  to  the  world  of  medi- 
cine. As  a child  of  four,  he  first  began  to  watch  his 
father  operate  and  he  has  vivid  recollections  of  these 
experiences.  His  father  overlooked  no  means  of  as- 
suring that  his  only  child  would  enter  the  profession. 
He  named  the  boy  for  Dr.  Robert  McCall,  who  had 
influenced  the  elder  Dr.  Tenery  to  enter  medicine, 
and  for  the  brothers  Mayo,  who  were  becoming  fa- 
mous at  the  time.  Few  physicians  are  named  for 
such  eminent  medical  men ; fewer  have  been  literally 
ordered  from  their  presence.  Dr.  Tenery  tells  it  this 
way : When  he  was  six  years  of  age,  his  father  took 
him  on  a visit  to  Rochester.  He  let  him  go  into  the 
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amphitheater  to  watch  one  of  the  Mayo 
brothers  operate,  but  when  Dr.  Mayo  came 
into  the  operating  room  and  saw  the  child,  he 
demanded  that  the  younger  Tenery  leave. 
“For  several  years  afterward  I would  not  use 
the  name  Mayo,”  says  Dr.  Tenery. 

After  completing  his  preliminary  educa- 
tion in  Waxahachie,  he  earned  a bachelor  of 
arts  degree  at  the  University  of  Colorado, 
Boulder,  in  1933,  and  a doctor  of  medicine 
degree  from  Harvard  Medical  School,  Bos- 
ton, in  1937.  He  spent  two  years  as  an  in- 
tern in  the  Hospital  of  the  University  of 
Pennsylvania,  Philadelphia,  and  was  a fel- 
low in  surgery  at  Wayne  Medical  School, 
Detroit,  from  1939  until  1941.  Before  enter- 
ing military  service  in  1943,  he  was  a resi- 
dent in  surgery  at  Presbyterian  Hospital, 
New  York  City. 

As  a captain  in  the  United  States  Army 
Medical  Corps  during  World  War  II,  he  was 
attached  to  the  36th  General  Hospital,  and 
served  in  Africa,  Italy,  and  France. 

Returning  to  his  home  in  1945,  he  began 
the  private  practice  of  medicine,  became  a 
member  of  numerous  medical  organizations, 
and  entered  into  the  civic  and  spiritual  life 
of  his  community. 

Certified  by  the  American  Board  of  Sur- 
gery in  1946,  he  also  became  a fellow  of  the 
Texas  Surgical  Society,  Southwestern  Surgi- 
cal Congress,  American  College  of  Surgeons, 
and  American  Association  for  the  Surgery  of 
Trauma.  He  is  a member  of  the  Ellis  County 
Medical  Society,  Texas  Medical  Association, 
American  Medical  Association,  World  Medi- 
cal Association,  and  American  Association 
of  Physicians  and  Surgeons. 

Recognized  as  a leading  authority  on  medi- 
cal ethics,  TMA’s  new  President  recently  was 
asked  to  write  a regular  column  on  this  sub- 
ject for  Medical  Economics.  Duties  to  TMA 
will  come  first,  however,  and  Dr.  Tenery 
says  that  he  has  a “loose  agreement”  with 
the  editor  to  begin  the  series  after  his  term 
as  President. 

In  the  early  days  of  his  practice,  he  did 
research  work  on  burns,  and  developed  a new 
technique  for  determining  plasma  potassium 
on  small  amounts  of  blood.  He  also  investi- 
gated the  excretion  of  sulfonamide  drugs  in 
bile  (this  involved  some  midnight  wrestling 
with  a ram  named  Homer,  who  felt  keenly 
possessive  about  his  own  blood  and  bile)  but 
the  work  was  interrupted  by  the  war.  Dr. 
Tenery  has  had  published  several  scientific 
articles  in  both  state  and  national  medical 
journals. 


Taking  a keen  interest  in  the  education 
and  widening  of  horizons  for  young  people, 
Dr.  Tenery  serves  on  the  board  of  trustees  s 
of  the  Waxahachie  Independent  School  Dis-  i 
trict,  and  is  a member  of  the  Dallas  Regional  I 
Science  Fair  Committee.  He  served  as  a rul- 
ing elder  and  as  a member  of  the  board  of 
trustees  of  the  Central  Presbyterian  Church  ' 
in  Waxahachie,  and  each  summer  he  teaches 
a Sunday  School  class  for  college  students. 
With  Mrs.  Tenery,  he  has  served  as  advisor 
for  the  Youth  Fellowship  since  1954,  and  is 
a member  of  the  Christian  Education  Com- 
mittee of  the  Brazos  Presbytery. 

Miss  Barbara  Nell  Koons  and  Dr.  Tenery 
were  married  June  18,  1939,  in  New  York 
City.  They  are  the  parents  of  Robert  Mayo 
Tenery,  Jr.,  20,  a student  at  Franklin  and 
Marshall  College,  Lancaster,  Pa.,  and  Susan 
Lee  Tenery,  15,  who  is  a freshman  at  Waxa- 
hachie High  School. 

Of  his  hobbies,  Dr.  Tenery  says,  “Funda- 
mentally, I am  a thwarted  Shakespearean 
ham  actor,  a beachcomber,  and  a tinkerer.” 
Mrs.  Tenery  adds,  “Mayo  will  attempt  to  do 
almost  anything  from  repairing  the  televi- 
sion set  to  painting  a picture,  and  most  of 
his  ventures  turn  out  very  well.  However,  he 
never  attempts  anything  in  the  field  of  music 
— he  knows  his  limitations.  He  has  a great 
deal  of  confidence  in  himself,  but  no  conceit, 
and  he  is  a great  appreciator  of  the  talents  of 
others.”  Dr.  Tenery  enjoys  reading  books 
and  journals  on  astronomy,  and  is  an  ama- 
teur photographer. 

As  a leader  who  has  demonstrated  his  abil- 
ity to  work  with  medical  organizations  at  all 
levels,  and  to  represent  the  profession  to  the 
public,  Dr.  Tenery  is  eminently  qualified  to 
serve  the  Texas  Medical  Association  as  its 
98th  President. 


Intracerebral 

Hemorrhage 

One  of  the  lasting  myths  of  medicine  tells 
of  spontaneous  intracerebral  hemorrhage  as 
an  apoplectic  disease  of  the  elderly  hyper- 
tensive patient.  The  disease  purportedly  pro- 
duces immediate  headache,  and  shortly  there- 
after, hemiplegia,  coma,  and  death.  In  fact, 
less  than  one-half  of  the  victims  correspond 
to  this  description.  Young,  healthy  adults 
may  have  bleeding  into  cerebral  substance 
without  demonstrable  cause.  Evolution  may 
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be  slow  and  even  headache  may  be  slight  at 
first.  In  many  instances  actual  destruction  of 
the  brain  is  minimal  because  some  hema- 
tomas dissect  and  spread  along  white  fiber 
pathways  which  they  tend  to  separate  rather 
than  divide  and  destroy.  The  serious  neuro- 
logic deficits  and  the  deaths  produced  by 
such  bleeding  frequently  result  from  pres- 
sure, ischemia,  and  other  effects  of  the  blood 
mass  working  at  a distance.  These  effects 
may  be  relieved  by  surgery. 

The  specific  diagnosis  of  intracerebral 
hematoma  depends  upon  demonstration  of  a 
space-taking  mass  by  noting  displacement  of 
the  pineal  body,  calcification  in  the  choroid 
plexuses,  arteriographically  visualized  arter- 
ies and  veins,  or  gas-filled  ventricles.  Open 
evacuation  of  the  blood  mass  through  a small 
craniotomy  results  in  a survival  rate  of  from 
50  to  60  per  cent  whereas  with  nonoperative, 
or  conservative,  management,  the  mortality 
rate  approaches  100  per  cent.  Even  patients 
who  are  comatose  with  hemidecerebrate  ex- 
tremity responses  and  who  are  bleeding  into 
a lateral  ventricle  may  survive  with  good  re- 
sult. Approximately  one-third  of  survivors 
prove  to  have  so  little  actual  brain  destruc- 
tion that  after  a period  of  time  they  become 
virtually  free  of  neurologic  deficits  despite 
having  been  hemiplegic,  hemianopic,  and 
aphasic. 

— George  Ehni,  M.D.,  Houston. 


Gastric  Freezing 

For  many  years  we  have  tried  to  find  an 
effective  treatment  for  patients  with  peptic 
ulcers.  Many  new  procedures  have  been  con- 
sidered as  the  final  word  in  the  treatment  of 
this  disease;  however,  a great  deal  of  time 
must  elapse  from  the  onset  of  treating  pa- 
tients with  a newer  procedure  until  a final 
evaluation  can  determine  the  degree  of  its 
success. 

In  the  early  1930’s,  gastroenterostomy  was 
thought  to  be  the  operation  of  choice  for  pep- 
tic ulcers.  By  1940,  many  of  these  patients 
had  recurrent  ulcers,  and  thus  it  was  neces- 
sary to  abandon  the  operation  because  of  the 
high  percentage  of  failure.  Following  this, 
vagotomies  and  later,  sleeve-type  resections 
of  the  stomach  were  popularized,  but  these 
procedures  were  found  to  be  inferior  to  the 
standard  gastric  resection.  It  is  interesting 
to  note  that  the  results  of  any  new  method 
of  treating  peptic  ulcer  is  always  compared 


with  the  results  of  the  gastric  resection.  In 
most  instances,  if  the  final  results  are  as 
good  as  those  of  a gastric  resection,  the  pro- 
ponents of  the  new  method  are  quite  happy. 

Today,  another  new  procedure  is  being 
tried  for  the  treatment  of  duodenal  ulcers. 
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fellow  workers  at  me  Urn  verity  of  Minne- 
sota. The  method  is  attractive  to  the  patient 
because  it  does  not  require  prolonged  hos- 
pitalization, risk  of  an  anesthetic,  or  surgery. 
It  permits  the  patient  to  keep  his  entire 
stomach  and  to  be  able  to  eat  a greater 
variety  of  foods.  Certainly,  the  cost  of  gas- 
tric freezing  is  much  less  than  that  of  a 
standard  gastric  resection. 

Freezing  is  supposed  to  produce  a selective 
vagotomy  and  still  permit  the  stomach  to 
empty  without  difficulty.  The  exact  mecha- 
nism which  causes  this  to  occur  is,  to  my 
knowledge,  still  unknown. 

Gastric  freezing  is  not  to  be  confused  with 
gastric  cooling,  a successful  method  of  treat- 
ing bleeding  duodenal  ulcers.  The  hemor- 
rhage and  symptoms  of  bleeding  duodenal 
ulcers,  if  treated  by  gastric  freezing,  will 
promptly  recur  when  the  freezing  is  discon- 
tinued. 

Little  more  than  one  year  has  elapsed  since 
the  method  was  first  tried  on  a human.  In 
October,  1962,  only  186  patients  had  been 
treated  thus  by  Dr.  Wangensteen  and  his 
group.  It  is  true  that  many  more  patients 
throughout  the  country  have  been  treated  by 
gastric  freezing,  but  in  many  instances,  these 
have  not  constituted  well-controlled  studies. 
Of  the  186  patients,  15  already  have  had  re- 
currence of  their  symptoms.  It  is  reported 
that  in  all  instances,  re-freezing  alleviated 
their  complaints.  Usually,  the  patients  have 
had  a recurrence  of  high  levels  of  hydro- 
chloric acid  within  six  months. 

It  should  be  pointed  out  that  this  method 
is  not  without  some  dangers,  such  as  rupture 
of  the  esophagus  because  of  improper  place- 
ment of  the  balloon,  or  the  formation  of  a 
gastric  ulcer  because  of  improper  flow  of  the 
coolant. 

This  method  of  treating  duodenal  ulcers  is 
certainly  interesting.  Like  other  new  methods 
of  treating  a disease,  it  should  be  carefully 
evaluated  for  several  years  on  well-controlled 
series  of  patients  by  honest,  careful,  thought- 
ful, scientific  investigators  before  it  is  rou- 
tinely adopted  for  use  by  all  clinicians.  This 
investigation  should  be  limited  to  medical 
schools  and  university  hospitals  in  several 
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areas  of  the  country  where  the  results  can  be 
carefully  compared  one  to  another. 

The  practitioner  should  await  information 
from  these  centers  so  that  he  may  know  the 
indications  and  contraindications  of  this 
method  of  treatment  before  he  uses  it  rou- 
tinely. There  is  a need  for  a better  method 
of  treating  peptic  ulcers  and  we  should  con- 
tinue to  look  for  such  an  improvement,  but 
let  us  not  hasten  to  select  the  new  method 
of  treatment  rather  than  the  old  until  the 
new  one  has  been  thoroughly  tried  and  its 
results  accurately  documented. 

— A.  W.  Bronwell,  M.D.,  Lubbock. 


Local  Action  Pays  Off 

Often  there  is  lethargy  in  dealing  with 
local  social  problems  as  docile  citizens,  among 
them  physicians,  wait  for  solutions  to  come 
from  a federal  bureau. 

Some  time  ago,  Wichita  County  physicians 
decided  to  wake  up  and  take  some  action 
themselves.  They  believe  their  efforts  have 
been  worthwhile. 

Here  is  what  they  have  done  to  improve 
medical  services  to  the  people,  particularly 
the  needy  and  the  elderly: 

1.  Supported,  with  others,  the  vendor’s 
medical  care  program  in  the  Legislature  so 
that  ultimately  an  appropriation  of  $13,320,- 
000  in  matching  funds  was  made  available  in 
the  state. 

2.  Cooperated  with  and  encouraged  Blue 
Cross-Blue  Shield  of  Texas  and  other  private 
companies  to  give  medical  coverage  to  those 
65  or  over  on  an  individual  basis. 

3.  Presented  two  public  information  series 
via  radio,  press,  and  television.  The  first 
dealt  with  securing  a physician  in  emergency 
and  nonemergency  situations.  The  second 
was  directed  to  the  aged,  informing  them  of 


a method  whereby  they  could  obtain  the  ad- 
justment of  medical  fees  they  were  unable 
to  pay. 

4.  Established  a 24  hour  emergency  call 
system  for  registered  pharmacists  in  the 
community. 

5.  Presented  a plan  to  the  local  governing 
bodies  for  the  modification  of  the  city-county 
welfare  department. 

6.  Constructed  Colonial  Manor,  a nursing 
and  convalescent  home.  This  $500,000  facility 
with  116  beds  is  located  one  block  from  the 
city-county  hospital.  This  was  financed  pri- 
vately by  36  physicians  and  6 laymen. 

7.  Gave  leadership  and  effort  in  present- 
ing to  the  electorate  a proposal  to  establish 
a Wichita  County  Hospital  District.  This 
plan  would  provide  the  means  for  securing 
funds  for  indigent  medical  care  and  making 
more  hospital  beds  available  in  the  future. 
Although  supported  by  the  majority  of  physi- 
cians, the  measure  was  defeated.  However, 
the  electorate  was  made  aware  of  the  prob- 
lems, and  a definite  educational  mission  was 
attained. 

8.  Sponsored  the  setting  up  of  a medical 
examiner  system  to  replace  the  justice  of  the 
peace  coroner  system.  This  has  been  accom- 
plished. 

Wichita  physicians  are  proud  of  the  praise 
of  their  Congressman,  Graham  Purcell,  who 
has  said,  “I  only  wish  the  type  of  attitude 
adopted  by  the  doctors  of  Wichita  Falls  was 
more  widespread  throughout  the  nation.  If 
this  were  so,  there  is  a good  possibility  that 
the  problems  we  face  today  could  be  elimi- 
nated.” 

— Owen  C.  Berg,  M.D., 

Robert  L.  Daily,  M.D., 

C.  Mac  Geyer,  M.D., 

Legislative  Committee, 

Wichita  County  Medical  Society. 
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Physicians  and  Politics 


HYSICIANS  have  followed  a long  and  te- 
dious road  filled  with  great  obstacles  and 
problems.  But  always  there  were  the  great 
men  and  women  to  remove  the  obstacles  and 
to  solve  the  problems.  It  would  be  nice  to 
think  that  the  majority  of  these  obstacles 
have  been  eliminated  . . . and  that  it  would 
all  be  downhill  from  this  point  on.  But  this 
is  not  so;  not  only  must  physicians  worry 
about  the  diseases  which  affect  mankind,  but 
they  must  now  be  even  more  alert  to  the  in- 
sidious cancer  of  apathy  which  affects  na- 
tions. It  is  here  that  socialism  is  bred,  and 
it  is  from  this  point  that  nations  degenerate. 

With  only  7 per  cent  of  the  world’s  popu- 
lation, we  have  been  endowed  by  an  all-wise 
Almighty  God  with  more  than  50  per  cent  of 
the  good  things  in  this  world.  What  a for- 
tunate situation  we  find  ourselves  in,  but 
history  tells  us  that  it  isn’t  necessarily  a per- 
manent one. 

Ours  isn’t  the  first  good  government  to 
arise  on  the  world  scene.  There  have  been 
many.  And  the  cruelest  paradox  is  that  be- 
cause each  was  a good  government,  it  bore 
bountiful  fruit ; and  the  people  got  fat.  They 
became  lazy  and  complacent.  History  says 
that  it  was  at  this  point  that  moral  decay 
set  in,  and  these  great  nations  were  headed 
for  eclipse.  Not  one  of  them  was  ever  de- 
stroyed by  someone  else’s  marching  legions. 
All  of  them  lasted  about  150  years  at  their 
zenith,  and  then  each  withered  away  morally, 
socially,  culturally,  economically,  and  simul- 
taneously. About  150  years — that’s  just 
about  our  time  in  the  new  world.  It  was  an 
internal  cancer  that  led  to  these  downfalls — 
a cancer  which  had  its  first  beginnings  in  a 
disrespect  for  local  law.  Because  ours  has 
been  a good  government,  it  has  provided  all 
the  things  which  invite  complacency.  We  are 
in  the  midst  of  a similarly  critical  period  in 
Texas;  and  whether  we  like  it  or  not,  we 
must  be  in  the  front  lines  in  this  battle. 

Just  a few  weeks  ago,  Col.  Homer  Garri- 
son, Director  of  the  Texas  Department  of 
Public  Safety,  said  that  “crime  is  on  the  ram- 
page, and  there  is  no  doubt  about  it.  You 
might  even  say  it  has  reached  epidemic  pro- 
portions.” Colonel  Garrison  is  not  an  alarm- 


Excerpts  from  remarks  presented  by  Wag- 
goner Carr,  Attorney  General  of  Texas, 
on  April  28  to  members  of  Texas  Medical 
Association's  House  of  Delegates  at  the 
1963  Annual  Session.  He  challenges  Texas 
physicians  to  fight  the  evils  of  complacency. 

ist.  These  are  especially  harsh  words  from 
him. 

Why  does  this  expert  make  such  a state- 
ment? Let’s  look  at  the  Texas  record.  In  the 
eight  years  since  1955  the  crime  rate  has 
jumped  71  per  cent.  The  figures  show  126,- 
000  crimes  in  1955  and  216,000  in  1962.  This 
is  an  average  of  594  crimes  every  day.  It’s 
also  one  crime  every  21/2  minutes.  Our  crime 
rate  has  outstripped  our  population  growth 
better  than  five  to  one. 

And  perhaps  the  greatest  tragedy  in  these 
figures  are  the  statistics  which  deal  with 
juveniles.  As  a group,  children  under  18 
years  of  age  represented  43  per  cent  of  all 
arrests  for  the  more  serious  crimes  of  mur- 
der, rape,  robbery,  aggravated  assault,  bur- 
glary, and  auto  theft.  Our  young  people  were 
involved  in  59  per  cent  of  the  auto  thefts, 
47  per  cent  of  the  burglaries,  48  per  cent  of 
the  larcenies,  and  22  per  cent  of  the  rob- 
beries. Perhaps  it  takes  a frightening  chron- 
icle such  as  this  to  get  us  back  to  work. 

In  this  matter  concerning  disrespect  of 
laws,  we  can’t  absolve  ourselves.  We  elect 
the  people  who  write  and  enforce  the  laws, 
and  we  have  a responsibility  to  see  that  they 
are  upheld.  History  tells  us  that  the  first 
step  toward  the  eclipse  of  a nation  is  a grad- 
ual disrespect  for  law. 

There  are  certain  things  physicians  need 
to  do  which  have  been  neglected  in  the  past 
— things  which  could  make  this  country  an 
exception  to  those  other  great  nations  which 
withered  away  after  150  years. 

I wonder  how  many  physicians  take  an 
active  part  in  politics.  I’m  afraid  the  answer 
would  be  very  few.  It’s  true  that  in  recent 
years  the  record  as  a profession  has  im- 
proved, but  physicians  need  to  apply  the  en- 
ergy which  is  generated  when  an  attack  is 
made  on  the  profession  into  the  broader  field 
of  good  government  generally.  For  the  ter- 
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mites  which  are  eating  away  the  house  next 
door  today  will  surely  be  in  your  house  to- 
morrow. They  devour  one  plank  of  liberty 
at  a time,  and  their  appetite  is  totally  in- 
satiable. Medicine’s  very  livelihood  depends 
on  the  actions  of  politicians  beginning  at  the 
precinct  level. 

Professional  people  are  the  worst  offend- 
ers of  the  cardinal  rule  which  states  that  if 
we  are  going  to  be  governed  properly,  we 
must  be  properly  represented. 

A doctor,  lawyer,  or  business  man  can  be- 
come so  wrapped  up  in  his  profession,  he 
can  be  so  busy  with  the  rigorous  routine  of 
keeping  up  with  new  drugs,  new  laws,  or 
automation,  or  with  the  volume  of  work  to 
be  done,  that  he  totally  forgets  certain  re- 
sponsibilities to  his  country,  to  his  state,  and 
to  himself.  There  are  large  numbers  of  these 
Americans  today  who  are  selling  their  birth- 
rights. All  their  energies  are  being  laid  on 
the  altar  of  professional  achievement,  to  the 
detriment  of  good  government. 

There  was  a day  when  business  and  pro- 
fessional men  were  our  leaders  in  govern- 
ment and  politics.  But  the  average  business 
and  professional  man  today  is  not  distin- 
guished by  his  participation  in  politics,  gov- 
ernment, or  community  affairs.  He  may  con- 
tribute money  to  his  political  party,  or  two 
parties  if  it  serves  his  need ; he  may  com- 
plain loudly  at  the  golf  course  about  the  pol- 
icies of  government ; but  his  general  attitude 
is  “every  man  to  his  calling — the  business 
man  to  his  business,  and  the  politician  to 
his  politics”. 

Because  of  these  attitudes,  there  are  Amer- 
icans who  closely  resemble  animals  in  a zoo. 
There  is  the  monkey  with  his  hand  out- 
stretched for  a government  peanut.  There 
is  a cow  who  placidly  lets  herself  be  milked 
by  the  tax  collector.  There  is  an  ox  that 
bends  without  complaining  under  the  yoke 
of  government  control.  There  is  a mouse 
who  is  afraid  to  compete  in  business,  and 
therefore  wants  all  businesses  to  be  social- 
ized or  subsidized  by  government.  And  there 
is  the  inevitable  ostrich  who  hides  his  eyes 
to  all  of  the  dangerous  trends  in  government 
that  threaten  business  and  freedom  of  en- 
terprise. These  trends  are  not  going  to 
change  by  themselves.  Nothing  that’s  worth- 
while ever  just  happens  by  itself.  The  heri- 
tage that  we  have  enjoyed  in  America  didn’t 
just  happen.  Our  forefathers  gave  of  their 
sweat  and  blood  to  get  it  for  us.  It  was  never 
easy  for  them,  and  it  will  never  be  easy  for 
us. 


Now,  why  do  we  find  ourselves  so  far 
apart  in  our  daily  lives  from  our  forefath- 
ers? Well,  for  one  thing,  those  hardy  pio- 
neers of  ours  never  wanted  to  know  what 
time  the  next  gravy  train  was  coming  by.  I 
don’t  think  they  even  knew  the  meaning  of 
the  word  “security”.  In  times  of  sickness,  j 
there  was  an  old-fashioned  belief  that  a man 
took  care  of  his  own.  In  those  days  the  only 
time  a man  had  his  hand  outstretched  was 
to  thank  God  for  this  barren  land  which  was 
now  his  to  love  and  to  cultivate.  That’s  all 
he  wanted — just  an  opportunity.  Nowadays 
some  tell  us  we  don’t  want  opportunity  any- 
more ; we  want  security.  History  tells  us  that 
if  we  want  this  security  badly  enough,  we’re 
going  to  get  it.  We  shall  be  placed  in  chains 
. . . and  we  shall  be  secure. 

How  about  physicians’  children?  I wonder 
if  they  are  getting  the  proper  foundation 
that  is  necessary  these  days.  This  too,  I would 
doubt.  Many  responsible  people  think  that 
we  are  trying  to  give  our  children  too  many 
things.  Young  people  don’t  seem  to  realize 
anymore  the  joy  of  achievement.  When  we 
try  to  make  life  easy  for  our  children,  we’re 
not  being  fair  to  them.  There  is  a wonderful 
thrill  in  conquest  and  independent  action. 

Some  statistics  from  a recent  survey  of 
boys  from  age  8 through  high  school  would 
seem  to  indicate  that  church  attendance  on 
the  part  of  our  children  is  no  better  than 
attendance  of  their  fathers  and  mothers. 
One-half  of  the  boys  of  these  ages  today 
do  not  belong  to  any  church ; one-third  of 
the  boys  have  never  been  inside  a church; 
one-fourth  of  them  have  neither  read  nor 
heard  of  the  Ten  Commandments. 

Are  we  building  our  children’s  founda- 
tions on  rock  or  on  sand?  We  are  giving 
them  the  very  principles  on  which  they  will 
devote  the  remainder  of  their  lives.  Tomor- 
row they  will  be  our  leaders.  And  the  only 
question  remaining  then  is  where  they  will 
lead  us.  History  promises  only  this : We 
Americans  are  going  to  get  exactly  what  we 
deserve.  Either  we  shall  profit  by  the  mis- 
takes of  these  other  great  nations  before  us, 
or  it  follows  as  the  night  the  day,  that  our 
children  are  going  to  preside  over  the  de- 
cline of  America. 

Let  us  all  vow  right  here  today  that  we 
are  going  to  protect  this  priceless  heritage 
of  ours — with  our  very  lives  if  necessary. 

— Waggoner  Carr, 
Attorney  General, 
State  of  Texas. 
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Rotten  Apple 
Can  Spoil  Barrel 


In  a sense  we  are  "called"  to  be  physicians,  and  we  should  accept 
the  heritage  of  our  profession — both  the  store  of  accumulated 
medical  knowledge  and  the  responsibility  to  dedicate  our  lives 
to  the  service  of  mankind  and  to  the  profession.  If  free  enter- 
prise in  the  practice  of  medicine  is  to  survive,  then  all  of  us 
must  accept  this  responsibility,  and  we  must  add  empathy  to 
sympathy  as  we  consider  each  patient. 


There  are  almost  9,000  members  in  the  Texas  Medical  Association, 
but  the  average  person  will  usually  form  his  judgment  of  Texas 
doctors  through  his  contact  with  only  one  of  them.  If  that  physi- 
cian is  indifferent,  rude,  inconsiderate,  or  inefficient,  it 
will  take  a great  deal  of  kindness  and  efficiency  by  other  physi- 
cians to  overcome  the  poor  impression  that  the  patient  has  gained 
from  his  first  encounter.  Whether  we  like  it  or  not,  each  of  us 
is  a salesman  for  our  profession;  the  impression  we  make  is  an 
advertisement,  good  or  bad.  This  comparison  does  not  imply  that 
we  should  expect  the  same  working  hours  as  a salesman — our  skills 
must  be  available  at  all  hours,  regardless  of  the  patient's 
ability  to  pay  for  these  services. 

It  is  reassuring  that  only  a very  few  doctors  are  a discredit  to 
our  profession,  but  "one  rotten  apple  will  spoil  the  whole  bar- 
rel". I believe  that  it  is  the  duty  of  each  medical  society  to 
utilize  its  authority  to  seek  out  those  physicians  whose  actions 
are  harmful  to  the  public  confidence  in  our  profession  ; and  those 
who  are  guilty  of  overcharging,  fee  splitting,  unnecessary  sur- 
gery, and  indifference  to  suffering  should  be  disciplined  by 
their  colleagues  at  the  county  society  level.  This  is  in  line 
with  the  "Principles  of  Medical  Ethics". 

To  practice  medicine  is  a unique  privilege  and  a sacred  trust 
which  must  not  be  abused.  If  we  do  not  fulfill  our  obligation 
to  protect  society  from  unethical  and  indifferent  physicians, 
then  we  will  all  suffer  the  consequences.  This  is  the  real  chal- 
lenge that  is  facing  our  medical  societies  today. 


Robert  Mayo  Tenery,  M.D. 

President,  Texas  Medical  Association 


Volume  59,  MAY,  1963 


389 


Nutritional  Role  of  Cholesterol 
In  Coronary  Arteriosclerosis 

Study  of  the  Present  Concept 


EXCLUSIVE  of  the  infectious  diseases  of 
the  arterial  system,  arteriosclerosis  may 
be  divided  into  three  pathologic  types:  (1) 
atherosclerosis,  associated  with  diseases  of 
the  coronary  arteries  and  the  aorta;  (2)  ar- 
teriolar (or  diffuse)  sclerosis,  associated 
with  arterial  hypertension,  and  (3)  Moncke- 
berg’s sclerosis,  which  is  not  clinically  sig- 
nificant unless  there  is  superimposed  athero- 
sclerosis. 

A review  of  the  etiology  of  arteriosclerosis 
has  suggested  that  the  fundamental  cause  is 
faulty  nutrition  and  oxygenation  of  the  ar- 
tery. The  result  is  damage  to  the  endotheli- 
um, increased  permeability  of  the  intima, 
and  infiltration  of  the  plasma  into  the  sub- 
intimal  tissue.  Later,  proliferation  of  the 
endothelial  cells  occurs  with  regeneration  of 
the  muscular  and  elastic  elements  of  the 
media. 

If  the  plasma  contains  large  amounts  of 
emulsified  cholesterol  or  physiochemically 
related  substances,  the  proliferating  endo- 
thelial cells  may  retain  this  material  with 
the  ultimate  formation  of  atheromata.1-  2 


Pathology  and  Pathogenesis 

Atherosclerosis  histology  is  characterized 
by  lesions  with  a high  cholesterol  content 
localized  in  the  subendothelial  stratum  of 
the  arterial  intima.  Phagocytic  cells  collect 
at  this  site.  These  cells  contain  cholesterol 
crystals  in  both  fluid  and  solid  forms.  Stim- 
ulated by  the  excess  cholesterol  in  the  phago- 
cytic cells,  the  lesion  progresses  to  a prolif- 
eration of  connective  tissue.  Later,  deeper 
strata  of  the  intima  are  invaded.  Necrosis 
occurs  here  because  plasma  diffusion  is  in- 
sufficient to  nourish  the  intima.  With  ulti- 


mate repair  by  connective  tissue  vasculariza- 
tion and  calcification  result.1-3 

Formation  of  these  lesions  has  been  re- 
lated to  a disturbance  in  cholesterol  metabo- 
lism.4' 5 The  importance  of  the  relationship 
of  other  blood  lipids  to  cholesterol  as  a fac- 
tor in  atherosclerosis  also  has  been  empha- 
sized.4 Atherosclerotic  lesions  have  been  pro- 
duced in  experimental  animals  by  similar 
methods.  When  a herbivorous  animal  is  giv- 
en an  excess  of  cholesterol  in  its  diet,  it  has 
been  possible  to  observe  the  esterification  of 
cholesterol  in  the  liver  and  phagocytosis  of 
excess  esters  by  the  reticuloendothelial  cells 
which  escape  into  the  circulation  and  invade 
the  arterial  intima.  When  a carnivorous  ani- 
mal is  given  an  excess  of  cholesterol  in  its 
diet  such  a process  does  not  occur.  Animals 
vary  in  their  ability  to  absorb  and  metabo- 
lize cholesterol  and  normally  the  excess  is 
excreted.  However,  under  the  circumstances 
which  produce  atherosclerosis  in  the  herbi- 
vorous animals,  hypercholesterolemia  occurs. 
3- 4 A clinical  study  was  made  several  years 
ago  to  determine  if  similar  conditions  occur 
in  humans.6 

The  conclusion  of  that  investigation  is 
that  persons  subjected  to  prolonged  high 
cholesterol  content  diet  do  not  have  a signifi- 
cantly increased  ratio  of  coronary  artery  dis- 
ease as  compared  to  a similar  control  group 
on  an  average  cholesterol  content  diet.  The 
studied  group  included  average  Americans, 
45  to  65  years  old  with  peptic  ulcers,  who 
were  on  an  “ulcer  type”  diet.  Other  studies 
have  shown  that  of  all  foods,  milk  (butter- 
fat)  is  especially  prone  to  increase  blood 
cholesterol  and  promote  thrombus  formation 
in  man.  Later,  another  similar  investigation 
in  the  United  Kingdom  also  supported  the 
hypothesis  that  there  is  no  evidence  that 
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The  much-discussed  effects  of  fats  in 
the  diet  and  their  relation  to 
coronary  artery  disease  are  carefully 
analyzed. 


cholesterol  in  the  diet  affects  coronary  ar- 
teriosclerosis.7 


Pathophysiology 

Cholesterol  is  a hydro-aromatic  alcohol 
which  can  unite  fatty  acids  to  form  esters; 
it  is  found  in  every  animal  cell.  Its  dietary 
sources  are  of  animal  origin,  since  plant 
sterols  are  not  absorbed  in  animals,  appar- 
ently because  of  a difference  in  molecular  ar- 
rangement. Atherosclerosis  is  the  result  of 
an  interaction  between  a number  of  endo- 
genous and  exogenous  factors.  Among  these 
are  a disturbance  in  lipid  metabolism  trans- 
port and  deposition  which  bears  on  athero- 
genesis.6' 7 The  lipid  materials  usually  found 
in  blood  plasma  and  tissue  fluids  are  choles- 
terol, cholesterol  esters,  phospholipids,  gly- 
cerides (mainly  triglycerides)  or  neutral 
fat,  and  unesterified  fatty  acids.2  Various 
proportions  of  lipids  are  combined  with  pro- 
teins to  form  lipoproteins  with  different 
physical  and  chemical  characteristics.  The 
circulating  lipoproteins  may  be  separated  by 
various  laboratory  procedures  into  a number 
of  fractions  according  to  their  separate  com- 
position and  other  physical-chemical  proper- 
ties.8 

The  average  ingestion  of  cholesterol  is 
usually  less  than  0.5  Gm.  per  day.  More  im- 
portant than  the  amount  ingested  is  the  he- 
patic and  extra-hepatic  tissue  synthesis  of 
cholesterol  as  this  accounts  for  the  amount, 
up  to  2.5  Gm.  per  day,  that  composes  the 
level  of  blood  cholesterol.  The  human  main- 
tains a relatively  stable  level  of  blood  choles- 
terol independent  of  the  amount  ingested.9 
A small  fraction  is  eliminated  as  cholesterol 
per  se.  The  greater  part  is  conjugated  and 
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excreted  in  the  feces,  a smaller  part  in  the 
urine,  and  some  is  destroyed  in  the  body. 
Most  available  data  on  “normal”  serum  cho- 
lesterol and  other  lipid  levels  are  obtained 
from  apparently  healthy  persons.  The  con- 
sensus is  that  a mean  level  is  250  mg.  per  100 
cc.  for  adult  men  and  225  mg.  per  100  cc.  for 
women.10  Other  data  have  indicated  that  even 
in  persons  with  a small  incidence  of  coronary 
disease  a mean  level  determined  to  be  150 
mg.  per  100  cc.  was  lower  than  in  clinically 
healthy  persons.11  Most  observers,  based  on 
studies  of  men  and  women  under  30  without 
family  histories  of  coronary  disease,  believe 
that  the  normal  serum  cholesterol  level 
should  be  200  mg.  per  100  cc.  or  lower. 

Cholesterol  levels  usually  fluctuate  sub- 
stantially from  day  to  day  and  week  to 
week.12  Repeated  determinations  should  be 
made  at  weekly  intervals  to  arrive  at  a con- 
trol level  in  order  to  be  of  significance  in 
evaluating  the  existence  and  persistence  of 
hypercholesterolemia.  Various  physical  and 
emotional  factors  have  a definite  effect  on 
serum  cholesterol  levels.  For  example,  the 
levels  are  significantly  decreased  after  acute 
myocardial  infarction  and  are  an  unreliable 
prognostic  index  in  the  immediate  recovery 
period  for  approximately  six  weeks.13  Also, 
data  obtained  from  studies  have  indicated 
that  measurement  of  different  lipoprotein 
groups  has  no  advantage  over  serum  choles- 
terol determination.14 

The  metabolism  of  cholesterol  presumably 
is  regulated  by  the  reticuloendothelial  sys- 
tem rather  than  by  any  one  organ.  Excess 
cholesterol  is  difficult  to  metabolize  and 
remains  in  the  tissues  for  long  periods, 
stimulating  connective  tissue  formation.  Cer- 
tain of  the  endocrine  glands  exert  a control- 
ling effect  on  cholesterolemia.1  The  function 
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of  the  thyroid  has  an  inverse  relation  to  the 
level  of  plasma  cholesterol.  Hyperthyroidism 
supposedly  is  associated  with  absence  of  or 
mild  atherosclerosis  and  hypothyroidism 
with  moderate  atherosclerosis.  Hypometabo- 
lism  in  persons  over  55  years  old  is  associa- 
ted with  a significantly  greater  incidence  of 
atherosclerosis.15  The  function  of  the  pan- 
creas is  related  to  the  level  of  plasma  cho- 
lesterol. Most  authorities  agree  that  hyper- 
cholesterolemia frequently  occurs  in  diabetes 
mellitus  and  that  a certain  parallelism  exists 
between  the  level  of  blood  glucose  and  cho- 
lesterol and  the  severity  of  the  disease.  Dia- 
betes is  associated  with  atherosclerosis  and 
several  authorities  have  found  that  diabetic 
persons  have  a significantly  greater  inci- 
dence of  angina  pectoris  and  coronary  occlu- 
sion.16 In  addition,  hypercholesterolemia  oc- 
curs in  association  with  a number  of  differ- 
ent conditions  including  hepatic,  splenic,  and 
renal  diseases;  it  is  present  in  normal  preg- 
nancy. Presumably  because  cholesterol  me- 
tabolism more  often  is  adequate,  women  are 
less  susceptible  to  coronary  artery  sclerosis 
than  men.3  The  only  instance  in  which  hyper- 
cholesterolemia has  been  demonstrated  con- 
clusively to  be  related  to  human  atheroscle- 
rosis is  in  the  hereditary  endocrine  disturb- 
ance, xanthomatosis.17' 18 

The  hereditary  nature  of  coronary  artery 
disease  and  its  relation  to  hypercholesterol- 
emia and  hyperlipemia  has  been  estab- 
lished.19 Persons  with  metabolic  defects  that 
cause  increase  in  blood  lipids  are  more  sus- 
ceptible to  coronary  disease.  Persons  whose 
parents  have  these  conditions  show  a greater 
incidence  of  coronary  disease,20  and  it  is  pos- 
sible that  such  persons  may  avoid  coronary 
disease  by  the  use  of  high  unsaturated-low 
saturated  fat  diets  and  decholesterolizing 
agents.  From  birth  on,  efforts  should  be 
made  to  control  abnormal  blood  lipid  levels 
to  prevent  the  development  of  atheroscle- 
rosis. Opinion  differs  as  to  whether  persons 
in  whom  atherosclerosis  has  developed  will 
respond  to  a satisfactory  control  of  blood 
lipids  with  a significant  reduction  of  athero- 
sclerotic plaques.  Attempts  to  treat  hyper- 
cholesterolemic  patients  by  diet  management 
after  the  development  of  clinical  coronary 
disease,  especially  myocardial  infarction, 
may  be  valueless.6’  21 


Experimental  Physiology 

It  has  been  assumed  that  nutrition  and 
diet  are  important  causes  of  atherosclerosis 
in  man.  Recent  studies  indicate  that  a person 
may  consume  a normal  fat  diet  without  in- 
creasing his  serum  lipid  level  if  there  is  a 
proper  ratio  of  saturated  fats  to  polyunsatu- 
rated fats.22  Experiments  with  predominant- 
ly fat  diets  have  caused  reduction  of  serum 
cholesterol  usually  exceeding  100  per  cent, 
but  the  fats  in  these  diets  have  been  essen- 
tial ones,  mainly  vegetable  oils  which  are 
unsaturated  fatty  acids  not  capable  of  syn- 
thesis by  the  body.23 

Although  cholesterol  is  an  important  sub- 
stance physiologically,  its  function  is  unde- 
termined. The  deposition  in  the  coronary 
arterial  intima  apparently  is  governed  by  a 
transport  system  related  to  fatty  acids.  This 
system  has  three  major  components,  each 
coupled  to  fatty  acid  molecules.  Therefore, 
the  system  becomes  important  as  it  is  related 
to  atherosclerotic  plaques.  Reference  is  made 
to  experiments  with  animals  that  indicate 
hypercholesterolemia  of  nutritional  origin  is 
a factor  in  the  development  of  atherosclero- 
sis. The  relation  of  hypercholesterolemia,  es- 
pecially when  associated  with  lipemia,  to  the 
increased  incidence  of  atheromatosis  in  in- 
herited and  acquired  endocrine  disturbances 
in  man  is  definite.15'18  The  nutritive  imbal- 
ance as  related  to  cholesterol  in  the  experi- 
mental animal  apparently  is  some  metabolic 
disturbance  that  has  no  similar  significance 
in  man.4'7- 20 

Opinion  differs  as  to  the  value  of  deter- 
mining blood  cholesterol  levels  to  estimate 
the  circulating  blood  lipids.  Total  serum  cho- 
lesterol levels  of  more  than  300  mg.  per  100 
ml.  at  any  age,  or  over  250  mg.  per  100  ml. 
before  the  age  of  40  can  be  cautiously  re- 
garded, and  these  may  be  associated  with 
definite  and  premature  atherosclerosis.10  The 
facts  that  laboratory  determinations  of  cho- 
lesterol levels  must  be  rigidly  standardized 
and  that  levels  not  only  vary  from  hour  to 
hour  but  also  from  day  to  day12  and  even  in 
various  seasons  practically  invalidate  routine 
use  of  determinations  in  estimating  relation- 
ship of  blood  cholesterol  to  coronary  athero- 
sclerosis. Severe  restriction  of  dietary  fat 
(ingestion  of  20  Gm.  per  day  or  lower)  is 
usually  required  to  decrease  a serum  choles- 
terol level  in  hypercholesterolemic  persons.22 
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However,  hyperlipemia  may  cause  an  in- 
crease in  coagulability"4  and  viscosity  of 
whole  blood.25  Thus,  hyperlipemia24  (not  hy- 
percholesterolemia per  se)  may  aggravate 
symptoms  of  coronary  artery  disease  by 
limiting  oxygen  utilization  by  the  myo- 
cardium.26 This  justifies  using  means  to  con- 
trol abnormal  lipid  levels  for  the  prevention 
of  coronary  arteriosclerosis. 


Comment 

Atherosclerosis  formerly  was  thought  to 
be  merely  a degenerative  disease  and  part  of 
the  natural  aging  process.  Factors  formerly 
considered  to  be  provocative  were  exertion, 
climate,  alcohol,  tobacco,  and  others.  These 
now  are  not  considered  as  important  as  fat 
in  the  diet  and,  recently,  as  certain  socio- 
logic factors.27  In  contrast,  a study  of  the 
effect  on  serum  cholesterol  of  diets  contain- 
ing different  fats  confirmed  that  in  this  re- 
spect, there  is  no  essential  difference  be- 
tween animal  and  vegetable  fat.28  Geograph- 
ical studies  indicate  that  coronary  sclerosis 
occurs  more  frequently  in  members  of  the 
Caucasian  than  the  Oriental  race.29  This  was 
verified  by  a clinical  investigation  of  diets 
of  the  two.  However,  human  beings  main- 
tain a relatively  constant  level  of  cholesterol 
in  the  blood  regardless  of  the  amount  in  the 
diet. 

That  diet  may  play  a part  in  the  genesis 
of  atherosclerosis  is  based  on  the  fact  that 
in  Caucasian  populations  which  consume 
high  fat  caloric  diets  there  are  high  blood 
cholesterol  values  and  high  incidence  of  ath- 
erosclerotic vascular  disease.  The  exact  op- 
posite situation  exists  in  Oriental  popula- 
tions which  consume  low  fat  caloric  diets. 
This  has  been  substantiated  presumably  by 
the  finding  of  atherosclerosis  on  autopsy  ex- 
amination in  50  per  cent  of  Caucasian  sol- 
diers in  the  20  to  25  age  group  and  no  ath- 
erosclerosis in  Orientals  of  the  same  age.30 
The  amount  of  cholesterol  deposit  indicates 
that  this  is  the  reason  for  greater  frequency 
of  atherosclerosis  in  Caucasians.  The  appar- 
ent reason  for  the  difference  in  these  sta- 
tistics is  that  the  Caucasian  has  a greater 
amount  of  animal  fat  in  the  diet  as  compared 
to  the  Oriental’s  vegetable  fat  diet.29  No 
studies  have  been  made  comparing  the  effi- 
ciency of  the  Caucasian  and  the  Oriental  in 
the  metabolism  of  cholesterol. 

The  geographical,  regional,  and  environ- 
mental factor  that  correlates  to  the  highest 


degree  with  coronary  artery  disease  is  not 
the  amount  of  cholesterol  in  the  diet  but  to- 
tal fat  consumption,  expressed  as  per  cent 
of  total  calories.33 

In  a recent  study  of  cholesterol  and  coro- 
nary heart  disease  it  was  stated  “that  a tri- 
angular relation  exists  between  (1)  amount 
and  quality  of  fat  consumed,  (2)  death  rates 
from  coronary  artery  disease  in  men  aged 
45-64,  and  (3)  blood  levels  of  total  choles- 
terol in  the  serum.  . . . These  parallels  are 
supported  by  the  higher  prevalence  of  coro- 
nary artery  disease  (in  endocrine  diseases 
and  lipid  dystrophies)  in  which  hypercholes- 
terolemia is  a common  factor”.33  This  had 
been  noted  earlier  in  another  study.6 

Ordinary  diet  is  composed  mainly  of  pro- 
tein carbohydrate,  fat,  minerals,  and  vita- 
mins. Protein  partially  is  metabolized  into 
carbohydrate  which  in  turn  is  metabolized 
partially  into  fatty  acids.  All  of  the  fatty 
acid  is  saturated  and  monounsaturated.  The 
body  cannot  synthesize  polyunsaturated  fat- 
ty acids  in  appreciable  quantities.  When 
these  fats  are  substituted  for  a caloric  equiv- 
alent amount  of  saturated  fat,  a prompt  sus- 
tained decrease  of  plasma  cholesterol  oc- 
curs.22 The  mechanism  by  which  the  “essen- 
tial” polyunsaturated  fatty  acids  lower  blood 
cholesterol  has  not  been  discovered.  Perhaps 
it  occurs  by  decreasing  synthesis  of  choles- 
terol because  the  efficiency  of  the  fatty  acid 
conversion  systems  is  increased.23  This  sub- 
stitution (not  supplementation)  of  polyun- 
saturated fat  for  saturated  fat  causes  a re- 
duction of  blood  serum  lipid  (and  cholester- 
ol) not  only  in  persons  with  hypercholester- 
olemia, but  in  persons  with  normal  choles- 
terol levels.30  The  calories  from  unsaturated 
fats  should  probably  not  exceed  30  per  cent 
of  the  day’s  calories.  For  example,  a simple 
rule  is  that  the  number  of  calories  per  day, 
in  100’s,  equals  the  number  of  grams  of  sat- 
urated fat  permitted;  double  this  amount 
equals  the  number  of  grams  of  unsaturated 
fat  desired.  That  is,  for  a diet  of  2,500  cal- 
ories, allow  25  Gm.  of  saturated  fat  and  50 
Gm.  of  unsaturated  fat.  The  fat  contributes 
675  calories  or  27  per  cent  of  the  daily  to- 
tal.31 However,  the  aim  of  prolonged  control 
of  serum  cholesterol  levels  by  adding  oils 
with  high  “essential”  polyunsaturated  fatty 
acid  content  to  a regular  American  diet  is 
difficult,  if  not  impossible,  to  achieve  be- 
cause of  the  large  additional  caloric  inges- 
tion.32 

In  general,  many  saturated  fats  of  animal 
origin  increase  the  serum  cholesterol  level. 
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Some  highly  unsaturated  fats  from  vegetable 
or  marine  sources  tend  to  decrease  the  level. 
Fats  with  an  intermediate  degree  of  satura- 
tion have  slight  or  no  effect  on  the  level.33 

Data  suggest  that  it  may  be  possible  to 
prescribe  “cholesterol  decreasing”  diets  in 
which  saturated  (animal)  fats  are  not  en- 
tirely restricted,  provided  unsaturated  (veg- 
etable oil)  fats  are  included  in  adequate 
amounts  as  substitutes.12' 23'  33’ 34 

There  are  numerous  products  available 
which  have  been  proved  to  reduce  circulating 
plasma  cholesterol.  The  implication  is  that 
these  preparations  have  one  or  more  lipo- 
tropic factors  that  are  useful  in  abnormal 
cholesterol  and  fat  metabolism.  These  pre- 
sumably counteract  the  deposition  of  fat  in 
the  coronary  arteries,  and  in  addition,  pro- 
mote removal  of  previously  deposited  fats. 
There  is  no  conclusive  evidence  that  dietary 
restriction  of  fats  or  use  of  lipotropic  fac- 
tors, affects  the  disease  course  favorably  in 
a person  who  has  developed  atherosclerosis. 
The  evidence  on  which  the  desirability  of  the 
use  of  various  preparations  in  the  preven- 
tion and  treatment  of  atherosclerosis  is  main- 
ly experimental  and  the  prophylactic  value 
of  any  product  in  coronary  artery  disease  is 
exceptionally  difficult  to  assess.  The  mech- 
anism of  the  hypocholesterolemic  effect  of 
chemicals,  for  example,  triparanol* ; hor- 
mones, for  example,  thyroid  analogues ; anti- 
coagulants, for  example,  heparin;  and  anion 
exchange  resins  (not  available  for  general 
use)  is  uncertain.35  Sitosterol,  a plant  sterol, 
is  commercially  available  as  Cytellin  (Lilly) 
for  use  before  meals  daily.30  Only  unsatu- 
rated dietary  fats  and  sitosterol  are  effective 
therapeutic  hypocholesterolemic  agents,  with- 
out potential  or  actual  undesirable  side  ef- 
fects. Only  in  persons  who  have  not  devel- 
oped coronary  atherosclerosis  are  these  ef- 
fective. 

Even  in  populations  with  the  highest  inci- 

;:This  medication,  originally  considered  to  be  non- 
toxic, had  to  be  retracted  from  prescription  use  be- 
cause of  its  toxic  effects. 


dence  of  atherosclerosis — the  United  States, 
United  Kingdom,  and  Canada — diet  habits 
should  not  be  altered  radically  until  factors 
which  control  serum  lipids  have  been  ascer- 
tained. Then,  and  only  then,  can  epidemio- 
logic studies  be  made  to  determine  whether 
the  incidence  of  atherosclerosis  and  its  com- 
plications in  the  human  species  will  be  af- 
fected by  decreasing  blood  lipids  (including 
cholesterol)  in  the  serum.37 

Summary 

Relative  to  the  effects  of  lipid  substance 
which  involve  the  pathogenesis  of  athero- 
sclerosis, the  following  may  be  stated: 

1.  There  is  a high  lipid  content  of  the  le- 
sions in  human  atherosclerosis. 

2.  There  are  lesions  in  animals  resembling 
those  of  human  atherosclerosis  produced  by 
experiments  which  affect  lipid  metabolism. 

3.  There  is  a variation  of  occurrence  in 
atherosclerosis  in  the  two  sexes  apparently 
due  to  a difference  in  lipid  metabolism. 

4.  There  is  an  increased  prevalence  of  ath- 
erosclerosis in  persons  who  have  endocrine 
abnormalities  in  lipid  metabolism,  such  as  in 
diabetes  mellitus. 

5.  There  is  a variation  of  occurrence  in 
atherosclerosis  in  population  groups  subsist- 
ing on  diets  of  varying  lipid  composition. 

6.  The  available  evidence  does  not  support 
any  theory  which  postulates  a major  dietary 
factor  of  increased  cholesterol  as  a cause  of 
coronary  atherosclerosis. 

7.  The  available  evidence  does  not  support 
any  theory  which  postulates  that  a dietary 
restriction  of  cholesterol  affects  the  disease 
favorably  in  coronary  atherosclerosis. 

Conclusions 

Lipids  are  related  to  the  pathogenesis  of 
human  atherosclerosis,  but  whether  factors 
in  lipid  metabolism  are  primarily  involved 
or  merely  accelerate  another  basic  process 
remains  to  be  demonstrated.  Dietary  meas- 
ures for  lowering  serum  cholesterol  levels 
include  diets  low  in  saturated  fats  and  those 
which  provide  an  addition  of  polyunsatu- 
rated fats  which  are  thought  to  interfere 
with  cholesterol  absorption. 

Modification  of  fat  ingestion  from  birth 
on  appears  to  be  indicated  if  the  frequency 
and  severity  of  atherosclerosis  is  to  be  re- 
duced. 

The  consensus  is  that,  until  additional 
facts  become  evident,  a modification  in  diet 
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may  benefit  only  certain  persons : those  who 
have  obesity  with  associated  hypercholester- 
olemia, metabolic  disturbances  associated 
with  hypercholesterolemia,  and  finally  those 
with  persistent  hypercholesterolemia  in 
whom  there  is  hereditary  evidence  of  athero- 
sclerosis. There  is  no  conclusive  evidence 
that  dietary  restrictions  of  cholesterol  affect 
the  disease  course  favorably  in  a person  who 
has  developed  atherosclerosis. 

Whether  diets  high  in  saturated  fat  cause 
atherosclerosis,  whether  substitution  of  un- 
saturated fat  prevents  atherosclerosis,  and 
the  uses  of  hypercholesterolemic  preventive 
agents  are  only  of  experimental  interest  and 
of  no  practical  value.  The  treatment  of  pa- 
tients with  clinical  coronary  disease  should 
be  directed  primarily  toward  the  prevention 
of  acute  complications  and  additional  myo- 
cardial infarction  and  toward  improvement 
in  myocardial  circulation  and  oxygenation. 
The  lowering  of  serum  cholesterol  levels  in 
these  patients  is  of  secondary  importance. 

The  principle  of  an  antiatherogenic  diet 
rests  in  the  recognition  of  young  people  who 
are  susceptible  because  of  hereditary  and 
endocrine  factors  by  means  of  simple  blood 
lipid  determinations.  An  effort  should  then 
be  made  to  control  diet  in  the  years  before 
the  onset  of  coronary  artery  disease. 

The  Council  on  Foods  and  Nutrition  of 
the  American  Medical  Association,  which  has 
stated  that  the  terms  “animal”  and  “vege- 
table” do  not  distinguish  between  fats  which 
raise  and  those  which  lower  serum  lipid  lev- 
els, also  stated  that  the  terms  “saturated” 
and  “unsaturated”  are  undesirable  terms 
since  neither  all  saturated  fatty  acids  nor  all 
polyunsaturated  fatty  acids  are  identical  in 
their  effect  on  serum  cholesterol  concentra- 


tions. The  Council  further  stated  that  a di- 
rect causal  relationship  between  diet  of  ser- 
um lipid  concentrations  and  atherosclerosis 
has  not  been  proved.  The  American  Heart 
Association  in  its  special  report  stated  es- 
sentially the  same  opinion.38 


Addendum 

Since  this  manuscript  was  submitted  for 
publication,  other  articles  have  appeared  in 
various  journals  as  more  evidence  has  ac- 
cumulated. Included  among  these  are  the  re- 
sults of  investigations  reporting  that  there  is 
no  causal  relation  of  high  cholesterol,  high 
saturated  fat,  or  high  caloric  diets,  to  pre- 
vention or  treatment  of  coronary  artery  dis- 
ease39’ 40  and  there  is  no  practical  value  in 
blood  cholesterol  levels  as  an  index  to  the 
presence  or  absence  of  coronary  artery  dis- 
ease.41 

Two  decades  ago  it  was  believed  that  the 
amount  of  cholesterol  in  the  diet  had  no 
causal  relationship  to  the  development  of  cor- 
onary arterial  sclerosis  in  the  general  pub- 
lic.'5 In  the  past  decade  this  has  become  a 
controversial  issue  among  physicians  and  a 
fad  with  the  public.42  This  author  believes  a 
statement  made  at  the  most  recent  Nutrition 
and  Diet  Conferences43  that,  by  the  end  of 
the  next  decade,  diet  therapy  for  coronary 
artery  disease  will  be  only  of  historical  in- 
terest. 
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Don't  Be  Caught  Dead  Sitting  on  Your  Seat  Belt 

Dr.  John  B.  Bryson  of  Belton  had  an  experience  which  convinced 
him  of  the  value  of  having  seat  belts  in  his  automobile  and  of  re- 
membering to  buckle  them! 

He  reports  that  although  he  has  had  seat  belts  in  his  car  for  some 
time  he  was  often  careless  about  using  them.  Not  any  more. 

One  morning  while  crossing  a railroad  track  near  Taylor,  his 
car  was  struck  by  a freight  train.  The  rear  of  the  car  was  hit  and  the 
car  overturned  into  a ten  foot  ditch. 

“If  I had  not  had  my  seat  belt  fastened,  I feel  that  I would  have 
been  thrown  out  of  the  car  through  an  opened  door  or  the  windshield 
or  have  been  battered  around  in  the  car,”  Dr.  Bryson  says. 

With  his  seat  belt  fastened  Dr.  Bryson  stayed  in  place  and  did 
not  lose  consciousness.  He  was  able  to  turn  off  his  ignition  switch, 
doubtless  preventing  fire  or  explosion  from  the  leaking  gasoline. 
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Abnormalities  of  Bilirubin 


Metabolism 


NOEL  B.  SEARLE,  M.D. 


ALTHOUGH  the  recently  described  dis- 
orders of  bilirubin  metabolism  such  as 
Gilbert’s  disease,  the  Dubin- Johnson  syn- 
drome, the  Rotor  syndrome,  and  “shunt”  hy- 
perbilirubinemia are  uncommon,  they  are  as- 
suming increasing  importance  in  medicine 
for  at  least  two  reasons : 

1.  They  have  stimulated  a significant  in- 
terest in  the  metabolism  of  bilirubin 
which  has  led  to  elucidation  of  the  met- 
abolic pathway  of  bilirubin. 

2.  Individuals  affected  with  these  disor- 
ders have  heretofore  been  diagnosed  as 
having  chronic  hepatitis  or  perhaps  cir- 
rhosis of  the  liver  with  all  the  social, 
medical,  and  even  economic  stigmata 
associated  with  those  diseases. 
Commonly  these  patients  have  been  sub- 
jected to  virtual  invalidism  for  attacks  of 
“recurrent  hepatitis”. 

Because  of  the  stigmata  and  invalidism 
associated  with  these  disorders,  a clinical 
diagnosis  of  one  of  them  is  an  indication  for 
liver  biopsy  to  confirm  the  diagnosis  and 
free  the  patient  from  the  psychic  burden  of 
a possible  dread  disease  and  to  rehabilitate 
the  patient  socially  and  economically. 

In  the  Dubin-Johnson  syndrome,  the  clin- 
ical characteristics  are  so  suggestive  of  low 
grade  biliary  obstruction  that  60  per  cent 
of  patients  with  the  syndrome  have  been 
subjected  to  laparotomy.1 

Hemoglobin  Degradation 
And  Bilirubin  Synthesis 

Hemoglobin  is  synthesized  in  the  red  blood 
cell  precursors  of  the  bone  marrow  by  en- 
zymatically regulated  conjugation  of  two 
carbon  fragments  to  form  delta  amino  levu- 
linic  acid,  a pyrrole  ring  compound;  conden- 


sation of  two  moles  of  delta  amino  levulinic 
acid  to  form  porphobilinogen;  and  conju- 
gation of  two  moles  of  porphobilinogen  to 
form  the  tetrapyrrolic  compounds  uropor- 
phyrin types  I and  III  and  protoporphyrin 
types  I and  III.10  In  man  protoporphyrin 
type  I is  converted  to  protoporphyrin  type 
III  by  isomerization  and  only  protoporphy- 
rin III  is  utilized  to  form  the  heme  nucleus. 
Addition  of  a ferrous  iron  ion  and  a globin 
molecule  to  the  heme  nucleus  results  in  the 
completed  hemoglobin  molecule. 

The  degradation  of  hemoglobin  is  accom- 
plished in  the  peripheral  reticuloendothelial 
cells  from  senescent  or  damaged  red  blood 
cells.  Following  release  of  hemoglobin  from 
the  cell,  the  pyrrole  ring  is  opened  by  oxida- 
tion of  the  alpha  methene  bridge  converting 
hemoglobin  to  a green  pigment,  choleglobin. 
The  iron  removed  from  choleglobin  is  re- 
turned to  the  plasma  iron  pool  where  it  is 
attached  to  the  beta-l-globulin  siderophilin 
or  it  may  be  stored  in  the  body  in  the  fer- 
rous state  as  hemosiderin  or  in  the  ferric 
state  as  tissue  ferritin.  Removal  of  globin 
from  choleglobin  completes  its  conversion  to 
yet  another  green  pigment,  biliverdin.  The 
fate  of  the  globin  molecule  is  undecided  but 
likely  it  is  broken  down  to  its  components 
and  returned  to  the  plasma  amino  acid  pool. 

Conversion  of  biliverdin  to  bilirubin  by  re- 
duction at  the  gamma  methene  bridge  com- 
pletes the  degradation  cycle  in  the  reticulo- 
endothelial cell  after  which  it  is  released  to 
the  plasma. 

In  plasma  the  bilirubin  molecule  is  at- 
tached loosely  to  albumin  ; it  is  this  bilirubin- 
albumin  complex  that  reacts  indirectly  in  the 
van  den  Bergh  test  until  it  enters  the  hepatic 
cell. 

Passage  of  the  bilirubin  molecule  across 
the  interstitial  space  of  Disse  into  the  he- 
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The  author  presents  some  aspects  of  the 
physiology  and  biochemistry  of  hemoglobin 
degradation  and  bilirubin  synthesis  with 
emphasis  on  newer  developments  in  regard 
to  the  van  den  Bergh  test.  He  discusses 
briefly  the  clinical  syndromes  of  disordered 
bilirubin  metabolism. 


patic  cell  is  probably  a passive  phenomenon 
dependent  upon  a simple  gradient  across  the 
cell  membrane.6  Within  the  hepatic  cell,  the 
bilirubin  molecule  enters  cytoplasmic  micro- 
somes  where  it  is  enzymatically  conjugated 
with  a glucose  derivative,  glucuronic  acid,  by 
glucuronyl  transferase  in  the  presence  of  the 
glucuronic  acid  donor  uridine-diphospho- 
glucuronic  acid.  That  the  liver  detoxifies  bil- 
irubin with  other  substances  is  attested  to 
by  the  fact  that  some  25  per  cent  of  bile  pig- 
ments are  sulfate,  methyl,  and  glycine  con- 
jugates.6 

Conjugation  of  bilirubin  with  glucuronic 
acid  appears  to  occur  in  two  steps : initially 
there  is  bilirubin-monoglucuronide  (referred 
to  by  some  authors  as  pigment  I)  and  final- 
ly conjugation  to  bilirubin-diglucuronide  (al- 
so called  pigment  II).7  Complete  conjugation 
of  bilirubin  with  glucuronic  acid  is  not  neces- 
sary for  its  excretion  because  both  the  mono- 
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Fig.  1.  Breakdown  of  hemoglobin  and  fate  of  its  compo- 
nents in  the  body.  The  conjugation  of  bilirubin  with  sub- 
stance other  than  glucuronides  is  not  shown,  but  some  25 
per  cent  of  bile  duct  bilirubin  is  combined  with  sulfates, 
methyl,  or  glycine  groups. 


and  diglucuronides  appear  in  bile.  Whether 
the  excretion  of  conjugation  products  of  bili- 
rubin from  the  hepatic  cell  is  an  active  or 
passive  phenomenon  remains  to  be  clarified. 

Under  normal  circumstances,  as  much  as 
20  per  cent  (0.2  mg./lOO  ml.)  of  plasma 
bilirubin  is  conjugated  with  glucuronic  acid. 
The  appearance  of  the  glucuronide  form  in 
the  plasma  may  be  due  to  its  escape  from 
the  hepatic  cell  or  biliary  canaliculus,  small 
leaks  in  the  biliary  ductules  probably  in  the 
vicinity  of  the  junction  of  the  canaliculus 
with  the  ductule  at  the  canals  of  Hering,  or 
reversal  of  the  normally  unidirectional  intra- 
cellular transport  of  bilirubin  and  re-excre- 
tion of  the  glucuronide  conjugant  directly 
into  the  blood.  An  alternative  source  of  plas- 
ma bilirubin-glucuronide  is  from  extra-he- 
patic conjugation  of  bilirubin,  for  it  has  been 
shown  that  in  hepatectomized  animals  small 
quantities  of  bilirubin  continue  to  be  con- 
jugated with  glucuronic  acid.4 


Van  Den  Bergh  Reaction 

In  1883,  Erhlich6  noted  that  bilirubin  treat- 
ed with  diazotized  sulfanilic  acid  produced  a 
characteristic  color  and  that  the  production 
of  this  color  was  facilitated  by  addition  of 
alcohol  to  the  reaction.  Inasmuch  as  chloro- 
form was  the  solvent  employed  for  bilirubin 
it  was  believed  that  alcohol,  miscible  in  both 
water  and  chloroform,  promoted  the  solu- 
tion of  water  soluble  reagents.  In  1913,  van 
den  Bergh  and  Snapper6  applied  Erhlich’s  re- 
action to  the  quantitative  estimation  of  bili- 
rubin in  body  fluids  and  three  years  later 
van  den  Bergh  and  Mueller6  noted  that  alco- 
hol could  be  omitted  from  the  reaction  when 
applied  to  bile  or  to  the  serum  of  patients 
with  obstructive  jaundice  but  not  when  ap- 
plied to  serum  of  patients  with  hemolytic 
jaundice  or  aqueous  alkaline  solutions  of 
crystalline  bilirubin.  Thereafter  the  van  den 
Bergh  test  employed  these  two  steps  to  which 
the  terms  direct  and  indirect  reaction  were 
applied. 

For  several  decades  the  cause  of  the  vari- 
able behavior  of  bilirubin  in  the  van  den 
Bergh  reaction  was  sought.  A popular  theory 
was  that  indirect  reacting  bilirubin  was  at- 
tached to  plasma  albumin  which  inhibited 
its  reaction  with  Erhlich’s  reagent,  whereas 
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Fig.  2.  Pathway  of  van  den  Bergh  reaction.  Breakdown  of 
bilirubin  and  its  mono-  and  diglucuronides  by  cleavage  of 
the  tetrapyrrole  compound  at  the  gamma  methene  bridge, 
between  the  second  and  third  pyrrole  rings,  to  form  di- 
pyrrolic  azopigments  A and  B.  Other  bilirubin  pigments 
including  SOi-ME-Glycine  conjugates  constitute  up  to 
25  per  cent  of  bile  duct  pigments.  (From  Klatskin,  G.: 
Bile  Pigment  Metabolism,  Ann.  Rev.  Med.  12:211,  1961.) 


direct  reacting  bilirubin,  having  been 
through  the  liver,  was  devoid  of  its  albumin 
linkage  and  released  from  that  inhibiting  ef- 
fect. When  it  was  shown  that  both  direct 
and  indirect  reacting  bilirubin  circulated  in 
the  blood  and  tissue  fluids  attached  to  plasma 
albumin,  a theory  that  gained  popularity  was 
that  the  two  types  existed  in  structurally  dif- 
ferent forms.  Recent  refinements  in  bio- 
chemistry, particularly  enzyme  chemistry, 
have  shown  that  direct  reacting  bilirubin  is 
conjugated  with  glucuronic  acid  as  previous- 
ly described  and  that  the  conjugation  prod- 
uct is  water  soluble  and  reacts  readily  with 
the  aqueous  Erhlich  reagents.  Indirect  re- 
acting bilirubin,  soluble  in  chloroform  but 
only  slightly  soluble  in  the  aqueous  reagents 
reacts  slowly  and  incompletely  with  the  sul- 
fanilic  acid.  Addition  of  alcohol  to  the  reac- 
tion facilitates  that  miscibility  of  the  aqueous 
reagents  and  the  chloroform  solution  of  bili- 
rubin and  enhances  the  reaction  between  the 
two.3 

In  the  reaction  between  bilirubin  and  di- 
azotized  sulfanilic  acid,  the  tetrapyrrolic  bili- 
rubin molecule  is  split  at  the  gamma  meth- 
ene bridge  into  two  dipyrroles  that  combine 
with  sulfanilic  acid  to  form  a water  insolu- 
ble substance  referred  to  as  azopigment  A. 
The  diazotization  of  bilirubin-diglucuronide 
is  exactly  similar  except  that  it  yields  two 
moles  of  a glucuronide-conjugated  water- 
soluble  azopigment  B.  Bilirubin  monoglucu- 
ronide yields  one  mole  each  of  azopigment  A 
and  azopigment  B. 


Even  before  differentiation  between  bili- 
rubin and  its  glucuronides  was  possible, 
years  of  experience  have  taught  that  the  in- 
direct reacting  bilirubin  occurs  as  the  nor- 
mal pigment  in  human  sera  and  body  fluids 
and  that  it  is  the  predominant  pigment  ele- 
vated in  hemolytic  icterus.  It  is  not  soluble  in 
water  and  is  not  excreted  in  the  urine.  Body 
tissues  have  less  affinity  for  it  than  for  the 
mono-  and  diglucuronides,  thus  it  is  not  as 
readily  detected  clinically  at  corresponding 
serum  levels  as  is  the  direct  reacting  frac- 
tion. On  the  other  hand,  brain  tissue  appears 
to  have  a greater  avidity  for  indirect  react- 
ing bilirubin  than  for  the  glucuronides,  per- 
haps because  of  the  increased  solubility  of 
the  former  in  lipids,  and  it  is  of  much  more 
importance  in  the  production  of  central  ner- 
vous system  damage,  such  as  in  kernicterus. 

The  direct  reacting  mono-  and  diglucuro- 
nides of  bilirubin  constitute  a small  fraction 
of  the  serum  bilirubin  in  normal  individuals. 
In  hepatocellular  damage  or  in  obstructive 
jaundice  both  are  elevated  in  the  serum  and 
constitute  50  per  cent  or  more  of  the  total 
serum  bilirubin ; therefore,  the  quantitative 
estimation  of  the  direct  component  of  the 
serum  bilirubin  is  of  no  clinical  value  in  dis- 
tinguishing between  these  two  types  of  jaun- 
dice. 

Hyperbilirubinemia  due  to  elevation  of  the 
direct  reacting  pigments  in  the  blood  is  com- 
monly associated  with  bilirubinuria  though 
the  pathogenetic  mechanism  responsible  for 
it  is  not  clear.  Previously,  it  had  been  taught 
that,  inasmuch  as  this  substance  was  not 
attached  to  serum  albumin,  it  could  pass 
through  the  glomerular  membrane  more  eas- 
ily than  bilirubin-albumin.  Later,  after  the 
albumin  linkage  of  both  fractions  of  bili- 
rubin was  demonstrated,  the  water  solubil- 
ity of  the  conjugated  pigment  was  cited  as 
the  cause  of  the  bilirubinuria  noted  in  those 
circumstances. 

Recent  investigation  of  the  renal  excretion 
of  bilirubin  has  presented  conflicting  results, 
one  group  showing  that  the  bilirubin  pig- 
ments are  excreted  by  glomerular  filtration 
and  another  that  tubular  excretion  occurs.3 
Clearly  this  is  an  area  that  requires  more 
investigation. 

Table  1 compares  the  clinical  and  biochem- 
ical aspects  of  Gilbert’s  disease,  the  Dubin- 
Johnson  syndrome,  and  “shunt”  hyperbili- 
rubinemia. In  each  instance  the  genetic  de- 
fect is  not  completely  worked  out  and  in 
some  cases  the  disorder  may  be  acquired. 
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Gilbert's  Disease 

Basically  there  are  two,  and  possibly  three, 
clinical  syndromes  with  which  we  are  con- 
cerned. The  first  of  these,  Gilbert’s  disease, 
may  be  a heredo-familial  disease  caused  by 
a dominant  genetic  defect,  or  it  may  be  ac- 
quired later  in  life  and  be  of  unknown  cause. 
For  purposes  of  this  discussion,  it  can  be 
said  that  it  is  caused  by  a deficiency  in  he- 
patic glucuronyl  transferase  with  consequent 
inability  of  the  liver  to  properly  conjugate 
bilirubin  with  glucuronic  acid,  and  accum- 
ulation of  unconjugated  (or  indirect  react- 
ing) bilirubin  in  the  serum. 

Commonly  the  syndrome  is  manifested  in- 
itially in  late  adolescence  or  in  early  adult- 
hood, frequently  being  noted  first  during  a 
period  of  physical  stress,  trauma,  or  inter- 
current infection,  although  a history  of  child- 
hood jaundice  may  be  obtained.  During  the 
icteric  periods  the  patient  may  complain  of 
lassitude,  ease  of  fatiguability,  or  vague  gas- 
trointestinal complaints,  but  the  individual 
is  asymptomatic  during  the  anicteric  inter- 
vals. Other  than  mild  icterus,  physical  find- 
ings are  usually  normal  except  for  slight 
hepatomegaly. 

Laboratory  data  reveals  an  elevation  of 
serum  bilirubin  usually  to  5 mg./lOO  ml.  or 
less,  all  of  which  is  of  indirect  reacting  type. 
There  is  no  bilirubinuria,  increase  in  the 
urine  or  fecal  urobilinogen,  alteration  in  the 
red  blood  cell  survival  time,  or  other  signs 
of  hemolysis.  Liver  biopsy  is  normal  or  per- 
haps shows  slight  fatty  change.  All  liver 
function  tests  are  normal  and  the  gallblad- 
der is  visualized  normally. 


Symptoms  tend  to  recur  at  irregular  inter- 
vals and  may  be  provoked  by  alcohol,  fa- 
tigue, and  the  other  factors  mentioned  pre- 
viously. There  is  no  evidence  of  progressive 
disability;  indeed,  as  age  progresses  the  hy- 
perbilirubinemia tends  to  lessen.7  The  prog- 
nosis is  excellent. 

The  fact  that  some  cases  have  been  ob- 
served to  begin  after  typical  attacks  of  viral 
hepatitis  and  the  finding  of  normal  amounts 
of  bilirubin-monoglucuronide  and  diglucuro- 
nide  in  the  bile  of  individuals  so  affected 
suggest  that  an  acquired  defect  in  the  trans- 
port of  bilirubin  to  the  cell  rather  than  in 
intracellular  enzyme  systems  may  reproduce 
the  signs  and  symptoms  of  constitutional  he- 
patic dysfunction.6 

Because  of  the  benignancy  of  the  disease, 
it  should  be  established  when  possible  in  all 
young  adults  with  recurrent  icterus. 


Crigler-Najjar  Syndrome 

In  newborn  infants  a syndrome  occurs 
which  is  similar  to  Gilbert’s  disease  and 
which  is  attributable  to  homozygous  inherit- 
ance of  a genetic  defect  in  glucuronyl  trans- 
ferase. In  affected  infants  the  serum  bili- 
rubin rises  rapidly  to  20  to  25  mg./lOO  ml. 
in  the  first  two  days  of  life.  All  the  bilirubin 
is  of  the  indirect  type,  indeed  even  the  bile 
contains  no  bilirubin-glucuronide.  There  is 
no  alteration  in  the  hematological  system. 

Because  of  the  high  serum  levels  of  bili- 
rubin obtained,  the  fact  that  it  is  all  of  in- 
direct type  readily  soluble  in  cerebral  lipids, 
and  because  of  the  increased  permeability  of 


Table  1 — 

-Comparison  of  Clinical  and 

Biochemical  Aspects  of  Three  Metabolic  Disorders. 

Gilbert’s  Disease 

Dubin- Johnson 
Syndrome 

Shunt  Hyperbilirubinemia 

Genetics 

Probably  dominant 

Dominant 

Undetermined  but  familial 

Serum  bilirubin 

Unconjugated 

Conjugated 

Unconjugated 

Van  Den  Bergh 

Indirect 

Direct 

Indirect 

Urine  bilirubin 

Absent 

Present 

Absent 

Serum  alk.  phos. 

Normal 

May  be  raised 

Normal 

BSP 

Normal 

Often  abnormal 

Normal 

Cholecystogram 

} 

Normal 

Often  nonfunctioning 

Normal  (in  absence  of 
gallstones) 

Liver  histology 

> 

Normal 

Coarse,  brown  pigment 
in  normal  liver  cells 

Normal 

Prognosis 

Excellent 

Excellent 

Excellent 

Mental  changes 
(kernicterus) 

Very  rarely  in 

Crigler-Najjar  type 

None 

None 

RBC 

i 

1 

Normal 

Normal 

Spherocytosis,  reticulocytosis 
shortened  RBC  survival, 
erythrohyperplasia  of  B.M. 
splenomegaly 
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the  blood-brain  barrier  of  newborns  to  bili- 
rubin, these  children  commonly  develop  kern- 
icterus  if  exchange  transfusions  are  not  car- 
ried out  promptly. 

Infants  who  survive  kernicterus  continue 
to  have  high  levels  of  bilirubin  throughout 
life.  The  liver  is  histologically  normal. 


Dubin-Johnson  Syndrome 

In  1953  and  1954,  cases  of  chronic  inter- 
mittent jaundice  in  young  adults  were  de- 
scribed by  Dubin  and  Johnson-  and  by  Sprinz 
and  Nelson.9  Each  group  of  authors  recog- 
nized the  idiopathic  nature  of  the  illness  and 
an  unusual  pigmentation  that  occurred  in 
the  liver  of  affected  individuals.  Since  the 
original  description  between  50  to  100  cases 
have  been  catalogued  in  the  medical  litera- 
ture. 

The  syndrome  has  been  recognized  as  early 
as  the  fourth  and  as  late  as  the  76th  year. 
It  has  been  encountered  primarily  in  males 
and  it  has  rarely  been  seen  in  races  other 
than  Caucasian. 

The  onset  of  the  condition  is  insidious  in 
two-thirds  of  the  cases  and  abrupt  in  about 
one-third.  Because  it  is  commonly  associated 
with  anorexia,  upper  abdominal  pain,  nau- 
sea, vomiting,  ease  of  fatiguability,  and  gen- 
eral malaise,  it  resembles  viral  hepatitis 
clinically. 

Episodes  of  jaundice  and  symptoms  occur 
at  varying  intervals,  and  may  be  precipi- 
tated by  intercurrent  infection,  trauma,  sur- 
gery, excessive  physical  exertion,  and  preg- 
nancy. Physical  examination  during  sympto- 
matic periods  reveals  icterus  and  hepato- 
megaly without  other  stigmata  of  chronic 
liver  disease. 

Laboratory  examination  shows  hyperbili- 
rubinemia with  about  50  per  cent  of  the  bili- 
rubin of  the  conjugated  type.  Retention  of 
bromsulphalein  (BSP)  commonly  occurs, 
and  alterations  of  the  thymol  turbidity  and 
cephalin  flocculation  are  not  unusual.  Be- 
cause the  serum  bilirubin  is  largely  of  the 
conjugated  type,  bilirubinuria  may  be  an- 
ticipated. Pale  stools  have  been  noted  during 
the  symptomatic  intervals  in  some  cases. 
The  serum  cholesterol,  alkaline  phosphatase, 
and  proteins  are  normal. 

Cholecystographic  and  cholangiographic 
dyes  are  not  properly  excreted  by  the  liver, 


and,  therefore,  the  gallbladder  may  not  be 
visualized  or  may  be  visualized  poorly.  Non- 
\ isualization  of  the  gallbladder,  coupled  with 
the  laboratory  findings  and  clinical  appear- 
ance have  commonly  led  to  exploratory  lapa- 
rotomy for  chronic  low  grade  biliary  ob- 
struction. Thirty  of  the  50  cases  reported  by 
Dubin  in  1958  had  been  subjected  to  explora- 
tory laparotomy.1 

An  interesting  finding  of  unknown  signifi- 
cance in  the  pathological  physiology  of  the 
syndrome  is  that  10  per  cent  of  Dubin’s  pa- 
tients have  had  frank  cholelithiasis  at  sur- 
gery ; this  is  almost  twice  the  expected  inci- 
dence of  gallstones  for  persons  of  this  age, 
group,  and  sex. 

When  the  disease  is  suspected,  it  can  be 
confirmed  readily  by  percutaneous  liver  bi- 
opsy that  reveals  the  pathognomonic  dark 
brown  intracellular  pigment  in  a centrilobu- 
lar  position  of  hepatic  parenchymal  cells.  In- 
deed, the  syndrome  can  be  diagnosed  with 
reasonable  accuracy  by  finding  dark  green- 
black  liver  tissue  at  exploration  or  biopsy. 
The  pigment  has  also  been  found  in  small 
quantities  in  Kupffer’s  cells  of  the  liver,  bone 
marrow,  and  in  lymph  nodes  adjacent  to  the 
liver.  These  extra-hepatocellular  sites  of  the 
pigment  have  been  considered  attributable 
to  phagocytosis  of  pigment  released  from 
ruptured  hepatic  cells.  Although  the  nature 
of  the  hepatic  cellular  pigment  is  not  known, 
histochemical  studies  assure  us  that  it  is  not 
bilirubin,  iron,  melanin,  ceroid,  or  lipo- 
ehrome.  It  is  thought  to  be  one  of  the  follow- 
ing: a polymerization  product  of  bilirubin; 
a dipyrrolic  breakdown  product  of  hemo- 
globin; or  a condensation  product  of  fatty 
acids.  Some  investigators  have  dubbed  it  bili- 
dubin.1 

While  the  etiology  of  the  Dubin-Johnson 
syndrome  is  unknown,  it  is  certainly  not  due 
to  failure  of  the  liver  to  conjugate  bilirubin 
with  glucuronic  acid.  It  appears  to  result 
from  a breakdown  of  intracellular  transport 
of  the  conjugated  product  or  perhaps  from 
the  inability  of  the  hepatic  cells  to  excrete 
bilirubin  into  the  biliary  canaliculi  with  a 
secondary  defect  in  intrahepatic  transport 
mechanisms,  and  reversal  of  the  normal  uni- 
directional transport  of  bilirubin. 

The  finding  of  positive  family  history  for 
a similar  disease  in  about  one-third  of  the 
cases  is  certainly  suggestive  of  an  inherited 
defect  in  bilirubin  metabolism.  On  the  other 
hand,  the  spontaneous  appearance  of  the  de- 
fect after  an  illness  which  is  similar  clinical- 
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ly  to  viral  hepatitis  and  the  initial  appear- 
ance of  the  defect  in  persons  of  advanced 
age  indicates  that  the  defect  may  be  acquired 
in  some  instances.  Immunological  tests 
against  the  recently  discovered  hepatitis  vir- 
us may  allow  us  to  distinguish  acquired  from 
congenital  cases  in  the  future. 

There  is  no  evidence  that  the  disease  is 
progressive  or  associated  with  hepatic  de- 
terioration. It  is  of  interest,  however,  that 
pregnant  women  affected  by  the  syndrome 
have  a tendency  toward  stillbirth,  neonatal 
deaths,  and  repeated  abortions.  The  number 
of  women  so  affected  have,  thus  far,  been 
small  and  it  is  not  yet  thought  to  be  statis- 
tically significant. 

The  hematological  systems  of  patients  with 
the  Dubin- Johnson  syndrome  have  been  nor- 
mal. 


Rotor  Syndrome 

This  is  a more  recently  recognized  syn- 
drome that  differs  from  the  Dubin- Johnson 
syndrome  in  only  two  important  regards : 
there  is  no  abnormal  pigment  in  the  liver, 
and  the  gallbladder  is  visualized  normally. 


"Shunt"  Hyperbilirubinemia 

In  1959  Israels,  Suderman,  and  Ritzman5 
described  four  patients,  three  in  the  same 
family,  who  presented  chronic  intermittent 
jaundice,  congenital  spherocytosis,  increased 
osmotic  fragility,  shortened  red  blood  cell 
survival  time,  and  hepatosplenomegaly,  in 
whom  icterus  continued  unchanged  despite 

*The  author  wishes  to  acknowledge  the  assistance 
of  Miss  Sandra  Koenig  and  Mrs.  Murial  Mikulenac 
of  the  Medical  Service  of  the  Veterans  Administra- 
tion Hospital,  Houston,  for  secretarial  services,  and 
Mrs.  Francis  Baker  of  the  Medical  Illustration 
Service  of  the  Hospital  for  graphic  illustrations. 


return  of  the  red  blood  cell  survival  time 
to  normal  following  splenectomy. 

Further  study  of  these  individuals  re- 
vealed that  up  to  75  per  cent  of  biliary  pig- 
ment excreted  by  them  was  not  derived  from 
the  breakdown  of  senescent  red  blood  cells. 
The  investigators  postulated  that  there  is  a 
protoporphyrin-heme-bilirubin  "shunt"  in  the 
bone  marrow  of  affected  individuals  who 
chronically  produce  more  hemoglobin  pre- 
cursors than  can  be  utilized  in  the  manufac- 
ture of  red  blood  cells,  and  hence  the  un- 
utilized heme  is  handled  in  the  usual  fashion 
of  bilirubin.5 

The  jaundice  observed  in  "shunt”  hyper- 
bilirubinemia, as  it  has  been  called,  is  a re- 
flection of  an  increased  quantity  of  uncon- 
jugated bilirubin  in  the  blood.  The  presence 
of  increased  biliary  bilirubin  of  the  conju- 
gated type  and  increased  fecal  urobilinogen 
indicates  there  is  no  defect  in  hepatic  en- 
zymes. 

The  social  group  from  which  these  pa- 
tients were  derived  is  a branch  of  Mennon- 
ites  who  for  centuries  have  by  custom  mar- 
ried within  their  own  religious  group.  The 
consanguinity  resulting  from  such  a social 
custom  is  thought  to  have  given  expression 
to  an  inborn  error  in  hemoglobin  synthesis. 
An  alternative  etiology  that  has  been  sug- 
gested is  that  abnormal  red  blood  cells  are 
produced  and  destroyed  in  the  bone  marrow 
without  being  released  into  the  peripheral 
blood. 

As  far  as  is  known,  the  prognosis  in  these 
cases  is  excellent. 
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Variations  of  Serum  Transaminases 

In  the  Early  Postoperative  Period 


INCE  THE  introduction  of  practical 
methods  for  the  demonstration  of  trans- 
aminase activity  in  human  blood,3,  8' 9>  15, 17 
measurements  of  the  glutamic  oxaloacetic 
and  glutamic  pyruvic  catalyst  enzymes  have 
been  accepted  as  reliable  and  useful  labora- 
tory tests  for  acute  cardiac  and  hepatic  ne- 
crosis. The  popularity  of  these  studies  and 
their  wide  clinical  application  is  attested 
to  by  the  large  number  of  publications  which 
have  appeared  in  recent  years  relating  to 
increased  levels  of  serum  glutamic  oxalo- 
acetic transaminase  (SGOT)  during  the 
early  stage  of  myocardial  infarction  and  in- 
creased serum  glutamic  pyruvic  transami- 
nase (SGPT)  levels  in  liver  necrosis.  The 
development  by  Reitman  and  Frankel14  of  a 
simple,  rapid  method  applicable  to  ordinary 
colorimetry  and  utilizing  a single  timed  end 
result  reading  has  furthered  the  usefulness 
of  these  tests  by  providing  a technique  which 
can  be  done  reliably  in  any  laboratory  capa- 
ble of  doing  the  simplest  routine  chemistries. 
However,  since  the  transaminases  occur  not 
only  in  cardiac  muscle  and  liver  but  also 
in  skeletal  muscle,  brain,  kidney,  testis, 
lung,  and  spleen,4  it  is  reasonable  to  as- 
sume that  injury  or  disease  resulting  in 
necrosis  of  any  of  these  tissues  is  capable  of 
producing  a rise  in  the  SGOT  and  SGPT. 

The  effect  of  surgical  trauma  on  the  serum 
levels  of  these  enzymes  is  significant  because 
with  the  increasing  number  of  elderly  pa- 
tients undergoing  surgery,  postoperative  my- 
ocardial infarction  has  become  a more  com- 
mon complication.  Signs  of  infarction  may 
be  masked  by  anesthesia,  surgical  pain,  or 
opiates,  hence  increased  reliance  must  be 
placed  on  laboratory  findings  for  diagnosis. 
If  surgical  trauma  alone  can  produce  sig- 
nificant enzyme  elevations  in  the  postopera- 
tive period,  then  their  diagnostic  value  would 


be  open  to  serious  question.  A review  of  the 
literature  available  at  the  start  and  during 
this  study  revealed  some  conflicting  re- 
ports,2, 5>  6’  n- 12, 16  although  there  was  gen- 
eral agreement  that  normal  pregnancy  and 
delivery  had  no  effect  on  SGOT  and  SGPT 
levels.7, 10, 13  Study  of  the  surgical  series 
showed  that  the  number  of  cases  reported 
was  in  many  instances  too  few  for  statistical 
validity  and  that  a large  scale  survey  was 
indicated. 


Method  of  Study 

Four  hundred  and  fifty  consecutive  pa- 
tients, subjected  to  almost  every  surgical  pro- 
cedure performed  in  this  hospital,  were  se- 
lected for  study.  SGOT  and  SGPT  levels 
were  determined  preoperatively,  and  on  the 
first,  second,  and  third  postoperative  days. 
Serial  electrocardiograms  were  made  on  most 
patients  showing  elevations.  Two  hundred 
and  eighty-two  consecutive  normal  blood  do- 
nors were  used  as  a control  group,  and  also 
served  in  a preliminary  survey  of  the  reli- 
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Fig.  1.  Technical  method  used  in  study  (Reitman  and 
Frankel")  is  shown. 
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ability  of  the  tests  in  screening  donors  for 
hepatitis  carriers.  Total  number  of  tests 
made  was  3,792,  of  which  1,896  were  SGOT 
determinations  and  1,896  were  SGPT  deter- 
minations. 

The  technical  method  used  in  this  study 
was  that  of  Reitman  and  Frankel  (Fig.  1). 


Results 

Among  the  control  group  of  blood  donors 
were  14  elevations  to  50  units  or  more  of 
either  SGOT  or  SGPT.  Three  of  these  were 
excluded  because  the  serums  were  lipemic, 
a condition  which  might  interfere  with  the 
color  development  stage  of  the  test.15  The 
rate  of  donor  rejection,  based  on  discarding 
all  bloods  with  a transaminase  activity  of  50 
units  or  more,  would  have  been  3.9  per  cent. 
While  using  this  blood  stock,  one  fatality  oc- 
curred from  homologous  serum  hepatitis 
following  infusion  of  two  units  of  blood.  A 
check  of  the  transaminase  levels  of  the  do- 
nors showed  normal  values.  No  hepatitis  was 
reported  following  the  use  of  the  rest  of  the 
blood,  including  those  with  elevated  trans- 
aminase levels.  This  experience  tvas  suffi- 


3 OF  POSTOPERATIVE  ELEVATIONS 


Fig.  2.  Percentage  of  postoperative  SGOT  elevations. 


cient  to  lessen  regard  for  the  usefulness  of 
transaminases  in  pretransfusion  donor  test- 
ing although  no  true  conclusions  can  be 
drawn  from  this  small  side  line  study.  A re- 
cent study  of  this  problem  by  Bang  and  as- 
sociates1 has  shown  an  almost  fourfold  in- 
crease of  post-transfusion  hepatitis  when 
blood  having  SGOT  levels  of  more  than  100 
units  was  given.  In  the  present  study,  none 
of  the  donor  levels  exceeded  85  units. 

In  analyzing  the  surgical  cases,  only  trans- 
aminase values  of  50  units  or  more  were 
counted  as  elevations.  This  purposely  was 
done  to  eliminate  the  controversial  border- 
line range.  The  type  of  surgical  procedure 
appeared  to  be  related  to  the  probability  of 
postoperative  transaminase  elevation,  and 
the  percentage  range  of  elevations  varied 
from  0 per  cent  to  63.6  per  cent  (Fig.  2). 
The  procedures  themselves  could  be  arranged 
in  three  main  groups  which  showed  47.5  per 
cent,  17.9  per  cent,  and  3.4  per  cent  eleva- 
tions respectively  (Table  1). 


Table  1. — Comparison  of  Postoperative  Trans- 
aminase Elevations  by  Groups  I,  II,  and  III. 


Total 

Per  Cent  of 

No.  of 

Postoperative 

Cases 

Elevations 

Group 

I 

121 

47.5 

Group 

II 

191 

17.9 

Group 

III 

87 

3.4 

Tables  2-6  give  the  pertinent  information 
on  groups  I,  II,  and  III. 

The  highest  average  value  was  calculated 
for  those  surgical  procedures  in  which  the 
number  of  cases  and  elevations  were  suffi- 
cient to  give  a reasonably  accurate  average. 
This  is  shown  in  Table  7,  along  with  the 
postoperative  day  on  which  the  highest 
average  value  occurred. 


Volume  59,  MAY,  1963 


403 


Table  2. — Breakdown  of  Group  I by  Type  of  Surgical  Procedure. 


Surgical  Procedure 

Total 

No.  of 
Cases 

No.  with 

Normal 

Level 

No.  with 
Postoperative 
Elevations 

No.  with 
Preoperative 
Elevations 

Cholecystectomy  and 
other  biliary  surgery 

46 

14 

23 

9 

Gastrectomy 

22 

5 

14 

3 

Colectomy 

11 

4 

6 

1 

Urological  surgery 

37 

22 

12 

3 

Thoracotomy 

5 

2 

3 

0 

Table  3. — Breakdown  by  Type  of  Urological  Surgery 

Procedure  from  Group  I. 

Total 

No.  with 

No.  with 

No.  with 

No.  of 

Normal 

Postoperative 

Preoperative 

Type  of  Urological  Surgery 

Cases 

Level 

Elevations 

Elevations 

Transurethral  resection 

17 

13 

2 

2 

Suprapubic  prostatectomy 

4 

3 

1 

0 

Nephrectomy 

5 

3 

2 

0 

N ephro-uretero-lithotomy 

4 

0 

3 

1 

Pyeloplasty 

2 

1 

1 

0 

U retero-ileostomy 

1 

0 

1 

0 

Cystectomy 

4 

2 

2 

0 

Table  4. — Breakdown  of  Group  II  by  Type  of  Surgical  Procedure. 


Surgical  Procedure 

Total 

No.  of 

Cases 

No.  with 
Normal 
Level 

No.  with 
Postoperative 
Elevations 

No.  with 
Preoperative 
Elevations 

Orthopedic  surgery 

26 

18 

6 

2 (1*) 

Hysterectomy 

66 

50 

12 

4 

Herniorrhaphy 

49 

38 

8 

3 

Mastectomy 

27 

24 

2 

1 

Cesarean  section 

20 

17 

3 

0 

V agotomy 

1 

0 

1 

0 

Liver  biopsy 

1 

0 

1 

0 

Lumbar  sympathectomy 

1 

0 

1* 

1 

^Patients  with  proven  acute  myocardial  infarction. 
Ill  (Table  6). 

All  other 

procedures  were 

included  in  Group 

Table  5. — Breakdown 

by  T ype  of  Orthopedic  Surgery  Procedure  from  Group  II. 

Total 

No.  with 

No.  with 

No.  with 

No.  of 

Normal 

Postoperative 

Preoperative 

Type  of  Orthopedic  Surgery 

Cases 

Level 

Elevations 

Elevations 

Laminectomy 

9 

4 

5 

0 

Arthrotomy 

3 

2 

0 

1 

Amputation 

5 

3 

1 

1* 

Hip  nailing 

2 

2 

0 

0 

Femoral  prosthesis 

Removal  of  plates,  open 

2 

2 

0 

0 

reduction,  etc. 

5 

5 

0 

0 

*Patient  with  proven  acute  myocardial  infarction. 

All  other 

procedures  were 

included  in  Group 

Ill  (Table  6). 


Summary  and  Conclusions 

Uncomplicated  surgery  may  cause  postop- 
erative elevations  of  the  SGOT  and/or  SGPT 
up  to  196  units.  This  is  the  magnitude  of 
rise  seen  in  myocardial  infarctions. 

Isolated  increases  of  the  enzymes  on  the 
first  or  second  postoperative  days  are  not 


apt  to  be  significant  in  themselves  in  those 
surgical  procedures  listed  in  groups  I and  II. 

Increased  transaminase  levels  occurring 
later  than  the  third  postoperative  day  are 
more  apt  to  signify  acute  myocardial  infarc- 
tion than  are  increases  during  the  immediate 
postoperative  period. 

SGOT  and  SGPT  levels  tend  to  parallel 


404 


TEXAS  State  Journal  of  Medicine 


Table  6. — Breakdown  of  Group  III  by  Type  of  Surgical  Procedure. 


Surgical  Procedure 

Total 

No.  of 
Cases 

No.  with 
Normal 
Level 

No.  with 
Postoperative 
Elevations 

No.  with 
Preoperative 
Elevations 

Thyroidectomy 

17 

17 

0 

0 

Pilonidal  cystectomy 
Hemorrhoidectomy  and  excision 

4 

3 

1 

0 

of  anal  ulcer 

6 

6 

0 

0 

Breast  biopsy  for  benign  lesions 
Uterine  curettage,  cervical  biopsy, 

10 

9 

0 

1* 

oophorectomy,  vaginoplasty 

37 

36 

1 

0 

Vein  stripping 

6 

6 

0 

0 

Splenectomy 

2 

2 

0 

0 

Parotidectomy 

1 

1 

0 

0 

Exploratory  laparotomy 

2 

2 

0 

0 

Other 

2 

1 

1 

0 

*Male  patient  with  cirrhosis  of  liver  and  gynecomastia.  A graphic  representation  of  Groups  I and 
II  is  shown  in  Fig.  2. 


Table  7. — Comparison  of  Highest  Average  Value 
Including  Date  of  Occurrence. 


Highest 

Average 

Value 

Postoperative 

Day 

Cholecystectomies 

92 

1st. 

Gastrectomies 

85 

1st. 

Urological  surgery 

80 

2nd. 

Orthopedic  surgery 

72 

1st. 

Colectomies 

59 

2nd. 

Dr.  Thoma  is  now  a pathol- 
ogist at  M.  D.  Anderson 
Hospital  and  Tumor  Insti- 
tute, Houston.  This  study 
was  conducted  while  he  was 
at  St.  Mary's  Infirmary  in 
Galveston.* 


each  other  in  cholecystectomies  and  gastrec- 
tomies. In  other  types  of  surgery,  postopera- 
tive transaminase  elevations  were  confined 
to  the  SGOT. 

The  similarity  of  the  percentage  of  abnor- 
mal SGOT  levels  in  normal  blood  donors 
(3.9  per  cent),  and  postoperative  elevations 
in  group  III  surgical  procedures  (3.4  per 
cent)  suggests  that  these  operations  are 
without  significant  effect  on  the  serum 
transaminase  levels. 
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HE  MAZE  of  lymphatics,  connective  tis- 
sue, and  blood  vessels  of  the  retroperito- 
neal area  is  ever-challenging  to  clinicians 
and  diagnosticians.  The  lymphatic  channels 
in  cadavers  were  injected  by  Nuck  in  1692, 
and  in  1784  Mascagni  used  the  technique  to 
carry  out  accurate  dissections.2  It  was  not 
until  1954  that  Kinmonth  and  Taylor  used 
direct  injection  of  the  lymph  system  for  clin- 
ical lymphangiography.8  Since  that  time, 
many  have  investigated  the  normal  and  ab- 
normal anatomy4-  6 as  well  as  types  of  con- 
trast material  and  the  reaction  to  them.3 
Now  the  procedure  is  used  widely  and  the 
practical  applications  are  well  established.9 


Methods  and  Materials 

The  technique  employed  is  as  described  by 
Fischer.3  With  local  anesthesia  in  the  sites  of 
dye  injection  (Evans  blue  0.5  per  cent)  and 
in  the  cut  down  area,  the  lymph  vessel  is 
exposed  and  cannulated  to  introduce  5 to  10 
cc.  of  Ethiodol  (37  per  cent  ethiodized  poppy 
seed  oil) . Two  sets  of  films  are  necessary  for 
adequate  analysis,  one  set  at  the  termina- 
tion of  injection  and  a second  set  after  24 
hours.  These  include  right  and  left  oblique 
views  of  the  abdominal  pelvic  area,  and  an- 
teroposterior and  recumbent  lateral  views 
of  the  chest.  The  oblique  films  allow  adequate 
differentiation  of  the  deep  and  superficial 
iliac  chains  which  cannot  be  appreciated 
with  an  anteroposterior  projection  of  the 
pelvis.  The  immediate  films  outline  the  nor- 
mal or  abnormal  routes  of  the  lymphatic 
channels.  The  second  set  of  films  outlines  in- 

From  the  Department  of  Radiology,  Baylor  Uni- 
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adequate  emptying  of  the  channels  and  the 
gross  structure  of  the  nodes. 


Results 

The  contrast  material  traverses  the  dis- 
tance from  the  dorsum  of  the  foot  to  the  in- 
guinal area  in  10  to  15  seconds.  However, 
filling  above  the  inguinal  ligament  requires 
30  to  60  minutes  when  either  a “C”  clamp 
or  a weighted  syringe  apparatus  is  used  to 
supply  the  pressure  of  injection.  The  chan- 
nels in  the  para-iliac  areas  are  only  slightly 
larger  in  caliber,  and  normally  may  be  seen 
to  cross  over  from  one  side  to  the  other 
anywhere  in  the  area  between  the  sacrum 
and  the  fourth  lumbar  disc  (L-4).  The  para- 
aortic channels  empty  into  the  cisterna  chyli, 
which  normally  may  be  located  in  the  middle 
or  to  either  side  along  the  anterior  aspect 
of  L-l  to  L-2.  The  cisterna  chyli  continues 
upward  as  the  thoracic  duct  in  close  relation 
to  the  anterior  surface  of  the  thoracic  ver- 
tebral bodies.  The  thoracic  duct  angles  for- 
ward fairly  acutely  at  the  level  of  the  second 
or  third  thoracic  disc  (T-2,  T-3)  and  dips 
sharply  around  the  subclavian  vein.  About 
10  per  cent  of  these  ducts  empty  on  the  right. 
Generally,  there  is  some  filling  of  the  supra- 
clavicular nodes  and  occasionally  of  the  deep- 
er, more  distal  cervical  chain.  The  contrast 
material  percolates  into  the  nodes  slowly  and 
requires  at  least  eight  hours  for  adequate 
filling.  A study  of  the  channels  alone  is  not 
adequate  for  diagnosis,  but  will  point  to 
an  area  of  suspicion.  It  also  gives  insight 
into  the  function  and  anatomy  of  the  lym- 
phatic channels. 

A lymphatic  vessel  may  circumvent  an  ob- 
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While  lymphangiography  is  of  limited  use 
in  differential  diagnosis,  it  is  a helpful  pro- 
cedure for  defining  the  extent  of  disease,  as 
a guide  for  the  radiotherapist  and  surgeon, 
and  as  a means  of  examining  the  response 
to  therapy. 


structed  node,  or  fill  only  a portion  of  the 
cortical  sinus  and  then  empty  immediately 
into  the  afferent  channel.  In  the  first  case, 
none  of  the  nodal  structure  will  be  seen,  and 
in  the  latter  only  an  elliptical  portion  of  the 
nodal  sinus  will  be  seen.  The  24-hour  films 
will  demonstrate  that  the  afferent  channel 
contains  contrast  material  from  the  point  of 
obstruction  distally  to  the  first  patent  bifur- 
cation of  the  channel.  This  manifestation 
may  be  present  for  several  months.  If  the 
obstruction  is  not  complete,  the  channel  will 
empty  itself  in  24  hours  or  more,  depending 
upon  the  adequacy  of  the  lymphatic  flow. 
Because  of  the  increased  pressure  of  injec- 
tion, one  frequently  sees  engorgement  of  the 
obstructed  channel,  characterized  by  an  ob- 
vious beading.  If  the  obstruction  involves 
multiple  channels  over  a large  area,  there 
will  be  collateral  filling,  evidenced  by  numer- 
ous, tortuous  vessels  of  fine  caliber.  This 
also  is  seen  in  some  cases  of  lymphedema, 
but  it  is  more  generalized  and  occurs  in  the 
dermis.1 

The  nodes  should  be  studied  at  a time 
when  the  contrast  material  has  had  adequate 
opportunity  to  filter  through  the  interstices 
of  the  nodes.  The  time  generally  accepted  is 
24  hours  after  injection,9  but  with  general- 
ized nodal  disease,  later  films  give  a more 
complete  picture. 

The  contrast  material  passes  from  the  af- 
ferent channels  into  the  main  cortical  sinus 
and  then  into  a number  of  radially  directed 
sinuses  that  penetrate  between  the  follicles 
to  unite  at  the  hilum  of  the  node.  Here  the 
lymph  contacts  the  reticuloendothelial  cells 
where  the  oil  particles  (contrast  media)  are 
phagocytized.  When  the  sinuses  are  filled 
with  contrast  material  the  normal  node  pre- 
sents a fine  reticular  pattern. 


Criteria  for  Diagnosis 

The  nodal  architecture  is  altered  by  dis- 
ease. These  are  the  criteria  for  diagnosis  of 
the  different  kinds  of  lymph  node  disease : 

Lymphosarcoma. — The  nodes  are  enlarged 
but  not  necessarily  in  masses.  The  peripher- 
al sinuses  are  intact  and  the  deeper  sinuses 
outline  the  enlarged,  pulpy  masses,  to  give 
a lace-like  appearance. 

Hodgkin’s  disease. — The  nodes  are  in  con- 
glomerate masses  with  the  borders  intact. 
There  is  a less  lace-like  appearance  than 
with  lymphosarcoma  because  of  the  intra- 
nodal  scar  tissue. 


Fig.  1.  Abnormal  lymphatic  channel  routes  with  obstruc- 
tion are  seen  in  this  abdominal  pelvic  view. 
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Leukemia. — The  nodes  are  enlarged  with 
well-circumscribed  peripheral  sinuses  and 
with  droplets  of  contrast  in  the  deeper  sinus- 
es of  the  node. 

Acute  inflammation. — The  nodes  are  en- 
larged with  the  borders  intact  and  usually 
with  evidence  of  obstruction  within  the  node 
as  well  as  in  the  afferent  channels. 

Chronic  infection. — The  node  size  may  not 
be  enlarged.  The  peripheral  sinuses  are  well- 
filled  and  there  is  much  fibrous  replacement 
with  distortion  of  the  nodal  silhouette. 

Post-irradiation. — These  nodes  are  dis- 
crete and  the  peripheries  fill  well.  The  cen- 
tral portion  of  the  nodes  appear  to  be  re- 


placed by  scar  tissue  presenting  as  an  irreg- 
ular filling  defect. 

Post-infection. — The  node  size  is  small  and 
the  central  scarring  is  relatively  large  so 
that  only  the  peripheral  sinus  is  filled. 

Metastases. — A part  of  the  lymph  node 
fills  normally.  The  other  part  demonstrates 
a broken  silhouette,  usually  scalloped  in  out- 
line. Concomitant  channels  may  circumscribe 
this  area  to  demonstrate  a mass.  There  may 
be  some  obstruction  to  the  afferent  channels 
if  the  metastasis  happens  to  obstruct  one  of 
these.  There  is  complete  absence  of  filling  of 
the  node  and  also  of  the  afferent  channels  if 
the  node  is  completely  replaced  with  meta- 
static tissue. 

Complications  of  the  procedure  are  few 
and  of  minor  importance.  Incidence  of  wound 
infection  and  dehiscence  is  comparable  to  all 
cut-down  procedures.  Inadvertent  rupture  of 
a lymph  channel  is  not  of  significance,  and 
the  interstitial  oil  droplets  are  metabolized 
eventually.  The  skin  stain  at  the  point  of  in- 
jection and  frequently  along  the  anterior  tib- 
ial  area  from  the  Evans  blue  is  gradually 
resorbed  over  a period  of  two  to  four  weeks. 
The  residual  contrast  media  in  the  para- 
aortic chain  may  last  for  several  months, 
and  therefore  may  be  confused  with  causes 
of  calcification  on  future  abdominal  films. 


Discussion 

The  differentiation  of  the  subgroups  of 
the  lymphomas  is  not  adequate.  The  greatest 
help  to  the  pathologist  is  to  direct  the  sur- 
geon to  a mass  of  nodes  detected  by  preop- 
erative lymphangiography.  There  is  no  evi- 
dence that  the  borderline  subgroups  of  lym- 
phomas can  be  differentiated  radiographic- 
ally. Indeed,  the  more  malignant  forms  of 
Hodgkin’s  disease  may  well  be  confused  with 
the  lymphosarcomas  radiographically  as  well 
as  microscopically. 

The  leukemias  cannot  be  differentiated 
since  the  appearance  of  the  leukemic  node 
depends  entirely  on  the  volume  of  the  leu- 
kemic cells  in  the  medullary  portion  of  the 
node  with  subsequent  intra-nodal  obstruc- 
tion. If  some  degree  of  distention  is  not  pres- 
ent, a diagnosis  of  leukemia  cannot  be  made. 
If  there  is  massive  enlargement,  the  appear- 
ance merges  with  that  of  lymphosarcoma. 

The  diagnosis  of  acute  and  chronic  infec- 
tion in  a node  is  made  by  exclusion  more 
than  by  objective  evidence.  As  previously 
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described,  the  criteria  for  an  acute  infection 
are  an  enlarged  node,  intra-nodal  obstruc- 
tion, some  distal  extra-nodal  obstruction  seen 
in  the  afferent  chain,  and  possibly  a filling 
defect  of  smooth  contour  if  abscess  forma- 
tion is  present.  Note  the  overlapping  of  the 
description : Enlarged  nodes  as  seen  with 
lymphosarcoma ; intra-nodal  obstruction  as 
seen  with  leukemia ; and  filling  defects  as 
seen  with  metastases.  Usually  these  are  uni- 
lateral and  related  to  a distal  infection, 
which  is  in  the  active  phase. 

A node  with  chronic  low-grade  infection 
will  be  slightly  enlarged,  show  some  distal 
obstruction,  and  will  have  an  irregular  in- 
ternal filling  (scarring)  defect  as  seen  with 
Hodgkin’s  disease.  Conversely,  not  all  Hodg- 
kin’s nodes  are  of  the  conglomerate  mass 
type  and  therefore,  a single  Hodgkin’s  node 
could  be  easily  diagnosed  as  a chronic  in- 
fection. 

One  must  assume  that  the  nodes  in  the  up- 
per femoral  and  inguinal  areas  showing  these 
features  are  a result  of  probable  infection 
by  virtue  of  their  probability  of  exposure. 
These  nodes  in  the  deep  iliac  chains  in  the 
female  are  to  be  regarded  with  the  same 
suspicion,  particularly  if  there  is  a history  of 
a pelvic  inflammatory  disease. 

Nodes  that  have  been  exposed  to  radio- 
therapy become  centrally  fibrosed  and  fre- 
quently retain  the  peripheral  sinus  filling, 
thus  giving  a picture  of  a chronically  in- 
fected node  or  even  a Hodgkin’s  disease  node, 
depending  upon  the  amount  of  intra-nodal 
fibrosis. 

Inflammatory  reaction  of  nodes  in  the 
para-aortic  areas  following  extensive  abdom- 
inal surgery  are  also  confusing  in  that  they, 
too,  present  findings  of  central  nodal  fibro- 
sis. 

In  some  of  the  foregoing  statements,  it  is 
evident  that  one  must  approach  the  diagnosis 
of  Hodgkin’s  disease  and  metastases  with 
caution  in  view  of  a history  of  infection,  sur- 
gery, or  radiotherapy. 

Lymphoceles  and  chylothorax  are  ade- 
quately and  easily  diagnosed  with  lymphan- 
giography, and  cannot  be  confused  with  other 
conditions  because  of  the  density  of  extra- 
vasated  Ethiodol. 

Edema  of  an  extremity  may  offer  the  cli- 
nician a perplexing  problem  in  differentiat- 
ing lymphedema  and  edema  as  a result  of 
phlebothrombosis.  A lymphangiogram  of  this 
limb  will  conclusively  implicate  or  exclude 
the  lymphatics  as  a related  causative  factor.7 


The  diagnosis  of  metastases  has  dangerous 
potentialities.  The  criterion  for  a metastatic 
lesion  is  an  eccentrically  placed,  scalloped, 
filling  defect  in  a node  with  or  without  dis- 
tal obstructive  signs. 

The  consensus  is  that  the  travel  of  the 
tumor  cell  through  the  lymphatic  channel  is 
halted  in  the  cortical  sinus  of  the  node  and 
then  proceeds  to  grow.10  In  so  doing,  these 
tumor  cells  push  the  normal  architecture 
aside  and  the  deeper  sinuses  of  the  nodes 
continue  to  be  outlined  and  therefore  out- 
line this  mass.  If  the  afferent  channel  be- 
comes obstructed  by  the  tumor  mass,  this 
channel  then  demonstrates  characteristic  ob- 
structive phenomena,  such  as  dilatation  and 
beading.  As  the  obstruction  becomes  com- 
plete, there  is  no  filling  of  this  afferent 
channel  from  its  distal  point  of  bifurcation 
up  to  the  periphery  of  the  node.  A happen- 
stance positioning  of  a previous  infection, 
with  subsequent  scarring,  will  also  demon- 
strate no  filling.  The  size  and  position  of  the 
nodes  are  inconsistent ; one  is  not  allowed  to 
make  a diagnosis  of  complete  replacement 
of  a node  by  virtue  of  not  seeing  one  in  this 
area. 

Another  limitation  to  this  procedure  is  the 
inability  to  fill  the  most  lush  bed  of  intra- 
abdominal lymphatics,  the  mesenteric  sys- 
tem. This  system  empties  into  the  para-aortic 
chain  near  the  cisterna  chyli,  but  never  fills 
retrograde. 


Fig.  3.  Cervical  lymphangiogram  demonstrates  normal 
drainage  and  normal  nodes. 
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The  proven  advantages,  however,  are  defi- 
nite. The  procedure  usually  points  emphati- 
cally at  an  area  of  abnormality.  These  areas 
of  abnormal  lymph  node  structure  and  of  ab- 
normal channel  drainage  deserve  special  in- 
vestigation by  the  surgeon  for  a node  biopsy 
or  a node  dissecting  procedure.  The  thor- 
oughness of  the  surgical  procedure  can  be 
evaluated  both  during  and  after  operation. 

The  chemotherapist  and  radiotherapist 
can  follow  the  response  of  the  nodes  to  their 
various  modalities  of  treatment.5  The  added 
advantage  to  the  radiotherapist  is  proper  and 
adequate  portal  placement. 


Summary 

Lymphangiography  is  a worthwhile  pro- 
cedure when  used  for  defining  the  extent  of 
disease  rather  than  for  differential  diag- 
nosis. 

The  course  of  the  lymphatic  channels 
should  be  studied  to  implicate  abnormality 
of  drainage  and  to  suggest  areas  of  likely 
nodal  disease.  Abnormal  routes  may  be  a 
result  of  a mass  which  causes  displacement 
of  the  channel,  local  obstruction  of  a channel 
(node  obstruction),  or  widespread  obstruc- 
tion (lymphedema).  The  diseased  nodal 
architectural  alterations  determine  the  mor- 


phology, but  the  patterns  are  not  invariably 
definitive.  The  final  diagnostic  features  are 
dependent  upon  the  microscopic  appearance. 
The  practitioner  should  be  wary  of  diagnos- 
ing the  small  lesions  and  borderline  changes. 

The  procedure  is  of  particular  importance 
for  the  following: 

1.  To  determine  whether  edema  of  an  ex- 
tremity is  due  to  lymphatic  or  venous  edema 
or  both. 

2.  To  identify  involved  lymph  nodes  before 
biopsy. 

3.  To  guide  the  radiotherapist  in  deter- 
mining areas  to  be  treated. 

4.  To  aid  the  surgeon  in  determining  the 
adequacy  of  dissection.  (Radiographs  in  the 
operating  room  may  identify  residual  lymph 
nodes  during  a retroperitoneal  or  pelvic 
lymph  node  dissection.) 

5.  To  recognize  and  record  the  response 
to  radiotherapy  or  chemotherapy  by  compar- 
ing films  taken  before  and  after  therapy. 
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AMA-ERF  May  Limit  Loans 

Unless  the  American  Medical  Association’s  Education  and  Re- 
search Foundation  can  collect  $1,000,000  during  1963,  the  AMA-guar- 
anteed  loans  to  medical  students  will  have  to  be  curtailed,  says  a re- 
port in  Medical  World  News. 

Loan  applications  continue  to  arrive  at  a rate  of  about  150  a 
week,  with  no  sign  of  a letup.  AMA-ERF  has  enough  money  on  hand 
to  guarantee  about  1,200  additional  loans,  since  it  lends  $12.50  for 
each  dollar  available.  At  the  rate  applications  are  arriving,  however, 
more  than  7,000  are  expected  before  the  year’s  end. 
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Angiography 

In  Occlusive  Cerebrovascular  Disease 


SHEFF  D.  OLINGER,  M.D. 


Angiographic  contrast  study  of  the 

arterial  structures  supplying  the  brain 
must  be  considered  in  the  perspective  of  his- 
torical and  current  trends  in  the  diagnosis 
and  therapy  of  cerebrovascular  disease. 
Great  progress  in  terms  of  refinement  of 
technique  and  materials  has  enabled  us  to 
derive  more  information  concerning  more 
vascular  structures  with  concomitant  de- 
crease in  the  morbidity  and  mortality  result- 
ing from  the  diagnostic  procedure. 

Angiography  of  the  cerebral  vessels  found 
its  first  applications  in  the  investigation  of 
vascular  anomalies  and  tumors,  and  re- 
mained for  many  years  primarily  a neuro- 
surgical diagnostic  technique.  Incidental  dis- 
covery of  a high  incidence  of  extravascular 
occlusive  lesions  subsequently  led  to  applica- 
tion of  this  technique  to  the  study  of  the  oc- 
clusive cerebrovascular  disorders.  Initially, 
this  was  undertaken  in  terms  of  differenti- 
ating extracranial  vascular  occlusive  disease 
amenable  to  surgical  treatment  and  all  the 
other  vascular  occlusive  diseases  which  were 
inaccessible  to  surgical  approach  and  treat- 
ed by  conservative  means.  The  impressive 
developments  in  the  surgical  treatment  of 
occlusive  cerebrovascular  disease  constitute 
a single  aspect  of  the  extensive  development 
of  newer  therapies  and  methods  of  investi- 
gating abnormalities  of  blood  flow  to  the 
brain.  Other  significant  areas  of  investiga- 
tion and  treatment  must  include  the  exten- 
sive experience  with  anticoagulant  therapy, 
the  continuing  experience  with  vasodilator 
drugs,  and  continued  research  and  develop- 
ments in  defining  focal  and  generalized  al- 
terations in  cerebrovascular  blood  flow  in  the 
normal  and  diseased  states. 

In  a recent  review  of  clinical  applications 


of  angiography  in  cerebrovascular  disease, 
Sahs5  posed  four  important  questions: 

1.  Have  we  improved  our  diagnostic  facilities 
to  the  point  where  we  can  be  reasonably  cer- 
tain that  a stroke  syndrome  is  originating  from 
the  intracranial  vascular  system,  or  from  ex- 
tracranial sources? 

2.  Are  the  potential  hazards  from  total  angi- 
ography of  the  neck  and  intracranial  vessels  an 
important  or  an  unimportant  consideration  in 
patients  of  this  age? 

3.  What  is  the  natural  history  of  patients 
with  occlusive  disease  of  the  neck  vessels,  and 
what  is  the  status  of  such  patients  on  a long- 
term basis? 

4.  What  are  the  indications  for  and  the  re- 
sults from  the  various  therapies  proposed? 

There  is  common  agreement  as  to  the  im- 
portance of  these  questions  as  they  may  be 
related  to  the  clinical  diagnosis  and  manage- 
ment of  stroke  syndrome.  There  has  been  a 
dramatic  change  in  the  attitudes  toward  this 
group  of  diseases  in  recent  years.  The  past 
lack  of  interest  in  accurate  diagnosis  of 
stroke  syndromes  and  underlying  pathologic 
changes  has  stemmed  directly  from  recog- 
nized inability  to  manage  strokes  effectively 
except  in  the  limited  terms  of  rehabilitation, 
support,  and  symptomatic  therapy.  The 
many  studies  in  recent  years  which  have 
suggested  the  feasibility  of  effective  prophy- 
lactic and  therapeutic  treatment  of  these  dis- 
orders have  renewed  interest  in  accurate 
specific  diagnosis  of  underlying  pathologic 


Clinical  evidence  often  is  insufficient  in 
evaluating  underlying  vascular  lesions  in  cer- 
ebrovascular disease.  Angiographic  studies 
usually  give  a clearer  picture  of  the  disease; 
hazards  are  few  and  anticipated  benefits 
are  great. 
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Fig.  1.  These  angiograms  were  made  in  an  82  year  old  man 
who  developed  rather  abrupt  right  hemiplegia  and  aphasia. 
These  films  reveal  a complete  obstruction  of  the  left  in- 
ternal carotid  artery  at  its  origin.  Injection  on  the  right 
side  shows  retrograde  filling  of  the  left  anterior  cerebral 
artery,  almost  to  the  bifurcation  of  the  internal  carotid 


artery.  The  left  middle  cerebral  artery  does  not  fill,  so 
this  situation  is  not  compensated  by  collateral  through 
the  external  carotid  or  opposite  carotid  system.  This  situ- 
ation, when  of  recent  onset,  may  be  amenable  to  success- 
ful surgical  treatment  with  alleviation  of  the  presenting 
symptoms. 


changes  in  stroke  syndromes.  The  internist 
and  general  practitioner  have  become  in- 
creasingly aware  of  the  necessity  to  diagnose 
the  clinical  situation  of  impending  stroke, 
and  to  attempt  to  separate  stroke  syndromes 
which  may  be  reasonably  treated  by  surgical 
or  appropriate  medical  therapies,  including 
anticoagulation.  The  questions  most  fre- 
quently asked  in  individual  clinical  situa- 
tions are  these : In  which  clinical  picture  is 
angiography  appropriate?  Which  strokes  are 
to  be  treated  by  anticoagulants,  which  by 
surgery,  and  in  which  are  these  therapies 
contraindicated  ?5 

These  determinations  are  obviously  de- 
pendent upon  the  nature  and  location  of  the 
vascular  lesion  responsible  for  the  stroke 
picture.  These  questions  cannot  be  answered 
without  recognition  of  this  basic  abnormal- 
ity. Sahs’  questions  might  be  rephrased  in  a 
broader  sense : Can  the  nature  of  the  vascu- 
lar abnormality  be  accurately  diagnosed  by 
clinical  examination  alone  or  in  combination 


with  laboratory  studies  such  as  electroen- 
cephalogram, retinal  artery  pressure  meas- 
urements, and  spinal  fluid  examination?  All 
of  these  indirect  methods  have  been  used  in 
the  clinical  diagnosis  of  stroke  syndromes. 
Electroencephalography  by  routine  and  spe- 
cialized techniques,  measurement  of  the  reti- 
nal artery  pressures,  various  tests  of  cere- 
bral blood  flow,  auscultation  of  the  head 
and  neck,  and  palpation  of  the  carotid  ar- 
teries are  used  in  conjunction  with  the  clin- 
ical neurological  examination. 

There  is  considerable  difference  of  opin- 
ion as  to  the  ability  To  make  accurate  diag- 
nosis of  the  pathologic  vascular  condition 
manifested  by  various  stroke  syndromes. 
One  authoritative  neurologic  opinion  indi- 
cates that  80  per  cent  of  vascular  lesions  may 
be  identified  by  clinical  neurological  exami- 
nation. It  has  been  the  author’s  impression 
that  the  accuracy  of  clinical  neurological  ex- 
amination and  other  routine  studies  in  pre- 
dicting the  site  and  degree  of  occlusive  dis- 
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Fig.  2.  This  patient  presented  right  severe  hemiparesis 
with  dysphasia  and  confusion.  The  initial  event  occurred 
five  days  prior  to  this  examination  and  fluctuation  of  the 
severity  of  the  symptoms  had  been  noted.  Constriction  is 
seen  in  the  internal  carotid  artery  at  its  origin  on  the  left 


side.  A high  grade  of  stenosis  was  discovered  at  operation 
Following  operation,  the  patient  had  immediate  improve- 
ment in  orientation  and  speech,  and  subsequently,  com- 
plete recovery  of  the  right  hemiparesis. 


Fig.  3.  Significant  and  rather  high  grade  occlusion  of  the 
artery  in  the  region  of  the  siphon  is  seen.  Because  of  the 
high  location  here,  surgery  is  contraindicated.  This  pic- 
ture, too,  relates  to  intermittent  attacks  of  hemiparesis. 
This  lesion  may  be  treated  appropriately  with  anticoagu- 


lant therapy.  Often,  insufficiency  in  the  middle  cerebral 
artery  itself  may  be  demonstrated.  This  type  of  insuffi- 
ciency may  also  occur  in  the  anterior  cerebral  artery  and 
may  be  easily  visible  on  angiographic  films. 


Fig.  4.  This  represents  a state  of  complete  occlusion  of  a 
branch  of  the  middle  cerebral  artery.  This  lesion,  if  asso- 
ciated with  a picture  of  profound  deficit  and  infarction, 
offers  little  reasonable  basis  for  the  application  of  anti- 
coagulant therapy,  and  anticoagulant  therapy  is  indeed 


Fig.  5.  This  shows  an  old  occlusion  of  the  left  internal 
carotid  artery  with  high  grade  of  occlusion  on  the  right 
side.  This  patient  developed  aphasia  and  right  hemiparesis 
with  complete  recovery  two  years  before  these  films  were 
made.  This  probably  accounts  for  occlusion  of  the  left 
carotid  artery.  Recovery  continued  until  the  patient  again 


accompanied  by  the  hazard  of  conversion  of  a pale,  anem- 
ic infarct  into  a bleeding,  hemorrhagic  infarct  if  applied 
early  in  the  course  of  this  type  of  lesion.  Cerebral  vaso- 
dilators and  supportive  therapy  would  be  indicated. 


began  to  have  difficulty  in  speaking  and  right  hemipar- 
esis, which  probably  relate  to  failure  of  the  collateral 
from  the  opposite  side.  This  lesion  is  amenable  to  surgery. 
This  patient  had  endarterectomy  with  internal  shunt,  and 
has  had  no  further  symptoms  of  intermittent  hemiparesis. 
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Fig.  6.  This  patient  developed  abrupt  inability  to  use  the  vealed  hemorrhagic  infarction.  The  patient  was  treated 

left  arm  and  leg,  accompanied  by  slight  dysarthria.  Ex-  immediately  with  anticoagulants.  It  appears  likely  that  the 

amination  revealed  flaccid  hemiparalysis  on  the  left  side.  use  of  anticoagulants  in  treating  completely  occluded 

These  films  were  made  two  days  following  the  onset  of  endartery  probably  resulted  in  conversion  to  hemorrhagic 

this  clinical  picture,  and  indicate  the  presence  of  a space-  infarction  and  subsequent  death, 

occupying  lesion  in  the  right  frontal  lobe.  Craniotomy  re- 


ease  is  extremely  poor.  Such  examinations 
give  no  information  regarding  the  state  of 
collateral  flow.  Neurological  examination 
does  define  the  degree  and  type  of  dysfunc- 
tion resulting  from  the  vascular  disease.  An 
identical  clinical  picture  can  and  often  is 
produced  by  vascular  occlusive  lesions  which 
are  varied  in  degree,  location,  and  character. 
The  author  believes  the  answer  to  Sahs’ 
question  is  “no”.  It  is  not  possible  to  identify 
the  vascular  lesion  resulting  in  stroke  syn- 
drome in  a large  proportion  of  strokes. 
There  is  a frequent  and  obvious  discrepancy 
in  clinical  impression  of  underlying  vascular 
status  and  angiographic  findings.  Angiog- 
raphy of  carotid  and  vertebral  vessels  is  the 
most  accurate  means  presently  available  for 
identification  of  vascular  lesions  related  to 
strokes. 

The  illustrations  indicate  some  of  the  le- 
sions which  may  be  related  to  the  same  neu- 
rologic picture,  lateralized  neurologic  deficit 
of  impaired  function  in  the  area  of  distribu- 
tion of  the  internal  carotid  artery.  This  defi- 


cit may  be  extensive  or  relatively  confined, 
and  may  be  persistent  or  transient.  In  each 
of  the  clinical  situations  considered  here 
there  has  been  absence  of  headache,  negative 
plain  films  of  the  skull,  and  clear  spinal 
fluid  (Figs.  1-6). 

It  would  not  be  difficult  to  find  additional 
variations  in  location  and  type  of  vascular 
lesions  associated  with  this  deficit.  Let  us 
re-emphasize  that  the  common  denominator 
of  the  cases  illustrated  was  the  clinical  pic- 
ture of  acute  onset  of  lateralized  neurologic 
deficit.  It  is  not  necessary  to  dwell  long  on 
the  importance  of  accurate  definition  of  the 
vascular  lesions  relating  to  strokes.  The 
evaluation  of  any  form  of  therapy,  whether  it 
be  medical  or  surgical,  must  be  made  in 
terms  of  the  specific  pathologic  condition. 
Any  evaluation  of  the  effectiveness  of  a med- 
ical therapy  such  as  anticoagulation  must  be 
made  with  a basic  dependence  on  identifica- 
tion of  the  pathologic  vascular  lesion.  Cer- 
tainly, when  this  or  any  other  form  of  ther- 
apy is  employed  in  stroke  syndromes  without 
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this  identification,  it  is  apparent  that  the 
results  must  be  difficult  to  evaluate.  The 
practical  clinical  application  of  this  type  of 
therapy  also  should  rest  on  accurate  diag- 
nosis. It  will  be  apparent  that  the  use  of 
anticoagulants,  for  example,  in  the  cases  il- 
lustrated could  not  be  expected  to  produce 
any  uniform  type  of  result.  The  surgical 
treatment  of  extracranial  vascular  disease 
has  been  demonstrated  in  several  reports  to 
be  an  effective  form  of  therapy  in  many 
cases.  Anticoagulant  therapy  is  also  thought 
to  be  of  benefit  in  situations  of  insufficiency, 
particularly  where  this  insufficiency  may  be 
related  to  the  accumulation  of  recent  throm- 
bi. Here  again  the  accurate  delineation  of 
the  vascular  situation  underlying  the  stroke 
is  necessary  to  determine  accurate  prognosis 
and  choice  of  alternate  courses  of  long-term 
management. 

The  second  question  posed  by  Sahs  bears  a 
pertinent  relation  to  our  consideration  of 
angiography.  This  is : Are  the  potential  haz- 
ards from  total  angiography  of  the  neck  and 
intracranial  vessels  an  important  or  unim- 
portant consideration  in  patients  of  this  age  ? 
It  may  be  significant  that  most  reports  of 
series  with  statistics  relating  to  morbidity 
and  mortality  are  reported  from  teaching 
centers  where  angiograms  are  performed  by 
persons  of  various  degrees  of  training  and 
experience.  There  are  wide  variations  in 
methods  of  anesthesia,  number  of  injections, 
and  other  aspects  of  the  technique  of  per- 
forming this  examination.  The  author  has 
encountered  few  complications  in  a series  of 
450  consecutive  angiograms,  virtually  all  bi- 
lateral studies.  These  were  performed  on  un- 
selected cases,  many  of  them  constituting  ex- 
tremely poor  risks  on  the  basis  of  their  pri- 
mary and  associated  diseases.  In  two  pa- 
tients who  were  in  the  progressive  phase  of 
stroke  evolution,  the  clinical  pictures  were 
worse  after  angiography.  Another  patient. 


treated  with  anticoagulant  therapy,  required 
evacuation  of  hematoma  from  the  neck  with 
no  other  complication.  A fourth  patient  de- 
veloped myocardial  infarction  in  the  post- 
operative period  and  died  one  week  later. 
The  remainder  of  our  group  of  patients  suf- 
fered no  detectable  change  in  neurologic 
status  or  other  significant  complication  from 
this  procedure. 

The  answer  to  this  second  question  should 
indicate  that  the  hazard  of  angiography  in 
these  cases  is  minimal.  The  author  will  not 
attempt  to  answer  Sahs’  question  as  to  the 
natural  history  of  patients  with  occlusive 
disease  of  the  neck  vessels,  nor  to  evaluate 
their  long-term  clinical  course.  Indications 
for,  and  results  of,  the  various  therapies  are 
not  discussed  herein. 

It  would  be  pertinent  to  note  that  the  an- 
swers to  these  questions  must  be  determined 
on  the  basis  of  observation  of  patients  who 
have  had  angiographic  study  and  identifica- 
tion of  the  vascular  lesion  resulting  in  the 
clinical  stroke  picture. 

Organic  brain  syndrome,  or  the  “syndrome 
of  little  strokes”,  has  been  associated  with 
diffuse  cerebral  arteriosclerosis.  The  clinical 
picture  is  one  of  progressive  mental  and  so- 
matic deterioration  with  slowing  of  menta- 
tion, impairment  of  memory,  intermittent 
confusion,  and  personality  change.  It  is  usu- 
ally of  insidious  onset  with  occasional  super- 
imposition of  abrupt  events  of  minor  neuro- 
logic deficit  which  have  been  termed  “little 
strokes”.  I believe  that  this  term  has  led 
us  to  presume  that  the  “little  strokes”  are 
related  to  the  occlusions  of  little  vessels  and 
are  not  caused  by  occlusion  of  major  vessels. 
Angiographic  investigation  of  this  syndrome 
occasionally  produces  surprising  findings. 

In  one  case,  an  80  year  old  man  experi- 
enced progressive  mental  and  somatic  de- 
terioration, alteration  of  personality,  slow- 
ing of  mental  faculties,  and  intermittent  con- 
fusion over  a period  of  one  year.  He  devel- 
oped, on  one  occasion,  a brief  period  of 
numbness  of  the  left  leg,  and  subsequent  ex- 
amination revealed  a bruit  over  the  right 
carotid  artery.  This  patient  had  surgical 
treatment  with  subsequent  noticeable  im- 
provement in  mental  status  and  physical 
stamina.  This  type  of  case  is  interesting  in 
that  it  illustrates  the  difficulties  of  clinical 
definition  of  vascular  lesions  and  the  diffi- 
culties of  correlating  clinical  picture  and  vas- 
cular status. 
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Summary 

Careful  clinical  examination  and  consid- 
eration of  clinical  course  is  not  sufficient  to 
evaluate  the  underlying  vascular  lesions  in 
cerebrovascular  disease.  Routine  angiograph- 
ic investigation  in  clinical  pictures  of  cere- 
brovascular disease  ought  to  be  carried  out 
in  view  of  the  minimal  hazard  associated 
with  this  examination  and  the  benefits  to 
be  anticipated  in  terms  of  diagnosis,  man- 
agement, and  prognosis. 
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Just  Getting  Old 
May  Not  Account  for  Changes 

Many  manifestations  of  aging,  previously  considered  to  result 
from  the  aging  process  itself,  may  be  attributed  to  other  causes,  Public 
Health  Service  investigators  have  found. 

Collaborative  studies  by  a team  of  21  scientists  at  the  National 
Institute  of  Mental  Health,  National  Institutes  of  Health,  Bethesda, 
Md.,  indicate  that  social,  personality,  and  health  variables  all  appear 
to  be  of  considerable  importance  in  explaining  changes  that  occur  in 
older  persons.  The  findings  are  reported  by  Dr.  Robert  N.  Butler,  in 
the  current  issue  of  the  American  Journal  of  Psychiatry. 

In  general,  men  in  the  study  exhibited  mental  flexibility  and 
alertness  and  were  found  to  be  constructive,  resourceful,  and  opti- 
mistic. They  did  not  display  the  stereotyped  “rigidity”  commonly  be- 
lieved to  accompany  old  age. 

The  intellectual  performance  of  the  aged  group  reflecting  verbal 
abilities  was  found  to  be  superior  to  that  of  young  normal  controls, 
although  evidence  of  diminishing  function  was  observed  in  other  tests, 
particularly  in  psychomotor  speed. 

In  addition,  the  chronological  age  of  those  who  exhibited  symp- 
toms of  a mild,  early  mental  decline  did  not  differ  from  the  chrono- 
logical age  of  those  without  such  symptoms.  Thus  the  investigators 
were  led  to  question  the  commonly  accepted  importance  of  chrono- 
logical age  as  an  overriding  factor  in  the  development  of  psychiatric 
disorders  in  the  aged. 

The  social  factors  in  the  subject’s  immediate  environment  were 
found  to  be  very  closely  related  to  his  behavior  and  attitudes.  If  the 
social  environment  showed  qualities  of  deprivation,  as,  for  instance,  in 
the  loss  of  intimate  persons  or  loss  of  income,  the  subject’s  attitudes 
and  behavior  showed  more  deterioration  and  manifestation  of  de- 
pression. 


Volume  59,  MAY,  196 3 


417 


Chronic  Thyroiditis 

Surgical  Significance 

JOHN  F.  McKENNEY,  M.D.,  FEDERICO  C.  ROHDE,  M.D.,  and  JAMES  C.  STINSON,  M.D. 


FROM  EXPERIENCE  in  management  of 
chronic  thyroiditis  at  the  Scott  and  White 
Clinic,  conclusions  are  drawn  in  this  article 
on  the  surgical  significance  of  the  disease. 
A detailed  analysis  of  the  212  surgical  cases 
is  not  attempted.  The  clinical  impressions 
are  correlated  with  the  histopathologic  find- 
ings ; and,  by  such  correlations,  perhaps  the 
boundaries  between  the  indications  for  non- 
operative and  operative  therapy  can  be  dis- 
tinguished more  clearly. 

The  authors  are  in  complete  accord  with 
the  histopathology  of  thyroiditis  as  decribed 
by  Woolner,  and  others.27-29  The  three  major 
types  are:  (1)  granulomatous  thyroiditis  or 
de  Quervain’s  disease,  (2)  struma  lympho- 
matosa  or  Hashimoto’s  disease,  and  (3)  in- 
vasive fibrous  thyroiditis  or  Riedel’s  struma. 
In  selecting  the  material  for  this  presenta- 
tion, only  diffuse  chronic  thyroiditis  of  the 
Hashimoto  type  has  been  accepted. 

Struma  lymphomatosa,  Hashimoto’s  dis- 
ease, was  described  initially  in  1912. 10  For 
years  following  this  original  description,  the 
condition  was  a curiosity  to  be  considered 
lightly  and  dismissed.  Recently  interest  in 
the  disease  began  to  increase.  Confusing  ter- 
minology has  caused  further  discord,  but  an 
attempt  has  been  made  to  correct  this. 

Many  theories  concerning  the  etiology  of 
chronic  thyroiditis  have  been  offered.2’  9’  n> 
ig,  is,  24  a glimpse  was  not  gained  into  the 
real  cause  until  after  such  noteworthy  work 
as  that  of  Doniach,  Roitt,  and  co-workers,6’  20 
and  other  investigators.1’ 21- 26  Now,  struma 
lymphomatosa  generally  is  accepted  as  an 
auto-immune  disease  and,  as  such,  can  be 
recognized  by  precipitate,17  tanned  red  cell 
agglutination  tests,3  and  implied  by  the  ser- 
um protein-bound  iodine  and  butanol-extract- 
able  iodine  (PBI-BEI)  difference14  following 
careful  clinical  examination.  These  labora- 
tory tests  have  increased  diagnostic  accur- 
acy, but  they  fall  short  of  providing  answers 
to  many  questions. 


Several  years  ago,  chronic  thyroiditis  was 
thought  to  occur  infrequently.  McConahey, 
and  others,14  have  noted  the  rising  incidence 
of  the  disease.  In  reviewing  experience  at 
the  Scott  and  White  Clinic,  this  fact  readily 
becomes  apparent  (Fig.  1).  Whether  a true 
increase  in  the  incidence  of  the  disease  is 
represented,  or  whether  modern  clinicians 
are  less  willing  to  accept  unexplained  hypo- 
thyroidism as  a true  diagnosis  remains  a 
controversial  question.  If  an  increase  in  inci- 
dence has  occurred,  the  reason  for  this  in- 
crease remains  unexplained. 

SURGICAL  SIGNIFICANCE  OF  CHRONIC  THYROIDITIS 


CLINICAL  DIAGNOSIS  623  CASES  SCOTT  a WHITE  CLINIC 

No.  of 
Coses 


More  recently,  reports  associating  carci- 
noma of  the  thyroid  gland  with  chronic  thy- 
roiditis have  appeared  in  the  literature.3’  8- 
i3, 19, 22, 23, 29  qqie  rep0rted  incidence  of  the  co- 
existence of  these  conditions  varies  from  2.8 
to  15  per  cent  (Table  1).  Whether  the  carci- 
noma was  associated  with  diffuse  thyroid- 
itis, or  whether  thyroiditis  was  localized  to 
the  region  of  the  carcinoma  was  not  stated 
definitely.  Such  discrepancies  in  reporting 
added  to  confusion.  Without  the  benefit  of 
microscopic  study,  the  clinician  must  have 
certain  standards  upon  which  he  can  diag- 
nose the  condition  and  base  rational  therapy. 
In  the  absence  of  such  reliable  criteria,  op- 
erative intervention  of  some  type  is  indicated 


418 


TEXAS  State  Journal  of  Medicine 


The  authors  advocate  complete  clinical 
evaluation  of  the  patient  with  chronic  thy- 
roiditis by  both  the  internist  and  the  sur- 
geon. From  their  observations,  they  note 
significant,  rational,  and  safe  indications 
for  medical  and  surgical  management. 


in  the  treatment  of  all  patients  with  chronic 
thyroiditis. 

A brief  review  of  the  histopathology  is 
indicated;  it  is  upon  these  criteria  that  a 
microscopic  diagnosis  of  struma  lymphoma- 
tosa  can  be  made.  The  most  distinctive  single 
histopathologic  feature  in  the  thyroid  gland 
is  the  presence  of  a lymphoid  infiltrate.  A 
plasma  cellular  infiltrate,  although  noted,  is 
not  a prominent  finding  in  the  authors’  ex- 
perience. Other  abnormalities  include  dis- 
ruption of  the  basement  membrane  of  some 
follicles,  the  presence  of  macrophages  in  the 
colloid  tissue,  and  fibrosis.  Individual  cells, 
histologically  similar  to  Hurthle  cells,  were 
observed  rarely  in  this  series. 

Glands  presenting  focal  thyroiditis  were 
excluded  from  this  study.  Speculation  exists 
regarding  the  etiology  of  the  focal  type  of 
chronic  thyroiditis ; an  appealing  theory  is 
that  the  focal  type  is  the  infantile  state  of 
diffuse  struma  lymphomatosa.  Disintegra- 
tion of  the  follicular  basement  membrane  by 
any  means  would  permit  thyroglobulin  to 
leak  from  the  follicle.  The  presence  of  this 
protein,  normally  foreign  to  the  extrafollicu- 
lar  tissue,  would  stimulate  lymphoid  inva- 
sion and  production  of  local  antibodies — an 
early  step  in  the  auto-immune  process.  At 
this  stage,  the  diagnosis  of  thyroiditis  is 


microscopic  rather  than  clinical.  The  simul- 
taneous occurrence  of  focal  thyroiditis  with 
other  affections  of  the  thyroid  gland  (carci- 
noma, thyrotoxicosis,  and  nodular  goiter) 
causes  further  difficulty  in  assaying  the  im- 
portance of  this  process.  Focal  thyroiditis, 
when  profuse,  becomes  indistinguishable 
from  diffuse  struma  lymphomatosa.  More 
investigation  is  needed  before  its  true  sig- 
nificance can  be  determined. 

The  findings  in  this  group  of  212  surgical- 
ly treated  patients  with  struma  lymphoma- 
tosa are  listed  in  Table  2.  One  hundred  and 
sixty-nine  surgical  specimens  of  thyroid 
glands  presented  the  typical  picture  of  stru- 
ma lymphomatosa.  In  37  additional  glands, 
benign  adenomas  were  associated  with  typi- 
cal struma  lymphomatosa.  Six  carcinomas 
were  present.  Seventy-three  of  these  surgical 
specimens  were  from  patients  whose  entire 
thyroid  gland  was  removed  by  thyroidecto- 
my. 

Thus,  in  212  surgical  specimens,  six  thy- 
roid carcinomas  were  found  (Table  3).  Us- 
ing Broders’  classification,  an  analysis  of 
these  malignant  neoplasms  indicated  five 
were  adenocarcinoma,  grade  I ; and  one  was 
adenocarcinoma,  grade  II.  Tavo  were  papil- 
lary ; two  were  follicular,  and  tAvo  Avere 
mixed  papillary  and  follicular  adenocarci- 


Table  1. — The  Surgical  Significance  of  Chronic 
Thyroiditis  Associated  with  Carcinoma. 


Author 

Date 

Chronic  Thyroiditis 
No.  of  Cases 

% of 

Carcinoma 

Lindsay 

1952 

159 

15.0 

Dailey 

1955 

278 

12.5 

Pollock 

1958 

52 

11.0 

Schlicke 

1960 

103 

8.7 

Fowler 

1960 

? 

8.0 

Shands 

1960 

44 

6.8 

Glass 

1960 

137 

5.1 

W oolner 

1959 

605 

2.9 

Scott  and 

White 

Clinic 

1962 

212 

2.8 

Table  2. — The  Surgical  Significance  of  Chronic 
Thyroiditis,  Statistical  Data,  Scott  and  White 
Clinic. 


No.  of 
Cases 

Typical  Hashimoto’s  struma 
lymphomatosa 

169 

Typical  Hashimoto’s  struma 
lymphomatosa  with  adenoma 

37 

Typical  Hashimoto’s  struma 
lymphomatosa  with  carcinoma 

6 

Total 

212* 

*73  patients  were  treated  by  total 

thyroidec- 

tomy. 

Volume  59,  MAY,  1963 


419 


CHRONIC  THYROIDITIS  — McKenney,  et  al.  — continued 


nomas.  In  this  regard,  the  literature  is  fair- 
ly consistent.  Nearly  all  authors  who  report 
carcinoma  coexistent  with  thyroiditis  state 
that  the  malignancy  is  of  a low  grade. 

The  2.8  per  cent  incidence  of  carcinoma  in 
patients  with  struma  lymphomatosa  in  this 
series  cannot  be  ignored,  and  any  therapeutic 
approach  to  the  problem  must  involve  seri- 
ous consideration  of  this  fact.  The  clinical 
records  were  studied  carefully  to  determine 
if  any  findings  in  the  clinical  evaluation  of 
these  patients  would  cause  the  physician  to 
suspect  the  coexisting  neoplasia;  or,  if  by 
comparing  these  clinical  findings  with  the 
pathologic  reports,  certain  abnormalities  in 
the  thyroid  gland  could  be  correlated  to  form 
the  basis  for  treatment.  The  following  re- 
sults were  considered  significant  (Table  3)  : 


Table  3. — The  Surgical  Significance  of  Chronic 
Thyroiditis  Associated  with  Carcinoma,  Scott 
and  W hite  Clinic. 


Case 

Clinical  Impression 

Pathologic  Diagnosis 

1 

Adenoma,  r.  lobe 

Mixed  adenocarcino- 
ma, gr.  I 

2 

Multinodular  g-oiter 

Papillary  adenocarci- 
noma, gr.  I 

3 

Adenoma,  r.  lobe 

Follicular  adenocar- 
cinoma, gr.  I 

4 

Chronic  thyroiditis 

Follicular  adenocar- 

(with  nodule) 

cinoma,  gr.  II 

5 

Nodular  goiter 

Papillary  adenocarci- 
noma, gr.  I 

6 

Adenoma,  r.  lobe 

Mixed  adenocarcino- 
ma, gr.  I 

In  five  of  the  six  patients  with  struma 
lymphomatosa  and  an  associated  carcinoma 
of  the  thyroid  gland,  the  thyroiditis  was  not 
suspected  clinically.  In  each  instance,  the 
clinician  and  the  surgeon  preoperatively  de- 
scribed the  abnormality  as  a nodular  goiter. 
At  the  time  of  operation,  the  thyroiditis  was 
identified  by  the  pathologist  and/or  the  sur- 
geon. In  the  remaining  case,  the  chronic  thy- 
roiditis was  diagnosed  preoperatively.  The 
patient  was  treated  surgically  because  of  a 
nodular  area  in  the  thyroid  gland. 

From  these  observations,  significant,  ra- 
tional, and  safe  indications  for  medical  and 
surgical  management  of  struma  lymphoma- 
tosa have  been  formulated.  Had  these  cri- 
teria been  applied  at  the  time  of  clinical  eval- 
uation, all  six  patients  with  carcinoma  of 
the  thyroid  gland  associated  with  chronic 
thyroiditis  would  have  received  surgical  ex- 


ploration and  identification  of  the  malignant 
lesion.  These  criteria  are  discussed  separate- 
ly, and  are  presented  as  a rational  approach 
to  the  treatment  of  struma  lymphomatosa. 


Treatment 

The  treatment  of  a patient  with  chronic 
thyroiditis  of  the  Hashimoto  type  may  be 
medical,  surgical,  or  combined.  Each  form 
of  therapy  has  a specific  place  in  the  man- 
agement of  this  disease. 

The  thyroid  gland  has,  in  addition  to  the 
ability  to  elaborate  sufficient  thyroxin  to 
maintain  the  euthyroid  state,  some  reserve 
capacity.  This  reserve  is  demonstrated  by  the 
patient  in  the  euthyroid  state  with  moderate 
thyroiditis  or  multiple  nodules.  When  follicu- 
lar destruction  by  any  process  exceeds  this 
reserve,  a break  in  compensation  occurs,  and 
hypothyroidism  results.  In  chronic  thyroid- 
itis, progressive  follicular  destruction  dimin- 
ishes this  reserve ; and,  if  the  disease  contin- 
ues, these  patients  eventually  develop  hypo- 
thyroidism. Then,  it  becomes  apparent  that 
thyroid  replacement  therapy  either  is  or  will 
be  required. 

The  deficient  elaboration  of  thyroxin  by 
the  thyroid  gland,  the  seat  of  chronic  thy- 
roiditis, will  release  the  inhibitory  block 
against  the  pituitary  thyrotropic  hormone. 
This  release  stimulates  the  thyroid  gland  to 
produce  more  thyroxin.  Such  stimulation  re- 
sults in  further  enlargement  of  the  gland 
and  the  goiter  of  thyroiditis.  A reversal  of 
this  process  is  possible  by  the  administration 
of  either  desiccated  thyroid  or  1-triiodothy- 
ronine.  The  presence  of  these  substances 
from  an  exogenous  source  will  block  the  thy- 
rotropic hormone  released  from  the  pituitary 
gland.  This  will  remove  the  proliferative 
stimulation  of  the  thyroid  gland,  and  the 
inevitable  result  will  be  regression  in  the 
over-all  size  of  the  goiter.  In  essence,  such 
medication  has  put  the  gland  to  rest,  and 
the  patient’s  euthyroid  state  now  is  depend- 
ent upon  the  administered  replacement  ther- 
apy. Such  a gland  will  again  enlarge  if  this 
therapy  is  discontinued.  With  reference  to 
malignant  change,  there  is  interesting  specu- 
lation on  the  effect  of  this  bombardment  of 
the  gland  by  the  thyroid-stimulating  hor- 1 
mone  (TSH).  One  possibility  mentioned  is' 
that  the  thyrotropic  hormone  may  be  an  eti- 
ologic  factor  in  thyroid  neoplasms.4’ 25 
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Therapeutic  Indications 

Medical  Management. — Diffuse  gland 
smaller  than  two  to  three  times  normal  size. 
More  specifically,  the  patient  with  a diffusely 
enlarged,  firm,  or  rubbery  thyroid  gland 
which  is  free  of  any  nodularity,  but  is  small- 
er than  two  to  three  times  normal  size 
should,  in  the  authors’  opinions,  receive  med- 
ical therapy.  Adequate  desiccated  thyroid 
should  be  administered  to  these  patients  un- 
til their  condition  is  well  within  the  euthy- 
roid range.  Only  then  can  regression  in  size 
of  the  gland  be  expected  to  occur.  This  is 
the  only  indication  for  medical  management. 

Surgical  Management. — 1.  Diffuse  gland 
larger  than  two  to  three  times  normal  size. 
The  same  type  of  gland  larger  than  two  to 
three  times  normal  size  is  another  problem. 
This  patient  should  have  surgical  treatment. 
In  such  a situation,  the  gland  usually  is  so 
thick  that  accurate  palpation  becomes  diffi- 
cult and  a small  nodule  or  nodules  can  lie 
undetected  within  its  substance.  A gland  of 
this  size  is  slow  to  regress;  and,  frequently, 
complete  regression  is  unattainable.  Further, 
such  a gland,  by  virtue  of  its  size,  usually 
produces  pressure  symptoms ; that  is,  trache- 
al compression  or  deviation,  hoarseness,  and 
dysphagia.  For  these  reasons,  thyroidectomy 
is  the  treatment  of  choice. 

2.  Glands  which  fail  to  respond  to  ade- 
quate thyroid  replacement  therapy.  The  thy- 
roid gland,  the  seat  of  chronic  thyroiditis, 
which  initially  is  managed  medically  with 
the  establishment  of  the  euthyroid  state  but 
which  fails  to  regress  in  size  should  be  man- 
aged surgically.  Such  failure  to  regress  may 
be  due  to  unsuspected  neoplasia. 

3.  Glands  with  associated  nodular  lesion. 
The  presence  of  a nodule  or  nodules  in  the 
thyroid  gland,  irrespective  of  its  size,  im- 
mediately indicates  the  need  for  surgical  in- 
tervention. Such  a nodule  may  be  a lobula- 
tion of  the  gland;  it  may  be  an  associated 
adenoma ; or,  it  may  be  a carcinoma.  In  this 
study,  37  adenomas  were  associated  with 
struma  lymphomatosa,  an  incidence  of  12.6 
per  cent.  Nonsurgical  management  of  an 
adenoma  is  indicated  rarely.15  Further,  in 
this  series,  the  neoplasms  were  of  the  papil- 
lary, follicular,  and  mixed  types.  Although 
neoplasms  may  present  multicentricity,  such 
a thyroid  carcinoma  has  not,  in  the  authors’ 
experience,  occurred  as  a diffuse  lesion  in- 
volving the  entire  gland. 

4.  Asymmetrical  enlargement.  Suspicion 
should  be  cast  upon  any  clinical  diagnosis  of 
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chronic  thyroiditis  of  the  Hashimoto  type 
which  involves  only  one  lobe  of  the  thyroid 
gland.  Struma  lymphomatosa  is  a diffuse 
process,  and  all  patients  with  a diagnosis  of 
unilateral  involvement  should  have  surgical 
exploration.  Too  frequently,  the  clinical  di- 
agnosis is  erroneous,  and  a deep-seated  ade- 
noma or  carcinoma  is  found  at  operation. 

If  these  therapeutic  indications  had  been 
applied  to  all  of  the  cases  of  thyroiditis  in 
this  series,  a patient  with  a carcinoma  of  the 
thyroid  gland  would  not  have  been  denied 
surgical  therapy.  These  criteria  assume  more 
importance  with  the  knowledge  that  many  of 
the  operations  were  performed  when  thy- 
roidectomy was  considered  the  treatment  of 
choice  for  struma  lymphomatosa. 

Once  surgical  therapy  is  indicated,  the  se- 
lection of  the  operative  procedure  remains 
controversial.  In  most  reports  reviewed  in 
the  literature,  subtotal  thyroidectomy  was 
the  procedure  employed  most  frequently,  and 
this  therapy  will  suffice  in  most  instances. 
It  should  be  remembered,  however,  as  has 
been  previously  implied,  that  nearly  all,  if 
not  all,  of  these  patients  will  require  thyroid 
replacement  therapy  to  prevent  or  combat 
hypothyroidism  and  myxedema  and,  further, 
to  prevent  recurrences  following  any  opera- 
tive procedure  less  radical  than  total  thy- 
roidectomy. In  the  latter  instance,  thyroid 
replacement  therapy  is  indicated  only  to  pre- 
vent myxedema. 

In  any  patient  operated  upon  for  chronic 
thyroiditis,  in  whom  coexisting  carcinoma  is 
found,  the  surgical  treatment  must  be  based 
upon  the  histologic  and  physiologic  charac- 
teristics of  that  particular  neoplasm,  irre- 
spective of  the  associated  thyroiditis.  In  in- 
stances in  which  carcinoma  is  not  present, 
more  latitude  is  possible  for  selecting  the 
surgical  procedure.  The  large  gland,  or  the 
smaller  gland  which  has  failed  to  regress  un- 
der adequate  replacement  therapy,  is  best 
handled  by  total  thyroidectomy.  Following 
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such  treatment,  recurrences  are  avoided,  and 
the  possibility  of  subsequent  malignant  neo- 
plasia is  diminished. 

Lobectomy  appears  to  be  adequate  therapy 
for  unilateral  involvement;  however,  the 
contralateral  lobe  should  be  examined  care- 
fully and  completely,  and  an  adequate  biopsy 
should  be  done. 

The  thyroid  gland  presenting  nodularity 
is  a different  problem.  In  some  instances,  so 
many  lobules  are  scattered  throughout  both 
lobes  that  confusion  exists.  Total  removal 
of  the  gland  is  indicated.  If  a single  nodule 
is  present,  its  removal  and  microscopic  study 
should  constitute  the  primary  procedure. 
Once  proved  benign,  a decision  for  further 
surgical  treatment  is  controversial.  In  such 
a situation,  the  authors  prefer  to  completely 
decompress  the  trachea,  to  examine  both 
lobes,  and  to  take  a specimen  for  biopsy. 
This  technique,  in  addition  to  giving  an  ade- 
quate microscopic  study  of  the  gland,  relieves 
tracheal  compression.  Also,  it  may,  in  a few 
instances  in  which  Riedel’s  struma  follows 
struma  lymphomatosa,  obviate  the  necessity 
for  further  operative  intervention.  Whether 
struma  lymphomatosa  blends  into  Riedel’s 
struma  or  whether  the  latter  is  a late  stage 
of  Hashimoto’s  disease,  as  has  been  postu- 
lated, remains  unsettled.12 


Combined  Therapy. — If  recurrences  are  to 
be  avoided,  patients  with  struma  lymphoma- 
tosa should  receive  desiccated  thyroid  or  1- 
triiodothyronine  therapy  following  any  sur- 
gical intervention.  This  practice  attains 
greater  significance  in  any  patient  treated 
by  procedures  less  radical  than  total  thyroid- 
ectomy. In  such  a patient,  the  suppressing 
effect  of  these  substances  on  the  thyroid 
remnant  is  desirable  to  combat  thyroid  neo- 
plasia. 


Summary 

Experience  in  the  surgical  management 
of  212  patients  with  struma  lymphomatosa 
(Hashimoto’s  disease)  at  the  Scott  and 
White  Clinic  has  been  reviewed ; and  from 
these  observations,  significant,  rational,  and 
safe  indications  for  the  medical  and  surgical 
management  of  this  disease  have  been  for- 
mulated. The  recommended  program  em- 
bodies complete  clinical  evaluation  of  the 
patient  by  both  the  internist  and  the  sur- 
geon. The  criteria  for  management  should 
not  be  construed  as  implying  that  Hashi- 
moto’s disease  is  either  a pure  medical  or  a 
pure  surgical  problem. 

t Drs.  McKenney,  Rohde,  and  Stinson,  Scott  and 
White  Clinic,  Temple. 


A complete  bibliography  may  be  obtained  from  the  senior 
author. 


On  Vassar  and  Non-Virgins 

The  president  of  Vassar  College  spoke  to  her  students  recently  in 
opposition  to  the  current  fashion  of  sexual  promiscuity.  Her  remarks 
aroused  a furor  of  criticism  and  she  was  denounced  for  “interfering 
with  the  freedom  of  her  students”.  Miss  Sarah  Gibson  Blanding  based 
her  stand  on  moral  grounds.  She  stressed  the  “indecency”  of  promis- 
cuity. She  held  that  the  promiscuous  girl  is  not  living  up  to  the 
“standard”  of  conduct  that  we  may  expect  of  the  college  student,  and 
suggested  that  Vassar  might  be  justified  in  expelling  those  who  vio- 
late this  standard.  Agreeing  with  everything  Miss  Blanding  said,  Dr. 
Max  Levin,  in  an  original  feature  in  Psychiatric  Notes,  points  out  that 
she  left  out  the  strongest  argument  of  all.  Aside  from  the  question  of 
decency  and  morality,  promiscuity  is  bad  because  it  is  harmful  to  the 
young  woman.  It  works  against  her  interests.  Human  nature  being 
what  it  is,  the  demonstration  that  a course  of  action  is  harmful  is 
more  likely  to  be  effective  than  the  argument  that  it  is  indecent  or 
immoral. 

— Current  Medical  Digest 
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Regional  Chemotherapy  of  Head  and  Neck  Tumors 
By  Intra-Arterial  Infusion  Techniques 

BERNARD  L.  YOLLICK,  M.D.,  and  DONALD  A.  CORGILL,  M.D. 


IT  IS  UNFORTUNATE  that  almost  every 
chemical  known  to  have  cancerocidal 
properties,  is  also  toxic  to  normal  cells.  Re- 
gional chemotherapy  would  be  unnecessary 
if  a drug  were  known  which  affects  tumor 
cells  yet  was  harmless  to  normal  tissues.  Ac- 
cordingly, to  increase  the  differential  be- 
tween the  cancerocidal  dose  and  the  toxic 
dose  of  anticancer  drugs,  a number  of  tech- 
niques have  been  developed. 

The  earliest  was  the  use  of  intermittent 
intra-arterial  injection  which  resulted  in  a 
large  concentration  of  the  drug  in  the  tumor 
area,  as  compared  to  the  dilution  which  fol- 
lowed when  the  drug  flowed  off  into  the  gen- 
eral circulation.  Systemic  toxicity  could  not 
be  entirely  prevented  by  this  technique  and 
the  dose  was  limited  by  its  effect  on  the  bone 
marrow  and  other  normal  tissues.  The  pro- 
cedure was  first  described  by  Klopp5- 6 who  in 
1950  reported  that  intermittent  injections  of 
nitrogen  mustard  (HN2)  into  an  artery  sup- 
plying a tumor  area  produced  definite  local 
regressions  of  cancers  which  had  been  un- 
affected previously  by  the  intravenous  ad- 
ministration of  the  same  drug. 

To  further  enhance  the  local  effects  of 
anticancer  drugs,  a method  of  isolated  per- 
fusion of  the  tumor-bearing  area  was  devel- 
oped and  reported  by  Creech  and  others  in 
1958. 2 Using  an  extracorporeal  circuit,  it  was 
found  possible  to  inject  blood  containing  an 
alkylating  agent  such  as  phenylalanine  mus- 
tard into  an  artery,  and  then  to  drain  it  off 
through  a vein,  maintaining  an  isolated  oxy- 
genated circulation  for  30  to  60  minutes. 
This  procedure  prolonged  the  contact  which 
the  agent  had  with  the  neoplasm  and,  aside 
from  the  leakage  factor,  tended  to  decrease 
systemic  toxicity.  In  the  head  and  neck,  the 
leakage  factor,  however,  is  so  great  that 
practical  isolated  perfusion  of  tumors  is  not 
as  feasible.  During  perfusion,  it  is  believed 


that  the  oxygen  enhances  the  action  of  the 
alkylating  agent  which  is  radiomimetic. 

Even  longer  contact  with  an  anticancer 
drug  is  possible  by  the  use  of  continuous 
intra-arterial  infusion  of  the  antimetabolite, 
methotrexate,  as  described  by  Sullivan  in 
1959.10’ 11  A solution  of  methotrexate  is 
pumped  into  the  artery  supplying  a tumor- 
bearing area  for  a period  of  one  to  two  weeks 
or  more,  and  at  the  same  time  the  antagonist, 
eitrovorum  factor  (Leucovorin) , is  given  ev- 
ery four  to  six  hours  intramuscularly.  The 
steadily  maintained  high  local  concentration 
of  methotrexate  in  the  tumor  area  produces 
a prolonged  action  on  the  neoplasm.  Sys- 
temic toxicity  is  prevented  by  the  metabolite, 
eitrovorum  factor,  which  can  readily  mini- 
mize the  action  of  the  diluted  methotrexate 
running  off  in  the  general  circulation.  Be- 
cause of  the  high  concentration  of  the  anti- 
metabolite in  the  tumor  area,  eitrovorum 
factor  given  intramuscularly  has  relatively 
little  chance  of  preventing  the  adverse  bio- 
logical effects  in  this  area.  Further,  by  giv- 
ing the  antimetabolite  continuously,  it  is 
more  likely  to  come  in  contact  with  tumor 
cells  in  a vulnerable  stage  of  their  metabolic 
activity.  It  is  believed  that  methotrexate 
probably  has  its  adverse  effect  on  cells  in 
the  metaphase  and  so  continuous  infusion  in- 
creases the  chances  of  neoplastic  cells  even- 
tually being  confronted  with  the  drug  in 
this  phase  of  mitosis. 

In  spite  of  these  improvements  in  tech- 
niques of  cancer  chemotherapy,  prolonged 
cures  have  not  yet  been  reported  and  the 


The  authors'  experience  with  a new  technique 
of  oxygen  enhancement  of  radiosensi- 
tivity using  intra-arterial  hydrogen  peroxide 
is  reported  and  their  work  with  infusion 
of  methotrexate  is  described. 
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authors’  experience  with  them  has  not  been 
entirely  gratifying.  In  this  article,  experi- 
ences with  the  infusion  of  methotrexate  are 
described  as  are  the  investigators’  experi- 
ences with  the  most  recent  technique  of  oxy- 
gen enhancement  of  radiosensitivity  using 
intra-arterial  hydrogen  peroxide. 


Indications  for  Treatment  with  Methotrexate 

In  general,  this  procedure  was  used  on 
inoperable  head  and  neck  tumors  which  could 
conceivably  be  cured  or  palliated  by  regres- 
sion. In  some  cases,  tumors  were  treated  pre- 
operatively  in  the  hope  that  regression  would 
enable  a less  extensive  surgical  procedure. 
In  a few  cases  the  infusion  was  used  before 
radiotherapy  in  an  effort  to  produce  a cumu- 
lative effect. 


Technique  of  Methotrexate  Infusion 

Insertion  of  the  Cannula. — For  the  con- 
tinuous infusion  of  methotrexate  into  a tu- 
mor area  of  the  head  and  neck,  a cannula  is 
inserted  into  an  accessible  artery  which  sup- 
plies this  area.  The  external  carotid  artery 
was  used  exclusively  at  first  but  insertion 
of  the  cannula  here  is  a major  procedure  and 
frequently  involves  violating  a field  where 
cancer  surgery  may  later  become  necessary. 
Accordingly,  the  investigators  worked  out  a 
simple  technique  for  retrograde  insertion  of 
the  cannula  via  the  superficial  temporal  ar- 
tery.13 Briefly,  it  involves  first  making  a 
vertical  incision  one  and  one-half  inches  long 
in  front  of  the  ear  over  the  arterial  pulse. 
Just  as  in  a cut  down  procedure,  the  artery 
is  dissected  out  and  ligated  distally  and  then 
a loose  tie  is  placed  around  it  proximally.  A 
transverse  incision  inclined  downwards  is 
made  in  the  artery  and  a No.  5 French  poly- 
vinyl infant  feeding  cannula  is  inserted  down 
the  artery  to  the  level  of  the  upper  border  of 
the  thyroid  cartilage.  The  latter  marks  the 
site  of  origin  of  the  external  carotid  artery. 
The  multiple  perforations  should  be  cut  off 
the  end  of  the  cannula  prior  to  its  insertion, 
and  a strip  of  umbilical  tape  or  another  can- 
nula the  same  size  should  be  used  to  gauge 
the  length  of  tubing  which  has  been  inserted. 
About  3 to  6 cc.  of  2 per  cent  fluorescin  is 
injected  through  the  cannula  which  is  then 
stoppered  to  prevent  back  flow  of  blood.  A 


Wood’s  ultraviolet  light  is  turned  on  the  pa- 
tient’s face  and  the  operating  room  lights 
are  extinguished.  Usually  within  one  minute, 
a yellow  colored  fluorescence  will  be  evident 
on  the  skin  and  mucosa  in  the  area  of  dis- 
tribution of  the  branches  of  the  external 
carotid  artery.  Frequently,  it  can  be  seen  to 
stop  abruptly  at  the  midline.  If  the  tumor 
lies  in  this  area  of  fluorescence,  the  cannula 
can  be  assumed  to  be  accurately  placed  and 
the  proximal,  loosely-tied  suture  tightened 
around  the  artery  containing  the  cannula.  If 
the  tumor  does  not  appear  to  be  in  the  area 
of  fluorescence,  the  cannula  must  be  adjust- 
ed by  pulling  it  upward  or  pushing  it  down- 
ward. Although  the  superficial  temporal  ar- 
tery is  usually  tortuous,  by  dissecting  it 
proximally  for  a considerable  distance  and 
stretching  it,  it  is  possible  to  insert  a can- 
nula here  in  at  least  75  per  cent  of  patients. 
If  the  cannula  cannot  be  passed  down  this 
vessel,  it  is  possible  to  use  the  facial  artery 
where  it  crosses  the  lower  border  of  the 
mandible,  if  care  is  taken  to  avoid  injury  to 
the  ramus  marginalis  mandibulae  of  the  fa- 
cial nerve.  Another  artery  which  can  be  used 
is  the  occipital  artery  which  is  found  by  pal- 
pating its  pulse  in  the  superficial  fascia 
about  2 cm.  behind  and  slightly  above  the 
tip  of  the  mastoid  process.  Also,  the  superior 
thyroid  artery  may  be  used. 

Insertion  of  the  cannula  into  the  external 
carotid  artery  directly  can  be  done  under  lo- 
cal or  general  anesthesia.  After  exposure  and 
isolation  of  the  lower  end  of  the  vessel  be- 
tween bulldog  clamps,  a loose  silk  000  purse- 
string suture  is  placed  in  the  origin  of  the 
artery.  A 0000  chromic  catgut  suture  with  a 
needle  on  each  end  is  tightly  tied  around  the 
cannula  2 mm.  from  its  end.  These  two 
needles  are  inserted  into  the  artery  through 
a small  stab  wound  in  the  center  of  the  purse- 
string and  are  brought  out  of  the  artery 
separately  about  1 cm.  above  the  stab  wound. 
By  putting  traction  on  the  two  needles,  the 
cannula  will  be  pulled  into  the  artery  through 
the  stab  wound  and  then  about  1 cm.  up  the 
artery.  The  two  ends  of  the  catgut  suture 
are  tied  on  the  outside  of  the  artery  and  the 
purse-string  also  is  tied.  The  distribution 
can  be  checked  with  injected  fluorescin.  In 
all  cases  the  cannula  is  sutured  to  the  skin 
in  the  form  of  a loop,  so  that  a pull  on  its 
distal  end  will  be  expended  in  straightening 
out  this  loop.  Following  its  satisfactory  in- 
sertion, the  cannula  is  filled  with  heparin 
and  stoppered.  The  patient  is  taken  down  to 
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the  ward  and  the  cannula  attached  to  the 
infusion  assembly. 

The  Infusion  Assembly. — This  is  prepared 
on  the  ward  and  should  be  waiting  so  that 
there  is  little  delay  between  insertion  of  the 
cannula  and  starting  the  infusion.  Into  each 
of  two  liter  bottles  of  5 per  cent  glucose  in 
water,  50  mg.  of  heparin  and  50  mg.  of 
methotrexate  are  added.  Intravenous  tubing 
is  attached  to  the  first  bottle  in  the  usual 
manner,  filled  with  fluid,  and  then  the  needle 
adapter  of  this  tubing  is  inserted  into  the 
air  inlet  on  the  second  bottle.  If  done  correct- 
ly, the  air  inlet  stem  in  the  second  bottle  will 
become  detached  from  the  head  of  the  bottle. 
To  the  outlet  of  the  second  bottle,  a blood 
delivery  set  is  attached  and  the  needle  adapt- 
er removed  from  the  lower  end,  leaving  the 
soft  rubber  tubing  at  this  end.  A third  set 
of  intravenous  tubing  is  filled  with  the  in- 
fusion, stoppered,  and  its  observation  vial 
is  attached  to  the  head  of  the  bed,  care  being 
taken  that  this  vial  is  completely  filled  with 
fluid.  The  needle  adapter  at  the  end  of  this 
tubing  is  attached  to  the  cannula.  The  soft 
rubber  end  of  the  blood  delivery  set  which 
is  filled  with  fluid  is  then  attached  to  the 
observation  vial  at  the  head  of  the  bed,  and 
this  blood  delivery  tubing  is  then  inserted 
in  the  pump.  The  pump  is  turned  on  and  all 
stoppers  are  released.  If  a variable  speed 
pump  is  used,  the  rate  should  be  adjusted 
to  allow  a flow  of  1,000  cc.  in  24  hours.  This 
will  deliver  50  mg.  of  methotrexate  to  the 
tumor  area  in  one  day.  By  setting  up  two 
bottles  in  tandem,  the  likelihood  of  air  em- 
bolism, should  a bottle  be  ignored  after  emp- 
tying, is  remote  because  it  takes  two  days  to 
empty  both  bottles.  The  first  bottle  is  re- 
newed daily,  while  the  second  need  never 
be  changed. 


Complications  of  Methotrexate  Infusion 

There  are  two  main  classes  of  complica- 
tions.8 First  are  those  associated  with  the 
technical  aspects  of  infusion,  and  second, 
those  associated  with  its  toxicity. 

Technical  Aspects. — Important  here  are 
infection,  bleeding,  leakage,  blockage  of  the 
cannula,  and  accidental  removal  or  displace- 
ment. Leakage  of  infusion  is  a peculiar  phe- 
nomenon, occurring  around  the  cannula  as 
it  exits  through  the  wound.  It  is  probably 
due  to  the  valve-like  action  of  a thrombus 
or  clot  at  the  end  of  the  cannula.  It  can  be 


remedied  by  forcefully  injecting  saline  to 
blow  off  the  clot. 

Toxicity  of  the  Drug. — The  toxicity  of  the 
infusion  can  be  divided  into  two  types,  local 
and  systemic.  The  local  manifestations  are 
those  of  erythema  of  the  skin  and  ulcers  in 
the  mucosa.  Usually  a good  antitumor  effect 
is  a concomitant  of  this  and  therapy  need 
be  stopped  for  this  only  temporarily.  Sys- 
temic toxicity  includes  leukopenia,  thrombo- 
cytopenia, diarrhea,  stomatitis,  and  rarely, 
alopecia.  When  the  leukocytes  number  less 
than  3,000  or  when  the  platelets  number  less 
than  50,000,  the  infusion  is  stopped.  Leuko- 
penia, from  this  study,  appears  to  be  a more 
serious  complication  than  thrombocytopenia. 
Apparently,  citrovorum  factor  can  prevent 
but  cannot  remedy  the  toxicity  to  cells  which 
have  been  treated  with  methotrexate.  While 
the  recommended  ratio  of  methotrexate  to 
citrovorum  factor  is  two  to  one  according  to 
Sullivan,11  the  writers’  experience  has  been 
that  something  like  five  to  three  is  more  sat- 
isfactory. This  has  been  suggested  further 
by  careful  bone  marrow  studies  on  patients 
under  treatment,  according  to  Talley,12  and 
others. 


Results  of  Methotrexate  Infusion 

In  Table  1 the  results  of  this  technique 
are  outlined.  Out  of  12  patients  treated,  7 
showed  some  regression  of  tumor,  but  none 
showed  complete  regression.  One  died  of  a 
stroke  suffered  at  the  time  of  catheter  inser- 
tion, and  one  died  of  pneumonia  associated 
with  leukopenia.  These  results  are  not  en- 
couraging, but  efforts  are  being  continued 
with  some  modifications  of  technique. 


Infusion  of  Hydrogen  Peroxide 
Combined  with  Radiotherapy 

It  has  been  known  for  many  years  that 
the  cells  at  the  center  of  a cord  of  cancer 
tissue  are  relatively  hypoxic.4  Careful  studies 
have  shown  that  a capillary  encircles  many 
of  these  cords  of  cancer  cells  and  that  the 
cells  at  the  center  of  such  a cord  receive 
their  oxygen  only  by  diffusion  from  the 
capillary  site.  In  fact,  if  these  cells  are  found 
more  than  150  microns  from  the  capillary, 
necrosis  occurs.  Moreover,  animal  experi- 
ments have  shown  that  increasing  the  oxygen 
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Table  1. — Results  of  Methotrexate  Infusion. 


Patient 

Site  of  Lesion 

Vessel  Used 

Metho- 
trexate 
in  mg. 

Citrovorum 
Factor 
in  mg. 

Complications 

Results 

E.G. 

Upper  lip  and 
left  neck 

Superficial 

temporal 

215 

150 

None 

Slight 

regression 

H.J. 

Base  of  tongue 
and  bilateral 
neck 

Superficial 

temporal 

530 

300 

Cannula  plugged 

No  regression 

J.M. 

Base  of  tongue 
and  bilateral 
neck 

Superficial 

temporal 

250 

150 

Cannula  plugged 

No  regression 

J.C. 

Left  pyriform 
sinus  and  left 
neck 

Superficial 

temporal 

400 

275 

Angina 

No  regression 

F.P. 

Right  side  of 
floor  of  mouth 
and  chin 

Superior 

thyroid 

75 

54 

Wound  infection, 
cannula  plugged 

No  regression 

R.B. 

Base  of  tongue 
and  right  neck 

External 

carotid 

245 

96 

Thrombocytopenia, 
stroke,  died 

Slight 

regression 

W.C. 

Left  maxilla  and 
base  of  skull 

Superior 

thyroid 

425 

275 

None 

No  regression 

R.W. 

Right  pyriform 
sinus  and 
right  neck 

Superficial 

temporal 

200 

84 

Thrombocytopenia, 
leukopenia,  stroke, 
pneumonia,  died 

Definite 

node 

regression 

M.A. 

Right  cornea, 
orbit,  and  pre- 
auricular  node 

External 

carotid 

180 

160 

Leukopenia 

Moderate 

regression 

S.T. 

Right  naso- 
pharynx 

Superior 

thyroid 

155 

130 

None 

No  regression 

R.F. 

Base  of  tongue 
and  left  neck 

Superficial 

temporal 

255 

150 

Thrombocytopenia, 
leukopenia,  pneu- 
monia, died 

Definite 

node 

regression 

L.B. 

Lateral  pharynx 
and  bilateral 
neck 

Superficial 

temporal 

180 

90 

Cannula  plugged 

Slight  node 
regression 

B.S. 

Left  maxilla  and 
nasopharynx 

Superficial 

temporal 

258 

125 

Slight  thrombo- 
cytopenia 

Slight 

regression 

tension  of  tumor  cells  increases  their  radio- 
sensitivity.4 Using  this  principle  in  reverse, 
one  cancer  center  has  been  applying  tourni- 
quets to  affected  extremities  in  order  to  in- 
crease the  hypoxia  of  the  normal  tissues. 
This  decreases  their  radiosensitivity  and  al- 
lows tremendous  doses  of  radiotherapy  to  be 
delivered  to  the  tumor  area  without  harm 
to  the  skin  and  bone. 

In  1953,  Churchill-Davidson  and  others1 
worked  out  a technique  by  which  patients 
were  treated  by  conventional  radiotherapy 
using  250  kv  but  also  breathing  three  atmos- 
pheres of  oxygen  at  the  same  time.  These  pa- 
tients required  general  anesthesia  to  prevent 
oxygen  convulsions  and  also  required  bi- 
lateral myringotomies.  Complicated  elec- 
tronic equipment  was  used  by  the  anesthetist 
to  monitor  the  status  of  the  patient.  Results 
showed  definite  enhancement  of  radiother- 
apy by  this  technique  which  is  being  contin- 
ued.<J  Recently  in  Dallas  at  Baylor  Hospital, 


Mallams  and  others  worked  out  a method 
whereby  oxygen  tension  of  tumor  cells  is  in- 
creased by  the  intra-arterial  infusion  of  0.12 
per  cent  hydrogen  peroxide.7  They  found 
that  the  oxygen  tension  of  the  venous  blood 
flowing  from  the  tumor  region  was  increased 
above  normal,  and  radiotherapy  delivered  to 
the  patient  was  definitely  enhanced.  Because 
the  method  is  slightly  more  than  a year  old, 
the  results  are  not  yet  valid  evidence  of  the 
comparative  efficacy  of  the  technique.  How- 
ever, tumor  regression  over  the  short  term 
has  been  shown  to  be  superior  to  radiother- 
apy alone.7  It  will  take  a number  of  years  to 
assess  the  long  term  results. 

The  experiences  in  treating  five  patients 
with  this  technique  are  described  herein. 

Selection  of  Patients 

In  general,  these  five  patients  were  inop- 
erable and  radiotherapy  offered  them  corn- 
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paratively  little  chance  of  reasonable  pallia- 
tion or  cure.  In  some,  this  method  was  used 
preoperatively  when  it  was  hoped  that  the 
chances  for  cure  by  surgery  would  be  in- 
creased. 


Technique 

The  insertion  of  the  cannula  is  exactly  the 
same  as  for  methotrexate  infusion,  and  the 
common  carotid,  external  carotid,  internal 
carotid,  superficial  temporal,  and  facial  ar- 
teries have  been  used.  A No.  5 French  poly- 
vinyl infant  feeding  catheter  with  the  perfo- 
rations cut  off  the  end  is  used.  To  this  can- 
nula is  attached  intravenous  tubing  connect- 
ed to  a plastic  bag*  containing  250  cc.  of  0.12 
per  cent  hydrogen  peroxide  in  5 per  cent  glu- 
cose in  water.  A double-layered  plastic  sleeve 
is  placed  over  the  container  holding  the  infu- 
sion and  into  the  sleeve  oxygen,  or  air  from 
a pressure  tank  is  allowed  to  flow  at  4 liters 
per  minute  to  supply  the  pressure  for  driv- 
ing the  infusion  out  of  the  plastic  bag  into 
the  patient’s  artery.  The  infusion  is  allowed 
to  run  for  about  30  minutes  and  then  the 
radiotherapy  machine  is  turned  on  so  that  in 
the  last  20  minutes,  the  patient  receives  both 
the  infusion  and  irradiation  at  the  same 
time.  At  the  completion  of  therapy  each  day, 
about  one-half  cubic  centimeter  of  heparin 
(10,000  units  per  cc.)  is  injected  into  the 
cannula.  About  200  roentgens  and  250  cc. 
of  the  infusion  are  delivered  daily  to  a total 
tumor  dose  dependent  on  the  normal  tissue 
response.  Slightly  less  than  the  usual  total 
tumor  dose  should  be  planned  because  the 
enhancement  may  affect  normal  tissues  caus- 
ing more  rapid  skin  necrosis. 


Complications 

Oxygen  Embolism. — This  occurred  in  one 
patient  causing  a state  of  decerebrate  rig- 
idity for  a few  days.  Fortunately  he  im- 
proved but  he  is  now  receiving  radiotherapy 
without  benefit  of  oxygen.  This  patient  had 
the  first  recorded  case  of  oxygen  embolism 
from  intra-arterial  hydrogen  peroxide.  Be- 
cause of  this  accident  the  infusion  has  been 
slowed  down  to  a total  of  approximately  50 
minutes  as  described. 


*The  entire  set  is  supplied  by  Abbott  Labora- 
tories. 


Dr.  Yollick,  a general  sur- 
geon, is  the  recipient  of  a 
special  fellowship  granted 
by  the  National  Institutes 
of  Neurological  Diseases 
and  Blindness.  He  presented 
this  paper  during  the  Texas 
Medical  Association's  An- 
nual Session  in  Austin,  May 
15,  1962. 


Thrombocytosis. — About  two  or  three  days 
after  beginning  therapy,  there  is  an  appar- 
ently harmless  increase  in  the  platelet  count. 
Otherwise  no  serious  blood  changes  have 
occurred. 

Mental  Changes. — Some  changes  in  psyche 
may  be  seen.  These  include  slight  euphoria, 
garrulousness,  or  mild  temporary  confusion. 
They  disappear  when  therapy  ends. 

Arterial  Occlusion  ivith  Infarction. — In 
one  patient  a branch  of  the  inferior  labial 
artery  was  apparently  occluded  and  infarc- 
tion of  a 2 cm.  area  of  the  lower  lip  occurred. 
Apparently  hydrogen  peroxide  can  cause 
damage  to  the  intima  of  normal  arteries  as 
shown  by  microscopic  sections  which  were 
made  of  some  of  these  vessels. 


Results 

This  treatment  carried  out  on  five  patients 
is  shown  in  Table  2.  However,  one  patient 
developed  convulsions  during  his  first  infu- 
sion and  no  further  hydrogen  peroxide  was 
given.  Fortunately  his  semicomatose  state 
returned  to  normal  in  about  ten  days.  A sec- 
ond patient  who  had  a large  metastatic  squa- 
mous cell  carcinoma  in  the  lower  pole  of  the 
right  parotid  from  an  old  previously  excised 
laryngeal  cancer  was  given  600  r in  three 
treatments  with  hydrogen  peroxide,  having 
first  received  3,600  r without  hydrogen  per- 
oxide and  without  obvious  effect.  This  pa- 
tient showed  definite  enhancement  as  the 
parotid  mass  began  to  shrink  immediately 
after  the  first  infusion  treatment.  The  third 
patient  who  had  a carcinoma  of  the  poste- 
rior hypopharyngeal  wall  was  infused  bi- 
laterally and  given  a total  of  3,800  r without 
much  effect,  although  the  ulcer  appeared 
cleaner.  Near  the  end  of  the  treatment  pe- 
riod, one  afternoon  while  walking  about,  the 
patient  began  vomiting  and  developed  an 
aspiration  pneumonia;  death  followed.  The 
fourth  patient  suffered  from  a left-sided  le- 
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Table  2. — Results  of  Irradiation  and  H203  Infusion. 


Patient  Age 

Site  of  Lesion 

Vessel  Used 

Roentgens  Roentgens 

without  with 

HAL  HAL 

Result 

S.H. 

43 

Left  tonsil,  soft  palate, 
pharynx,  left  neck 

Superficial  temporal 

0 

200 

Developed  convulsions 

due  to  CL  embolism, 
recovered 

S.B. 

46 

Left  retromandibular 
trigone  and  left  neck 

Superior  thyroid 

0 

2,500 

Ulcer  and  neck  mass 
regressed,  remained 
biopsy  positive 

H.J. 

53 

Base  of  tongue  with 
right  and  left  neck 

Bilateral  superficial 
temporal,  also 
left  facial  and 
common  carotid 

1,700 

3,500 

Right  neck  nodes  and 
tongue  lesion  com- 
pletely regressed, 
left  nodes  smaller 

K.A. 

68 

Metastatic  to  right  par- 
otid from  old  larynx 
lesion  resected  10 
years  ago  with  left 
neck  dissection 

Superficial  temporal 

3,600 

600 

Almost  completely 
regressed 

G.B. 

65 

Posterior  wall  of 
hypopharynx 

Superficial  temporal 
bilaterally  then 
right  external 
carotid  and  left 
superior  thyroid 

0 

3,800 

Ulcer  cleaner  but  bi- 
opsy positive,  died  of 
aspiration  pneumonia 

sion  involving  the  base  of  the  tongue  with  bi- 
lateral neck  metastases.  He  showed  definite 
shrinking  of  the  nodes  on  both  sides  of  the 
neck  and  the  mouth  lesion  was  completely 
healed  and  biopsy  negative  about  one  week 
after  a tumor  dose  of  5,200  r.  The  fifth  pa- 
tient had  a left  retromandibular  trigone  le- 
sion as  well  as  a left  neck  node.  He  was  treat- 
ed by  infusion  of  hydrogen  peroxide  and 
2,500  r.  While  there  was  dramatic  shrinking 
of  the  tumor,  there  remained  a biopsy  posi- 
tive ulcer  one  week  after  treatment  stopped. 
It  is  hoped  that  further  regression  will  occur, 
but  surgery  is  likely;  the  irradiation  was 
given  as  preoperative  therapy. 


Discussion 

Results  are  too  inconclusive  as  yet  to  be 
able  to  assess  the  value  of  this  method  of 
treatment.  It  is  hoped  that  tumors  which  are 
comparatively  radioresistant  can  be  made 
radiosensitive,  but  caution  must  be  exercised 
as  the  method  is  not  without  danger. 

It  has  been  suggested  but  not  proved  in 
humans  that  the  action  of  oxygen  poisoning 
and  radiotherapy  are  cumulative  and  that 
either  can  follow  the  other  with  the  same 
effect.3  Impressions  gained  during  the  pres- 
ent study  suggest  rather  that  oxygen  acts  as 
a metabolic  stimulant.  By  increasing  meta- 
bolic activity,  oxygen  diffusion  to  hypoxic 
tumor  cells  increases  their  tendency  to  mi- 
tosis. It  is  well  known  that  radiotherapy 


is  most  effective  when  applied  to  cells  in 
mitosis  and  by  encouraging  this,  oxygen  may 
convert  relatively  radioresistant  cells  into 
radiosensitive  cells. 

Using  this  concept  as  a basis,  it  would  ap- 
pear logical  to  attempt  combining  metho- 
trexate infusion  with  hydrogen  peroxide  in- 
fusion. Hydrogen  peroxide  will  provide  the 
oxygen  which  stimulates  metabolic  activity 
so  that  more  tumor  cells  will  be  exposed  to 
methotrexate  during  the  metaphase  at  which 
time  they  are  more  vulnerable  to  the  adverse 
biological  effects  of  this  drug. 


Conclusions 

Methotrexate,  an  antimetabolite,  can  be 
given  by  intra-arterial  infusion  for  relatively 
long  periods  of  time  if  at  the  same  time 
systemic  effects  of  this  drug  are  prevented 
by  citrovorum  factor.  The  results  of  this 
treatment  for  tumors  of  the  head  and  neck 
leave  much  to  be  desired. 

Hydrogen  peroxide  provides  oxygen  when 
used  as  an  infusion,  and  can  enhance  radio- 
therapy. A valid  argument  for  combining 
methotrexate  and  hydrogen  peroxide  infu- 
sion is  presented.  It  is  hoped  that  this  can 
be  used  on  selected  patients  in  the  near 
future. 
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"On  the  Boardwalk,  In  Atlantic  City  . . ." 

Atlantic  City,  where  the  American  Medical  Association  this 
year  holds  its  112th  annual  meeting,  is  noted  for  salt  water  taffy, 
brisk  ocean  breezes,  rolling  chairs,  frozen  custard,  and  an  immense 
sweep  of  boardwalk. 

One  of  the  world’s  most  famous  seaside  playgrounds,  it  is  the  na- 
tion’s leading  convention  city  and  attracts  16,000,000  visitors  each 
year.  Perhaps  the  one  thing  which  most  often  impresses  visitors  to 
this  fogless,  island  city  is  the  boardwalk. 

Fabled  in  story  and  song,  it  stretches  over  six  miles  of  ocean 
front,  a structure  of  Douglas  fir  and  long  leaf  yellow  pine  planks.  It 
may  be  strolled  upon,  bicycled  upon,  or  traversed  by  wicker  rolling 
chairs — one  of  Atlantic  City’s  original  inventions,  dating  back  to  the 
1880’s.  In  any  case,  the  boardwalk  with  its  natural  give  is  more  com- 
fortable than  a concrete  walk. 

“The  boardwalk  has  not  always  been  the  splendid  structure  it  is 
today,  even  though  one  of  its  earlier  versions  was  called  the  Eighth 
Wonder  of  the  World.  The  first  boardwalk  covered  two  long  miles 
but  it  was  a rather  untrustworthy  affair.  It  overflowed  with  strollers 
and  almost  every  day  someone  fell  over  its  edges  ...  It  was  composed 
of  eight  collapsible  sections.  Each  autumn  it  was  rolled  up,  removed, 
and  stored  in  a nearby  barn  for  $17 !”,  according  to  an  item  in  the 
January-F ebruary  issue  of  News,  publication  of  the  National  League 
for  Nursing. 

What  really  prompted  the  construction  of  the  boardwalk  which 
has  proved  such  a tourist  attraction  for  so  many  years?  Hotel  owners 
and  railway  conductors  petitioned  the  city  council  to  build  it  because 
tourists  tracking  in  fine  sand  from  the  beaches  were  ruining  plush 
carpets  in  hotel  lobbies  and  railroad  parlor  cars. 
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Clinicopathologic  Conference 

Howard  Mark;  Robert  O'Neal,  M.D.;  Raymond  Pruitt,  M.D.; 

Lois  Collins,  M.D.;  William  S.  Fields,  M.D.;  Harold  Brown,  M.D.; 
Benjamin  Castleman,  M.D.;  Donald  Greenberg,  M.D.; 

Herbert  Fred,  M.D.;  and  Joyce  Davis,  M.D. 


Physicians  who  observed  the  patient  through 
the  years  were  intrigued  by  the  unusual 
pattern  of  recurrence  and  disappearance  of 
symptoms;  but  because  the  symptoms  were 
indicative  of  several  conditions,  they  were 
also  puzzled  as  to  proper  treatment. 

This  is  first  in  a series  of  clinicopathologic  con- 
ferences from  Baylor  University  College  of  Medicine 
in  Houston.  Dr.  Benjamin  Castleman,  chief  of  labo- 
ratories and  professor  of  pathology  at  Harvard  Med- 
ical School,  was  guest  pathologist,  and  Dr.  R.  D. 
Pruitt,  chairman  of  the  Department  of  Internal 
Medicine  at  Baylor,  directed  the  clinical  discussion. 
Dr.  R.  O’Neal,  chairman  of  the  Department  of  Path- 
ology; Dr.  L.  Collins  of  the  Department  of  Radiol- 
ogy; Dr.  W.  S.  Fields,  chairman  of  the  Department 
of  Neurology;  Dr.  H.  Brown  and  Dr.  H.  Fred  of  the 
Department  of  Internal  Medicine;  Dr.  D.  Greenberg 
and  Dr.  J.  Davis  of  the  Department  of  Pathology; 
and  Mr.  H.  Mark,  junior  medical  student,  partici- 
pated in  the  clinical  discussion. 

Case  Presentation 

First  admission. — A 64  year  old  woman 
was  referred  to  the  hospital  because  of  diar- 
rhea and  abdominal  cramps  of  five  months’ 
duration.  On  physical  examination,  the  ab- 
domen was  minimally  tender,  and  peristaltic 
activity  was  normal.  The  temperature  was 
99  F.  The  blood  pressure  was  160/95  mm.  of 
mercury.  Several  stool  specimens  were  nega- 
tive. A roentgenogram  of  the  chest  showed  a 
prominent  left  ventricle  (Fig.  1).  An  upper 
gastrointestinal  series,  a barium  enema  ex- 
amination, and  an  intravenous  pyelogram 
were  normal.  An  electrocardiogram  showed 
occasional  atrial  premature  beats.  T waves 
were  low  in  lead  I,  and  S-T  segments  were 
slightly  sagging  in  leads  II  and  III.  The  pa- 
tient was  treated  symptomatically  and  dis- 
charged on  the  third  hospital  day. 

Second  admission  (two  years  later). — In 
the  intervening  time,  the  diarrhea  spontane- 


Fig.  1.  Roentgenogram  of  chest  made  at  the  time  of  pa- 
tient's admission  to  the  hospital  in  1959.  Note  evidence 
of  slight  cardiac  enlargement,  interpreted  as  suggesting 
left  ventricular  hypertrophy. 

ously  subsided,  and  the  patient  was  in  good 
health  until  five  days  before  entry  when  she 
noted  the  sudden  doubling  of  vision.  Soon 
severe  right  frontal  headache  appeared.  The 
day  before  entry,  fever  of  102  F.  occurred, 
associated  with  nausea  and  anorexia.  There 
was  no  numbness,  weakness,  or  ataxia.  The 
general  physical  examination  was  unchanged 
from  the  previous  entry.  There  was  an  un- 
crossed lateral  diplopia  and  an  element  of 
vertical  diplopia.  Image  position  did  not 
change  with  sustained  gaze.  The  left  knee 
jerk  was  less  than  the  right,  and  the  right 
ankle  jerk  was  not  obtained.  The  plantar  re- 
sponses were  normal,  and  the  motor  and 
sensory  examination  was  normal.  The  tem- 
perature was  99.2  F. ; pulse,  72;  respirations, 
19 ; and  blood  pressure,  150/80.  The  urine 
gave  a trace  test  for  protein.  The  hemoglobin 
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was  13.4  Gm.  per  100  cc.,  and  the  white  blood 
cell  count  was  3,800,  with  47  per  cent  neutro- 
phils, 8 per  cent  band  forms,  24  per  cent 
lymphocytes,  20  per  cent  monocytes,  and  1 
per  cent  eosinophils ; a few  atypical  lympho- 
cytes were  seen.  A roentgenogram  of  the 
chest  was  unchanged. 

The  patient  was  treated  with  aspirin,  se- 
dation, and  bed  rest.  The  diplopia  improved 
spontaneously,  and  the  patient  was  dis- 
charged on  the  sixth  hospital  day. 

Third  admission  (three  years  later) . — The 
patient  felt  moderately  well  until  the  year 
before  entry  when  she  noted  the  gradual  on- 
set of  moderate  anorexia,  occasional  vomit- 
ing, palpitations,  tremulousness,  and  the  grad- 
ual loss  of  weight  from  134  to  115  pounds. 
There  was  no  melena,  chest  or  abdominal 
pain,  arthralgia,  night  sweats,  or  fever.  She 
had  been  taking  meprobamate  for  anxiety 
over  her  husband’s  death. 

Physical  examination  revealed  a thin, 
tremulous,  elderly  woman.  The  skin  was 
clear;  there  were  no  palpable  lymph  nodes. 
The  eyes  were  normal.  A few  coarse  inspira- 
tory rales  could  be  heard  at  both  bases.  The 
apex  of  the  heart  was  palpable  1 cm.  to  the 
left  of  the  mid-clavicular  line.  No  murmurs 
were  heard.  The  abdomen  was  unchanged 
from  previous  admissions. 

The  temperature  was  normal;  pulse,  120 
and  regular;  respirations,  20;  and  blood 
pressure,  145/80. 

The  urine  was  normal.  The  hemoglobin 
was  13.4  Gm.  per  100  cc.,  and  the  hematocrit 
was  44  per  cent.  The  white  cell  count  was 
4,800  with  60  per  cent  neutrophils.  The 
erythrocyte  sedimentation  rate  was  27  mm. 
in  one  hour.  Urea  nitrogen  was  18  mg.  per 
100  cc. ; bilirubin,  0.4  mg. ; calcium,  9.2  mg. ; 
phosphorus,  4.1  mg.;  total  protein,  6.9  Gm. 
(albumin,  4.0  Gm. ; globulin,  2.9  Gm.)  ; and 
protein-bound  iodine,  4.3  meg.  (total  iodine 
5.1  meg.)  per  100  ml.  The  bromsulphalein 
retention  was  1 per  cent,  the  transaminase 
13  units,  and  the  alkaline  phosphatase  5.9 
Bodansky  units.  A stool  specimen  gave  a neg- 


ative guaiac  test.  A barium  enema  examina- 
tion, an  upper  gastrointestinal  series,  and  an 
oral  eholecystogram  were  negative.  An  EKG 
showed  more  prominent  P waves,  particu- 
larly in  leads  II,  III,  and  AVF,  but  was  es- 
sentially unchanged  from  that  of  her  previ- 
ous admissions. 

The  patient  was  treated  with  sedation  and 
rest.  A sigmoidoscopy  was  normal.  Follow- 
ing subjective  improvement,  she  was  dis- 
charged on  the  seventh  hospital  day. 

Final  admission  (three  months  later). — 
Following  discharge,  the  patient  experienced 
continuous  nausea  and  anorexia.  Moderate 
shortness  of  breath  on  exertion  and  sub- 
sternal  pressure  discomfort  were  observed 
during  the  weeks  before  entry,  and  the  pa- 
tient experienced  several  episodes  of  palpi- 
tations. A dry  morning  cough  had  been  pres- 
ent during  the  month  before  entry. 

Physical  examination  revealed  a fatigued, 
depressed  woman.  The  neck  veins  were  dis- 
tended to  the  angle  of  the  jaw  when  the  pa- 
tient sat  at  90  degrees  elevation.  The  carotid 
pulsations  were  soft  but  symmetrical.  Bi- 
lateral moist  inspiratory  rales  were  present 
posteriorly  at  both  lung  bases,  extending 
halfway  up  the  back.  The  heart  was  enlarged 
to  the  anterior  axillary  line  in  the  fifth  in- 
tercostal space.  The  aortic  second  sound  was 
equal  to  the  pulmonic  second  sound.  The  ab- 
domen was  soft.  The  liver  edge  was  firm  and 
palpable  four  fingerbreadths  below  the  right 
costal  margin.  A trace  of  ankle  edema  was 
present. 

The  temperature  was  98  F. ; pulse,  160  and 
irregular;  respirations,  23;  and  blood  pres- 
sure 140/90. 

The  urine  was  normal.  The  hemoglobin 
was  11.8  Gm.  per  100  cc.,  and  the  white  cell 
count  was  10,000  with  74  per  cent  neutro- 
phils, 6 per  cent  band  forms,  8 per  cent  lym- 
phocytes, and  12  per  cent  monocytes.  The 
platelets  appeared  normal ; the  red  cells 
showed  mild  hypochromasia  and  moderate 
anisocytosis.  Urea  nitrogen  was  12  mg.  per 
100  cc.,  and  the  bilirubin  0.7  mg.  per  100  ml. 
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The  transaminase  was  20  units,  and  the  pro- 
thrombin content  was  55  per  cent.  Electro- 
lytes were  normal.  A roentgenogram  of  the 
chest  (Fig.  2)  showed  moderate  pulmonary 
congestion  and  bilateral  pleural  effusion. 
There  was  a widening  of  the  mediastinum, 
and  the  heart  shadow  appeared  enlarged.  An 


Fig.  2.  Roentgenogram  of  chest  made  at  time  of  patient's 
final  admission  to  the  hospital.  The  mediastinal  shadow  is 
wider  than  in  1959,  a change  ascribed  to  increased  promi- 
nence of  the  left  hilar  shadow.  The  lower  half  of  the  left 
lung  field  is  obscured,  presumably  by  fluid  in  the  pleural 
space.  Pulmonary  congestion  has  developed.  The  cardiac 
shadow  appears  enlarged. 


EKG  (Fig.  3)  showed  atrial  fibrillation  with 
a ventricular  rate  of  120.  There  was  clock- 
wise rotation  with  some  delay  in  precordial 
R wave  progression.  The  voltage  was  lower. 
Diffuse  T wave  flattening  was  also  present. 

The  patient  was  treated  with  digitoxin, 
meralluride,  and  sedation.  A repeat  EKG  was 
essentially  unchanged.  The  patient  remained 
apprehensive  and  fatigued.  She  experienced 
continuing  episodes  of  congestive  heart  fail- 
ure and  continued  to  maintain  an  irregular 
cardiac  rhythm.  On  the  third  day,  she  experi- 
enced a severe  episode  of  nocturnal  dyspnea, 
and  at  that  time  the  blood  pressure  was  170/ 
100,  with  no  variation  from  normal.  By  the 
fifth  day,  she  seemed  improved  and  had  lost 
three  and  one-half  pounds.  The  liver  edge 
was  palpable  three  fingerbreadths  below  the 
right  costal  margin,  and  the  neck  vein  dis- 
tention was  decreased.  Rales  were  audible  in 
the  left  chest.  An  EKG  on  the  14th  hospital 


Fig.  3.  Electrocardiogram  recorded  at  the  time  of  patient's 
final  admission  to  the  hospital.  Note  low  voltage  QRS 
complexes  in  standard  limb  and  extremity  leads  and  the 
presence  of  atrial  fibrillation. 

day  showed  a sinus  tachycardia  at  a rate  of 
110.  The  P-R  interval  was  0.26  seconds,  and 
there  were  some  ventricular  premature  beats. 
By  the  19th  hospital  day,  the  left  calf  ap- 
peared reddened,  warm,  and  swollen.  A peri- 
cardial friction  rub  was  audible  over  the 
cardiac  base.  The  temperature  was  100  F.  No 
additional  changes  were  seen  on  an  EKG.  A 
bilateral  femoral  vein  ligation  was  performed 
on  the  20th  hospital  day.  Coumadin  was 
given,  and  the  prothrombin  content  was  27 
per  cent.  The  patient  appeared  ashen,  and 
palpable  lymph  nodes  were  present  in  the 
posterior  cervical  area.  A film  of  the  chest 
showed  clearing  of  the  pulmonary  conges- 
tion (Fig.  4).  The  posterior  cervical  nodes 
enlarged,  and  axillary  nodes  were  palpable 
on  the  36th  hospital  day.  An  operation  was 
performed. 


Clinical  Discussion 

MR.  MARK. — I would  like  now  to  intro- 
duce Dr.  O’Neal,  chairman  of  the  Depart- 
ment of  Pathology,  who  will  introduce  the 
clinicopathologic  conference  for  today. 

DR.  O’NEAL. — The  guest  pathologist 
whom  we  have  today  is  Dr.  Benjamin  Castle- 
man.  Dr.  Castleman  comes  from  the  hospital 
where  the  clinicopathologic  conference  origi- 
nated, the  Massachusetts  General  Hospital, 
where  he  is  Chief  of  Laboratories  and  Pro- 
fessor of  Pathology  at  Harvard  Medical 
School. 
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Fig.  4.  Roentgenogram  of  the  chest  made  during  patient's 
final  period  in  the  hospital  and  subsequent  to  treatment 
for  congestive  heart  failure.  Pulmonary  congestion  has 
cleared.  The  accumulation  of  fluid  in  the  left  pleural 
space  persists. 

Dr.  Pruitt  will  conduct  the  clinical  discus- 
sion. 

DR.  PRUITT. — In  brief  review,  the  first 
admission  of  this  patient,  a 64  year  old  wo- 
man, was  for  diarrhea  and  abdominal  cramps 
of  five  months’  duration.  Special  diagnostic 
studies  including  gastrointestinal  series, 
stool  examinations,  and  intravenous  pyelo- 
gram  all  were  negative.  She  was  treated 
symptomatically  and  discharged  after  three 
days  in  the  hospital.  This  skillful  neglect 
seems  to  have  had  excellent  therapeutic  con- 
sequences, for  she  didn’t  return  to  the  hos- 
pital until  two  years  later.  In  the  interim, 
diarrhea  had  subsided  spontaneously  and  she 
had  been  in  good  health  until  five  days  be- 
fore her  return.  At  this  time  she  had  double 
vision  and  developed  neurologic  findings 
about  which  we  shall  seek  counsel  in  a few 
moments. 

Note  that  the  laboratory  data  again  were 
of  normal  character.  I would  call  attention, 
however,  to  the  leukocyte  count  of  3,800  per 
cu.  mm.,  with  a differential  count  showing 
20  per  cent  monocytes. 

During  this  second  admission,  she  was 
given  no  treatment  other  than  aspirin,  seda- 
tion, and  bed  rest;  she  improved  and  was 
discharged  on  her  sixth  day  in  the  hospital. 
Again  she  was  in  good  health  for  an  extended 
period. 

Her  third  admission  occurred  three  years 


following  the  second.  She  had  felt  well  until 
a year  before  entry.  Then  she  developed  ano- 
rexia, occasional  vomiting,  palpitation,  and 
tremulousness.  Her  weight  decreased  from 
134  to  115  pounds. 

The  laboratory  findings  were  helpful  pri- 
marily in  their  negative  character.  The  pa- 
tient was  treated  with  sedation  and  rest. 
Whatever  this  disease,  it  did  not  provoke  a 
great  round  of  therapeutic  endeavor  on  the 
part  of  those  who  looked  after  the  patient. 

The  patient’s  final  admission  to  the  hos- 
pital occurred  three  months  later.  She  com- 
plained of  continuing  nausea  and  anorexia, 
moderate  shortness  of  breath  on  exertion, 
and  substernal  discomfort.  Her  physical 
findings  were  those  of  congestive  heart  fail- 
ure expressed  in  distinct  elevation  in  the 
venous  pressure  and  pulmonary  congestion. 
Her  heart  was  enlarged,  the  apical  impulse 
being  felt  in  the  anterior  axillary  line.  No 
murmurs  were  heard,  nor  was  there  a gallop 
rhythm.  The  liver  was  firm  and  palpable 
four  fingerbreadths  below  the  right  costal 
margin.  A trace  of  ankle  edema  was  present. 
Roentgenogram  of  the  chest  disclosed  widen- 
ing of  the  mediastinum  and  enlargement  of 
the  cardiac  shadow.  Treatment  included  dig- 
itoxin,  meralluride,  and  sedation. 

The  patient  remained  in  congestive  heart 
failure  but  did  not  have  pulsus  paradoxus. 
A pericardial  friction  rub  was  audible  over 
the  cardiac  base  on  her  19th  hospital  day. 
Bilateral  femoral  vein  ligation  was  per- 
formed on  the  20th  day.  Finally,  we  are  told, 
an  operation  was  perfomed,  presumably  for 
diagnostic  purposes. 

Dr.  Lois  Collins  of  the  Department  of 
Radiology  will  now  review  the  roentgeno- 
graphic  findings. 

DR.  COLLINS.— The  first  film  (Fig.  1) 
— I think  it  was  in  1959 — is  not  remarkable, 
except  for  a slight  enlargement  of  the  heart 
and  minimal  blunting  of  the  angle. 

The  second  film  in  1962  (Fig.  2)  shows 
that  there  is  a definite  change.  There  is  a 
widening  of  the  mediastinum,  but  it  does  not 
appear  to  be  so  much  a difference  in  appear- 
ance of  the  aorta  as  in  the  shadow  in  the 
left  hilar  region.  The  descending  aorta  can 
be  identified  faintly,  indicating  that  this 
density  lies  some  place  in  front  of  the  de- 
scending aorta.  There  is  now  fluid  in  the 
lower  half  of  the  left  lung. 

The  next  slide  (Fig.  4)  shows  a definite 
increase  in  the  size  of  all  the  pulmonary  ar- 
teries and  extreme  congestion  of  the  inter- 
lobular lymphatics  in  both  bases.  It’s  on  the 
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left,  obscured  slightly  by  the  fluid.  This  en- 
largement of  the  lymphatic  vessels  is  con- 
sistent with  congestive  failure,  and  enlarge- 
ment in  heart  size.  You  notice  that  the  en- 
largement on  this  left  sided  density  still  does 
not  obscure  the  descending  aorta,  and  it  is  a 
large  hilar  shadow,  much  less  distinct  than 
on  the  other  side.  It  does  not  have  sharp  mar- 
gins; so  it  is  not  due,  I think,  to  general 
vascular  congestion,  in  which  case  you  could 
see  the  margins  of  pulmonary  arteries.  It 
suggests  a mass  in  the  left  hilar  area,  which 
would  also  account  for  the  effusion  at  the 
left  base. 

DR.  PRUITT. — Thank  you,  Dr.  Collins. 

Let  us  consider  now  the  electrocardio- 
graphic evidence.  The  first  electrocardio- 
gram was  made  in  1959  and  was  interpreted 
in  the  protocol  as  negative  except  for  some 
sagging  of  the  RS-T  segments  in  the  left 
precordial  leads.  With  this  interpretation  I 
would  agree. 

The  next  electrocardiogram  was  made  two 
years  later  and  does  not  differ  from  the  pre- 
ceding record,  except  for  prominence  of  P 
waves  in  leads  II  and  III  and  AVF,  and  limit- 
ed increase  in  the  height  of  R waves  as  the 
exploring  electrode  is  moved  from  the  right 
to  the  left  across  the  precordium.  The  P-R 
interval  was  at  the  upper  limits  of  normal. 
An  electrocardiogram  from  the  patient’s  fi- 
nal admission  to  the  hospital  is  reproduced 
in  Fig.  3.  Note  low  voltage  of  QRS  complexes 
in  the  standard  limb  and  extremity  leads  and 
the  presence  of  atrial  fibrillation.  In  the  last 
tracing  of  the  series  the  P-R  interval  was 
0.26  seconds.  QRS  deflections  in  standard 
limb  leads  remain  of  low  amplitude.  An  R 
wave  is  present  in  V4.  It  ranges  from  low 
voltage  to  absent  in  V!,  V2,  and  V3. 

Summarizing,  these  electrocardiograms  do 
not  provide  definitive  evidence  of  cardiac 
disease.  Low  voltages  in  standard  limb  leads 
during  the  later  phases  of  the  patient’s  ill- 
ness suggest  the  possibility  of  accumulation 
of  fluid  in  the  pericardium.  Large  P waves 
in  the  second  electrocardiogram  raise  the 
question  of  cor  pulmonale,  but  supporting 
evidence  is  lacking. 

Note  that  in  these  tracings,  evidence  of 
acute  myocardial  injury,  specifically  devia- 
tions of  RS-T  segments,  was  absent.  Perti- 
nence of  this  point  will  become  evident  as 
discussion  proceeds. 

One  of  the  most  trying  decisions  of  this 
case  is  whether  this  patient’s  earlier  admis- 


sions to  the  hospital  were  premonitory  epi- 
sodes in  the  disease  which  caused  her  death 
or  were  only  interesting  events  unrelated  to 
her  final  illness.  I should  deem  it  remarkable 
if  these  four  admissions  were  related.  How- 
ever, the  second  admission,  where  neurologic 
changes  of  a rather  specific  sort  were  pres- 
ent, demands  thoughtful  consideration.  I 
shall  ask  Dr.  Fields,  professor  of  neurology, 
to  comment  upon  it. 

DR.  FIELDS. — I hope  I can  help  you,  Dr. 
Pruitt,  in  this  dilemma  just  a little  bit.  I 
have  been  through  the  entire  protocol,  as  I 
am  sure  most  of  those  present  have  been, 
and  I find  it  impossible  to  relate  those  things 
which  you  asked  me  to  discuss  in  the  second 
admission  to  the  remainder  of  the  patient’s 
admissions.  You  mention  that  these  were  spe- 
cific neurologic  findings.  I think  these  are 
specific  neurologic  symptoms,  as  indicated 
here,  but  the  findings  as  described  are  not 
very  specific.  I recognize  that  whoever  pre- 
pared this  used  the  information  available 
from  the  hospital  chart.  Whether  there  was 
more  information  available,  and  we  were  not 
told,  I am  not  certain;  but  in  any  event  the 
patient  had  a rather  sudden  onset  of  diplopia 
associated  with  right  frontal  headache. 

Without  knowing  any  more  about  it,  I think 
it  would  be  fair  to  say  that  sudden  onset  of 
diplopia  associated  with  headache  is  most 
commonly  seen  with  intracranial  saccular 
aneurysm.  The  aneurysm  implicated  is  usu- 
ally at  the  junction  of  the  internal  carotid 
artery  and  the  posterior  communicating  ar- 
tery, which  then  involves  the  third  nerve. 
This  is  further  suggested  by  the  fact  that 
the  language  of  the  protocol  suggests  to  me 
that  someone  familiar  with  diplopia  had 
seen  the  patient ; that  there  was  an  uncrossed 
lateral  diplopia  and  an  element  of  vertical 
diplopia;  and  that  this  is  most  likely  third 
nerve  involvement,  since  the  third  nerve  has 
control  of  upward,  downward,  and  medial 
movement  of  the  eye. 

However,  without  information  obtained 
from  such  tests  as  diplopia  fields  done  with 
a red  glass  over  one  eye  to  determine  which 
image  is  above  the  other  or  lateral  or  crossed 
to  the  other,  it  is  very  difficult  to  come  to 
any  decision  here. 

Furthermore,  the  remarks  concerning  the 
differences  in  reflexes  I find  less  than  help- 
ful. The  absence  of  an  ankle  jerk  in  a woman 
at  or  near  60  years  of  age  is  quite  common. 
Usually  this  is  bilateral,  but  it  may  be  uni- 
lateral. I would  surmise  that  the  aneurysm, 
if  there  is  one,  would  be  on  the  right  side  and 
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that  this  was  a right  third  nerve  that  was 
involved.  Beyond  that,  Dr.  Pruitt,  I can’t  be 
very  helpful,  and  I doubt  very  seriously  that 
this  particular  set  of  circumstances  is  re- 
lated to  the  others  that  are  cited  here. 

DR.  PRUITT.— Thank  you,  Dr.  Fields. 

By  the  time  of  the  patient’s  third  admis- 
sion to  the  hospital,  definite  evidences  of  de- 
terioration in  her  health  had  developed.  She 
had  lost  weight,  was  tremulous,  and  was 
subject  to  palpitations  and  tachycardia. 

The  occasion  seems  appropriate  for  as- 
sistance from  an  expert  in  metabolic  matters, 
so  I am  calling  on  Dr.  Harold  Brown,  head 
of  the  Section  on  Metabolism. 

DR.  BROWN. — This  third  episode  certain- 
ly sounds  like  the  patient  has  some  sort  of 
hypermetabolism,  and  immediately  we  look 
for  thyrotoxicosis.  Certainly  the  evidence  for 
this  was  not  forthcoming. 

Now  there  are  other  situations  that  can 
cause  a hypermetabolic  state  in  patients.  One 
that  comes  to  mind  is  a malignancy  with 
metastases ; this  was  not  obvious  on  that  ad- 
mission, but  it  seemed  to  turn  up  on  the  next 
admission. 

I think  the  other  situation  that  turned  up 
on  the  next  admission,  which  certainly  might 
well  be  relevant  to  the  symptomatology  dis- 
played by  this  patient,  was  the  evidence  of 
multiple  episodes  of  pulmonary  emboli  with 
resulting  pulmonary  hypertension,  and  the 
evidence  of  underlying  thrombophlebitis 
which  could  well  represent  the  source  of 
these  emboli.  So  I should  think  that  I should 
have  to  leave  it  at  that  point — that  the  loss 
of  weight,  the  many  other  bits  of  symptoma- 
tology, and  the  gastrointestinal  disturbances 
could  well  be  related  to  the  next  episode  of 
malignancy  and  pulmonary  emboli  which  ap- 
peared. 

DR.  PRUITT. — Certain  comments  may  be 
made  regarding  the  patient’s  cardiac  signs 
and  symptoms  during  her  final  period  in  the 
hospital. 

The  evidence  for  congestive  heart  failure 
I would  regard  as  unequivocal.  The  presence 
of  failure  is  supported  by  symptoms,  physi- 
cal findings,  and  roentgenographic  evidence 
of  pulmonary  venous  hypertension.  However, 
the  physical  findings,  and  even  more  spe- 
cifically the  electrocardiographic  evidence, 
do  not  suggest  that  this  patient  had  any  re- 
markable degree  of  ventricular  hypertrophy. 
I would  emphasize  also  the  absence  of  gallop 
rhythm,  a finding  which  should  have  been 
present  if  the  patient  had  a profound  degree 
of  ventricular  failure.  These  observations 


should  be  placed  in  context  with  the  finding 
of  a pericardial  friction  rub  and  evidence  of 
widening  of  the  mediastinum.  Together  they 
suggest  that  cardiac  failure  was  related  to 
invasion  of  the  pericardium  and  myocardium 
by  a process  which  originated  in  the  medi- 
astinum or  lungs. 

Now  it  is  true  that  with  invasion  of  the 
myocardium  by  a neoplastic  process,  there 
may  be  electrocardiographic  changes  path- 
ognomonic of  acute  myocardial  injury.  How- 
ever, the  development  of  such  changes  de- 
pends on  a comparatively  rapid  advance  of 
the  invasive  process  and  also,  I suspect,  on 
the  chemical  nature  of  products  released  by 
that  invasion.  The  absence  of  findings  diag- 
nostic of  acute  myocardial  injury  does  not 
exclude  the  possibility  of  invasion  of  the 
pericardium  and  myocardium  by  disease  of 
extracardial  origins.  Therefore,  I would  en- 
ter the  j udgment  that  the  cardiac  manifesta- 
tions in  this  patient  probably  resulted  not 
from  a primary  myocardial  disease,  but  from 
the  effect  of  extracardial  disease  upon  the 
pericardium,  and  probably  upon  the  myo- 
cardium as  well. 

Reverting  now  to  more  general  considera- 
tions, I doubt  that  we  shall  settle  whether 
the  patient’s  several  admissions  were  related. 
You  have  probably  sensed  among  the  discus- 
sants a reluctance  to  believe  such  a relation- 
ship existed.  Had  all  of  these  events  occurred 
within  a few  months,  strong  support  would 
be  afforded  the  judgment  that  the  patient’s 
disease  was  one  entailing  involvement  of  sev- 
eral systems.  However,  such  diseases  com- 
monly have  an  inexorable  progression.  This 
patient’s  course  was  characterized  by  re- 
markably complete  remissions  in  the  absence 
of  specific  therapy.  Polyarteritis  and  lym- 
phoma could  have  produced  the  earlier  mani- 
festations and  the  latter  as  well,  but  I doubt 
such  was  the  case. 

Centering  our  reasoning  on  the  final  ill- 
ness, we  consider  two  possibilities:  one,  a 
lymphoma  with  mediastinal  involvement  and, 
two,  a neoplasm  primary  in  the  lung,  that 
is,  bronchogenic  carcinoma  with  invasion  of 
the  pericardium  and  myocardium.  I have  no 
means  of  reaching  a reliable  judgment  favor- 
ing one  or  the  other  of  the  two  processes.  I 
would  note  that  splenomegaly  was  not  re- 
ported ; that  lymphadenopathy  appeared  late 
in  the  course  of  the  patient’s  illness  and  then 
was  confined  to  the  thoraco-cervical  area. 
These  points  weight  the  scales  in  favor  of  a 
process  which  originated  in  the  thoracic  cav- 
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ity  and  produced  regional  nodal  involvement, 
namely,  carcinoma  of  the  lung. 

Now,  in  the  process  of  reaching  this  judg- 
ment, other  possibilities  were  entertained 
from  the  general  categories  of  infectious  and 
degenerative  disease,  but  nothing  provoked 
from  me,  at  least,  a perceptive  response. 

And  so,  having  used  33  of  the  35  minutes 
allotted,  I think  I shall  award  Dr.  Castle- 
man  the  remaining  two  minutes.  He  may  well 
need  them  for  salvage  purposes. 

DR.  CASTLEMAN.— Dr.  Greenberg,  what 
do  you  think  this  patient  has? 

DR.  GREENBERG. — I was  considering  a 
malignant  lymphoma  versus  a carcinoma, 
but  I felt  that  the  enlarged  hilar  mass  could 
be  lymph  nodes.  There  were  enlarged  periph- 
eral lymph  nodes  and  the  diagnosis  was  ap- 
parently made  after  lymph  node  biopsy.  For 
these  reasons  I suspect  a malignant  lym- 
phoma over  a carcinoma. 

DR.  CASTLEMAN. — Any  other  sugges- 
tions? What  about  the  students?  They  usu- 
ally come  up  with  the  right  diagnosis.  Do 
you  all  agree  with  Dr.  Pruitt?  You  don’t? 
What  do  you  think? 

MEDICAL  STUDENT.— I thought  there 
was  a possibility  of  carcinoid. 

DR.  CASTLEMAN. — That’s  a real  good 
student  diagnosis — carcinoid.  They  always 
pick  out  the  very  unusual  thing. 

Dr.  Brown,  did  you  agree  with  Dr.  Pruitt  ? 

DR.  BROWN. — I would  think,  essentially, 
that  this  is  the  possibility.  There  must  be  a 
malignancy  with  the  multiple  pulmonary 
emboli. 

DR.  CASTLEMAN.— Dr.  Fred? 

DR.  FRED. — I would  bet  on  bronchogenic 
carcinoma  with  involvement  of  the  peripheral 
veins  and  pulmonary  emboli. 

DR.  CASTLEMAN.— Dr.  Davis? 

DR.  DAVIS. — Was  no  one  else  as  worried 
about  all  these  monocytes  as  I was?  I kept 
trying  to  make  it  a tuberculous  mediastinitis 
that  smoldered  along  and  involved  the  peri- 
cardium. 

DR.  CASTLEMAN.— What  do  you  say 
about  that,  Dr.  Pruitt?  It  doesn’t  bother  you 
a bit,  does  it? 

DR.  PRUITT. — The  trouble  is  I am  so 
bothered  already  that  nothing  can  bother  me 
much  more.  Of  course,  the  pericarditis  which 
appeared  in  the  final  illness  could  have  been 
infectious  in  type.  However,  monocytosis  was 
present  at  an  early  phase  of  the  illness,  and 


I am  pretty  well  convinced  that  the  early  and 
late  phases  of  the  patient’s  illness  were  un- 
related. Dr.  Davis,  are  you  able  to  define  a 
relationship  between  these  early  and  late 
phases  ? 

DR.  DAVIS. — Not  very  well.  It  might 
be  that  she  could  have  had  tuberculosis  that 
was  not  active  at  all  times,  and  that  by  the 
simple  rest  she  would  be  able  to  get  better 
without  any  treatment.  I don’t  know. 

DR.  PRUITT. — Her  second  differential,  I 
believe  it  was,  showed  only  5 per  cent  mono- 
cytes. 

DR.  DAVIS. — But  she  had  20  per  cent  and 
60  per  cent  on  two  occasions. 

(It  was  determined  that  there  was  a mis- 
print in  one  of  the  protocols.  It  should  have 
been  60  per  cent  neutrophils  instead  of  mon- 
ocytes. ) 

DR.  CASTLEMAN. — Can  we  hear  from 
the  pathologist,  Dr.  O’Neal?  Do  you  agree 
with  Dr.  Pruitt? 

DR.  O’NEAL. — I am  surprised,  in  view  of 
the  patient’s  having  pulmonary  emboli,  that 
somebody  hasn’t  mentioned  the  pancreas  as 
the  possible  site  of  the  primary  neoplasm. 

DR.  CASTLEMAN.— I don’t  think  you 
would  object  to  a primary  neoplasm  in  the 
pancreas,  would  you,  Dr.  Pruitt? 

DR.  PRUITT. — I wouldn’t  object  strenu- 
ously. I would  object  to  the  idea  that  carci- 
noma of  the  pancreas  was  the  only  neoplasm 
likely  to  be  associated  with  peripheral  venous 
disease  affording  origin  to  pulmonary  em- 
boli. Neoplasms  of  other  kinds  can  do  it;  and 
if  we  must  pick  a specific  neoplasm  for  this 
patient,  I will  stand  by  my  earlier  choice  of 
the  lung  as  the  primary  site. 

DR.  CASTLEMAN. — This  patient,  as  you 
can  guess,  was  a problem  for  many  years  to 
her  physicians.  It’s  interesting  that  Dr.  Ku- 
bic,*  our  neurologist,  saw  her  in  1959  for  the 
diplopia  and  indicated  that  the  sudden  onset, 
as  Dr.  Fields  also  indicated,  might  be  due  to 
an  occlusion  of  the  small  arteries  supplying  a 
peripheral  nerve.  However,  no  explanation 
for  the  headaches  was  offered.  As  the  diplo- 
pia improved,  he  stated  that  “it  seems  likely 
that  this  belongs  to  a group  of  cases  of  un- 
known etiology  in  which  spontaneous  recov- 
ery takes  place”.  He  predicted  this  in  1959, 
and  apparently  he  was  correct,  because  we 
found  nothing  to  account  for  the  diplopia. 

The  operation  that  was  performed  was  an 
aspiration  of  the  left  pleural  cavity  from 
which  the  physician  was  able  to  get  800  ml. 

*Dr.  Charles  S.  Kubic. 
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Fig.  5.  The  cell  block  of  pleural  fluid  contains  an  array  of 
neoplastic  cells  with  large  vesicular  nuclei,  many  of  them 
"horseshoe"  in  shape.  An  obviously  malignant  huge  divid- 
ing cell  is  present. 

of  fluid.  We  made  a cell  block  as  shown  in 
the  first  slide.  It’s  very  rare  that  we  get  one 
as  positive  as  this.  As  you  can  see,  these  are 
all  tumor  cells  (Fig.  5).  Here  is  a very  nice 
mitotic  figure.  The  nuclei  are  not  perfectly 
round ; many  of  them  are  horseshoe  in  shape. 
I suggested  from  this  cell  block  that  this  was 
probably  a lymphoma  of  the  reticulum  cell 
sarcoma  variety. 

The  clinician,  wanting  to  be  absolutely 
sure  in  order  to  treat  the  patient  in  the  best 
fashion,  decided  to  remove  one  of  the  periph- 
eral lymph  nodes.  The  next  slide  shows  that 
the  framework  of  the  node  is  completely  ef- 
faced, and  there  are  tumor  cells  going  out 
into  the  perinodal  fat.  The  cells  were  very 
similar  to  those  that  were  seen  in  the  pleural 
fluid,  confirming  our  diagnosis  of  lymphoma. 

The  patient  did  not  live  very  much  longer, 
dying  within  a few  weeks.  At  postmortem 
examination,  the  most  striking  findings 
were,  of  course,  in  the  chest.  Except  for  one 
area  in  the  left  pleural  cavity,  both  the  right 
and  left  pleural  cavities  were  obliterated  by 
fibrous  tissue  and  neoplastic  tissue  originat- 
ing from  the  mediastinum.  The  mediastinum 
was  “frozen”,  and  the  pericardial  sac  was 
completely  obliterated.  I don’t  see  how  they 
could  have  heard  a friction  rub  that  was 
pericardial  in  origin ; it  must  have  been 
pleural. 

After  the  pericardium  was  opened,  we 
could  see  that  the  epicardial  fat  was  replaced 
by  tumor,  as  was  the  parietal  pericardium 
which  was  then  adherent  to  the  pleura  (Fig. 
6).  Lymph  nodes  in  the  area  were  promi- 
nently enlarged.  There  was  involvement  of 
the  tissues  around  all  of  the  great  vessels  and 


Fig.  6.  Gross  photograph  of  the  heart  as  observed  at  au- 
topsy. The  epicardial  fat  is  replaced  by  tumor. 


extending  into  the  myocardium,  as  was  pre- 
dicted by  Dr.  Pruitt.  Huge  nodes  on  both 
sides  of  the  trachea  and  around  the  bronchi 
contained  enough  tumor  to  constrict  the 
great  vessels. 

Microscopically,  the  tumor  of  the  pleura 
was  made  up  of  the  same  neoplastic  cells  seen 
in  the  lymph  node  biopsy.  The  epicardial  fat 
was  completely  infiltrated,  and  tumor  could 
be  seen  weaving  its  way  into  the  myocardial 
fibers  (Fig.  7).  There  was  no  coronary  dis- 
ease intrinsically,  no  atherosclerosis  of  any 
degree,  but  occasionally  a small  coronary  ar- 
tery was  completely  surrounded  by  tumor, 
not  really  producing  much  obstruction  to  the 
coronary  flow.  Lymphoma,  unlike  carcinoma, 
rarely  invades  vessels.  It  merely  surrounds 
them,  and  apparently  there  isn’t  the  degree 
of  compression  of  vessels  by  lymphoma  as  is 
found  with  carcinoma,  which  actually  may 
invade  the  wall. 

Another  site  that  was  involved  was  the 
fundus  of  the  stomach.  Over  an  area  that 
measured  about  5 or  6 cm.  in  diameter,  there 
was  infiltration  of  all  layers  of  the  stomach 
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Fig.  7.  Low  power  photomicrograph  of  heart.  The  epicardial 
fat  is  replaced  by  tumor  that  extends  between  bundles  of 
muscle  fibers  deep  into  the  myocardium.  The  uniform, 
monotonous  pattern  of  cells  is  characteristic  of  lymphomas. 

but  no  involvement  of  the  cardiac  orifice. 
This  site,  as  the  radiologist  knows,  is  an  area 
which  is  very  hard  to  see  on  roentgenogram. 

The  spleen  was  not  enlarged,  Dr.  Pruitt, 
although  there  were  some  nodules  of  tumor 
within  it.  A section  of  adrenal  also  contained 
tumor,  distributed  over  its  surface. 

The  patient  did  have  emboli  in  both  lungs. 
They  were,  for  the  most  part,  in  major  ves- 
sels and  had  not  produced  infarction  of  the 
lung. 

Your  question,  Dr.  Pruitt,  as  to  whether 
her  earlier  admissions  are  in  some  way  re- 
lated to  her  third  and  fourth  admissions,  I 
think  is  still  unanswerable.  We  had  Profes- 
sor Uehlinger  from  Zurich  visiting  us  at  the 
time  this  autopsy  was  performed,  and  it  was 
his  opinion  that  the  patient  had  the  lesion  in 
the  stomach  going  back  to  her  1959  admis- 
sion, that  is,  for  three  years.  He  has  seen 
lymphomas  of  the  stomach  that  smoldered 
for  several  years  and  then  suddenly  became 
fulminating,  virulent  lymphomas.  But  we 
could  see  no  connection  between  the  gastric 
lesion  in  the  hidden  area  of  the  stomach  and 
the  posterior  mediastinum,  and  I thought 
there  should  be  a connection  for  the  anatomic 
findings  to  support  this  hypothesis.  If  one 
takes  that  point  of  view,  one  could  perhaps, 
Dr.  Davis,  account  for  the  patient’s  monocy- 
tosis, because  it  was  the  reticulum  cell  type 
of  lymphoma  that  the  patient  had.  The  pos- 
sibility remains  that  she  had  lymphoma  even 
on  her  earlier  admissions  and  that  it  re- 
mained dormant;  the  only  evidence  we  have 
for  this  is  the  monocytosis. 

I,  personally,  lean  the  other  way.  I assume 


that  perhaps  the  lymphoma  began  in  her 
mediastinum  and  became  manifest  on  her 
last  two  admissions,  and  that  the  stomach 
became  involved  secondarily  as  did  the  ad- 
renal and  other  organs.  It  seems  to  me  that 
if  it  were  primary — and  we  don’t  usually 
think  in  terms  of  a “primary”  lymphoma  but 
rather  in  terms  of  multicentric  origin — and 
if  it  were  in  the  stomach  first,  it  would  not 
have  limited  itself  to  such  a small  area  over 
these  years.  I would  have  thought  it  would 
have  extended  further  into  the  stomach.  Do 
you  have  the  film  of  the  stomach  here,  Dr. 
Collins? 

(Dr.  Collins  put  up  the  film.) 

DR.  CASTLEMAN. — The  lesion  was  right 
in  the  fundus,  Dr.  Collins.  Are  you  able  to 
detect  an  abnormality  from  the  film,  even 
though  you  know  there  is  something  there? 

DR.  COLLINS. — No.  I might  suggest, 
though,  in  retrospect,  that  if  you  are  con- 
cerned about  distensibility,  if  you  will  over- 
fill the  stomach  and  put  the  patient  on  his 
back  so  that  the  fundus  is  dependent,  you 
might  get  a little  hint.  But  this  film  certainly 
doesn’t  suggest  anything. 

DR.  CASTLEMAN. — You  agree  with  our 
radiologist.  It’s  interesting  that  there  was  a 
gastrointestinal  series  in  1957  in  which  the 
whole  cardia  was  filled.  I think  that  would 
be  further  evidence  that  the  stomach  lesion 
was  not  there  in  1957,  because  they  were 
able  to  fill  the  entire  cardia  at  that  time. 

Do  you  have  any  further  thoughts  now 
about  the  case,  Dr.  Pruitt? 

DR.  PRUITT. — I think  not,  no.  I wonder 
if  there  are  others? 

DR.  GREENBERG. — This  was  a malig- 
nant lymphoma.  In  the  discussion  there  was 
mention  of  the  occurrence  of  thrombosis  with 
visceral  carcinoma.  Would  you  comment  as 
to  the  association  of  thrombosis  with  malig- 
nant lvmphoma? 

DR.  CASTLEMAN.— I think  Dr.  Pruitt 
indicated  that  it  wasn’t  always  a pancreatic 
carcinoma  that  was  associated  with  a high 
incidence  of  venous  thrombosis,  and  I would 
agree  entirely  with  him.  We  have  frequently 
seen  venous  thrombosis  in  association  with 
other  malignant  tumors;  not  very  often,  I 
might  say,  with  malignant  lymphoma  in  con- 
trast to  carcinoma.  I do  feel  that  there  seems 
to  be  a little  higher  incidence  with  pancreatic 
cancers,  although  perhaps  not  as  high  as  one 
ordinarily  thinks. 

When  this  patient’s  veins  were  ligated,  the 
surgeon  found  thrombi ; and  it’s  possible  that 
the  pulmonary  thrombo-embolism  we  found 
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at  autopsy  had  been  present  before  the  veins 
were  ligated,  although  they  appeared  recent. 

DR.  COLLINS. — Are  there  any  points  in 
this  case  prior  to  your  cell  block  from  the 
thoracentesis  which  you  feel  would  favor  put- 
ting lymphoma  number  one  over  an  undif- 
ferentiated bronchogenic  carcinoma  invading 
the  mediastinum? 

DR.  CASTLE  MAN.— If  I had  had  to  dis- 
cuss this  case,  I would  have  agreed  with  Dr. 
Pruitt.  I would  have  preferred  the  diagnosis 
of  oat  cell  carcinoma  of  the  lung  because  the 
patient  was  a female  and  it  was  a rapidly 
progressing  tumor. 

This  patient  was  followed  by  capable  peo- 
ple who  thought  until  her  last  admission  that 
she  had  heart  failure.  As  she  left  the  hospital 
after  her  third  admission,  the  patient  her- 
self said  that  she  must  have  a tumor.  Clin- 
ically, thyrotoxicosis  was  suspected.  Her 
original  condition  in  1959,  when  she  had  di- 
plopia, was  suspected  to  have  been  encepha- 
litis, and  the  question  of  a complicating  myo- 


carditis with  eventual  heart  failure  was 
raised. 

DR.  PRUITT. — I ruled  out  cardiomyop- 
athy or  myocarditis  on  the  basis  of  certain 
deficits  in  findings  related  to  the  heart ; how- 
ever, it  was  easier  for  me  to  do  this  from  the 
protocol  than  for  the  attending  physicians 
to  do  it  by  examining  the  patient. 

DR.  CASTLEMAN.— Yes,  this  is  one  of 
the  advantages  of  the  clinicopathologic  con- 
ference. On  the  other  hand,  the  disadvantage 
is  that  you  don’t  see  the  patient,  and  the 
clinician  does. 

MR.  MARK. — I would  like  to  thank  Dr. 
Castleman,  Dr.  Pruitt,  and  the  medical  staff 
for  discussing  this  clinicopathologic  confer- 
ence. We  enjoyed  having  you  here  today. 
Thank  you. 


This  case  was  discussed  in  an  earlier  conference 
and  published  as  a Case  Record  of  the  Massachu- 
setts General  Hospital.  Case  25-1963,  New  Engl-  J. 
Med.  268:832  (April  11)  1963. 


Attack  on  Drug  Traffic, 

Reforms  in  Addict  Treatment  Urged 

A presidential  advisory  commission  has  urged  a massive  attack 
by  the  federal  government  on  illicit  traffic  in  narcotics  and  dangerous 
drugs,  and  has  advocated  reforms  in  treatment  of  narcotic  addicts. 

The  commission  recommended  establishment  of  a special  unit  of 
investigators  and  lawyers  in  the  Department  of  Justice  to  hunt  and 
prosecute  big-time  smugglers  and  sellers. 

Rehabilitation  rather  than  punishment  should  be  emphasized  in 
treating  the  addict,  and  penalties  in  federal  narcotics  laws  which  are 
too  rigid  for  some  of  the  lesser  offenses  should  be  relaxed  to  give 
courts  more  discretion  in  dealing  with  offenders,  suggested  the  com- 
mission. 

In  an  interim  report,  the  commission  touched  on  the  controversial 
question  of  whether  drugs  should  be  dispensed  to  addicts  in  treatment 
by  physicians.  It  recommended  that  the  American  Medical  Associa- 
tion and  the  National  Research  Council  “submit  definitive  statements 
as  to  what  constitutes  legitimate  medical  treatment  of  an  addict,  both 
in  and  out  of  institutions”. 

The  New  York  Academy  of  Medicine  also  issued  a report  sharply 
attacking  what  it  called  the  Federal  Bureau  of  Narcotics’  “punitive 
attitude”  of  treating  drug  addicts  as  criminals  and  attempting  to  con- 
trol addiction  by  imposing  stiff  legal  penalties. 

The  report  of  the  New  York  physicians  charged  the  Bureau  of 
Narcotics  with  forcing  “unsound”  medical  treatment  of  drug  addicts, 
intimidating  doctors  who  attempt  to  treat  addicts,  and  holding  back 
“progress  in  the  conquest  of  addiction”. 
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Legislation  Easing  Aged  Tax  Burden; 
MAA  Phase  of  Kerr-Mills  Endorsed 


THE  TEXAS  Medical  Association  House  of 
Delegates  at  its  1963  Sessions  last  month 
in  Dallas  endorsed  the  implementation  of  the 
MAA  phase  of  the  Kerr-Mills  Act  in  Texas 
(S.J.R.  10)  on  a basis  of  need. 

S.J.R.  10  would  provide  for  direct  or  ven- 
dor payments  for  medical  care  on  behalf  of 
needy  individuals  65  years  of  age  or  over 
who  are  not  recipients  of  Old  Age  Assistance 
in  Texas,  and  who  are  unable  to  pay  for 
needed  medical  services. 

Delegates  also  supported  in  principle  legis- 
lation designed  to  ease  the  tax  burden  on 
aged  persons  and  those  who  assist  them.  The 
delegates  would  ask  Congress  to  grant  relief 
to  such  persons  by  ( 1 ) providing  for  a tax  de- 
duction for  medical  expenses  of  dependents 
over  age  65,  (2)  removing  the  1 per  cent 
drug  limitation,  (3)  permitting  taxpayers 
over  age  65  to  receive  full  tax  benefits  for 


TMA  staff  member  Mrs.  Emily  Jackson  checks  a report  for 
Dr.  Charles  Max  Cole  of  Dallas,  Vice  Speaker  of  the  House 
of  Delegates. 


medical  expenses  by  use  of  carry-forward 
and  carry-back  principles,  and  (4)  providing 
a tax  credit  for  medical  expenses  paid  by  the 
over  age  65  taxpayer,  with  the  credit  related 
to  income  and  medical  expenses. 

Specifically  opposed  in  a resolution  was 
the  further  construction  in  Texas  or  any- 
where of  Veterans  Administration  hospitals. 
Delegates  noted  that  85  per  cent  of  the  pa- 
tients discharged  from  veterans  hospitals 
were  treated  for  non-service-connected  ill- 
nesses or  disabilities,  that  the  length  of  stay 
in  veterans  hospitals  is  four  times  longer 
than  the  average  length  of  stay  for  the  same 
illnesses  in  civilian  hospitals,  and  that  the 
cost  per  bed  for  construction  of  veterans  hos- 
pitals is  $26,000,  several  thousand  dollars 
higher  than  the  $18,000  cost  for  civilian  hos- 
pitals. Delegates  expressed  belief  that  non- 
service-connected illnesses  of  veterans  can  be 
cared  for  locally  the  same  as  those  of  vet- 
erans’ wives  and  children. 

A National  Broadcasting  Company  White 
Paper  production,  “British  Socialized  Medi- 
cine”, which  was  televised  on  March  30, 
1963,  was  denounced  by  delegates  as  a biased 
report,  and  delegates  approved  a resolution 
submitted  by  Taylor- Jones  Counties  Medical 
Society  which  requested  that  the  Texas  Medi- 
cal Association  seek  similar  time  for  a public 
service  program  to  show  the  advantages  of 
private  medical  care  as  practiced  in  the  Unit- 
ed States.  Representatives  of  Taylor- Jones 
Counties  Medical  Society  reported  that  they 
had  discussed  public  service  time  with  execu- 
tives of  NBC  and  that  the  public  service  time 
may  be  possible. 

Delegates  also  again  disapproved  the  bills 
(S.B.  64— H.B.  354)  which  would  grant  li- 


censes  to  clinical  laboratories  and  clinical 
laboratory  directors.  Delegates  expressed 
their  beliefs  that  this  constituted  the  prac- 
tice of  medicine  and  that  only  individuals 
who  are  trained  in  medicine  should  direct 
such  operations. 

Other  legislation  endorsed  by  delegates  in- 
cluded bills  which  would  make  it  unlawful 
to  sell  or  offer  for  sale  any  rat  poison  or 
any  other  preparation  which  contains  thal- 
lium sulphate  or  any  other  thallium  com- 
pound (H.B.  284)  ; bills  which  would  place 
paregoric  on  the  list  of  narcotic  drugs  to  be 
sold  by  prescription  only  (S.B.  262 — H.B. 
162)  ; a bill  which  would  grant  immunity  to 
physicians  and  allied  medical  groups  for  fur- 
nishing information  relating  to  the  condi- 
tion and  treatment  of  any  person  when  such 
study  may  aid  reduction  of  morbidity  or 
mortality  (H.B.  418). 

In  other  action,  the  House  approved  legis- 
lation being  submitted  by  Rep.  Olin  Teague 
of  Bryan  (H.R.  4347)  which  would  provide 
for  the  review  of  proposed  new  Veterans 
Administration  hospital  construction  by  the 
Committee  on  Veterans  Affairs  of  the  House 
of  Representatives  before  contracts  for  con- 
struction are  let.  Rep.  Teague  is  chairman 
of  the  House  Committee.  The  delegates  noted 
their  concern  over  the  transference  to  the 
Executive  Branch  of  constitutional  congres- 
sional authority  for  new  VA  hospital  con- 
struction. 

Other  issues  ranged  from  fluoridation,  on 
which  the  Association  took  a neutral  stand, 
to  discharging  committees  which  have  not 
met  during  the  past  year. 

The  House  approved  the  recommendation 
of  Immediate  Past  President  Dr.  George 

Much  of  the  real  work  of  the  House  of  Delegates  takes 
place  in  reference  committees,  such  as  the  one  on  Scien- 
tific Work,  pictured  below. 


Incoming  President  Dr.  Robert  Mayo  Tenery  of  Waxahachie 
accepts  the  gavel  from  his  predecessor.  Dr.  George  Waldron 
of  Houston. 

Waldron  that  Committees  which  have  not 
met  at  all  during  the  past  year  should  be 
discharged.  It  concurred,  however,  with  Dr. 
Waldron  that  the  incoming  President  should 
have  the  prerogative  of  appointing  new  com- 
mittees if  there  is  a continued  need  for  the 
services  which  these  committees  should  pro- 
vide. 

Also  approved  was  another  proposal  pre- 
sented by  Dr.  Waldron  which  would  increase 
the  size  of  the  Councils  on  Annual  Session, 
Constitution  and  By-Laws,  and  Medical  Ju- 
risprudence from  five  to  seven  members. 

In  addition,  three  other  presidential  rec- 
ommendations regarding  reimbursement  of 
the  President,  President-Elect,  and  AM  A 
delegates  and  alternates  for  travel  expenses 
were  approved. 

Speaker  of  the  House  James  D.  Murphy 
was  complimented  for  his  questionnaire  de- 
signed to  improve  and  streamline  the  sessions 
of  the  House.  As  a result  of  the  question- 


Automation  aids  the  assembling  of  reports  for  the  House 
of  Delegates. 


naire,  Dr.  Murphy  appointed  a parliamen- 
tarian, Dr.  Carlos  Fuste  of  Alvin. 

Dr.  Murphy,  in  addition,  proposed  that  a 
Rules  Committee  be  created  for  the  House 
of  Delegates,  and  the  By-Laws  were  amend- 
ed to  allow  the  Speaker  to  appoint  “such 
committees  as  are  necessary  to  assist  him 
in  the  performance  of  his  duties.” 

Neutral  Stand:  Fluoridation 

Delegates  voted  not  to  debate  on  the  issue 
of  fluoridation;  they  accepted  a substitute 
resolution  for  one  presented  earlier  by  the 
Committee  on  Public  Health  which  had  fa- 
vored TMA  endorsement  of  fluoridation  of 
community  water  supplies.  Dr.  Fuste  pre- 
sented the  substitute  motion  which  resolved 
that  the  Texas  Medical  Association  would 
not  engage  in  “approval,  endorsement,  or 
guarantee  of  either  unfluoridated  water  or  of 
fluoridated  water.”  The  substitute  was  ap- 
proved by  a margin  of  92-67. 

The  House  approved  the  recommendation 
of  the  Board  of  Trustees  which  would  ask 
that  the  Special  Committee  on  the  May  Owen 
Physicians  Benevolent  Fund  be  continued  for 
at  least  another  year  to  work  out  the  opera- 
tional and  promotional  details  of  the  fund. 
Dr.  Owen,  Past  President  of  the  Association, 
initiated  the  fund  with  a $2,500  grant  last 
year.  The  fund  would  assist  needy  physi- 
cians or  their  widows. 

The  House  approved  the  recommendations 
of  the  Council  on  Annual  Session  that  the 
sites  for  the  Annual  Session  be  approved 
tentatively  for  five  years  in  advance  and 
that  a Section  on  Cardiovascular  Diseases 
should  not  be  formed  at  this  time.  Instead, 


Dr.  James  D.  Murphy,  Fort  Worth,  Speaker  of  the  House  of 
Delegates,  confers  with  Dr.  Travis  Smith  of  Abilene. 


Congratulations  are  extended  the  new  Vice  President,  Dr. 
William  H.  Gordon  of  Lubbock,  by  the  new  President,  Dr. 
Robert  Mayo  Tenery  of  Waxahachie. 


Delegates  approved  the  recommendation  that 
the  Committee  on  Cardiovascular  Diseases 
should  be  allotted  time  on  another  Associa- 
tion Section  meeting  for  a year  or  two. 

The  House  approved  the  recommendation 
of  a reference  committee  that  the  interpro- 
fessional code  between  the  Texas  Medical 
Association  and  the  State  Bar  of  Texas  be 
re-evaluated  by  the  Board  of  Councilors. 

Texas  Delegates  to  the  AM  A were  urged 
to  continue  to  observe  activities  of  the  Coun- 
cil on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association  and  to 
work  diligently  to  attempt  to  get  more  pri- 
vate practitioners  on  the  Council. 

Resolutions 

The  House  approved  two  resolutions  sub- 
mitted by  the  Committee  on  Nuclear  Medi- 
cine : 

( 1 ) Continued  opposition  to  promulgation 
of  FDA  regulations  involving  radioactive 
drugs  for  investigational  use. 
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(2)  Endorsement  of  examination  for  li- 
censure of  all  persons,  after  June  1,  1963, 
who  apply  to  use  sources  of  ionizing  radia- 
tion for  human  use  for  purposes  of  diag- 
nosis, therapy,  and  research,  in  vivo  and  in 
vitro,  as  provided  in  the  State  Radiation 
Control  Act  of  1961.  Persons  presently  hold- 
ing licenses  would  be  favored  for  continued 
licensure  without  examination  under  the 
grandfather  clause. 

The  following  action  was  taken  on  other 
resolutions  presented  to  the  House : 

(1)  Commendation  of  AM  A Judicial 
Council  for  a study  it  is  making  relating  to 
newspaper  accounts  of  forceful  hospitaliza- 
tion of  former  General  Edwin  A.  Walker. 

(2)  Endorsement  of  programs  informing 
the  public,  especially  teenagers,  of  the  dan- 
gers to  health  from  smoking  tobacco. 

(3)  Approval  of  a resolution  requesting 
the  Texas  State  Board  of  Medical  Examiners 
to  investigate  medical  practice  by  nonmedi- 
cal groups. 

(4)  Referral  to  Council  on  Medical  Juris- 
prudence for  further  study : A resolution 
supporting  measures  designed  to  reduce  il- 
legitimacy. 

(5)  Referral  to  Council  on  Medical  Juris- 
prudence: Resolution  regarding  creation  of 
state  committee  to  study  hospital  care  for 
indigent  and  medically  indigent  citizens. 

Public  Health  Programs 

In  the  areas  of  public  health,  the  Dele- 
gates approved  the  phenylketonuria  (PKU) 
detection  pilot  program  which  is  being  initi- 
ated in  several  Texas  hospitals ; county  med- 
ical society  programs  for  physicians  and  the 
public  on  the  prevalence  of  venereal  disease ; 
continued  endorsement  of  all  three  types  of 
Sabin  oral  vaccine  for  polio ; encouragement 
of  Texas  physicians  to  implement  the  AM  A 
educational  immunization  campaign  regard- 
ing the  nation’s  “dangerous  low”  protection 
against  smallpox. 

Endorsed  also  were  the  polyvalent  influ- 
enza vaccines  for  high  risk  groups,  and  con- 
tinued use  of  tetanus  toxoid  immunizations 
with  booster  doses  at  proper  intervals. 

Presented  by  the  Committee  on  Public 
Health,  as  were  the  preceding  issues,  were 
the  continued  advocation  of  the  use  of  seat 
belts  and  endorsement  of  equipping  of  auto- 
mobiles with  seat  belts. 

Among  other  items  approved  was  a state- 
wide survey  on  malpractice  to  be  conducted 
by  the  Committee  on  Professional  Insurance, 


The  President-Elect  for  1964  is  Dr.  Max  E.  Johnson  of  San 
Antonio. 


accreditation  and  inspection  of  hospitals  un- 
der 25  beds  on  a voluntary  and  optional 
basis  as  proposed  by  the  Committee  on  Hos- 
pital Accreditation ; commendation  of  med- 
ical schools  in  the  state  for  their  graduate 
programs  in  the  biomedical  sciences  with  the 
urging  that  they  continue  to  expand  and  en- 
hance existing  programs ; encouragement  of 
medical  schools  to  establish  preceptorship 
training  programs  in  all  fields  of  medicine. 

Committee  on  Athletics 

As  a follow-up  to  the  study  of  the  Special 
Committee  to  Study  the  Dangers  of  “Helmet 
Blocking”  in  Interscholastic  Football,  the 
House  voted  to  name  a standing  Committee 
on  Athletics  to  make  recommendations  for 
prevention  of  illnesses  and  injuries  to  ath- 
letic participants. 

Constitution  and  By-Laws 

One  significant  proposed  revision  of  the 
Constitution  and  By-Laws  was  approved  in 
principle  and  referred  back  to  the  Council 
on  Constitution  and  By-Laws  for  further 
study  to  be  reported  back  to  the  House  at 
the  next  Annual  Session.  The  Council  had 
proposed  an  amendment  to  the  By-Laws 
which  would  call  for  the  establishment  of  a 
nominating  board  as  a means  of  setting  up 
the  most  democratic  and  effective  method 
possible  for  selecting  the  best  available  tal- 
ent for  elective  positions  in  the  Texas  Medi- 
cal Association. 
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Eidophor,  large 
screen  color  system 
of  closed-circuit  tel- 
evision, was  used  to 
present  two  Annual 
Session  addresses. 


Considered  by  many  to  be  the  most  popular  feature  of  the 
meeting  were  the  Curbstone  Consultations. 


3,S65  Attend  36th  Annual  Session 


ALTHOUGH  the  weatherman  didn’t  be- 
gin on  the  side  of  Texas  Medical  As- 
sociation, Texas  physicians  proved  their  met- 
tle and  turned  out  in  full  force  for  the  96th 
TMA  Annual  Session.  Torrential  rain  and 
high  winds  which  racked  Dallas  two  days  of 
the  meeting  didn’t  daunt  the  3,865  physicians 
and  others  who  registered. 

Three  hundred  sixty-seven  more  members 
registered  at  the  April  28-30  meeting  than 
registered  at  the  1962  meeting  in  Austin. 
Total  registration  was  3,865 ; with  2,168 
members,  520  guests,  658  Auxiliary  mem- 
bers, and  519  exhibitors  in  attendance.  In- 
cluded in  the  total  were  275  new  and  transfer 
members  who  attended  the  Orientation  Pro- 
gram. 

Following  two  days  of  specialty  and  re- 
lated society  meetings,  the  TMA  scientific 
program  opened  on  Monday,  April  29.  It  of- 
fered 13  refresher  courses,  ten  specialty  sec- 
tion meetings,  two  general  sessions,  some  60 
scientific  and  125  technical  exhibits,  two 
closed  circuit  television  programs,  and  a new 
feature,  Curbstone  Consultations.  Twenty-six 
specialty  and  related  organizations  held  their 
meetings  with  the  TMA  activities,  and  28 
guest  speakers  from  outside  of  Texas  as  well 
as  57  special  speakers  participated  in  the 
program. 

Dr.  Fred  W.  Bone  of  Dallas,  disregarding 


the  pouring  rain,  won  the  Skeet  Shoot  on 
Sunday.  Monday’s  golf  tournament  drew  113 
Association  members,  47  of  whom  registered 
with  certified  handicaps.  Dr.  Fred  Thomas 
of  Houston  won  low  gross  with  a score  of 
74;  and  after  a coin-toss  decision,  Dr.  J.  C. 
Kennedy  of  Houston  was  announced  winner 
of  low  net  honors.  With  a score  of  67,  he  had 
tied  with  Dr.  William  Pirtle  of  Tyler  and 
Dr.  Donald  McDonald  of  Abilene.  Other  so- 
cial activities  included  the  fraternity  and 
alumni  parties  and  the  Annual  Dinner  Dance. 


New  Association  Officers 

Dr.  Robert  Mayo  Tenery,  a surgeon  from 
Waxahachie,  was  installed  as  the  98th  Pres- 
ident of  Texas  Medical  Association  at  the 
Annual  Luncheon  and  Installation  of  Officers 
Tuesday,  April  30. 

Dr.  Tenery,  named  after  one  of  the  famous 
Mayo  brothers,  began  working  in  medical 
organizations  in  Ellis  County  Medical  Soci- 
ety, where  he  served  as  secretary  and  presi- 
dent. He  then  served  as  president  of  North 
Texas  Medical  Association,  as  Vice  Councilor 
and  Councilor  for  the  14th  District  of  TMA, 
and  finally  as  Vice-President  and  President- 
Elect  of  TMA. 

He  is  a member  of  the  American  Medical 
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Dr.  Robert  Mayo  Tenery,  second  from  left,  chats  with 
American  Medical  Association  officials.  At  left,  Dr.  George 
W.  Fister,  President;  Dr.  F.  J.  L.  Blasingame,  (center) 
Executive  Vice  President;  and  right,  Dr.  M.  0.  Rouse,  Vice 
Speaker,  House  of  Delegates. 


Record  Number 
Members  Attend 
Scientific  Sessions 


Association;  a fellow  of  the  American  Col- 
lege of  Surgeons;  a member  of  the  Texas 
Surgical  Society,  the  Southwestern  Surgical 
Congress,  the  American  Association  for  the 
Surgery  of  Trauma,  the  World  Medical  Or- 
ganization, and  the  Association  of  American 
Physicians  and  Surgeons. 

Dr.  Max  E.  Johnson  of  San  Antonio  was 
chosen  President-Elect  by  the  House  of  Dele- 
gates Tuesday  morning.  Dr.  Johnson,  a San 
Antonio  general  practitioner  for  38  years, 
will  assume  office  at  the  1964  Annual  Ses- 
sion. Currently  president  of  one  group,  vice 
president  of  another,  and  past  president  of 
three  more,  the  new  President-Elect  is  well- 
known  among  members  of  medical  organiza- 
tions. He  is  now  president  of  Bexar  County 
Medical  Society  and  vice-president  of  the 
Texas  Academy  of  General  Practice,  and  has 
been  president  of  the  Texas  Industrial  Sur- 
geons Association,  the  Bexar  County  Acad- 
emy of  General  Practice,  and  the  Interna- 
tional Medical  Assembly  of  Southwest  Texas. 
He  also  belongs  to  the  American  Medical  As- 
sociation, the  Southwestern  Surgical  Con- 
gress, and  the  Bexar  County,  Texas,  and 
American  Academies  of  General  Practice. 

Dr.  Johnson  was  formerly  a member  of 
the  TMA  Council  on  Annual  Session  and  the 
Committee  on  Industrial  Health. 

Medical  organizations  don’t  demand  all  of 


Dr.  Meyer  A.  Perlstein,  Chicago,  is  readied  for  his  tele- 
vision presentaton  of  "A  Clinical  Approach  to  Cerebral 
Palsy". 


Mrs.  Harvey  Renger,  Hallettsville,  and  Dr.  Howard  0. 
Smith,  Marlin,  try  the  "twist". 


Members  of  the  University  of  Texas  Medical  Branch  class 
of  1913  rehash  old  times. 

his  time,  however;  Dr.  Johnson  also  has 
served  actively  in  civic  affairs.  He  is  a for- 
mer San  Antonio  city  councilman,  a member 
of  the  Chamber  of  Commerce,  and  a former 
chairman  of  the  Bexar  County  Board  of 
Health.  Interested  in  Boy  Scout  work,  the 
physician  serves  as  national  representative 
for  the  Alamo  Council  and  sits  on  the  execu- 
tive board  of  that  group.  He  is  a Texas  Cava- 
lier, a Scottish  Rite  Mason,  and  a member  of 
the  Knights  Templar  and  the  Alzafar  Shrine. 

Dr.  Johnson’s  undergraduate  work  was 
done  at  the  University  of  Texas  in  Austin, 
and  his  medical  degree  was  granted  by  the 
University  of  Texas  Medical  Branch  in  Gal- 
veston in  1924.  He  interned  at  Robert  B. 
Green  Memorial  Hospital  in  San  Antonio  and 
served  three  years  in  the  army  medical  corps 
during  World  War  II. 

Father  of  twin  sons  and  one  daughter,  Dr. 
Johnson  is  married  to  the  former  Elizabeth 
McGehee  of  San  Antonio. 

Other  officers  elected  by  the  Association 
during  Annual  Session  include  Dr.  William 
H.  Gordon  of  Lubbock,  Vice-President;  Dr. 
James  D.  Murphy  of  Fort  Worth,  re-elected 
Speaker  of  the  House  of  Delegates;  and  Dr. 
Charles  Max  Cole  of  Dallas,  re-elected  Vice- 
Speaker  of  the  House  of  Delegates. 

Dr.  Byron  P.  York  of  Houston  was  re- 
elected to  the  Board  of  Trustees. 

Three  re-elected  Councilors  include  Dr. 
Henrie  E.  Mast  of  Midland,  Second  District; 
Dr.  Carlos  E.  Fuste  of  Alvin,  Eighth  Dis- 
trict; Dr.  James  H.  Sammons  of  Highlands, 
Ninth  District. 


One  of  the  many  exhibits  of  the  Annual  Session  is  set  up. 


The  astronauts'  physician,  Lt.  Col.  William  K.  Douglas 
begins  his  talk. 


446 


TEXAS  State  Journal  of  Medicine 


Newly  elected  Councilors  are  Dr.  Jay  J. 
Johns  of  Taylor,  Seventh  District;  Dr. 
Charles  W.  Castle  of  Liberty,  Tenth  District ; 
Dr.  Julian  M.  Key  of  Pampa,  Third  District; 
and  Dr.  Harold  E.  Griffin  of  Corpus  Christi, 
Sixth  District. 

Dr.  J.  B.  Copeland  of  San  Antonio,  Dr. 
T.  C.  Terrell  of  Fort  Worth,  Dr.  Milford  O. 
Rouse  of  Dallas,  and  Dr.  J.  C.  Terrell  of 
Stephenville  were  re-elected  delegates  to  the 
American  Medical  Association.  Dr.  R.  W. 
Kimbro  of  Cleburne,  who  had  been  delegate 
designate,  was  elected  as  a delegate  since 
Texas  is  entitled  this  year  to  an  additional 
delegate. 

Re-elected  AMA  Alternate  Delegates  in- 
clude Dr.  George  Turner  of  El  Paso,  Dr.  Den- 
ton Kerr  of  Houston,  Dr.  Robert  D.  Moreton 
of  Fort  Worth,  and  Dr.  J.  L.  Cochran  of  San 
Antonio.  Dr.  J.  E.  Miller  of  Dallas,  who  was 
AMA  alternate  delegate  designate,  was  elect- 
ed as  an  alternate  delegate. 

Dr.  John  Maston  Travis  of  Jacksonville 
was  declared  an  emeritus  member  of  the  As- 
sociation by  the  House  of  Delegates.  Dr. 
Travis  has  been  active  in  TMA  for  more  than 
50  years  and  is  currently  serving  as  secre- 
tary, an  office  he  has  held  for  more  than  ten 
years.  He  was  accorded  a standing  ovation 
by  delegates. 

Twenty-three  Texas  physicians  were  voted 
honorary  membership  in  TMA  at  the  Dallas 
meeting.  New  honorary  members  are  Dr. 
Charles  J.  Boehs,  Dr.  Albert  N.  Champion, 

Dr.  N.  C.  Hightower,  Temple,  witnesses  the  presentation 
of  the  Milford  0.  Rouse  gavel,  given  in  honor  of  Dr. 
Rouse  of  Dallas,  as  it  is  transferred  to  Dr.  John  R.  Kelsey, 
Jr.,  Houston,  new  chairman  of  the  Section  on  Digestive 
Diseases. 


Dr.  A.  Fletcher  Clark,  Sr.,  Dr.  Clara  G. 
Cook,  Dr.  Otto  J.  Potthast,  Dr.  E.  Meredith 
Sykes,  Sr.,  Dr.  William  P.  Meredith,  Dr.  Ros- 
coe  Etter,  Dr.  Charles  M.  Cole,  Dr.  Clark  C. 
Campbell,  Dr.  William  G.  Phillips,  Dr.  Erie 
D.  Sellers. 

Dr.  Charles  W.  Castner,  Dr.  Robert  M. 
Barton,  Dr.  Horace  E.  Duncan,  Dr.  William 
D.  Jones,  Dr.  Minnie  L.  Maffett,  Dr.  Jay  L. 
Touchstone,  Dr.  Albert  B.  Watkins,  Dr.  Her- 
bert Donnell,  Dr.  Miles  E.  Hastings,  Dr. 
Emmett  P.  Goode,  and  Dr.  Orval  R.  Taylor. 


Sections  Announce  New  Officers 

New  section  officers  elected  during  An- 
nual Session  have  been  announced  as  follows : 

Digestive  Diseases:  Dr.  John  R.  Kelsey, 
Jr.,  Houston,  chairman;  Dr.  Marcel  Patter- 
son, Galveston,  secretary. 

General  Practice:  Dr.  Harry  A.  Tubbs, 
Post,  chairman ; Dr.  George  A.  Burgess, 
Eagle  Pass,  secretary. 

Internal  Medicine : Dr.  Raymond  D.  Pruitt, 


The  exhibits  were  of  interest  to  a troop  of  Explorer  Scouts. 


Houston,  chairman;  Dr.  Horace  E.  Cromer, 
Austin,  secretary. 

Obstetrics  and  Gynecology:  Dr.  Stephen 
W.  Cobb,  Dallas,  chairman;  Dr.  Wayne  F. 
Baden,  Temple,  secretary. 

Ophthalmology:  Dr.  Louis  Daily,  Jr., 
Houston,  chairman ; Dr.  E.  R.  Veirs,  Temple, 
secretary. 

Otolaryngology : Dr.  Daniel  B.  Powell,  Jr., 
Austin,  chairman ; Dr.  Ben  T.  Withers,  Hous- 
ton, secretary. 

Pathology : Dr.  Alice  Smith,  Dallas,  chair- 
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man ; Dr.  Jack  P.  Abbott,  Houston,  secretary. 

Pediatrics:  Dr.  C.  William  Daeschner,  Jr., 
Galveston,  chairman;  Dr.  David  M.  Mum- 
ford,  Houston,  secretary. 

Public  Health:  Dr.  Albert  G.  Randall, 
Amarillo,  chairman ; Dr.  William  R.  Ross, 
Galveston,  secretary. 

Radiology : Dr.  Frederick  J.  Bonte,  Dallas, 
chairman;  Dr.  George  F.  Crawford,  Beau- 
mont, secretary. 

Surgery:  Dr.  William  D.  Seybold,  Hous- 
ton, chairman;  Dr.  R.  H.  Baskin,  Waco,  sec- 
retary. 

Related  Societies  Name  Officers 

Thirteen  related  organizations  which  held 
annual  meetings  in  conjunction  with  Texas 
Medical  Association’s  1963  Annual  Session 
have  elected  1963-1964  officers. 

Texas  Air-Medics  Association:  Dr.  P.  W. 
Malone,  Big  Spring,  president;  Dr.  W.  B. 
Adams,  Wichita  Falls,  president-elect;  and 
Dr.  C.  F.  Miller,  Waco,  secretary-treasurer. 

Texas  Association  of  Public  Health  Physi- 
cians: Dr.  C.  A.  Pigford,  Houston,  president; 
Dr.  Albert  Randall,  Amarillo,  president-elect ; 
Dr.  L.  P.  Walter,  Austin,  secretary-treasurer. 

Texas  Chapter,  American  College  of  Chest 
Physicians:  Dr.  Milton  V.  Davis,  Dallas, 
president;  Dr.  Charles  T.  Meadows,  Abilene, 
first  vice-president;  Dr.  Rodger  G.  Smyth, 
San  Antonio,  second  vice-president;  Dr.  John 
L.  Kee,  Jr.,  Dallas,  secretary-treasurer. 

Texas  Diabetes  Association:  Dr.  F.  Peel 
Allison,  Beaumont,  president;  Dr.  Alfred  L. 
Lane,  Corpus  Christi,  first  vice-president; 
Dr.  John  W.  Chriss,  Corpus  Christi,  presi- 
dent-elect ; Dr.  Leonard  R.  Robbins,  Houston, 
secretary-treasurer;  Dr.  James  A.  Farley, 
Fort  Worth,  second  vice-president. 

Texas  Industrial  Medical  Association:  Dr. 
Frederick  Fink,  Dallas,  president;  Dr.  John 
C.  Parsons,  San  Antonio,  vice-president;  Dr. 
Roy  E.  Joyner,  Texas  City,  president-elect; 
Dr.  Robert  R.  Dugan,  Houston,  secretary- 
treasurer. 

Texas  N europsychiatric  Association:  Dr. 
Harlan  Crank,  Houston,  president;  Dr.  Irvin 
Cohen,  Houston,  vice-president;  Dr.  E.  Ivan 
Bruce,  Galveston,  president-elect;  Dr.  James 
K.  Peden,  Dallas,  secretary-treasurer. 

Texas  Orthopaedic  Association : Dr. 
Charles  Sadler,  Amarillo,  president;  Dr.  Joe 
King,  Houston,  vice-president;  Dr.  Marvin 
Knight,  Dallas,  president-elect ; and  Dr.  Mar- 
garet Watkins,  Dallas,  secretary-treasurer. 

Texas  Otolaryngological  Association:  Dr. 


William  Skokan,  Fort  Worth,  president;  Dr. 
Louis  Adin,  Dallas,  president-elect;  Dr.  Pat- 
rick Moran,  Corpus  Christi,  vice-president; 
Dr.  Norman  Wright,  Amarillo,  secretary;  Dr. 
Ben  Nail,  treasurer,  Houston. 

Texas  Society  of  Anesthesiologists:  Dr. 
C.  H.  Gillespie,  Temple,  president;  Dr.  Eu- 
gene L.  Slataper,  Houston,  president-elect; 
Dr.  Robert  C.  Peterson,  San  Antonio,  vice- 
president;  Dr.  Leo  S.  M.  Duflot,  Galveston, 
secretary-treasurer. 

Texas  Society  of  Athletic  Team  Physi- 
cians: Dr.  James  Frank  Beall,  Nacogdoches, 
president;  Dr.  Ross  Davis,  Houston,  vice- 
president;  Dr.  Louis  J.  Levy,  Fort  Worth, 
president-elect;  Dr.  Dan  Spivey,  Lufkin,  sec- 
retary-treasurer. 

Texas  Society  on  Aging,  Clinical  Medicine 
Section:  Dr.  Silas  Grant,  Hillsboro,  chair- 
man ; Dr.  Walter  Kerr,  Fort  Worth,  chair- 
man-elect; and  Dr.  Allen  Fain,  Duncanville, 
program  chairman. 

Texas  State  Surgical  Division,  Interna- 
tional College  of  Surgeons:  Dr.  Hugh  Beaton, 
Fort  Worth,  president;  Dr.  William  Basom, 
El  Paso,  vice-president;  Dr.  Harvey  Renger, 
Hallettsville,  president-elect;  Dr.  Jack  Crow, 
Abilene,  treasurer;  Dr.  Robert  G.  McCorkle, 
Houston,  secretary. 

Texas  Traumatic  Surgical  Society:  Dr. 
Frank  Denman,  Houston,  president ; Dr. 
Dwight  Knapp,  Kerrville,  vice-president ; Dr. 
Russell  Holt,  El  Campo,  second  vice-presi- 
dent; Dr.  C.  M.  Ashmore,  Houston,  secre- 
tary. 

Scientific  Exhibit  Winners  Listed 

Awards  for  the  winning  scientific  exhibits 
were  presented  to  12  exhibits  at  Annual  Ses- 
sion. Sixty  exhibits  were  entered  in  competi- 
tion. 

In  the  individual  exhibits  category,  Group 

I,  "Renal  Artery  Reconstruction  for  Hyper- 
tension”, by  Drs.  Jesse  E.  Thompson,  Dale 

J.  Austin,  and  C.  Gene  Wheeler,  all  of  Dallas, 
won  first  place.  "Burns : Sandpaper  Debride- 
ment”, by  Dr.  Valentin  Gracia  of  Fort 
Worth,  was  awarded  second  place.  The  third 
place  award  was  given  to  "Aortic  Stenosis 
and  Insufficiency”,  exhibited  by  Drs.  Milton 
V.  Davis,  Ben  F.  Mitchel,  and  Maurice  Adam, 
all  of  Dallas. 

"Intra-Arterial  Hydrogen  Peroxide — Cur- 
rent Uses”,  by  Drs.  G.  A.  Balia,  J.  T.  Mal- 
lams,  J.  W.  Finney,  and  B.  L.  Aronoff,  all  of 
Dallas,  was  awarded  first  place  in  the  group 
exhibit  category,  Group  II.  Second  place 
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Past  presidents  of  Texas  Medical  Association  assemble  for 
a meal. 


Warren  Longmire,  senior  medical  student  at  the  University 
of  Texas  Medical  Branch  in  Galveston,  receives  the  Guy 
Witt  Memorial  Award  from  Dr.  Perry  Talkington  of  Dallas. 


award  went  to  “Electron  Microscopy  of  Hu- 
man Neoplasms”,  exhibited  by  Drs.  Francis 
J.  Luibel,  Charles  T.  Ashworth,  and  Vernie 
A.  Stembridge,  all  of  Southwestern  Medical 
School  in  Dallas.  “The  Heart  in  Disseminated 
Lupus  Erythematosus”,  presented  by  Drs. 
Milton  R.  Hejtmancik,  James  C.  Wright,  Jr., 
and  Frank  L.  Jennings,  all  of  the  University 
of  Texas  Medical  Branch  in  Galveston,  won 
third  place. 

First  place  award  for  the  institutional  ex- 
hibits, Group  III,  went  to  “Surgical  Treat- 
ment for  Carcinoma  of  the  Lip”,  shown  by 
the  University  of  Texas  Medical  Branch,  Di- 
vision of  Plastic  Surgery.  Drs.  T.  G.  Blocker, 
Jr.,  J.  B.  Lynch,  and  J.  E.  Bennett  were  the 
exhibitors.  “Incidence  and  Importance  of  Co- 
existent Factors  in  Biliary  Surgery”,  by  Drs. 
Gerald  S.  Dowdy,  Jr.,  James  E.  Bailey, 
Charles  W.  Morgan,  and  George  W.  Waldron, 
all  of  Hermann  Hospital  in  Houston,  was 
awarded  second  place.  Third  place  was  given 
to  “Polypropylene  Mesh  and  Suture”,  ex- 


hibited by  the  Cora  and  Webb  Mading  De- 
partment of  Surgery  of  Baylor  University 
College  of  Medicine  and  Jefferson  Davis  Hos- 
pital in  Houston.  Drs.  Francis  C.  Usher,  Rob- 
ert W.  Crosthwait,  and  Laszlo  Makk,  all  of 
Houston,  were  the  exhibitors. 

In  the  new  category,  educational-promo- 
tional exhibits,  Group  IV,  the  Texas  Heart 
Association,  Houston,  won  first  place  with 
“Diagnostic  Testing  Unit  on  Heart  Sounds”. 
United  Cerebral  Palsy  of  Texas,  Inc.,  Austin, 
won  second  place  with  “Approaches  to  Motor 
Improvement”.  Third  place  went  to  Cystic 
Fibrosis  Research  Center,  Austin,  for  its  ex- 
hibit, “Current  Concepts  in  Management  of 
Cystic  Fibrosis”. 

Psychosomatic  Group 
Sets  Symposium 

The  Academy  of  Psychosomatic  Medicine 
will  hold  a symposium  on  “Anxiety  and  De- 
pression” in  Atlantic  City,  at  the  Marlbor- 
ough-Blenheim  Hotel  on  June  15-16,  1963. 
This  is  immediately  prior  to  the  meeting  of 
the  American  Medical  Association. 

Panels  will  consider  “Psychiatric  Educa- 
tion of  the  Non-Psychiatrist”,  “The  Multiple 
Roots  of  Emotional  Illness”,  and  “Current 
Psychopharmacology”. 

For  further  information,  physicians  should 
write  Dr.  Wilfred  Dorfman,  program  chair- 
man, 1921  Newkirk  Avenue,  Brooklyn  26. 

Memorial  Service  Tapes  Available 

Tapes  of  the  1963  Memorial  Service  hon- 
oring deceased  Texas  doctors  and  Auxiliary 
members  are  available  to  persons  interested. 
Tapes  may  be  obtained  for  $3.00  from  Dr. 
T.  Haynes  Harvill,  Medical  Arts  Building, 
Dallas  1. 
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New  Auxiliary  President 
Holds  Own  M.D.  Degree 

Mrs.  Hamilton  Faith  Ford  of  La  Marque, 
long  a member  of  the  Woman’s  Auxiliary  to 
the  Texas  Medical  Association  and  a doctor 
of  medicine  in  her  own  right,  will  serve  as 
President  of  the  Auxiliary  in  1963-1964. 

She  was  installed  at  a luncheon  in  the 
Statler  Hilton  Hotel  with  Mrs.  Haskell  D. 
Hatfield  of  El  Paso  conducting  the  installa- 
tion ceremonies  which  preceded  a style  show. 
The  installation  luncheon  closed  the  regular 
sessions  of  the  Auxiliary’s  45th  convention 
in  Dallas  April  28-30. 

Other  officers  installed  were  Mmes.  W.  D. 
Nicholson  of  Lake  Jackson,  president-elect; 
Van  D.  Goodall  of  Clifton,  first  vice  presi- 
dent; Travis  Smith  of  Abilene,  recording 
secretary;  M.  Lake  Fowler,  Jr.,  of  Galveston, 
corresponding  secretary;  Ralph  C.  Patrick 
of  Houston,  treasurer;  Walter  P.  McCall  of 
Ennis,  publicity  secretary;  Garland  G.  Zed- 
ler  of  Austin,  parliamentarian;  and  the  fol- 
lowing regional  vice  presidents  : Mmes. 
James  A.  Hallmark  of  Fort  Worth,  North- 
ern; Russell  L.  Deter  of  El  Paso,  Western; 
Melvin  Marx  of  Clarksville,  Eastern;  Paul 
Klinger  of  San  Antonio,  Southern. 

Mrs.  Ford,  the  former  Josephine  Evange- 
line Dean,  is  a member  of  the  Galveston 
County  Woman’s  Auxiliary,  and  has  served 
her  local  group  as  recording  secretary,  presi- 
dent, and  as  a member  of  the  advisory  com- 
mittee. At  the  state  level  she  has  held  posi- 
tions as  Southern  Regional  Vice  President, 
member  of  the  Nominating  Committee,  and 
Council  Woman,  District  Eight. 

To  the  Auxiliary,  she  has  brought  the  ex- 
perience gained  in  work  with  many  other  or- 
ganizations, such  as  the  La  Marque  Charter 
Commission,  Galveston  Volunteer  Service  Bu- 
reau, Galveston  County  Child  Welfare  Board, 
Parent-Teachers  Association,  and  Girl  Scouts 
Town  Council.  More  recently,  Mrs.  Ford  has 
been  active  in  the  Galveston  Junior  League, 
of  which  she  is  a sustaining  member ; the  La 
Marque  High  School  P-TA ; La  Marque 
League  of  Women  Voters;  La  Marque  Gar- 
den Club ; La  Marque  Planning  Commission ; 
and  the  Executive  Boards  of  both  the  Gal- 
veston County  and  Texas  Mental  Health  As- 
sociations. 

In  her  spare  time,  she  enjoys  reading,  gar- 
dening, bridge,  and  hand  work  such  as  knit- 
ting and  needle-point. 

Born  Dec.  20,  1913,  in  Decatur,  Mrs.  Ford 


Mrs.  Hamilton  F.  Ford 


is  the  daughter  of  the  late  Joseph  Vincent 
and  Eula  (Cox)  Dean.  She  attended  public 
schools  in  Kilgore  and  Nacogdoches,  earned 
her  bachelor  of  science  degree  from  Stephen 
F.  Austin  State  College,  Nacogdoches,  in 
1932,  and  was  graduated  from  the  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  in 
1936.  While  in  medical  school,  she  met  and 
married  Dr.  Ford.  They  are  the  parents  of 
three  daughters,  Evangeline  (Mrs.  W.  W. 
Bondurant,  III),  Faith  (Mrs.  Don  Emory), 
and  Laura  Dean,  who  attends  La  Marque 
High  School. 


658  Auxiliary  Members 
Register  at  Annual  Session 

Six  hundred  fifty-eight  members  of  the 
Woman’s  Auxiliary  registered  for  the  45th 
convention  in  Dallas  April  28-30. 

Outgoing  president  Mrs.  R.  C.  L.  Robert- 
son, Houston,  reported  that  the  Auxiliary 
gave  more  than  $21,000  to  the  American 
Medical  Association  Education  and  Research 
Foundation  last  year. 

Sale  of  a cookbook  enabled  the  Auxiliary 
to  present  a check  for  $861.81  to  TMA. 

Mrs.  Robertson  reported  that  the  W Oman’s 
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Auxiliary  to  TMA  is  the  second  largest  auxil- 
iary in  the  United  States ; its  membership  is 
approximately  6,000. 

A reception  and  tea  honored  Mrs.  Robert- 
son at  the  Dallas  Garden  Center. 

At  the  Council  Woman’s  Breakfast  Sunday 
morning,  Mrs.  Rene  G.  Gerard,  Denison,  was 
announced  winner  of  the  Outstanding  Coun- 
cil Woman  Award.  Honorable  mention  went 
to  Mrs.  J.  L.  Stowe  of  the  El  Paso  District 
and  Mrs.  A.  0.  McCary,  Freeport. 

Mrs.  B.  J.  Smith  of  Austin,  the  former 
Mrs.  Nola  Acton,  was  recognized  for  her 
three  and  one-half  years’  service  as  Execu- 
tive Secretary  of  the  Woman’s  Auxiliary. 
She  was  presented  a year’s  paid  membership 
in  the  state  organization  and  in  Travis 
County’s  auxiliary.  She  was  also  given  a gold 
good  luck  charm  and  a silver  tray.  She  and 
Dr.  Smith  were  married  on  April  20. 


Thompson  Portraits 
Go  to  TMA  Building 

The  House  of  Delegates  paid  tribute  to  Dr. 
and  Mrs.  Sam  Thompson  by  endorsing  the 
announcement  of  the  Board  of  Trustees  that 
two  oil  portraits  of  the  Thompsons  will  be 
hung  permanently  in  the  Sam  Thompson 
Room  of  the  Headquarters  Building  in  Aus- 
tin. 

The  tribute  follows  the  recent  bequest 
from  Mrs.  Thompson’s  estate.  Mrs.  Thomp- 
son, who  died  Feb.  13  at  her  home  in  Kerr- 
ville,  has  left  the  Association  with  the  resi- 
due of  her  estate.  Following  taxes  and  num- 
erous other  bequests,  the  Association  is  ex- 
pected to  receive  more  than  $600,000  from 
the  estate. 


Th  ree  Tetracycline  Antibiotics 
Can  Discolor  Children's  Teeth 

Children’s  teeth  can  be  seriously  discolored 
by  three  tetracycline  antibiotics — tetracy- 
cline, chlortetracycline,  and  oxytetracycline 
— the  Food  and  Drug  Administration  has  an- 
nounced. There  is  no  evidence  to  date  that  a 
fourth  drug,  demethylchlortetracycline,  caus- 
es the  discoloration. 

Manufacturers  of  the  three  antibiotics 
have  been  advised  to  take  immediate  steps  to 
include  the  following  warning  in  the  labeling 
of  the  drugs : 

(Name  of  drug)  may  form  a stable  calcium 


complex  in  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

However,  use  of during  tooth 

development  (last  trimester  of  pregnancy,  neo- 
natal period,  and  early  childhood)  may  cause 
discoloration  of  the  teeth  (yellow  gray,  brown). 
This  effect  occurs  mostly  during  long-term  use 
of  the  drug,  but  it  has  also  been  observed  in 
usual  short-treatment  courses. 

The  discoloration  is  believed  to  be  perma- 
nent, although  its  frequency  has  not  been 
determined  as  yet.  FDA  emphasized  that 
there  is  no  evidence  that  the  discoloration  in- 
volves any  hazard  to  health. 


Blue  Shield  Reports  Payments, 

Enrollment  Increase  tor  1962 

More  than  $942,400,000  was  paid  by  the 
Blue  Shield  Plans  located  in  the  United 
States,  Canada,  and  Jamaica  for  care  ren- 
dered to  members  in  1962,  and  enrollment  for 
the  medical-surgical  plans  increased  by  more 
than  1,782,000  persons,  the  National  Associa- 
tion of  Blue  Shield  Plans  has  reported. 

The  payment  of  $942,494,204  to  the  medi- 
cal profession  represented  a record  high  for 
a 12  month  period  and  represented  nearly 
89  per  cent  of  the  total  income  of  all  Blue 
Shield  Plans,  according  to  the  national  as- 
sociation. At  the  same  time,  the  plans  util- 
ized only  9 per  cent  of  their  total  income  to 
cover  administrative  costs. 

Total  membership  in  the  plans  reached 
50,904,714  as  of  Dec.  31,  1962. 


McGuire  Assumes  Office  As 
New  Blue  Shield  President 

Dr.  H.  Thomas  McGuire  of  New  Castle, 
Del.,  assumed  the  office  of  president  of  the 
National  Association  of  Blue  Shield  Plans  at 
the  close  of  its  1963  annual  business  meeting 
in  Chicago. 

Dr.  McGuire,  who  is  in  general  and  indus- 
trial practice,  has  been  a member  of  the 
board  of  directors  of  the  Delaware  Blue 
Shield  Plan  for  12  years.  The  Blue  Shield 
Association  is  the  central  coordinating  or- 
ganization for  the  Blue  Shield  Plans  located 
in  the  United  States,  Canada,  and  Jamaica. 

Dr.  Arthur  C.  Stevenson  of  Phoenix,  a 
general  practitioner  specializing  in  surgery, 
is  the  new  president-elect  of  the  group. 
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Chiropractors  Will  Get 
Licenses  in  New  York 

Despite  heavy  opposition  by  the  Medical 
Society  of  the  State  of  New  York,  a bill  to 
license  chiropractors  in  New  York  has  passed 
the  legislature,  and  credit  is  given  to  Gov. 
Nelson  Rockefeller  for  his  backing  of  the  bill, 
according  to  an  article  in  the  AMA  News. 

New  York  is  the  47th  state  to  license  chir- 
opractors ; only  Massachusetts,  Louisiana, 
and  Mississippi  do  not.  The  law  provides  that 
all  New  York  chiropractors  must  be  licensed 
after  Oct.  1,  1964. 

A seven-member  board  will  be  created  to 
establish  examinations  for  the  chiropractors 
and  to  regulate  them.  The  board  will  include 
four  chiropractors,  one  physician,  one  osteo- 
path, and  one  educator. 

The  law  also  provides  that  chiropractors 
who  have  practiced  15  years  or  more  will  be 
required  to  pass  an  examination  in  chiroprac- 
tic; that  those  practicing  7-15  years  must 
take  tests  in  anatomy  and  physiology  as  well 
as  chiropractic ; that  those  who  have  been 
in  practice  2-7  years  must  take  the  chiroprac- 
tic test  plus  examinations  in  seven  basic  sub- 
jects ; and  that  those  practicing  less  than  two 
years  must  take  the  same  examination  as 
new  applicants.  This  examination  would  in- 
clude roentgen  rays,  scientific  subjects,  and 
chiropractic. 


C.  T.  Stone  Society  To  Meet 
June  8 in  Galveston 

The  Charles  T.  Stone  Society  of  Internal 
Medicine  has  scheduled  a symposium  on 
renal  disease  on  June  8 in  Randall  Hall  at 
the  University  of  Texas  Medical  Branch, 
Galveston. 

Ten  scientific  papers  will  be  presented. 


State  Has  115  Vocational 
Nurse  Training  Programs 

The  State  Board  of  Vocational  Nurse  Ex- 
aminers reports  that  there  is  a total  of  115 
vocational  nurse  training  programs  active  in 
Texas.  Included  in  this  total  is  the  Yoakum 
County  Hospital  School  of  Vocational  Nurs- 
ing, Denver  City,  which  has  just  been  ac- 
credited. 


Five  hundred  ninety  candidates  passed  the 
last  state-wide  examination  and  were  issued 
Vocational  Nurse  Licenses. 


Payments  Exceed  $10,000,000 
For  Dependents'  Care 

Payments  to  Texas  physicians  under  the 
Dependents’  Medical  Care  Program  have  ex- 
ceeded $10,000,000  since  May  1,  1958,  when 
Mutual  of  Omaha  Insurance  Company  took 
over  the  program. 

A total  of  115,869  claims  have  been  proc- 
essed by  the  company,  and  exactly  $10,037,- 
820.97  has  been  paid  to  the  physicians. 

Before  1958  the  Texas  Medical  Association 
had  served  as  the  fiscal  agent  for  the  pro- 
gram which  provides  medical  care  for  the 
dependents  of  military  personnel.  The  pro- 
gram is  often  called  Medicare,  but  is  entirely 
different  from  the  program  of  medical  care 
endorsed  by  the  Kennedy  Administration. 

The  dependents  cared  for  under  Medicare 
must  be  residing  apart  from  their  military 
sponsors  to  take  advantage  of  civilian  physi- 
cians and  hospitals.  If  they  are  residing  with 
their  sponsors,  they  must  seek  medical  care 
first  from  the  local  government  facility.  Only 
if  the  local  command  certifies  that  the  gov- 
ernment facility  cannot  provide  adequate 
care  and  issues  a permit,  can  these  depend- 
ents obtain  civilian  care  under  federal  pro- 
tection. 
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AMA  Atlantic  City  Meeting  in  June 


A DOCTOR  would  have  to  read  one  hour 
a day  for  many  years  to  learn  what  he 
can  learn  in  five  days  at  the  112th  annual 
meeting  of  the  American  Medical  Association 
in  the  Atlantic  City  Convention  Hall  June 
16-20. 

Because  of  the  “publication  explosion” — a 
situation  resulting  from  the  idea  that  re- 
search men  must  publish  or  perish — a prac- 
ticing physician  finds  it  almost  impossible 
to  read  and  digest  the  stacks  of  information 
that  crowd  his  desk  each  month.  Yet  it  is 
vital  to  bring  the  findings  of  researchers  into 
medical  practice  as  soon  as  possible.  Ac- 
knowledging the  problem,  the  AMA  meeting 
will  offer  hundreds  of  scientific  papers  and 
lectures. 

Medical  films  fresh  from  the  production 
line;  live  telecasts  of  surgery  and  medicine 
in  action ; scientific  exhibits ; a disaster  med- 
ical care  conference  on  biological  and  chemi- 
cal warfare;  eight  general  scientific  sessions 
on  problems  in  practice;  a Multiple  Disci- 
pline Research  Forum  with  a series  of  100 
scientific  papers  presented  by  the  nation’s 
outstanding  scientists;  and  a program  on 
physician-clergy  relations  will  all  contribute 
to  the  value  of  this  five-day  meeting. 

The  Texas  delegation  will  consist  of  nine 
official  delegates,  three  TMA  officials,  and 
three  Association  staff  members.  Official 
delegates  will  be  Dr.  J.  B.  Copeland,  San  An- 
tonio; Dr.  Troy  A.  Shafer,  Harlingen;  Dr. 
John  K.  Glen,  Houston;  Dr.  G.  W.  Cleveland, 
Austin;  Dr.  John  L.  Otto,  Galveston;  Dr.  T. 
C.  Terrell,  Fort  Worth;  Dr.  M.  0.  Rouse, 
Dallas;  Dr.  J.  C.  Terrell,  Stephenville ; and 
Dr.  R.  W.  Kimbro,  Cleburne.  TMA  Pres- 
ident Robert  Mayo  Tenery  of  Waxahachie, 
President-Elect  Dr.  Max  E.  Johnson  of  San 
Antonio,  and  Dr.  James  H.  Sammons  of 
Highlands,  member  of  the  Board  of  Coun- 
cilors, will  also  attend  the  meeting.  They  will 
be  assisted  by  C.  Lincoln  Williston  and  Don- 
ald M.  Anderson,  representing  the  Headquar- 
ters Staff,  and  Philip  R.  Overton,  TMA  gen- 
eral counsel. 

Physicians  may  make  room  reservations 
by  writing  to  the  AMA  Housing  Bureau,  in 
care  of  the  Atlantic  City  Convention  Bureau, 
16  Central  Pier,  Atlantic  City,  N.  J.  Advance 
registration  forms  are  available  in  recent 
issues  of  the  Journal  of  the  American  Medi- 


cal Association  and  should  be  sent  to  the  Cir- 
culation and  Records  Dept.,  AMA,  535  North 
Dearborn  Street,  Chicago  10. 


New  Films  and  Color  TV  Ready 

More  than  40  medical  films  will  be  shown 
during  the  AMA  annual  meeting,  and  a pro- 
gram of  closed  circuit  color  telecasts,  origi- 
nating in  the  University  of  Pennsylvania 
Hospital  in  Philadelphia  will  be  presented. 

Featuring  a special  symposium  on  blood 
transfusions,  a film  titled  “Innovations  in 
Transfusion  Therapy”  by  Dr.  Carl  Walter, 
Harvard  Medical  School,  will  be  shown.  A 
panel  will  later  discuss  the  subject. 

A symposium  dealing  with  trauma  will  in- 
clude films  on  abdominal  injury,  thoracic  in- 
juries, and  management  of  burns. 

New  films  will  cover  such  subjects  as  teta- 
nus, diagnosis  of  strokes,  gastroscopy,  kid- 
ney transplant,  and  gastric  cooling. 

The  color  television  programs  will  be 
viewed  on  a 9 by  12  foot  screen.  They  are  be- 
ing produced  and  sponsored  for  the  15th 
consecutive  meeting  by  Smith  Kline  & 
French  Laboratories. 


Disaster  Medical  Care  Conference 

Physicians  and  health  workers  should  un- 
derstand the  nature  of  chemical  and  biologi- 
cal warfare,  should  know  how  to  identify 
the  various  agents  and  their  effects,  and 
should  be  familiar  with  methods  for  protec- 
tion and  treatment.  Realizing  this,  the  AMA 
Council  on  National  Security  has  planned  the 
11th  annual  conference  on  Disaster  Medical 
Care  to  coincide  with  the  AMA  meeting  and 
has  included  presentations  on  these  topics  in 
the  program. 

Speakers  will  be  from  the  Office  of  Civil 
Defense,  the  American  Chemical  Society,  the 
U.S.  CBR  Agency,  the  TJ.S.  Public  Health 
Service,  and  the  AMA.  Highlights  of  the 
program  will  include  classification,  identifi- 
cation, methods  of  delivery,  effects,  preven- 
tion and  protection,  and  immunization  and 
treatment— each  directly  related  to  biologi- 
cal and  chemical  warfare.  Physician  respon- 
sibility in  disaster  planning  and  community 
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disaster  planning  and  effective  testing  will 
also  be  discussed. 

The  conference  will  be  held  at  the  Tray- 
more  Hotel  in  Atlantic  City. 


Problems  in  Practice 

Latest  information  on  some  of  the  most 
common  problems  in  practice  that  confront 
physicians  will  be  presented  in  eight  general 
scientific  sessions  during  the  Atlantic  City 
meeting. 

Heart  attacks,  strokes,  cancer,  peptic  ul- 
cer, heredity,  obesity,  venereal  disease,  and 
painful  back  will  be  covered  in  lectures  or 
panel  discussions. 

A Texan  will  participate  in  a series  of  lec- 
tures on  modern  concepts  of  acute  myocardi- 
al infarction.  Dr.  C.  B.  Chapman  of  Dallas 
will  join  Dr.  J.  E.  Edwards,  St.  Paul,  Minn.; 
Dr.  R.  J.  Bing,  Detroit;  J.  W.  Crowell,  Ph.D., 
Jackson,  Miss.;  Dr.  F.  D.  Johnston,  Ann 
Arbor,  Mich. ; and  Dr.  T.  N.  James,  Detroit, 
in  the  program. 

A day  long  symposium  on  strokes  is  sched- 
uled for  Wednesday,  June  19.  Participants 
will  include  Dr.  L.  Sokoloff,  Bethesda,  Md. ; 
Dr.  C.  M.  Fisher,  Boston;  Dr.  J.  S.  Meyer, 
Detroit;  Drs.  C.  H.  Millikan  and  H.  L.  Baker, 
Rochester,  Minn.;  Drs.  J.  L.  Pool,  E.  Mc- 
Devitt,  and  D.  A.  Covalt,  New  York  City; 
Drs.  R.  R.  Greening  and  J.  E.  Eckenhoff, 
Philadelphia;  and  Drs.  T.  H.  Newton  and 
E.  J.  Wylie,  San  Francisco. 

The  question,  “What  Drugs  for  What  Can- 
cers by  What  Doctors?”,  will  be  answered  by 
Dr.  D.  B.  Rochlin,  Los  Angeles;  Dr.  A.  Segal- 
off,  New  Orleans;  Dr.  R.  G.  Ravdin,  Phila- 
delphia; and  Dr.  F.  J.  Ansfield,  Madison, 
Wis.,  in  lectures  followed  by  a panel  discus- 
sion. 

A full  day’s  program  will  be  devoted  to  a 
symposium  on  knowledge  and  therapy  of  pep- 
tic ulcer  on  Monday,  June  17.  The  11  speak- 
ers are  Dr.  D.  State,  New  York  City;  Dr.  E. 
Foltz,  Seattle;  Dr.  J.  Campbell,  Indianapolis; 
Dr.  J.  L.  A.  Roth,  Philadelphia;  Dr.  J.  B. 
Kirsner,  Chicago;  Dr.  J.  Bruce,  Edinburgh, 
Scotland;  Dr.  E.  R.  Woodward,  Gainesville, 
Fla.;  Dr.  H.  W.  Scott,  Jr.,  Nashville,  Tenn. ; 
Dr.  C.  E.  Welch,  Boston;  Dr.  G.  A.  Hallen- 
beck,  Rochester,  Minn. ; and  Dr.  E.  Bern- 
stein, Minneapolis. 

Another  Texan,  Dr.  E.  B.  Evans,  Galves- 
ton, will  participate  in  a panel  discussion  on 
medical  genetics.  Other  panelists  are  Dr.  D. 


Y.  Y.  Hsia,  Chicago;  Dr.  H.  F.  Falls,  Ann 
Arbor,  Mich. ; Dr.  M.  T.  Fliegelman,  Louis- 
ville; and  Dr.  D.  C.  Fainer,  Baltimore. 

The  treatment  of  obesity  will  be  explored 
by  a six-man  panel  consisting  of  Dr.  E.  S. 
Gordon,  Madison,  Wis. ; E.  Stellar,  Ph.D., 
Philadelphia ; Dr.  A.  Stunkard,  Philadelphia ; 
Dr.  C.  M.  Young,  Ithaca,  N.Y. ; Dr.  G.  G. 
Duncan,  Philadelphia ; and  Dr.  S.  L.  Halpern, 
New  York  City. 

Participating  in  a symposium  on  venereal 
disease  will  be  Dr.  R.  H.  Kampmeier,  Nash- 
ville, Tenn.;  Drs.  M.  B.  Moore,  Jr.,  and  S. 
Olansky,  Atlanta;  Dr.  N.  J.  Fiumara,  Bos- 
ton; Dr.  D.  B.  Stewart,  Mona,  Jamaica,  B. 
W.I. ; and  Dr.  K.  B.  Conger,  Philadelphia. 

An  analysis  of  the  painful  back  will  take 
the  form  of  a panel  discussion  with  a Fort 
Worth  physician,  Dr.  R.  D.  Moreton,  among 
the  panelists.  Dr.  H.  R.  McCarroll,  St.  Louis ; 
Dr.  A.  S.  Russek,  New  York  City;  and  Dr. 
E.  Alexander,  Winston-Salem,  N.C.,  will  com- 
plete the  panel. 


Th  ree-Day  Research  Forum 

More  than  200  of  the  nation’s  top  scien- 
tists, representing  a cross  section  of  nearly 
every  medical  specialty,  will  present  new 
and  original  papers  at  the  Multiple  Disci- 
pline Research  Forum  which  will  be  fea- 
tured for  the  third  year  at  the  AMA  meeting. 
The  forum  will  be  held  June  18-20. 

A series  of  100  scientific  papers  will  be 
presented  under  six  general  headings:  nu- 
trition and  metabolism;  behavioral,  environ- 
mental, and  neurogenic  mechanisms ; homeo- 
static organs  and  their  functions;  hormonal 
and  enzymatic  systems;  neoplasia,  cytogen- 
etics and  molecular  biology;  and  immune 
processes  and  microbiology. 

The  purpose  of  the  research  forum  pro- 
gram is  to  enable  physicians  to  keep  abreast 
of  general  scientific  progress  in  medicine 
and  thereby  bring  to  their  patients  the  best 
that  medicine  has  to  offer. 

Physicians  will  be  informed  of  the  work 
being  done  in  basic  science  and  clinical  labo- 
ratories where  the  newest  and  most  complex 
techniques  of  chemistry,  physics,  and  biology 
are  applied  to  studies  of  disease. 

Investigators  will  report  on  varied  topics, 
including  immunology,  hypocholesterolemic 
agents,  sunburn,  chromosome  anomalies,  sus- 
pended animation,  cigarette  smoking,  socio- 
pathic  disorders,  leukemia,  and  weight  re- 
duction. 
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A highlight  of  the  forum  will  be  the  pres- 
entation of  the  Joseph  Goldberger  Lecture  in 
Clinical  Nutrition,  entitled  “The  Changing 
Face  of  Nutritional  Disease  in  America”, 
and  given  by  Dr.  John  B.  Youmans,  New 
York  City. 


Doctor-Clergy  Relations 

A program  on  the  relationship  between 
physicians  and  clergymen,  the  first  of  its 
kind  ever  presented  on  a national  level,  will 
be  one  of  the  new  features  at  the  June  meet- 
ing. 

The  program  was  developed  by  the  AMA’s 
newly  formed  Committee  on  Medicine  and 
Religion.  Dr.  Milford  0.  Rouse  of  Dallas  is 
chairman.  The  session  will  be  held  on  open- 
ing day,  Sunday,  June  16,  at  8 p.m.  in  the 
City  Auditorium. 

Featured  speakers  will  be  the  Most  Rev. 
Fulton  J.  Sheen,  Catholic  Bishop  of  New 
York  and  a television  personality,  and  Dr. 
Edward  R.  Rynearson  of  the  Mayo  Clinic, 
Rochester,  Minn. 

“The  ill  person  often  is  more  than  physi- 
cally ill,”  Dr.  Rouse  said.  “He  is — at  least  to 
a degree — also  mentally,  spiritually,  and  so- 
cially ill  . . . All  of  these  aspects  must  be 
considered  in  treatment. 

“Often  the  physician  and  the  clergyman 
can  help  each  other  in  dealing  with  the  pa- 
tient or  his  family  in  cases  of  serious  ill- 
ness,” Dr.  Rouse  said. 

The  program  has  resulted  from  a mutual 
exchange  of  information  between  medicine 
and  the  clergy  at  the  local  medical  society 
level  throughout  the  country. 


Woman's  Auxiliary 

How  physicians’  wives  can  best  serve  their 
local  communities  and  how  to  tell  the  public 
and  profession  about  these  service  projects 
will  be  featured  presentations  of  the  40th 
annual  convention  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association. 

Reports  emphasizing  the  Auxiliary’s  com- 
munity service  activities  in  civil  defense, 
health  career  recruitment,  mental  health,  in- 
ternational health,  safety,  and  rural  health 
will  be  given  to  nearly  2,000  physicians’ 
wives  anticipated  at  the  convention,  which 
coincides  with  the  AMA  meeting. 

Formal  opening  of  the  Auxiliary’s  house 


of  delegates  will  be  Monday  morning,  June 
17,  and  a special  program  offering  practical 
suggestions  for  carrying  out  community 
service  projects  and  telling  the  story  is 
planned  for  Tuesday  morning. 

The  annual  tea  honoring  the  president, 
Mrs.  William  G.  Thuss  of  Birmingham,  Ala., 
and  the  president-elect,  Mrs.  C.  Rodney 
Stoltz  of  Watertown,  S.D.,  will  be  held  June 
16. 

Mrs.  Stoltz  will  be  installed  as  Auxiliary 
president  at  the  concluding  business  session 
June  18.  Election  and  installation  of  other 
national  officers  will  also  be  held  that  day. 

A post  convention  conference  and  plan- 
ning session  for  1963-64  for  all  Auxiliary 
officers  and  members  will  be  held  Thursday 
morning.  Dr.  Ernest  B.  Howard,  AMA  as- 
sistant executive  vice  president,  will  discuss 
principal  actions  of  the  AMA  House  of  Dele- 
gates. 

A full  program  for  teen-aged  members  of 
AMA  families  will  be  arranged  throughout 
the  week. 

All  Auxiliary  members,  their  guests,  and 
guests  of  physicians  attending  the  AMA  an- 
nual meeting  may  participate  in  the  social 
functions  and  attend  general  sessions  of  the 
Auxiliary. 

Atlantic  City  To  Host 
Chest  Physicians 

The  American  College  of  Chest  Physicians 
will  hold  its  five-day  annual  meeting  at  the 
Ambassador  Hotel,  Atlantic  City,  June  13-17 
this  year.  The  scientific  program  will  include 
postgraduate  seminars,  open  forums,  a cine 
symposium,  round  table  luncheon  sessions, 
formal  papers,  and  motion  pictures. 

Additional  information  may  be  obtained 
by  writing  Mr.  Murray  Kornfeld,  executive 
director,  American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  Street,  Chicago  11. 

Sanford  Elected  President 

Unanimously  elected  for  a second  term  as 
chairman,  Governor  Terry  Sanford  of  North 
Carolina  will  lead  the  Southern  Regional  Ed- 
ucation Board  toward  achievement  of  the 
goals  marked  out  by  the  Commission  on 
Goals  for  Higher  Education  in  the  South. 

Andrew  Holt,  Ph.D.,  president  of  the  Uni- 
versity of  Tennessee,  was  elected  vice-chair- 
man, and  Senator  Mary  L.  Neck  of  Mary- 
land, will  serve  as  secretary-treasurer. 
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PERSONALS 


Dr.  M.  O.  Rouse  Honored 


By  East  Texas  Chamber  of  Commerce 


Dr.  Milford  0.  Rouse,  Dallas,  has  been 
named  East  Texas  Man  of  the  Month  for 
April  by  East  Texas  magazine,  the  official 
publication  of  the  East 
Texas  Chamber  of  Com- 
merce. The  honor  recog- 
nizes Dr.  Rouse’s  contri- 
bution not  only  to  the 
field  of  medicine  but  to 
community  betterment. 

Vice  Speaker  of  AMA’s 
House  of  Delegates,  Dr. 

Rouse  was  President  of 
the  Texas  Medical  Asso- 
ciation in  1956-1957  and  has  also  served  as 
president  of  Southern  Medical  Association 
and  other  professional  organizations. 

— o - 

Among  the  speakers  featured  at  the  40th 
annual  convention  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  June 
16-20  in  Atlantic  City,  will  be  Rep.  Bruce 
Alger  (R-Tex.),  who  will  discuss  “Doctors’ 
Concern  with  Federal  Legislation”. 

- o - 

Dr.  W.  B.  Russ  of  San  Antonio  has  been 
honored  by  the  Auxiliary  to  the  Bexar  Coun- 
ty Medical  Society  which  recently  presented 
him  a plaque  for  his  “untiring  efforts  in  bet- 
tering the  medical  profession  in  the  20th 
century”. 


M.  O.  ROUSE 


Physicians  who  received  Silver  Beaver  Awards  for  dis- 
tinguished service  to  youth  through  Scouting  at  the  recent 
annual  meeting  of  the  Capitol  Area  Council,  Boy  Scouts 
of  America,  Austin,  are,  left  to  right.  Dr.  A.  J.  A.  Watz- 
lavick,  Schulenburg;  Dr.  Lorence  Feller,  Fredericksburg; 
and  Dr.  George  C.  Morris,  Elgin. 


Dr.  William  J.  McGanity,  Galveston,  will 
present  a paper  and  moderate  a discussion, 
“Is  Iron  Deficiency  a Public  Health  Prob- 
lem?”, at  the  forthcoming  meeting  of  the 
American  Medical  Association  in  Atlantic 
City. 

- o - 

Dr.  Herbert  Merz  of  Alvin  was  chosen  for 
Doctor’s  Day  honors  in  Brazoria  County. 

- o - 

Donald  M.  Anderson,  assistant  executive 
secretary  of  Texas  Medical  Association, 
spoke  to  members  of  the  Tom  Green  Eight 
Counties  Medical  Society  on  issues  to  come 
before  the  House  of  Delegates  during  Annual 
Session.  The  group  met  April  1 in  San  An- 
gelo. 

- o - 

“Varicose  Veins  in  the  Lower  Extremities” 
was  discussed  by  Dr.  J.  F.  Huff  and  Dr.  J.  G. 
Kruger,  Jr.,  both  of  Lubbock,  at  a meeting  of 
the  Hardeman-Cottle-Foard-Motley-Dickens- 
King  Counties  Medical  Society. 


REGISTRATION 


“The  ‘Doctor’  means  doctor  of  divinity, 

young  man but  I’ll  pray  for  your 

hangover.” 
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Dr.  Karl  M.  Aijian  has  joined  Alcon  Labo- 
ratories, Inc.,  Fort  Worth,  as  director  of  clin- 
ical investigation.  He  has  completed  five 
years  of  practice  in  ophthalmology  in  San 
Antonio  and  two  years  in  Marlin. 

- o - 

Dr.  Murray  M.  Copeland,  professor  of  on- 
cology, University  of  Texas  Postgraduate 
School  of  Medicine,  Houston,  will  represent 
the  American  Cancer  Society  at  the  17th  an- 
nual Rocky  Mountain  Cancer  Conference, 
July  12-13,  at  the  Brown  Palace  Hotel  in 
Denver. 

- o - 

President-elect  of  the  Nueces  County  Med- 
ical Society  Dr.  Meyer  Kurzner  has  been 
chosen  Outstanding  Jewish  Citizen  of  Corpus 
Christi  for  1963.  The  award  was  given  by 
the  B’nai  B’rith  Henry  Cohen  Lodge  No.  790. 

Dr.  Kurzner  was  chairman  of  the  polio 
immunization  campaign  in  Nueces  County 
in  1962,  and  in  the  late  1940’s,  he  led  an  in- 
tensive and  successful  campaign  to  eliminate 
the  hundreds  of  pit  privies  in  the  western 
portion  of  the  city  as  part  of  an  attempt  to 
reduce  the  number  of  infant  deaths  from 
diarrhea. 

- o - 

Named  as  one  of  the  13  chancellors  of  the 
American  College  of  Radiology,  Dr.  J.  E. 
Miller,  chairman  of  TMA’s  Council  on  Sci- 
entific Advancement  and  chief  of  radiology 
at  the  Baylor  University  Medical  Center  in 
Dallas,  was  also  recently  awarded  the  1963 
Marchman  Award  given  by  the  Dallas  South- 
ern Clinical  Society. 

- o - 

Dr.  Dudley  Powers,  Houston,  a 1962  grad- 
uate of  the  University  of  Texas  Medical 
Branch  in  Galveston  and  a graduate  of  the 
Baylor  School  of  Dentistry,  is  a new  ap- 
pointee to  the  foreign  service  of  the  Naza- 
rene  Mission. 

- o - 

After  serving  scouting  for  28  years,  Dr. 
Victor  C.  Calma,  assistant  professor  of  pedi- 
atrics at  the  University  of  Texas  Medical 
Branch  in  Galveston,  recently  received  the 
Silver  Beaver  Award,  the  highest  honor  giv- 
en to  lay  leaders  by  the  Boy  Scouts  of  Amer- 
ica. 

- o - 

Nueces  County  Medical  Society  heard  Dr. 
Oscar  0.  Selke,  Jr.,  Houston,  lecture  on  “Ad- 
vances in  Physical  Medicine  and  Rehabilita- 
tion” at  their  April  dinner  meeting.  Dr. 


Dr.  Charles  W.  Braselton,  Jr.,  (left)  presents  the  1963 
Award  of  the  Division  of  Medical  Education  at  Harris 
Hospital  to  Henry  H.  Hesser,  16,  for  his  exhibit  at  the 
Fort  Worth  Regional  Science  Fair  last  month.  To  the  right 
are  his  parents,  Mr.  and  Mrs.  C.  H.  Hesser.  The  winning 
display  concerned  The  Effects  of  an  Anti-hypertensive 
Agent — Renese — on  the  Morphology  of  the  Kidney  and 
Liver  of  a Chick  Embryo  Injected  on  the  Fifth  Day  of  De- 
velopment". 

Selke  is  chief  of  physical  medicine  and  re- 
habilitation at  Hermann  Hospital  and  is  an 
assistant  professor  at  Baylor  University 
College  of  Medicine  and  at  the  University  of 
Texas  Postgraduate  School  of  Medicine. 

- o - 

Four  El  Paso  physicians,  Drs.  T.  Sterling 
Martin,  Gordon  Black,  Charles  Green,  and 
Victor  Blanco,  participated  in  a public  pro- 
gram on  “What  the  Layman  Should  Know 
About  Cancer”,  presented  as  a science  semi- 
nar by  the  El  Paso  public  schools. 

- o - 

New  officers  of  the  Eleventh  District 
Medical  Society  are  Dr.  W.  C.  Smith,  Car- 
thage, president;  Dr.  F.  H.  Verheyden,  Jack- 
sonville, vice  president ; and  Dr.  Lucy  Mathis, 
Palestine,  secretary -treasurer. 

- o - 

Dr.  Alvin  L.  LeBlanc,  instructor  in  ob- 
stetrics and  gynecology  at  the  University  of 
Texas  Medical  Branch  in  Galveston,  returned 
to  his  home  county  to  address  a meeting  of 
the  Jefferson  County  Medical  Society  in 
Port  Arthur. 

- o - 

Dr.  William  J.  Block,  Jr.,  San  Antonio,  ad- 
dressed the  Alamo  Republican  Club  recently 
on  the  subject  of  medicare. 
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Cancer  Research  Meeting 
Will  Be  Held  May  23-25 

The  American  Association  for  Cancer  Re- 
search will  hold  its  54th  annual  meeting  at 
the  Royal  York  Hotel  in  Toronto,  Canada, 
May  23-25.  The  program  will  include  some 
300  reports  on  experimental  and  clinical  can- 
cer research  and  two  symposiums. 

Dr.  Peyton  Rous,  whose  early  research 
laid  the  groundwork  for  current  efforts  to 
learn  whether  viruses  cause  human  cancer, 
will  give  the  third  annual  G.  H.  A.  Clowes 
Memorial  Lecture.  Dr.  Rous,  83  years  old,  is 
a member  emeritus  of  the  Rockefeller  Insti- 
tute in  New  York.  Dr.  Richard  Doll,  who  has 
made  statistical  studies  in  England  of  the 
relationship  between  cigarette  smoking  and 
the  occurrence  of  lung  cancer,  will  give  the 
Gordon  Richards  Memorial  Lecture.  Dr.  Doll 
is  a staff  member  of  the  Medical  Research 
Council  Statistical  Research  Unit  in  London, 
England. 

The  Gordon  Richards  Lecture  will  be  pre- 
sented in  a symposium  on  the  epidemiology 
of  cancer,  which  will  also  include  discussions 
of  a malignant  lymphoma  in  Africa  and  of 
radiation-induced  cancer  in  Japan. 


Obstetrics,  Gynecology  Board 
Announces  Regulations 

Applications  for  certification  in  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology, 
letters  requesting  reopening  of  applications, 
and  requests  for  re-examination  are  now  be- 
ing accepted  in  the  office  of  the  executive 
secretary.  All  applications  and  letters  of  re- 
quest must  be  submitted  by  July  1,  1963,  and 
accompanied  by  current  duplicate  lists  of  pa- 
tient dismissals  for  the  preceding  12  months. 

Candidates  are  urged  to  carefully  review 
the  current  Bulletin  of  the  Board  which  may 
be  obtained  by  writing  to  the  office  of  the 
executive  secretary,  Dr.  Robert  L.  Faulkner, 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 


FDA  Bans  Menadione 

The  Food  and  Drug  Administration  has 
banned  the  use  of  menadione,  vitamin  K-3, 
in  foods  and  food  supplements. 

The  ban  was  ordered  because  the  manu- 
facturer did  not  provide  sufficient  data  un- 


der the  food  additive  law  to  prove  compliance 
with  safety  requirements. 

However,  an  FDA  spokesman  denied  re- 
ports that  use  of  menadione  posed  a serious 
danger  to  unborn  infants.  He  said  expectant 
mothers  who  had  taken  it  in  prenatal  vita- 
min capsules  should  not  be  alarmed. 

The  FDA  action  followed  testimony  by  Dr. 
John  0.  Nestor,  a pediatrician  on  the  FDA 
staff,  before  a Senate  Government  Opera- 
tions Subcommittee  that  use  of  menadione  in 
prenatal  supplements  might  result  in  “brain 
damage,  spasticity  and  death”  to  some  new- 
born infants.  Dr.  Nestor  charged  that  the 
FDA  had  overruled  expert  medical  opinion 
and  permitted  sale  of  some  “new  drugs  im- 
minently hazardous  to  the  public  health”. 

The  FDA  denied  the  charges  that  its  non- 
medical officials  had  been  allowing  potential- 
ly dangerous  drugs  to  reach  the  market. 

“We  categorically  deny  that  laymen  have 
been  making  medical  decisions,”  the  FDA 
said. 


Postgraduate  Courses 

Rehabilitation,  Houston,  July  8-19. — The 
University  of  Texas  Postgraduate  School  of 
Medicine  and  the  Houston  Speech  and  Hear- 
ing Center  will  present  the  third  training 
course  in  “The  Rehabilitation  of  the  Laryng- 
ectomee”. 

The  course  will  cover  vocational  rehabili- 
tation, facts  about  cancer,  pertinent  anatomy, 
normal  speech  and  voice  production,  esopha- 
geal speech  and  voice  production,  research 
in  esophageal  speech  and  voice,  surgery,  ra- 
diation, techniques  in  teaching  esophageal 
speech,  and  contributions  of  cancer  nursing, 
social  work  and  the  laryngectomee,  Ameri- 
can Cancer  Society,  International  Associa- 
tion of  Laryngectomees,  and  clinical  practi- 
cum. 

The  general  presentation  will  combine  both 
the  clinical  and  didactic  approach. 

Applications  for  traineeships,  which  are 
limited  in  number,  should  be  made  as  soon 
as  possible,  and  will  not  be  considered  after 
June  17,  1963. 

Inquiries  concerning  this  course  should  be 
directed  to:  Office  of  the  Dean,  the  Univer- 
sity of  Texas  Postgraduate  School  of  Medi- 
cine, 102  Jesse  Jones  Library  Building,  Tex- 
as Medical  Center,  Houston  25. 

Cardiology,  La  Jolla,  Calif.,  Sept.  15  to 
June  15,  1964. — A nine  month  tutorial  pro- 
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gram  will  be  offered  by  the  Institute  for 
CardioPulmonary  Diseases,  Scripps  Clinic 
and  Research  Foundation.  This  will  be  an 
intensive,  academic  effort  covering  the  field 
of  cardiovascular  diseases  and  is  especially 
designed  for  the  practicing  physician  who 
desires  thorough  instruction  in  this  field  and 
for  the  physician  who  is  finishing  his  period 
of  formal  training  and  wants  a final  inten- 
sive orientation  in  cardiology.  Further  in- 
formation may  be  obtained  from  Executive 
Secretary,  Institute  for  CardioPulmonary 
Diseases,  Scripps  Clinic  and  Research  Foun- 
dation, La  Jolla,  Calif. 

Current  Topics  in  Internal  Medicine,  Iowa 
City,  Iowa,  June  10-14,  1963. — The  American 
College  of  Physicians  is  sponsoring  this 
course  to  be  held  in  the  Medical  Amphithe- 
atre of  the  University  Hospitals  at  the  Uni- 
versity of  Iowa  Department  of  Medicine. 
Registration  fee  is  $60  for  members  and  $80 
for  non-members.  The  course,  presented  by 
the  department’s  faculty  members,  will  re- 
view recent  developments  and  newer  con- 
cepts of  disease  in  internal  medicine  for  the 
practicing  internist,  and  an  effort  will  be 
made  to  show  how  knowledge  of  disease 
processes  can  be  applied  to  treatment.  Topics 
to  be  covered  include  rare  diseases,  radioiso- 
topes and  their  diagnostic  use,  erythropoie- 
tin, thalassemia,  leukemia,  macroglobuline- 
mia,  multiple  myeloma,  systemic  lupus  ery- 
thematosus, auto-immune  disease,  diabetes, 


“After  25  years  of  practice  I’ve  just  witnessed 
my  first  miracle.  The  medical  audit 
committee  reviewed  ten  of  my 
charts  and  OK’d  all  of  them.” 


hypoglycemia,  Cushing’s  syndrome,  the  thy- 
roid gland,  neuromuscular  disorders,  respira- 
tory virus  disease,  skin  and  systemic  fungus 
disease,  infectious  hepatitis,  pyelonephritis, 
pulmonary  fibrosis,  xanthomatosis,  hyper- 
lipidemia, arrhythmia,  valvuloplasty,  diuretic 
therapy,  renal  tubular  acidosis,  jaundice, 
iatrogenic  gastro-duodenal  ulcer,  and  liver 
disease.  Further  information  may  be  ob- 
tained from  the  ACP  at  4200  Pine  St.,  Phila- 
delphia 4. 

Internal  Medicine:  Current  Physiological 
Concepts  in  Diagnosis  and  Treatment,  Cin- 
cinnati, Ohio,  June  3-7,  1963. — The  American 
College  of  Physicians  will  sponsor  this  course 
in  connection  with  the  University  of  Cincin- 
nati College  of  Medicine.  It  will  be  held  at 
the  Mont  Reid  Pavilion  in  the  Cincinnati 
General  Hospital,  and  registration  fees  for 
members  are  $60,  non-members,  $80.  Discus- 
sion of  aspects  on  internal  medicine  with  em- 
phasis on  normal  and  abnormal  biophysics, 
biochemistry,  and  physiology  will  be  a pri- 
mary part  of  the  course.  The  program  will 
consist  of  morning  lectures  and  ward  rounds 
with  afternoon  lectures  followed  by  an  in- 
formal conference.  Guest  speakers  will  in- 
clude Dr.  George  G.  Jackson,  Chicago;  Dr. 
Howard  F.  Raskin,  Baltimore ; and  Dr.  Law- 
rence E.  Young,  Rochester,  N.Y.  They  will 
be  assisted  by  the  faculty  of  the  medical  col- 
lege. Subjects  to  be  discussed  are  nutritional 
anemias,  idiopathic  thrombocytopenic  pur- 
pura, body  radiation,  solid  tumors,  hemor- 
rhagic diatheses,  hemolytic  disorders,  leu- 
kemia, refractory  anemia,  hematological  dis- 
orders, spatial  vectorcardiography,  pericard- 
itis, idiopathic  left  ventricular  hypertrophy 
simulating  aortic  stenosis,  cor  pulmonale, 
pharmacology,  heart  sounds,  hypertension, 
heart  disease,  vascular  disease,  cardiovascu- 
lar disease,  anterior  pituitary  dysfunction, 
adrenal  function,  hypercalcemic  states,  renal 
calculi,  demineralized  bone,  nucleic  acid  me- 
tabolism, proteinuria,  juvenile  diabetes,  en- 
docrine and  connective  tissue  diseases,  drug 
toxicity,  jaundice,  exfoliative  cytology  of  up- 
per digestive  tract,  acute  alcoholic  hepatitis, 
percutaneous  transhepatic  cholangiography, 
hepatic  coma,  protein-losing  enteropathy, 
malabsorption  syndrome,  pancreatic  function 
tests,  digestive  tract  disease,  human  chromo- 
somes, staphylococcal  infections,  cinebron- 
chography,  respiratory  infection,  penicillins, 
emphysema,  and  infectious  diseases.  Further 
information,  may  be  obtained  from  Dr.  Ed- 
ward C.  Rosenow,  Jr.,  executive  director, 
ACP,  4200  Pine  St.,  Philadelphia  4. 
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New  Film  in  TMA  Library 

New  Diagnostic  Technique  for  Stroke:  Retrograde 
Cerebral  Angiography.  Sound,  color,  30  minutes, 
1962. 

This  film  demonstrates  the  importance  of 
recognizing  that  there  are  differences  in 
stroke  mechanisms  and  that  something  can 
be  done  for  many  of  the  victims  once  a spe- 
cific diagnosis  is  made.  The  story  of  a man 
who  was  hospitalized  as  a result  of  a slight 
stroke  is  demonstrated.  Examination  by  a 
neurosurgeon,  preoperative  treatment,  and 
the  technique  for  exposure  of  the  brachial 
artery,  cannulation,  and  injection  of  the  ra- 
diopaque agent  are  shown.  Also  included  are 
demonstration  and  description  of  different 
angiograms  of  other  stroke  patients. 


New  Books  in  TMA  Library 

Agard,  W.  R. : Medical  Greek  and  Latin  at  a 
Glance,  3rd  ed.,  New  York,  Hoeber-Harper,  1955. 

Arena,  J.  M.:  Poisoning,  Springfield,  111.,  Charles 
C Thomas,  1963. 

American  College  of  Surgeons:  Surgical  Forum, 
vol.  12,  Chicago,  American  College  of  Surgeons, 

1961. 

American  Public  Health  Association:  Mental  Dis- 
orders, New  York,  American  Public  Health  Associa- 
tion, 1962. 

Becker,  E.  R.:  Success  and  Satisfaction  in  Your 
Office  Job,  New  York,  Harper  and  Bros.  Publishers, 
1954. 

Board  of  Nurses  Examiners  for  State  of  Texas 
Roster,  April  1961-April  1962,  Texas. 

Bollo,  L.  E.:  Medicine  and  Medical  Terminology, 
Philadelphia,  W.  B.  Saunders  Co.,  1961. 

Burch,  G.  E.:  Hot  Climates,  Man  and  His  Heart, 
Springfield,  111.,  Charles  C Thomas,  1962. 

Burke,  M.  C.:  Executive  Secretary,  Garden  City, 
Doubleday  & Co.,  Inc.,  1959. 

Coffin,  K.  B.:  Medical  Secretary,  New  York,  Mac- 
millan Co.,  1959. 

Conn,  H.  F.,  Ed.:  Current  Therapy,  Philadelphia, 
W.  B.  Saunders  Co.,  1963. 

Epstein,  E.:  Radiodermatitis,  Springfield,  111., 
Charles  C Thomas,  1962. 

Fishbein,  M. : Your  Weight  and  How  To  Control 
It,  Garden  City,  Doubleday  and  Co.,  Inc.,  1963. 

Grigor’eva,  T.  A.:  The  Innervation  of  Blood  Ves- 
sels, New  York,  Pergamon  Press,  1962. 

.JeHarned:  Medical  Terminology  Made  Easy,  Ber- 
wyn, Physicians’  Record  Company,  1951. 

Heinz,  W.  C.:  The  Surgeon,  New  York,  Double- 
day and  Co.,  Inc.,  1963. 

International  Symposium,  Protein  Metabolism, 
Berlin,  Springer  Verlag,  1962. 

Litton,  L.  0. : Athletic  Injuries,  Boston,  Little, 
Brown  and  Co.,  1963. 

Montagu,  M.  F. : Prenatal  Influences,  Springfield, 
111.,  Charles  C Thomas,  1962. 

Olson,  L.  M.:  A Reference  Handbook  and  Diction- 


ary of  Nursing,  10th  ed.  Handbook;  20th  ed.  Dic- 
tionary, Philadelphia,  W.  B.  Saunders  Co.,  1960. 

Paddock,  M.  I.:  Basic  Medical  Terms  and  Tech- 
niques Simplified,  Chicago,  American  Technical  So- 
ciety, 1955. 

Ross  Laboratories:  Report  of  Pediatric  Research 
Conference  No.  41,  Columbus,  Ross  Laboratories, 

1962. 

Ross  Laboratories:  Report  of  Pediatric  Research 
Conference,  Supplement  No.  1,  Columbus,  Ross  La- 
boratories, 1962. 

Shepherd,  J.  T.:  Physiology  of  Circulation  in  Hu- 
man Limbs  in  Health  and  Disease,  Philadelphia, 
W.  B.  Saunders  Co.,  1963. 

Smart,  W.  K. : Business  Letters,  4th  ed.,  New 
York,  Harper  and  Bros.,  1957. 

Stanton,  I.  A.:  A Dictionary  for  Medical  Secre- 
taries, Springfield,  Charles  C Thomas,  1960. 

Stetler,  C.  J.:  Doctor  and  Patient  and  the  Law, 
4th  ed.,  St.  Louis,  C.  V.  Mosby  Co.,  1962. 

Texas  Hospital  Association:  Annual  Report  of 
the  Texas  Hospital  Association,  May  14-17,  Austin, 
Texas  Hospital  Association,  1961. 

Texas  State  Department  of  Health:  Texas  State 
Plan  for  Construction  of  Hospital  and  Public 
Health  Centers,  Austin,  Texas  State  Department  of 
Health,  1963. 

Uhley,  H.  N.:  Vector  Electrocardiography,  Phil- 
adelphia, J.  B.  Lippincott  Co.,  1962. 

Wangensteen,  O.  H. : Intestinal  Obstructions,  3rd 
ed.,  Springfield,  Charles  C Thomas,  1955. 

Wheeler,  E.:  The  Fat  Boy  Goes  Poly-unsaturated, 
Garden  City,  New  York,  Doubleday  and  Co.,  Inc., 

1963. 

Wolff,  H.  G.:  Headache  and  Other  Head  Pain, 
2nd  ed.,  New  York,  Oxford  University  Press,  1963. 

Wolpe,  J.:  Psychotherapy  by  Reciprocal  Inhibi- 
tion, Stanford,  Stanford  University  Press,  1958. 

Wylie,  H.  L.,  Ed.:  Office  Management  Handbook, 
2nd  ed.,  New  York,  The  Ronald  Press  Co.,  1958. 

Beckman,  H.,  Ed.:  Year  Book  of  Drug  Therapy, 
Chicago,  Year  Book  Medical  Publishers,  Inc.,  1963. 

Lindsay,  J.  R.,  Ed.:  Year  Book  of  the  Ear,  Nose 
and  Throat,  Chicago,  Year  Book  Medical  Publishers, 

1963. 

Public  Health  Service  Publications,  Washington, 
D.C.,  U.S.  Government  Printing  Office,  Publications 
no. : 

584-B42,  Health  Statistics,  1963. 

959,  Cancer,  Cause  and  Prevention,  1962. 

960,  Progress  Against  Leukemia,  1962. 

983,  Resources  for  Medical  Research,  1962. 

930-B-l,  Areawide  Planning  of  Facilities  and 

Long-Term  Treatment,  1963. 

785,  Nurses  in  Public  Health,  1962. 

992,  Toward  Quality  in  Nursing,  1963. 

940,  Dental  School  Planning,  1962. 

930-A-2,  General  Hospitals,  1962. 

930-C-2,  Estimating  Bed  Needs,  1963. 

930-D-3,  Lighting  for  Hospital  Patients  and 
Rooms,  1962. 

930-E-l,  Research  in  Hospital  Use,  1962. 

930-G-4,  Hospital  Utilization  Studies,  1962. 

930-G-5,  Design  of  Facilities  for  Mental  Health 
and  Psychiatric  Services,  1963. 

930-G-6,  General  Hospital  Planning  and  Design, 
1963. 

U.S.  Children’s  Bureau  Publication  No.  375,  1959. 

World  Almanac  and  Book  of  Facts,  1963,  New 
York  World  Telegram,  1963. 
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Recent  Deaths 


DR.  T.  M.  JOHNSON 

Dr.  Thomas  M.  Johnson  of  Del  Rio  died 
Feb.  22  in  a hospital  there.  The  61  year  old 
physician  was  a former  mayor  of  Del  Rio. 

Dr.  Johnson  was  born  in  Brady  Sept.  27, 
1901.  His  parents  were  Mr.  and  Mrs.  C.  A. 
Johnson.  He  was  graduated  from  Brady 
High  School  and  received  his  bachelor  of  arts 
degree  from  Baylor  University. 

He  earned  his  medical  degree  from  what 
is  now  Baylor  University  College  of  Medicine 
and  interned  at  St.  Paul’s  Sanitarium  in  Dal- 
las and  City-County  Hospital  in  Fort  Worth. 

At  the  time  of  his  death  he  had  practiced 
medicine  in  Del  Rio  for  36  years.  He  was  a 
part  owner  of  the  Del  Rio  Hospital. 

He  was  a member  of  Texas  Medical  Asso- 
ciation through  the  Medina-Uvalde-Maver- 
ick-Val  Verde-Edwards-Real-Kinney-Terrell- 
Zavala  Counties  Medical  Society.  He  belonged 
to  the  American  Medical  Association. 

Dr.  Johnson  maintained  an  interest  in  live- 
stock and  ranching  and  raised  fine  horses. 
He  had  been  president  of  the  Texas  Thor- 
oughbred Breeders  Association. 

Survivors  are  his  wife,  Mrs.  Bernice  John- 
son ; a daughter,  Mrs.  Kevin  Danahy  of  Buf- 
falo, N.Y. ; a son,  Thomas  M.  Johnson,  Jr., 
of  Del  Rio,  six  grandchildren ; a brother, 


DR.  T.  M.  JOHNSON 


Paul  Johnson  of  Brady;  and  two  sisters,  Mrs. 
Will  Dutton  and  Mrs.  Will  Galoway,  both  of 
Brady. 


DR.  J.  M.  GOSS 

Dr.  Jesse  M.  Goss,  85,  of  Houston  died  in 
a hospital  there  on  March  20. 

He  was  elected  to  honorary  membership  in 
Texas  Medical  Association  through  the  Har- 
ris County  Medical  Society  in  1953. 

Born  in  Brenham  on  March  27,  1877,  he 
was  educated  at  Fishburne  Military  School, 
Waynesboro,  Va.,  and  received  his  medical 
degree  from  Tulane  University  in  1901. 

He  began  the  practice  of  medicine  in  Hous- 
ton in  1902,  giving  special  attention  to  gas- 
troenterology during  the  many  years  he  was 
active.  He  retired  in  1953. 

He  was  a member  of  Saint  Luke’s  Meth- 
odist Church  in  Houston. 

Survivors  include  his  wife,  Mrs.  Mary 
Ford  Goss,  Houston;  daughters,  Mrs.  Edgar 
E.  Townes,  Jr.,  Houston,  Mrs.  David  Winter- 
mann,  Eagle  Lake ; granddaughter,  Mrs.  La- 
Mar Lee,  Houston;  grandson,  Edgar  Goss 
Townes,  Dallas;  sister,  Mrs.  D.  E.  Baird, 
San  Mateo,  Calif. ; brother,  J.  W.  Gillaspie, 
San  Bernardino,  Calif. 


DR.  J.  M.  GOSS 
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DR.  J.  W.  DIXON 

Dr.  James  W.  Dixon,  83,  a Runnels  Coun- 
ty physician,  died  in  Winters  on  March  12. 
He  had  been  hospitalized  since  Dec.  18. 

Born  July  13,  1879,  in  Viola,  Ark.,  he  re- 
ceived a pharmacy  degree  from  the  old  Fort 
Worth  School  of  Medicine  and  practiced 
pharmacy  at  Plainview  and  Canyon  before 
attending  the  University  of  Tennessee  to  get 
his  medical  degree  in  1909. 

He  married  Mary  Elizabeth  Longley  June 
19,  1910,  in  Amarillo.  The  couple  lived  for 
one  year  at  the  XIT  ranch  headquarters  at 
Bovina  then  moved  to  Wingate  where  he 
practiced  medicine  until  1921  when  they 
moved  to  Winters. 

Dr.  Dixon  retired  from  practice  several 
years  ago.  In  1949  he  was  elected  to  honorary 
membership  in  the  Texas  Medical  Associa- 
tion through  the  Runnels  County  Medical 
Society. 

Mrs.  Dixon  died  Oct.  2,  1962. 

Dr.  Dixon  was  a member  of  the  First  Bap- 
tist Church,  the  Winters  Masonic  Lodge,  a 
charter  member  of  the  Winters  Lions  Club, 
a member  of  the  board  of  directors  at  the 
Winters  State  Bank,  and  a past  president  of 
the  Chamber  of  Commerce. 

Survivors  include  four  sons,  Henry  Dixon 
of  Cuyahoga  Falls,  Ohio;  Dr.  J.  W.  Dixon, 
Jr.,  of  Waco;  Harold  Dixon  of  Dickinson; 
and  Gerald  Dixon  of  Concord,  Tenn. ; eight 
grandchildren ; two  half-sisters,  Mrs.  Oscar 
Robinson  of  Long  Beach,  Calif.,  and  Mrs. 
Floyd  Morrison  of  Oklahoma. 


DR.  j.  w.  DIXON 


DR.  0.  E.  FLOYD 

Dr.  Osborne  English  Floyd,  41,  a Houston 
physician,  died  unexpectedly  at  his  home  Jan. 
20,  1963.  He  was  school  physician  at  Texas 
Southern  University  in  Houston,  and  two 
and  one-half  years  ago  he  opened  his  own 
clinic. 

A holder  of  the  Bronze  Star  for  meritori- 
ous service  as  battalion  surgeon  during  the 
Korean  War,  Dr.  Floyd’s  care  for  3,000  Ko- 
rean civilian  patients  in  addition  to  his  other 
work  was  mentioned  in  Reader’s  Digest,  Ap- 
ril, 1953,  in  an  article  "The  Truth  about 
'Germ  Warfare’  in  Korea”. 

Born  March  11,  1921,  in  Meridian,  Miss., 
Dr.  Floyd  did  premedical  study  at  Lincoln 
University,  Jefferson  City,  Mo.  His  medical 
degree  was  conferred  by  Meharry  Medical 
College,  Nashville,  on  June  2,  1947. 

His  internship  was  served  at  Homer  G. 
Phillips  Hospital,  St.  Louis,  Mo.,  and  his 
residency  at  Houston  Negro  Hospital,  Hous- 
ton. 

Dr.  Floyd  set  up  the  Perry-Floyd  Medical 
Scholarship  at  Lincoln  University  and  the 
O.  E.  Floyd  Scholarship  at  T.  J.  Harris 
Junior  College,  Meridian,  Miss.  He  was  a 
contributor  to  the  Ina  A.  Bolton  Finer  Wom- 
anhood Award  administered  by  Texas  South- 
ern University. 

In  1962,  he  was  awarded  a medal  by  the 
Pioneer  Division  of  the  Sam  Houston  Area, 
Boy  Scouts  of  America,  as  the  highest  single 
contributor  to  the  Friends  of  Scouting  Drive. 

A member  of  the  Texas  Medical  Associa- 
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tion  through  the  Harris  County  Medical  Soci- 
ety, he  was  a past  president  of  the  Houston 
Medical  Forum.  He  also  belonged  to  the 
American  Legion,  Masons,  Young  Men’s 
Christian  Association,  and  the  Century  Club. 
He  was  a member  of  the  Missionary  Baptist 
church.  He  was  a former  member  of  the 
Texas  Heart  Association  and  Omega  Psi  Phi 
and  Chi  Delta  Mu  fraternities. 

Survivors  include  his  wife,  Mrs.  Betty 
Floyd,  Houston ; a daughter,  Dianne,  of  St. 
Louis ; his  mother,  Mrs.  Milie  K.  Floyd, 
Meridian;  sisters,  Mrs.  Katheryn  Fagan, 
East  St.  Louis,  111.,  Mrs.  Lula  Pettiford,  Day- 
ton,  Ohio,  and  Mrs.  Phillis  Jones,  Meridian; 
and  brothers,  Leslie  M.  Floyd,  San  Antonio, 
and  John  T.  Floyd,  Detroit. 

DR.  A.  L.  MILLER 

Dr.  Arthur  L.  Miller  of  Houston,  a retired 


Coming 

Texas  Medical  Association,  Houston,  April  23-26,  1964.  C.  L. 
Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 


MAY 

American  Association  of  Genito-Urinary  Surgeons,  Chicago,  May 
8-10,  1963.  Dr.  H.  M.  Spence,  4105  Live  Oak  St.,  Dallas  21, 
Sec. 

American  Gynecological  Society,  New  Orleans,  May  13-15,  1963. 

Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20,  N.  Y. 
American  Proctologic  Society,  San  Francisco,  May  20-23,  1963. 
Dr.  N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 


JUNE 

American  Medical  Association,  Annual  Meeting,  Atlantic  City, 
June  16-20,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn, 
Chicago  10,  Exec.  Vice  Pres. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  13- 
17,  1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec. 
Dir. 

American  Neurological  Association,  Atlantic  City,  June  10-12, 
1963.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June 
24-26,  1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30- 
Dec.  5,  1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 
American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New 
York  City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.,  Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Academy  of  Pediatrics.  Dr.  E.  H.  Christopherson, 
1801  Hinman,  Evanston,  111.,  Exec.  Dir. 


physician  who  had  practiced  medicine  for 
more  than  50  years,  died  Feb.  1,  1963,  in  a 
Columbus  hospital.  He  was  75. 

He  was  a member  of  the  American  Medi- 
cal Association  and  had  been  elected  to  inac- 
tive membership  in  the  Texas  Medical  As- 
sociation in  1956  through  the  Harris  County 
Medical  Society. 

A graduate  of  the  University  of  Texas 
Medical  Branch  in  1912,  Dr.  Miller  had  prac- 
ticed medicine  in  the  Heights  section  of 
Houston. 

He  was  a long-time  member  and  deacon 
of  Heights  First  Baptist  Church  and  be- 
longed to  the  Reagan  Lodge  No.  1037  A.  F. 
and  A.  M. 

Survivors  include  his  wife,  Mrs.  Edna  K. 
Miller  of  Houston ; sons,  George  J.  Miller  and 
Arthur  L.  Miller,  Jr.,  both  of  Houston ; and 
six  grandchildren. 


Meetings 

American  Association  of  Plastic  Surgeons,  Washington,  D.C., 
Oct.  13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada, 
April  27-29,  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963.  Mr. 

G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  Feb.  29- 
March  6,  1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder, 
Colo.,  Treas. 

American  College  of  Gastroenterology,  Washington,  D.C.,  Oct. 
20-23,  1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists.  Mr.  D.  F. 

Richardson,  79  W.  Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 

Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 
American  College  of  Surgeons,  Clinical  Conference,  San  Fran- 
cisco, Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  40  East  Erie, 
Chicago,  Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation, 
Dallas,  Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michi- 
gan, Chicago  2,  Exec.  Dir. 

American  Dermatological  Association,  Hawaii,  June  27-July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963. 
Dr.  Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11, 
Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo., 
Nov.  11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec. 
Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29- 
Oct.  5,  1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

American  Surgical  Association,  Hot  Springs,  Va.,  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Denver, 
Oct.  10-12,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chi- 
cago 1,  Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation. 
Dr.  W.  F.  James,  1615  Lake  Shore  Dr.,  Chicago,  Sec. 
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Medical  Society  of  United  States  & Mexico,  Guadalajara,  Dec., 
1963.  Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 
Radiological  Society  of  North  America,  Chicago,  Nov.  17-22, 
1963.  Mr.  M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln,  Neb.,  Sec. 
South  Central  Association  of  Blood  Banks,  Oklahoma  City,  1964. 

L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4,  Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963. 

Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 
Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963. 

Dr.  Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 
Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U„  Atlanta  22,  Ga.,  Sec. 
Southwest  Allergy  Forum,  Denver,  Oct.  10-12,  1963.  Dr.  Boen 
Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 
Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 

Dr.  J.  R.  Maxfield.  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905 
5th  Ave.,  Fort  Worth,  Sec. 

Southwestern  Surgical  Congress.  Dr.  R.  B.  Howard,  301  Pasteur 
Bldg.,  Oklahoma  City  3,  Okla. 


State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26, 
1963.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Air-Medics  Association.  Dr.  C.  F.  Miller,  Box  1338,  Waco, 
Sec. 

Texas  Association  of  Public  Health  Physicians.  Dr.  W.  S.  Brum- 
age,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr. 

F.  L.  Clements,  2410  San  Antonio,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists,  San  An- 
tonio, March  1,  1963.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Fort 
Worth,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics.  Dr.  G.  K. 

Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Rod- 
ger G.  Smyth,  331  W.  Nueva  St.,  San  Antonio,  Sec. 

Texas  Dermatological  Society.  Dr.  M.  A.  Forbes,  607  W.  14th 
Street,  Austin,  Sec. 

Texas  Diabetes  Association.  Dr.  John  W.  Chriss,  2436  Morgan, 
Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  Abilene,  July  9-10, 
1963.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Heart  Association,  Dallas.  Mr.  E.  T.  Guy,  2480  Times 
Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association.  Dr.  R.  R.  Dugan,  Con- 
tinental Oil  Co.,  Box  2197,  Houston,  Sec. 

Texas  Neuropsychiatric  Association.  Dr.  E.  I.  Bruce,  Jr.,  1014 
Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association.  Dr.  Harold  Hunt,  150 
Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association.  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association.  Dr.  J.  P.  Moran,  3154  Reid 
Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society.  Dr.  D. 
Hoehn,  Doctor’s  Bldg.,  Fort  Worth,  Sec. 

Texas  Proctologic  Society.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 

Murphy,  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association,  Austin,  July  24-26,  1963.  D. 

Preston,  3700  Worth,  Dallas  10,  Sec. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 

Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists.  Dr.  L.  Duflot,  173  San  Mari- 
no, Galveston,  Sec. 


Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  Society  of  Athletic  Team  Physicians.  Dr.  L.  Levy,  918 
Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Mrs.  Edith 
DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Pathologists,  Inc.  Dr.  V.  A.  Stembridge,  South- 
western Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons.  Dr.  W.  C.  Sellman,  Jr.,  610 
Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Mrs.  Maria 
P.  Hathaway,  1012  State  Office  Bldg.,  Austin,  Exec.  Sec. 

Texas  Surgical  Society,  Fort  Worth,  Oct.  6-8,  1963.  Dr.  W.  B. 
King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society.  Dr.  J.  C.  Long,  805  W.  8th, 
Plainview,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association.  Dr.  U. 
Blanco,  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1963.  Dr. 
S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb.  421  S. 
Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beau- 
mont, Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale, 
Jacksonville,  Sec. 

Twelfth  District  Society,  Temple.  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite 
N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  S.  E.  Cock- 
rell, Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
4-8,  1963.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr. 
F.  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston.  July 
18-20,  1963.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath.  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 


464 


TEXAS  State  Journal  of  Medicine 


TEXAS 

State  Journal 
of  Medicine 

Devoted  to  the  interests  of  the  medical 
profession  and  public  health  in  Texas 


BOARD  OF  PUBLICATION 
Troy  A.  Shafer,  M.D.,  Harlingen, 
Chairman 

Byron  P.  York,  M.D.,  Houston 
James  A.  Hallmark,  M.D.,  Fort  Worth 
J.  B.  Copeland,  M.D.,  San  Antonio 
Charles  P.  Hardwicke,  M.D.,  Austin 
Elliott  Mendenhall,  M.D.,  Dallas 
C.  E.  Willingham,  M.D.,  Tyler 

Robert  Mayo  Tenery,  M.D.,  Waxahachie, 

President 

C.  Lincoln  Williston,  Austin, 
Executive  Secretary 


EDITORIAL  AND  BUSINESS  OFFICES 
1801  North  Lamar  Blvd.,  Austin 
Telephone:  GReenwood  7-6704 
Marilyn  Baker,  Managing  Editor 
Roe  Murphey,  Assistant  Managing  Editor 
Helen  Miles,  Assistant  Editor 
Karey  Patterson,  Editorial  Assistant 
E.  Maxwell  Jones,  Business  Manager 
Gene  R.  Dillard,  Advertising  Manager 


PRINTING  OFFICES 

c/o  Stafford-Lowdon  Company 
1114  West  Daggett,  Fort  Worth  1 


Subscriptions:  $3  per  year  for  members; 
$6  for  nonmembers;  $7  for  foreign. 

Single  copy:  75  cents. 


Copyright  1963  by  the  Texas  Medical 
Association.  Owned  and  issued 
monthly  by  the  Association. 
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Next  Step: 
Citizen’s  Choice 


Legislation  to  provide  medical  care  for  certain 
aged  persons  not  receiving  Old  Age  Assistance  has 
passed  another  major  hurdle — the  Texas  Legisla- 
ture. Approved  just  before  the  Legislature  ad- 
journed, the  proposed  constitutional  amendment, 
known  as  the  Medical  Aid  to  the  Aged  (MAA) 
phase  of  the  Kerr-Mills  Act  (S.J.R.  10),  now  goes 
to  the  Texas  voters  in  the  1964  elections. 

This  measure  would  affect  aged  persons  who  have 
enough  income  to  provide  for  their  usual  needs  but 
are  unable  to  pay  for  required  medical  and  hospital 
care.  These  individuals  would  be  granted  medical 
care  under  a vendor  payment  program  similar  to 
that  for  OAA  recipients. 

Nothing  succeeds  like  success,  and  although  the 
proposed  new  measure  faced  some  opposition,  its 
path  was  smoothed  by  the  obviously  successful  em- 
ployment of  voluntary  health  insurance  purchased 
from  Blue  Cross  by  the  State  Department  of  Public 
Welfare  to  help  Old  Age  Assistance  recipients  meet 
the  costs  of  their  medical  care.  The  OAA  Vendor’s 
Medical  Care  program  was  the  first  phase  in  the 
implementation  of  the  Kerr-Mills  Act  in  Texas. 

If  the  second  phase,  MAA,  is  approved  by  the 
voters,  its  implementation  will  give  needy  senior 
citizens  of  this  state  an  outstanding  program  of 
medical  care.  Physicians  and  others  who  support 
this  measure  now  have  impressive  statistics  to  show 
the  success  of  the  first  phase  of  the  Kerr-Mills  Act. 

Texas  was  the  first  state  to  attempt  to  mix  fed- 
eral and  state  funds  to  purchase  private  health  in- 
surance policies  for  its  needy  aged.  Thought  by  some 
to  be  a shaky  scheme,  the  program  has  operated  ef- 
fectively and  efficiently  since  January  of  1962. 

The  average  hospital  stay  has  been  9!/>  hays; 
originally,  planners  had  estimated  that  this  figure 
would  be  nearer  to  11  days.  The  average  cost  per 
day  for  patients  hospitalized  under  OAA  is  about  $8 
less  than  the  average  for  all  patients  served  by  Blue 
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Cross.  Approximately  7,500  needy  aged  per- 
sons are  admitted  to  hospitals  each  month 
for  medical  care;  an  additional  6,500  receive 
care  in  nursing  homes.  During  the  first  year 
of  operation,  medical  benefits  totaled  more 
than  $16,700,000. 

Both  “armchair”  and  professional  actu- 
aries should  be  assured  of  the  financial 
soundness  of  the  program;  Blue  Cross  re- 
cently increased  the  benefits  allowed  in  this 
special  policy  while  the  purchase  price  re- 
mains the  same. 

The  first  phase  of  the  Kerr-Mills  Act  in 
Texas  was  a bold  experiment  which  has  paid 
great  dividends.  It  has  provided  needed  med- 
ical and  hospital  care  for  a group  of  deserv- 
ing citizens  who  otherwise  could  not  afford 
this,  and  it  has  proved  that  high  standards 
of  medical  care  for  the  aged  can  be  achieved 
without . resorting  to  social  security  financ- 
ing. 

There  can  be  no  doubt  that  with  continued 
support  and  cooperation  from  Texas  physi- 
cians, the  second  phase  would  succeed  as 
well. 

Organized  Medicine: 
Delegate  Gains  Insight 

Smith  County  Medical  Society  recently 
gave  me  an  opportunity  for  which  I am  very 
grateful  by  electing  me  as  delegate  to  the 
Texas  Medical  Association. 

Through  this  elected  office  of  my  county 
medical  society,  1 was  given  an  opportunity 
to  serve  on  one  of  the  Reference  Committees 
of  the  House  of  Delegates. 

Through  my  work  on  this  Reference  Com- 
mittee, I gained  an  insight  into  the  real 
work  of  Texas  Medical  Association  and  its 
impact  on  the  whole  life  of  Texas. 

I would  never  have  taken  time  to  attend 
the  open  meetings  of  the  Reference  Commit- 
tees or  to  appreciate  the  work  of  the  House 
of  Delegates,  the  various  councils  and  com- 
mittees, had  I not  been  given  this  privilege 
by  my  county  medical  society. 

My  awareness  of  the  place  of  organized 
medicine  in  the  life  of  Texas  as  a whole  has 
been  sharpened ; my  appreciation  for  Texas 
Medical  Association  has  been  broadened. 

— Ivey  E.  Lamberth,  M.D.,  Tyler. 


Utilization  of 
OAA  Hospital  Benefits 

In  most  instances,  members  of  the  Texas  j 
Medical  Association  are  interested  and  con-  : 
cerned  about  making  the  Texas  program  for 
the  recipients  of  Old  Age  Assistance  (OAA) 
benefits  under  the  Kerr-Mills  Act  work.  This 
is  our  answer  to  the  President’s  medicare 
proposal.  This  may  be  our  last  chance  to 
show  the  people  of  this  country  that  a pro- 
gram of  health  care  under  voluntary  auspices 
will  get  the  job  done. 

Because  of  the  many  ramifications  of  this 
program,  and  the  desire  of  our  physicians  to 
make  it  work,  the  Texas  Medical  Association 
continually  has  been  reviewing  hospital  utili- 
zation ratios  and  over-all  costs.  Although  the 
program  is  operating  effectively  and  effi- 
ciently, the  unusually  high  percentage  of  pa- 
tients who  have  been  hospitalized  in  some 
areas  offers  great  concern.  The  program 
still  asks  physicians  to  cooperate  not  only 
in  utilization  but  also  to  consider  their  fees 
in  relation  to  this  low  income  group. 

For  a three  month  period  (the  last  quarter 
of  1962)  8.2  per  cent  of  the  recipients  of 
OAA  in  Texas  were  hospitalized.  In  some  30 
counties  this  percentage  was  exceeded  by  50 
per  cent  or  more.  In  one  county,  during  this 
period,  35  of  91  recipients  of  OAA,  or  38.5 
per  cent,  were  hospitalized. 

The  OAA  hospital  benefit  program  is  de- 
signed for  acute  care  only.  The  law  requires 
that  each  doctor  certify  as  to  the  need  for 
this  acute  care  upon  the  admission  of  the  pa- 
tient, and  each  15  days  thereafter.  There  are 
nursing  home  benefits  available  for  these 
people,  if  they  need  that  type  of  care, 
through  a program  administered  by  the 
State  Department  of  Public  Welfare. 

Officials  and  members  of  the  Texas  Medi- 
cal Association,  the  State  Department  of 
Public  Welfare,  and  Blue  Cross-Blue  Shield 
of  Texas  frequently  discuss  these  mutual  and 
vitally  important'^problems.  The  various 
county  medical  societies,  where  utilization 
appears  high,  have  been  asked  to  establish 
committees  to  ascertain  the  facts  about  OAA 
use  in  order  that  a practical  and  factual  an- 
alysis of  utilization  under  this  program  may 
be  made. 

With  the  help  of  all  physicians  through- 
out the  state,  the  voluntary  approach  to  care 
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for  the  needy  aged  will  continue  to  be  effec- 
tive. 

— A.  Rex  Kirkley,  M.D.,  Temple, 
Chairman,  Committee  on  Health 
Insurance. 

Adequate  Health 
Care  Promoted 
In  Service  Ads 

Providing  the  lay  public  with  specific  in- 
formation on  the  needs  and  value  of  ade- 
quate health  care  is  an  obligation,  indeed  a 
privilege,  which  every  physician  and  county 
medical  society  must  assume.  The  public 
looks  to  the  medical  profession  for  leader- 
ship in  many  areas  and,  in  most  instances, 
this  leadership  is  readily  available.  Although 
individual  physicians  and  county  medical  so- 
cieties perform  many  essential  services  to 
the  community  every  day,  they  often  go  un- 
noticed by  the  public.  County  societies  now 
have  an  excellent  opportunity  to  make  their 
presence  known  to  the  community. 

A series  of  six  professionally  prepared 
public  service  advertisements  are  now  avail- 
able for  use  in  local  newspapers.  Entitled 
“Your  Doctor  and  You”,  the  series  deals  with 
these  major  topics:  house  calls  vs.  office 
visits,  importance  of  regular  physical  exam- 
inations, medical  emergencies,  voluntary 
health  insurance  protection,  doctors’  fees, 
and  medical  ethics. 

Each  ad  is  attractively  illustrated  and  is 
prepared  flexibly  so  that  county  societies 
may  adapt  or  rewrite  the  message  to  make  it 
more  topical  and  local  in  interest. 

Although  medicine  has  never  been  one 
for  “tooting  its  own  horn”,  here  is  a chance 
for  medical  societies  to  further  educate  the 
public  in  a dramatic  and  effective,  yet  digni- 
fied manner.  The  county  medical  society’s 
use  of  this  ad  series  would  provide  a much- 
needed  service.  It  is  an  excellent  way  to  ce- 
ment good  relations  between  doctors  and  the 
general  public. 

Prepared  by  the  American  Medical  Asso- 
ciation and  endorsed  by  the  Texas  Medical 
Association’s  House  of  Delegates,  the  ads 
have  been  widely  used  throughout  the  coun- 
try. Proofs  of  the  ads  and  further  informa- 


tion may  be  obtained  by  writing  the  Director 
of  Public  Relations,  Texas  Medical  Associa- 
tion, 1801  North  Lamar  Boulevard,  Austin  1. 

Transactions  In 
This  Issue 

Transactions  of  the  1963  House  of  Dele- 
gates of  Texas  Medical  Association  are  car- 
ried in  this  issue  of  the  Journal , beginning 
on  page  551. 

Except  for  moderate  editing  for  brevity 
in  certain  cases,  the  Transactions  include 
everything  discussed  and  acted  upon  by  the 
House  in  its  1963  meetings  during  the  An- 
nual Session  in  Dallas,  April  27-30. 

So  that  Journal  readers  may  find  specific 
action  taken  by  the  House  on  reports  of  offi- 
cers, committees,  councils,  and  on  resolu- 
tions, the  Reference  Committee  reports  and 
action  of  the  House  usually  are  spliced  and 
inserted  after  the  Supplementary  Reports  of 
these  individuals  or  groups.  In  certain  cases, 
cross  referrals  note  where  action  may  be 
found. 

Seven  Reference  Committees  studied  all 
reports  presented  to  the  House  of  Delegates 
and  recommended  specific  action  on  them. 
These  committees  then  reported  to  the  House 
of  Delegates  which  took  final  action  on  their 
reports. 

Presiding  over  the  House  of  Delegates 
were  Speaker,  Dr.  James  D.  Murphy  of  Fort 
Worth  and  Vice  Speaker,  Dr.  Charles  Max 
Cole  of  Dallas. 


Space  Is  Not  That  Scarce 

The  Table  of  Contents  listing  of  the  title 
of  one  editorial  by  the  author  of  another  in 
the  May  issue  of  the  Journal  was  not  a space- 
saving procedure.  The  editors  feel  a bit  like 
the  man  who  rode  home  on  a unicorn  and 
remarked  to  his  puzzled  wife,  “If  you’re 
waiting  for  an  explanation,  I just  don’t  have 
one.” 

Our  apologies  go  to  Dr.  George  Ehni,  au- 
thor of  “Intracerebral  Hemorrhage”,  and  to 
Dr.  A.  W.  Bronwell,  author  of  “Gastric 
Freezing”. 
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Opinions 

and 

Views 

Social  Action  and  the  Church 


F:OM  THE  moment  the  oath  of  Hippocra- 
tes is  taken  each  physician  involves  him- 
self with  “social  concern”.  If  he  is  fortunate 
enough  to  live  and  practice  in  the  climate 
provided  by  a free  society,  he  is  committed  to 
“social  action”  in  variable  degree  and  kind. 
One  physician  will  limit  his  activity  in  this 
area  to  the  physical  welfare  of  his  patients. 
Another  will  extend  his  social  concerns  be- 
yond the  physical  needs  of  his  individual  pa- 
tients by  participation  in  service  clubs,  wel- 
fare groups,  citizens’  planning  boards,  and 
other  voluntary  associations. 

The  true  physician  necessarily  is  involved 
in  the  spiritual  welfare  of  his  patients  and 
their  families.  He  develops  concern  for  their 
welfare  as  he  deals  with  their  most  intimate 
problems.  He  acts  in  one  way  or  another  to 
express  that  concern.  By  the  same  token, 
the  clergyman  is  concerned  with  the  physical, 
spiritual,  and  social  health  of  the  members 
of  his  church  in  particular,  and  of  all  men 
in  general. 

As  this  concern  is  expressed  by  the  local 
physician  and  the  local  clergyman,  so  it  is 
expressed  on  higher  levels  by  the  various 
national  associations  of  physicians  and  by 
the  various  corporate  churches  in  America. 

Though  there  are  many  evidences  of  in- 
creasing cooperation  between  the  men  of 
medicine  and  religion,  there  are  certain  blind 
spots  in  that  relationship  which  have  not  re- 
ceived enough  attention. 

Most  of  us  believe,  of  course,  that  the  over- 
whelming majority  of  our  churchmen  are 
sincere,  dedicated  people  who  spend  their 
lives  working  for  goals  which  they  believe 
are  for  our  betterment.  Any  criticism  of 
church  action  is  not  directed,  then,  at  the 
Church  itself.  Few  people  will  subscribe  to 


the  charges  that  the  churches  are  Commu- 
nist-infiltrated, or  that  the  National  Council 
of  Churches  is  a Red  front  organization. 

However,  the  facts  do  prove  that  for  many 
years  professional  visionaries,  employed  as 
staff  members  of  social  action  and  educa- 
tion committees  in  the  various  churches, 
have  worked  actively  for  legislation  which 
would  finance  health  care  for  the  aged 
through  the  mechanism  of  the  social  security 
program. 

Dr.  John  Bennett,  Dean  of  the  Faculty  "of 
the  Union  Theological  Seminary,  New  York, 
has  made  this  statement,  “We  are  poor  in 
educational  systems  in  relation  to  the  needs 
of  our  growing  population.  We  lag  in  hous- 
ing for  low  income  groups.  We  allow  mil- 
lions to  suffer  because  of  lack  of  available 
medical  care  who  if  they  lived  under  a Com- 
munist or  Socialist  System  would  receive  the 
needed  care.”1  Along  this  same  vein,  many 
of  the  churches  have  made  pronouncements 
or  statements  dealing  with  the  issue  of  medi- 
cal care. 

One  Protestant  church  made  this  state- 
ment as  far  back  as  1946,  “The  Christian 
should  manifest  active  concern  in  the  failure 
of  society  to  marshal  its  full  resources  for 
health  for  all  people.  In  countless  cases, 
health  is  denied  because  of  lack  of  funds  by 
individuals  in  need  of  medical  services  and 
the  lack  of  medical  resources.  In  the  name 
of  the  Great  Physician  we  favor  federal  leg- 
islation that  will  join  appropriate  civic,  pro- 
fessional, and  other  bodies,  in  cooperation 
with  government,  in  providing  adequate  med- 
ical care  wherever  needed.”5 

In  one  church  the  social  action  and  educa- 
tion committee  is  called  the  Office  of  Church 
and  Society.  The  same  committee  in  another 
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church  may  be  called  the  Board  of  Christian 
Social  Concerns,  the  Council  on  Christian 
Social  Action,  the  Department  of  Christian 
Action,  the  Committee  on  Christian  Social 
Relations,  the  Division  of  Christian  Social 
Concern,  or  a National  Welfare  Conference. 
The  people  who  believe  that  evangelism  and 
social  action  (as  defined  by  the  visionaries) 
are  one  and  the  same  thing  are  at  work  in 
all  the  churches  in  America.  They  have  taken 
various  positions  in  their  reports,  resolu- 
tions, and  pronouncements. 

The  Central  Conference  of  American  Rab- 
bis endorsed  the  King-Anderson  bill  with 
this  statement,  “It  is  our  contention  that  the 
nation  is  strengthened  when  we  make  it  pos- 
sible for  those  who  have  helped  to  create 
America’s  economic  and  social  wealth  to  re- 
ceive adequate  medical  care  after  their  earn- 
ing power  has  decreased.  Our  support  does 
not  mean  that  we  consider  the  King-Ander- 
son bill  the  complete  solution  to  the  problem 
of  medical  care  for  the  aged.  But  we  regard 
it  as  the  establishment  of  a beachhead  in  the 
continuing  struggle  to  preserve  the  health 
and  dignity  of  the  aged.”4 

On  the  other  hand,  at  the  107th  Conven- 
tion of  the  Catholic  Central  Union  of  Amer- 
ica in  St.  Louis  in  August,  1962,  these  state- 
ments were  included  in  a Declaration  of 
Principles,  “Medical  care  in  general  seems 
more  amenable  to  solution  through  the  more 
widespread  acceptance  of  family  and  group 
health  plans,  hospital  insurance,  union  wel- 
fare and  industrial  insurance,  and  pension 
plans.  . . . The  easy  answer  proposed  by 
sometimes  well-meaning  but  unenlightened 
persons  namely  to  solve  the  problem  by 
across  the  board  State  Welfare  institutions 
for  care  of  the  aged,  cannot  be  accepted  by 
anyone  with  a sense  of  personal  responsi- 
bility for  the  general  welfare  of  fellow  hu- 
man beings,  particularly  the  ones  who  are 
members  of  their  own  family,  parish,  or  com- 
munity. In  point  of  fact,  both  laws  of  jus- 
tice and  of  Christian  charity  forbid  that  the 
care  of  the  aged  be  lightly  shifted  from  the 
shoulders  of  those  immediately  responsible 
into  the  hands  of  impersonal  public  welfare 
agencies.”2  However,  there  are  still  impor- 
tant Catholic  leaders  who  attempt  to  read 
into  papal  encyclicals  an  endorsement  of  fed- 
eral intervention  into  the  social  welfare  area. 
Others  have  pointed  out  that  these  encycli- 
cals have  given  the  fullest  support  to  the 
principle  of  subsidiarity. 

Why  are  so  many  churches  seeking  to  pass 


resolutions  or  present  biased  “studies”  on 
this  issue?  It  is  more  than  just  a Christian 
concern.  We  tend  to  believe  that  the  profes- 
sionals in  the  social  action  groups  think  in 
the  same  terms  as  we  do — that  the  goal  is 
the  best  medical  care  for  all — and  that  they 
sincerely  believe  that  the  best  means  of 
achieving  that  goal  is  through  a social  se- 
curity financed  medical  plan.  Unfortunately, 
many  of  these  people  are  Utopian  visionaries 
who  adopt  first  this  plan  and  then  that  plan, 
whichever  seems  to  apply  most  suitably  at 
the  moment,  not  necessarily  for  the  purpose 
of  securing  a better  tonic  for  a senior  citi- 
zen, but  for  the  purpose  of  accomplishing 
the  final  goal — another  plank  in  the  floor  on 
which  a welfare  state  is  built.  Many  come 
to  believe  that  the  best  source  for  the  pro- 
motion of  the  general  welfare  is  the  govern- 
ment, and  that  the  best  governmental  activ- 
ity is  that  of  the  federal  government. 

This  thought  may  shed  light  on  the  grow- 
ing influence  which  a centralized  organiza- 
tion, such  as  is  represented  by  the  National 
Council  of  Churches  in  the  U.S.A.,  has  on 
its  member  churches,  numbering  34  Protes- 
tant and  Eastern  Orthodox  denominations  of 
the  Christian  Church  in  the  U.S.A.  If  you 
will  watch  the  next  press  release  from  the 
National  Council  of  Churches,  you  will  find, 
as  usual,  that  the  impression  is  left  that  the 
view  expressed  is  backed  by  40  million  com- 
municants of  the  member  churches.  Feb.  22, 
1961,  in  Syracuse,  N.  Y.,  the  General  Board 
of  the  National  Council  of  Churches  in  the 
U.S.A.  passed  a resolution  dealing  with  med- 
ical care  as  follows,  “The  General  Board  has 
stated,  Tf  voluntary  prepayment  plans  can- 
not accomplish  the  desired  ends,  government 
should  protect  the  health  of  people  by  mak- 
ing possible  the  prepayment  of  health  serv- 
ice.’ This  is  precisely  what  the  Social  Secur- 
ity system  would  be  able  to  provide  efficient- 
ly through  the  mechanism  of  Old  Age,  Sur- 
vivors’, and  Disability  Insurance.  Therefore, 
the  National  Council  of  Churches  supports 
in  principle  legislation  which  ivill  extend  the 
benefits  of  Old  Age,  Survivors' , and  Disabil- 
ity Insurance  to  include  health  care  for  re- 
tired persons.”4 

It  is  noteworthy  that  not  one  denomina- 
tion, as  a whole,  has  passed  a resolution  sup- 
porting the  social  security  approach  to  fi- 
nancing health  care.  This  is  not  because  the 
professionals  haven’t  tried,  and  tried  hard. 
It  is  because  a few  dedicated  souls  have  tried 
to  inform  the  people. 
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It  must  be  kept  in  mind  that  there  is  no 
effort  to  control  the  Church,  and,  especially, 
that  there  is  no  criticism  directed  at  the 
Church  itself.  Clergymen  must  be  convinced 
of  the  fallacies  of  government  controls  on 
the  practice  of  medicine.  Any  criticism  must 
be  directed  not  at  the  Church,  but  at  the  pro- 
fessionals within  the  social  action  depart- 
ments who  would  expose  the  free  practice  of 
medicine  to  the  plunder  of  the  demagogues. 

We  have  produced  the  finest  system  of 
medicine  in  the  world  which  those  who  have 
become  so  unduly  conscious  of  social  security 
and  economic  security  have  come  to  take  for 
granted.  Nowhere  else  and  in  no  other  time 
have  our  standards  of  medical  care  been 
equaled. 

We  remain  the  front  line  of  defense  for 


the  protection  of  our  great  system  of  medi- 
cine. We  must  not  fail  to  take  advantage  of 
our  natural  position  of  influence — to  be  sure 
that  sound  thinking  will  prevail  when  the  ap- 
propriate bodies  within  our  churches  con- 
sider the  issues  dealing  with  the  practice 
of  medicine. 

— Tom  W.  Duke.  M.D.,  Amarillo. 
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Physician  Discusses 
Care  of  Executives 

Executives  as  a group  are  a pretty  healthy  bunch,  an  official 
of  the  American  Medical  Association  recently  told  members  of  the 
Oak  Cliff  Rotary  Club  in  Dallas. 

It  has  been  presumed  that  executives  suffer  more  stress  than 
do  other  men  of  comparable  age,  and  that  because  of  this  stress,  they 
have  illnesses  not  commonly  suffered  by  other  men  and  that  they 
die  young  on  the  altar  of  service,  said  Dr.  Donald  A.  Dukelow,  con- 
sultant in  health  and  fitness  for  the  AMA. 

Oddly  enough,  this  doesn’t  necessarily  follow,  said  Dr.  Dukelow, 
pointing  to  a recent  survey  which  showed  that  professional  men  and 
managers  as  a group  have  lower  mortality  rates  than  do  other  worker 
classifications. 

“But  don’t  get  the  idea  from  this  that  members  of  the  executive 
group  can  relax  and  enjoy  life  without  care,”  he  said. 

“We  have  ample  evidence  that  might  suggest  that  executives, 
even  as  many  other  people,  are  not  as  informed  as  they  might  be 
about  health  matters,  and  are  prone  to  accept  all  kinds  of  fallacy 
as  fact.” 

Executive  health  programs  are  increasing  in  popularity,  and 
companies  are  finding  that  it  is  an  economy  to  have  a periodic  exam- 
ination and  medical  advice  whether  the  individual  appears  to  be  well 
or  ill,  Dr.  Dukelow  said. 

“The  average  executive  represents  an  investment  by  his  company 
or  himself  of  approximately  a quarter  of  a million  dollars.  A physi- 
cian, an  attorney,  an  engineer,  or  other  professional  person  in  a 
comparable  income  bracket  would  represent  an  equal  capital  invest- 
ment. It  seems  reasonable  that  maintenance  of  such  a person  should 
cost  about  the  same  as  maintenance  of  a quarter  of  a million  dollars 
worth  of  machinery.” 
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Medicine  and  Religion 


■d  Performs  The  advances  in  modern  medicine  are  truly  miracles  ; however,  in 

, u ..  the  application  of  such  exact  technology  we  are  sometimes  prone 

oracle  of  Healing  to  forge-t  the  importance  of  the  WHOLE  man — a combination  of  the 

physical,  mental,  spiritual,  and  social  being.  To  give  our  pa- 
tients effective  treatment  often  requires  cooperation  and  un- 
derstanding between  the  doctor,  the  clergyman,  the  patient,  and 
the  family. 


Recognizing  the  importance  of  this  aspect  of  patient  care,  the 
American  Medical  Association  established  the  Department  of 
Medicine  and  Religion  in  September,  1961.  Under  the  direction  of 
the  Rev.  Dr.  Paul  B.  McCleave,  pilot  programs  were  developed 
last  year  in  20  county  medical  societies,  and  from  this  experi- 
ence the  Department  has  evolved  plans  which  now  are  being  offered 
to  all  medical  societies  through  their  state  associations. 

As  announced  at  the  Annual  Session  in  Dallas,  a special  commit- 
tee has  been  appointed  to  study  the  application  of  this  program 
in  Texas  and  to  formulate  recommendations  which  will  be  submit- 
ted to  the  Council  on  Public  Relations  and  Public  Service.  It  is 
my  belief  that  we  have  a great  need  for  this  valuable  means  of 
communication  with  the  clergy  and  that  a standing  committee  on 
medicine  and  religion  should  be  established. 

Each  day  the  clergyman  and  the  doctor  must  meet  problems  that 
concern  life  and  death,  and,  certainly,  only  benefit  to  the 
total  health  of  our  patients  can  come  from  better  cooperation 
and  understanding  between  the  two  professions.  Every  doctor  has 
known  the  frustration  of  losing  the  battle  for  a life  after 
having  given  everything  that  medical  science  has  to  offer ; we 
have  all  seen  many  patients  who  needed  more  spiritual  support 
than  we  were  able  to  give  ; and  we  know  that  as  physicians  we  can 
remove  diseased  tissue,  approximate  divided  bones  and  tissue, 
and  give  medications  to  destroy  invading  organisms,  but  only 
GOD  can  perform  the  miracle  of  healing. 


Robert  Mayo  Tenery,  M.D. 

President,  Texas  Medical  Association 
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Superficial  Fungus  Diseases 

Diagnosis  and  Treatment 

JOHN  M.  KNOX,  M.D.,  and  J.  B.  RICHARDSON,  M.D. 


THE  FIRST  and  most  important  step  to- 
ward the  successful  management  of  fun- 
gus infections  is  to  establish  an  accurate  di- 
agnosis by  laboratory  methods.  The  clinical 
appearance  of  a lesion  is  rarely  sufficient 
evidence  for  assuming  a fungus  etiology. 
There  are  many  dermatological  conditions 
such  as  pityriasis  rosea,  seborrheic  derma- 
titis, the  alopecias,  psoriasis,  eczemas,  and 
many  others  that  are  capable  of  mimicking 
fungus  infections  in  clinical  appearance. 
However,  when  fungi  are  responsible  for  an 
eruption,  they  may  be  quickly  and  simply 
identified  by  taking  appropriate  material 
such  as  a scraping  from  marginal  scales,  the 
roof  of  a vesicle,  a broken  hair,  or  debris 
from  under  a dystrophic  nail,  and  mounting 
this  material  and  a few  drops  of  10  per  cent 
potassium  hydroxide  solution  on  a glass 
slide.  After  gentle  heating  over  an  open 
flame,  a cover  slip  is  applied.  The  slide  is 
examined  under  low  and  high  power  magnifi- 
cations for  the  presence  of  fungi.  Debris,  oil 
droplets,  or  other  artifacts  may  be  confusing 
to  the  inexperienced  examiner,  but  with  prac- 
tice these  can  be  readily  excluded  and  fungi 
can  be  accurately  identified.  Fig.  1 illustrates 
hyphae  in  a potassium  hydroxide  (KOH) 
preparation. 

When  a scraping  is  made,  additional  ma- 
terial is  usually  placed  on  Sabouraud’s  cul- 
ture media  to  determine  the  exact  type  of 
fungus.  Identification  of  cultures  as  to  type 
of  organism  generally  requires  specialized 
training,  and  from  a practical  standpoint 
specific  identification  is  not  as  essential  now 
as  it  was  prior  to  griseofulvin. 

Superficial  fungi  are  unique  in  that  they 
occupy  an  immunologic  position  between  a 
saprophyte  and  a parasite.  They  live  on  the 
skin,  not  in  it,  and  are  confined  to  the  dead 
stratum  corneum  where  they  live  on  the 


Fig.  1.  Hyphae  as  seen  under  high  power  magnification. 


products  of  the  keratinization  process.  They 
cannot  invade  viable  or  living  tissue.  The 
ability  of  a fungus  to  remain  entrenched  on 
the  skin  will  be  dependent  to  a large  extent 
on  its  ability  not  to  provoke  an  inflammatory 
reaction.  These  facts  are  supported  by  both 
clinical  and  laboratory  observations : when 
allergic  inflammation  accompanies  a fungus 
infection,  the  clinical  course  is  usually  of 
short  duration  and  organisms  are  difficult  to 


Fig.  2.  Skin  is  scraped  with  a scalpel  to  obtain  material 
for  microscopic  examination. 
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Many  skin  conditions  imitate  fungus  infec- 
tions, therefore  laboratory  tests  must  be 
done  to  obtain  diagnosis.  The  authors  discuss 
the  various  types  of  fungus  infections  and 
place  emphasis  on  when  and  when  not  to 
use  griseofulvin. 


demonstrate ; and,  conversely,  non-inflamma- 
tory  infections  may  be  resistant  to  treatment 
and  organisms  are  easy  to  demonstrate. 

The  anatomic  and  biochemical  character- 
istics of  the  infected  site  will  govern  to  a 
significant  degree  the  persistence  of  the  in- 
fection, with  or  without  treatment.  Where 
keratin  is  abundant  and  blood  supply  distant, 
such  as  on  the  palms,  soles,  and  nails,  the 
infection  is  much  more  difficult  to  eradicate. 

For  a guide  to  treatment,  the  superficial 
fungus  infections  may  be  divided  into  two 
main  groups.  The  largest  group  is  the  kera- 
tolytic  fungi  which  possess  an  enzyme  en- 
abling them  to  digest  and  destroy  keratin  in 
hair,  skin,  and  nails.  These  are  the  common 
ringworm  organisms  of  the  Trichophyton, 
Microsporum,  and  Epidermophyton  genera 
which  are  all  sensitive  to  griseofulvin. 

Malassezia  furfur  which  causes  tinea  ver- 
sicolor and  Nocardia  minutissima  which 
causes  erythrasma  do  not  possess  such  an 
enzyme  and  do  not  destroy  keratin.  They  are 
nourished  by  the  lipoidal,  carbohydrate,  and 
nitrogenous  material  found  upon  the  surface 
of  the  skin.  These  organisms  are  not  sensi- 
tive to  griseofulvin. 

Infections  of  the  non-keratolytic,  very  su- 
perficial group  which  are  not  responsive  to 
griseofulvin  are  discussed  first. 


Very  Superficial  Fungus  Diseases 

Tinea  Versicolor. — This  is  a common  in- 
fection usually  found  on  the  upper  trunk, 
upper  arms,  and  neck.  Other  areas,  including 
the  face,  may  occasionally  be  involved.  The 
typical  lesions  are  multiple  patches  of  all 
sizes  and  shapes,  varying  in  color  from  whit- 
ish to  brown.  The  involved  areas  exposed  to 


sunlight  will  fail  to  tan,  and  color  contrast  is 
usually  what  causes  the  patient  to  seek  med- 
ical advice.  Treatment  is  usually  effective 
with  any  of  the  common  fungicides  such  as 
ointments  containing  undecylenic  acid  or 
mild  sulfur-salicylic  acid  preparations.  Di- 
amthazole  dihydrochloride*  solution  is  an  ef- 
fective and  easy-to-employ  preparation.  Thor- 
ough brush  scrubbing  with  soap  and  water 
is  helpful,  but  recurrences  are  frequent.  Pro- 
phylactic treatment  is  recommended  for  pa- 
tients who  are  prone  to  recurrence:  this  in- 
fection is  most  commonly  confused  with  vi- 
tiligo, a condition  of  complete  pigment  loss. 
A diagnosis  of  tinea  versicolor  is  confirmed 
by  KOH  examination ; for  under  the  micro- 
scope the  organisms  appear  as  short,  broken, 
hyphal  filaments  with  grape-like  cluster  of 
spores. 


Fig.  3.  Extensive  and  severe  case  of  tinea  versicolor.  In 
other  individuals  depigmentation  may  be  the  most  promi- 
nent feature. 


*Asterol,  furnished  by  Roche  Laboratories,  Divi- 
sion of  Hoffman-La  Roche  Inc.,  Nutley,  N.J. 
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Erythrasma. — Erythrasma  is  another  com- 
mon fungus  infection.  Although  it  usually 
causes  little  discomfort,  a severe  intertrigo 
may  develop.  The  disease  is  not  considered  to 
be  contagious.  Erythrasma  occurs  chiefly  in 
the  groin  area,  between  the  toes,  and  in  the 
axillae  of  adult  males.  Typical  lesions  are 
smooth,  brownish-to-red  plaques  with  sharp, 
irregular  borders.  Microscopic  examinations 
of  scales  prepared  with  KOH  do  not  reveal 
the  presence  of  fungi  since  this  infection  is 
caused  by  a small  organism  closely  related  to 
bacteria.  The  scraping  should  be  stained  with 
a gram  stain  and  examined  under  oil  immer- 
sion lens  for  fine  bacteria-like  filaments  to 
establish  the  diagnosis.  This  infection  re- 
sponds to  oral  antibiotics,  especially  erythro- 
mycin, but  not  to  griseofulvin.  A desquamat- 
ing topical  lotion  or  ointment  may  be  used. 
Erythrasma  is  frequently  confused  with  a 
true  fungus  infection,  nonspecific  intertrigo, 
seborrheic  dermatitis,  or  a contact  derma- 
titis. 


Tinea  Nigra.— This  is  a rare  but  interest- 
ing minor  fungus  infection  caused  by  Clado- 
sporium  wernecki  which  is  almost  always  lo- 
cated on  the  palm  of  the  hand.  The  clinical 


appearance  resembles  a silver  nitrate  stain, 
but  a skin  scraping  will  reveal  fungal  fila- 
ments. Any  of  the  ordinary  topically  applied 
antifungal  remedies  will  clear  this  infection. 
Tinea  nigra  probably  should  be  classified 
with  this  very  superficial  group. 

Superficial  Fungus  Diseases 

The  keratolytic  group  of  fungi  produce 
true  ringworm  infections  called  the  tineas. 
These  infections  are  caused  by  various  spe- 
cies of  dermatophytes  which  are  usually  sen- 
sitive to  griseofulvin.  It  appears  that  the 
effectiveness  of  griseofulvin  is  more  depend- 
ent on  the  area  or  region  infected  by  the 
fungus  than  on  the  particular  species  causing 
the  infection.  Table  1 shows  regional  infec- 
tions responsive  to  griseofulvin  in  order  of 
effectiveness. 

Table  1. — Superficial  Fungus  Diseases 

Responsive  to  Griseofulvin  (Listed  in  Order 
of  Effectiveness). 

1.  Tinea  capitis  (ringworm  of  scalp) 

2.  Tinea  barbae  (beard) 

3.  Tinea  corporis  (body) 

4.  Tinea  cruris  (groin) 

5.  Tinea  pedis  and  manus  (foot  and  hand) 

6.  Tinea  unguium  of  fingernails 

7.  Tinea  unguium  of  toenails 

Ringworm  of  the  Scalp. — The  cardinal 
sign  for  suspecting  ringworm  of  the  scalp  is 
alopecia  due  to  broken  off  hairs.  Suspect 
areas  on  the  scalp  should  be  examined  under 
the  Wood’s  light  (ultraviolet  light  filtered 
by  glass  containing  nickel  oxide)  which  caus- 
es hair  infected  with  species  of  Microsporum 
to  fluoresce.  The  diagnosis  is  proved  by  ex- 
amining an  infected  hair  mounted  on  a slide 
and  prepared  with  potassium  hydroxide.  If 
the  fungus  spores  develop  a sheath  about  the 
hair,  it  is  known  as  an  ectothrix  infection; 
when  the  fungus  spores  form  chains  within 
the  hair,  it  is  known  as  an  endothrix  infec- 
tion. The  organisms  causing  ringworm  of  the 
scalp  are  produced  by  two  groups — Micro- 
sporum and  Trichophyton.  The  Microsporum 
fungi  are  ectothrix  organisms  and  produce 
fluoresence  under  the  Wood’s  light,  whereas 
Trichophyton  infections  do  not  fluoresce  and 
are  usually  the  endothrix  type.  Microsporum 
fungi  can  infect  scalp  hair  only  until  the  age 
of  puberty;  the  Trichophyton  fungi  cause 
ringworm  in  childhood  too,  although  they 
occasionally  infect  adults,  particularly  wom- 
en. The  absence  of  fluorescence,  therefore, 
does  not  rule  out  a fungus  infection,  and  a 
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KOH  examination  should  be  done  in  all  sus- 
pected cases.  Only  by  culture  can  the  true 
identity  of  the  specific  causative  fungus  be 
known. 

The  clinical  appearance  of  ringworm  of 
the  scalp  varies  from  a dry,  scaly  area  of 
alopecia  to  an  inflamed,  boggy,  tumor-like 
mass  known  as  a kerion.  A kerion  is  due  to 
a severe  allergic  reaction  to  the  fungus.  As 
stated  previously,  fungi  cannot  survive  in 
the  presence  of  inflammation  and,  therefore, 
the  more  inflammatory  the  process  the  short- 
er the  course  of  an  infection.  Wet  compresses 
are  indicated  for  kerions.  All  types  of  tinea 
capitis  benefit  from  griseofulvin,  but  the 
non-inflammatory  types  require  longer  treat- 
ment. Topical  fungicides  serve  little  purpose, 
since  agents  currently  available  are  of  little 
or  no  value.  The  treatment  time  with  griseo- 
fulvin is  governed  by  negative  laboratory 
findings  and  averages  from  6 to  10  weeks. 

Tinea  of  the  Beard. — Fungus  infections  of 
the  beard  may  escape  detection  for  some 
time,  because  tinea  barbae  is  often  confused 
with  a bacterial  folliculitis.  Appropriate 
laboratory  studies  will  establish  the  diag- 
nosis. Fortunately,  this  type  of  fungus  infec- 
tion is  uncommon. 

Tinea  Corporis. — Inflammatory  lesions  on 
the  body  are  usually  caused  by  an  animal 
type  of  fungus  and  respond  to  any  antifungal 
ointment  such  as  undecylenic  acid*  or  a mild 
salicylic  acid-sulfur  preparation.  If  the  le- 
sions are  especially  numerous  and  wide- 
spread, oral  griseofulvin  is  indicated.  The 
chronic  type  which  is  usually  caused  by  Tri- 
chophyton rubrum  often  is  relatively  resist- 
ant to  topical  treatment  but  responds  to 
griseofulvin.  A combined  topical  and  sys- 
temic approach  offers  the  best  approach  to 
treatment. 

Tinea  Cruris. — Effective  topical  fungi- 
cides often  prove  irritating  in  this  location, 
although  a formula  consisting  of  5 per  cent 
salicylic  acid  and  3 per  cent  resorcinol  in 
colorless  tincture  of  Mercresin  may  be  bene- 
ficial in  non-inflammatory  cases.  Griseoful- 
vin will  usually  clear  these  infections  in  three 
to  four  weeks. 

Tinea,  of  the  Hands  and  Feet. — It  should 
be  emphasized  that  fungus  infections  are 
only  one  of  many  causes  for  eruptions  of  the 
hands  and  feet.  For  example,  allergic  derma- 
titis to  shoes,  pustular  bacterid,  dysidrosis, 

*Desenex  and  Timofax,  furnished  by  Maltbie  Labo- 
ratories Div.,  Wallace  & Tiernan  Inc.;  Belleville, 
N.J.,  and  Burroughs  Wellcome  & Co.,  Tuckahoe, 
N.Y.,  respectively. 


Fig.  5.  Typical  tinea  capitis  alopecia. 


Fig.  6.  Inflammatory  tinea  corporis  caused  by  Microsporum 
canis,  the  dog  and  cat  type  of  ringworm. 


and  nonspecific  interdigital  intertrigo  are 
often  misdiagnosed  as  tinea  pedis.  In  these 
areas  an  infection  may  be  either  vesicular 
and  inflammatory  or  dry,  scaling,  and  non- 
inflammatory. A unilateral,  dry,  scaling 
eruption  of  a hand  or  foot  should  be  sus- 
pected highly  of  being  a fungus  infection. 
Dry,  scaly  types  of  fungus  infections  located 
on  the  hands  and  feet  are  temporarily  bene- 
fited with  griseofulvin  if  continued  for  three 
to  four  months.  Unfortunately,  relapses  gen- 
erally occur  after  cessation  of  treatment. 
Topical  Whitfield’s  ointment  may  assist  and 
speed  results. 

Inflammatory  eruptions  usually  need  ap- 
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Fig.  7.  Note  sharply  demarcated  annular  border  of  the  in- 
fection. 


Fig.  8.  Chronic  tinea  pedis  of  the  dry  scaling  type. 

propriate  drying  topical  treatment.  Also, 
secondary  bacterial  infection  may  be  present 
necessitating  topical  and/or  systemic  anti- 
biotics. With  allergic  eczematization  reac- 
tions, antibiotic-steroid  preparations  are  very 
beneficial,  and  for  severe  id  eruptions,  sys- 
temic corticosteroids  are  indicated. 

Tinea  Unguium. — Nail  infections,  above  all 
others,  should  be  proved  before  treatment  is 
commenced,  for  there  are  many  non-mycotic 


causes  for  nail  dystrophy  and  these  must  be 
excluded.  Examples  are  psoriasis,  eczemas, 
lichen  planus,  congenital  disorders,  onycho- 
lysis, and  bacterial  infections.  Treatment  of 
fingernail  infection  with  griseofulvin  is  ex- 
pensive, requiring  at  least  four  to  six  months, 
and  is  effective  in  only  about  50  to  60  per 
cent  of  the  cases.  Removal  of  the  nail  prior 
to  instituting  therapy  will  increase  the  cure 
rate.  Toenail  infections  are  especially  resist- 
ant to  all  types  of  treatment  including  griseo- 
fulvin, and  only  in  early  or  exceptional  cases 
will  this  drug  prove  worthwhile. 

Moniliasis,  Intermediate  Fungus  Disease 

One  of  the  more  common  dermatoses  is 
cutaneous  moniliasis.  A characteristic  clini- 
cal picture  is  usually  present ; however,  moni- 
liasis is  frequently  misdiagnosed  because  it 
isn’t  recognized. 

With  few  exceptions,  Candida  albicans  is 
considered  the  only  pathogenic  member  of 
the  genus  Candida.  This  yeast-like  fungus 
can  be  found  in  the  mouth,  vagina,  and  stools 
of  healthy  persons ; therefore,  its  presence 
does  not  necessarily  signify  a diseased  state. 
The  mechanism  whereby  C.  albicans  assumes 
a pathogenic  role  is  not  known.  It  is  recog- 
nized that  the  lowering  of  host  resistance 
such  as  occurs  in  diabetes,  malnutrition,  lym- 
phomas, and  other  debilitating  systemic  dis- 
eases may  be  a contributing  factor.  The  com- 
mon cutaneous  manifestations  are  usually 
preceded  by  maceration  of  areas  subject  to 
heat,  moisture,  or  friction,  or  by  pre-existing 
localized  disease.  Since  the  clinical  picture 
varies  with  the  anatomical  location,  it  is  nec- 
essary to  discuss  each  commonly  involved 
anatomical  area  separately. 

Mouth. — Thrush  appears  as  loosely  adher- 
ent, whitish  patches  associated  with  inflam- 
matory changes  on  the  buccal  mucosa  or 
tongue.  Cracks  and  fissures  at  the  corners 
of  the  mouth  signify  perleche.  This  condition 
is  often  found  among  individuals  who  have 
excessive  moisture  at  the  corners  of  the 
mouth,  such  as  children  who  drool  or  adults 
who  have  ill-fitting  dentures. 

Vulvovaginitis. — Itching  which  is,  at  times, 
out  of  all  proportion  to  the  clinical  findings 
may  occur  in  vulvovaginitis  due  to  C.  albi- 
cans. In  severe  cases  considerable  inflamma- 
tion may  be  present,  and  the  vaginal  wall 
may  be  covered  with  a whitish  membrane. 
The  discharge  is  usually  thin  and  watery. 
Infection  often  spreads  to  adjacent  intertri- 
ginous  sites. 
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Gians  Penis. — The  wife  often  is  the  source 
of  infection  when  the  glans  penis  is  involved. 
A superficial,  moist-appearing,  red  derma- 
titis of  the  glans  with  small,  flaccid  vesicles 
about  the  coronal  sulcus,  is  a characteristic 
sign  of  moniliasis  at  this  site. 

Intertriginous  Areas. — The  axillae,  groin, 
inframammary  region,  intergluteal  fold,  and 
the  interdigital  spaces  are  all  subject  to 
monilia  infection.  The  mid-portion  of  an  in- 
volved site  is  bright  red  and  exudative,  while 
about  the  borders  there  are  small,  flaccid, 
very  superficial  vesicopustules.  Sometimes 
weeping  and  maceration  are  the  most  con- 
spicuous findings. 

Paronychial  Tissues. — The  involved  areas 
are  swollen,  red  and  tender,  and  occasionally 
a thin  purulent  material  is  exuded.  Most  of 
these  patients  have  their  hands  in  water  too 
much.  If  not  treated,  the  condition  tends  to 
persist  indefinitely  until  all  or  most  fingers 
are  involved.  Erosion  and  discoloration  of  the 
sides  of  the  nails  develop,  and  eventually  the 
entire  nail  plate  becomes  discolored,  dys- 
trophic, and  thickened. 

The  laboratory  diagnosis  of  moniliasis  is 
the  same  as  outlined  for  other  fungus  infec- 
tions. Under  the  microscope  Candida  appears 
as  fine,  branching  mycelia  surrounded  by 
clusters  of  spores.  The  exact  identity  of  the 
organism  should  be  confirmed  with  culture. 

In  most  instances  cutaneous  moniliasis  af- 
fects seemingly  healthy  individuals  who  do 
not  have  an  apparent  contributing  illness. 
Correcting  environmental  factors  such  as  ex- 
cessive exposures  to  soap  and  water,  friction, 
and  sweating  will  aid  in  eliminating  the  cu- 
taneous forms.  When  moniliasis  is  associ- 
ated with  diabetes,  malnutrition,  obesity,  or 
avitaminosis,  corrective  measures  should  be 
instituted. 

Several  effective  antimonilial  remedies 
are  available,  each  with  indications  and  con- 
traindications, which  are  dictated  by  the  lo- 
cation and  character  of  the  eruption.  Gentian 
violet  is  a particularly  useful  drug  when  em- 
ployed in  dilute  solutions.  The  usually  pre- 
scribed 1 and  2 per  cent  concentrations  al- 
most invariably  are  irritating  if  used  over  a 
period  of  several  days.  Aqueous  solutions  of 
1:1000  to  1:5000  will  not  produce  adverse 
reactions  on  prolonged  usage  and  are  equally 
curative.  The  solution  is  useful  in  oral  moni- 
liasis and  may  be  used  on  intertriginous 
areas.  Gentian  violet  produces  an  undesirable 
stain,  but  the  drug  is  non-toxic,  non-irritat- 
ing, and  inexpensive. 

A diluted  solution  of  Castellani’s  paint  is 


useful  in  adults  who  have  weeping  moniliasis 
of  intertriginous  areas.  A colorless,  less  irri- 
tating solution  is  prepared  by  omitting  the 
basic  fuchsin  dye  and  diluting  the  original 
formula  with  water  to  one-half  strength.  Al- 
though still  irritating  in  some  cases,  it  rapid- 
ly relieves  itching,  promotes  dryness,  and 
speeds  recovery. 

The  antibiotic  nystatin*  is  valuable  in 
treating  some  cases  of  moniliasis,  with  vagi- 
nal tablets  being  particularly  useful  in  vulvo- 
vaginitis. Ointments  incorporating  nystatin, 
antibiotics  and  steroids  such  as  Mycolog  or 
Myconef,  are  especially  beneficial  in  perleche, 
penile  involvement,  and  the  mild  recurring 
type  of  intertriginous  infection.  Ointments, 
however,  should  not  be  applied  to  extensive, 
weeping,  and  acutely  inflamed  areas.  Ny- 
statin oral  suspension  is  useful  in  thrush. 
The  new  amphotericin  formulations  are  also 
valuable  in  appropriate  cases. 

Treatment  of  mondial  paronychia  is  gov- 
erned by  the  acuteness  of  the  process.  When 
the  site  is  tender  and  inflamed,  boric  acid 
soaks  and  a topical  medication  such  as 
1:1000  gentian  violet  are  indicated.  For 
chronic  paronychia  it  is  important  to  clean 
out  the  pockets  at  the  sides  of  the  nail  with 
a small  curet.  One  to  4 per  cent  chrysarobin 
in  chloroform  is  painted  on  once  daily.  Re- 
moval of  involved  nails  is  rarely  indicated. 


Comment 

To  enumerate  a long  list  of  fungicides  as 
found  in  many  formularies  would  be  useless. 
Only  by  understanding  some  of  the  basic 
mechanisms  involved  in  fungus  infections 
can  a reasonable  prognosis  be  given  and 
proper  treatment  prescribed. 

The  clinical  and  immunologic  state  of  the 
individual  must  be  understood  before  at- 
tempting to  prognose  and  treat  any  chronic 
fungus  infection.  The  accidental  infection 
with  organisms  that  produce  inflammatory 
lesions  on  the  skin  will  usually  be  short  lived, 
and  a high  cure  rate  is  expected  from  proper 
topical  treatment  with  or  without  griseo- 
fulvin.  Unfortunately,  most  office  cases  are 
chronically  infected  individuals  who  harbor 
organisms  in  nails,  interdigital  spaces,  and 
in  the  thickened  epidermis  of  palms  or  soles. 
From  these  sites  the  organisms  are  con- 
tinually showered  to  other  areas  of  the  body, 

*Mycostatin,  furnished  by  E.  R.  Squibb  & Sons, 
Division  of  Olin  Mathieson  Chemical  Corp.,  New 
York. 
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and  under  proper  conditions  new  sites  of  in- 
fection will  appear.  The  inhibitory  effect  of 
griseofulvin  is  excellent  on  infections  located 
at  sites  where  keratin  is  thin  and  the  blood 
supply  is  good.  It  will  rarely  completely  erad- 
icate infections  from  the  palms,  soles,  and 
interdigital  spaces.  At  the  conclusion  of  a 
course  of  griseofulvin,  these  sites  may  appear 
clinically  cured,  but  relapses  frequently  fol- 
low. Griseofulvin  does  not  alter  the  basic 


lack  of  some  intrinsic  natural  resistance  fac- 
tor that  renders  these  individuals  susceptible 
to  superficial  fungus  infections. 

Summary 

The  various  common  types  of  fungus  in- 
fections were  presented  and  discussed  with 
emphasis  on  diagnosis  and  treatment.  Special 
attention  was  placed  on  when  griseofulvin 
should  and  should  not  be  prescribed. 

A prerequisite  for  appropriate  manage- 
ment of  any  patient  suspected  of  having  a 
fungus  infection  is  confirmation  of  the  clin- 
ical diagnosis  by  appropriate  laboratory 
methods. 

♦ Drs.  Knox  and  Richardson,  Department  of  Der- 
matology, Baylor  University  College  of  Medicine, 
Houston. 


Smoking  Habits  and  Risk  of  Death 


After  three  years  of  intensive  study  the  Royal  College  of  Physi- 
cians of  London  reported  to  the  medical  profession  and  to  the  public 
the  most  critical  and  comprehensive  analysis  that  has  ever  been  made 
of  the  effects  of  tobacco  smoking  upon  health.  Following  the  pattern 
of  the  Royal  College  of  Physicians  report,  the  chances  of  American 
men  35  years  of  age  dying  before  age  65  were  computed  in  relation 
to  smoking  habits.  These  risks  on  a percentage  basis  are  shown  in 
the  following  graph: 


% OF  MALES  AGED  35  EXPECTED  TO  DIE  BEFORE  AGE  65 


SMOKERS  A DAY  A DAY  A DAY  A DAY 


These  estimates  were  based  upon  data  from  two  prospective 
studies  on  smoking,  a survey  of  smoking  habits  in  the  United  States, 
and  1955  male  death  rates  reported  in  the  United  States. 

— Medical  Bulletin  on  Tobacco * 


* Sponsored  by  American  Public  Health  Association,  American  Heart  Associ- 
ation, American  Cancer  Society,  and  National  Tuberculosis  Association. 
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Pathogenesis  of  Keratoacanthoma 

ROBERT  G.  FREEMAN,  M.D.,  and  ROBERT  E.  ROSSMAN,  M.D. 


Keratoacanthoma,  a benign  epithe- 
lial skin  tumor,  usually  grows  rapidly 
for  four  to  eight  weeks  followed  by  a period 
of  quiescence  and  gradual  regression  over  a 
two-  to  four-month  period.  The  characteristic 
appearance  is  that  of  a papule  or  nodule  with 
rounded  edges  and  a central  keratin-filled 
crater.  A fully  developed  lesion  is  usually  1 
or  2 cm.  in  diameter.  A typical  histopatho- 
logic picture  is  presented.  There  are  a cen- 
tral keratin-filled  crater,  overhanging  edges 
of  epidermis,  and  cohesive  masses  of  acan- 
thotic  epithelium  surrounding  the  crater.  The 
basal  cell  layer  usually  is  intact,  although  in- 
vasion may  be  simulated.  Varying  degrees  of 
malignant-appearing  dyskeratosis  can  be 
seen  in  the  prickle  cell  layer.  Although  these 
features  allow  the  pathologist  to  make  the 
diagnosis  of  keratoacanthoma  with  a reason- 
able degree  of  accuracy,  there  are  cases  in 
which  the  typical  history  or  characteristic 
pathologic  features  are  lacking,  and  in  these 
cases  the  lesion  cannot  always  be  differenti- 
ated, with  certainty,  from  squamous  cell 
carcinoma. 

Many  cases  of  keratoacanthoma  have  been 
reported  as  multiple  self-healing  squamous 
cell  carcinoma,3- 14"17’ 19  molluscum  sebaceum, 
4’ 10  molluscum  pseudocarcinomatosum,  and 
tumor-like  keratosis.11 

There  appear  to  be  two  general  types  of 
keratoacanthoma,  one  solitary  and  the  other 
multiple.2  The  common  solitary  type  may  oc- 
cur anywhere  on  the  skin  but  usually  is  found 
on  exposed  areas.  A point  worthy  of  special 
attention  is  that  they  also  have  appeared  on 
the  oral  mucous  membrane9  and  conjunctiva.5 
Uncommonly,  keratoacanthomas  will  be  mul- 
tiple,3’ 14‘17'  19  and  this  type  is  most  often  seen 
in  young  adults.2  New  lesions  may  appear 
over  many  years  and  are  often  widespread, 
being  most  numerous  on  the  head  and  neck. 
A familial  history  has  been  recorded.17  The 
progression  and  duration  of  individual  le- 
sions appear  to  be  somewhat  longer  than  in 
the  solitary  type. 


An  experimental  counterpart  of  kerato- 
acanthoma has  been  demonstrated  by  Rig- 
don,12-  13  Ghadially,7’ 8 and  others  in  the 
chicken,  duck,  rabbit,  mouse,  rat,  hamster, 
and  hedgehog0  following  the  application  of 
chemical  carcinogens.  Whitely  has  presented 
evidence  that  experimental  keratoacantho- 
mas arise  from  hair  follicles  in  the  resting 
(telogen)  phase.18  Rigdon  believes  that  ex- 
perimental keratoacanthomas  usually  arise 
from  hair  follicles  or  their  homolog  but  that 
they  may  arise  elsewhere  in  the  epidermis. 
Several  descriptions  of  keratoacanthoma  in 
man  have  indicated  an  origin  from  hair  fol- 
licles.1’ 14 

The  acquisition  of  histopathologic  material 
from  a case  of  multiple  keratoacanthomas 
and  from  a number  of  solitary  keratoacan- 
thomas of  known  duration  have  stimulated 
the  present  investigation  of  the  pathogenesis 
of  keratoacanthomas. 


Material  and  Methods 

The  material  for  study  consisted  of  16  to- 
tally excised  keratoacanthomas  submitted  for 
histopathologic  examination.  Five  solitary 
keratoacanthomas  were  selected  because  the 
duration  of  each  was  known  and  each  pre- 
sented some  distinctive  feature  worthy  of 
further  study.  The  remaining  11  specimens 
were  removed  from  a 47  year  old  Negro 
woman.  She  was  first  seen  in  the  Dermatol- 
ogy Clinic  at  Jefferson  Davis  Hospital  with 
multiple  active  lesions  involving  the  face, 


Most  keratoacanthomas  originate  in  the 
upper  segment  of  a hair  follicle,  but  a 
few  may  arise  on  mucous  membrane,  pal- 
mar skin,  and  conjunctiva.  Histopatho- 
logic examination  was  performed  on  16 
excised  lesions  and  the  results  are  re- 
ported. 
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neck,  upper  trunk,  and  arms,  and  many  scars 
where  other  lesions  had  been  present  prior 
to  spontaneous  regression.  Four  of  the  11 
tumors  represented  small  early  lesions  2 to 
3 mm.  in  diameter;  three  specimens  were  in 
different  stages  of  active  growth ; two  speci- 
mens showed  early  involution ; and  one  was 
an  old  inactive  residual  scar.  In  addition,  one 
active  lesion  was  removed  from  the  mid  pal- 
mar area  of  the  right  hand. 

All  tissue  was  fixed  in  10  per  cent  forma- 
lin, embedded  in  paraffin,  and  serially  sec- 
tioned at  8 [i  thickness.  All  sections  were 
then  stained  with  hematoxylin  and  eosin. 
They  were  examined  with  particular  atten- 
tion being  given  to  the  sequence  of  changes 
and  the  role  of  the  hair  follicle  in  these 
changes. 

Results 

From  this  study  the  following  sequence  of 
events  in  the  life  history  of  keratoacanthoma 
is  indicated : 

Early. — The  earliest  change  observed  was 
epithelial  hyperplasia  developing  from  the 
upper  segment  of  the  hair  follicle  above  the 
sebaceous  gland  (Fig.  1).  The  follicular  lu- 
men was  dilated  slightly  and  filled  with  lay- 
ers of  keratin.  The  acanthotic  wall  was  com- 
posed of  fairly  uniform  prickle  cells  which 
did  not  present  the  severe  dyskeratosis  man- 
ifested in  the  later  stage  of  active  growth. 
Small  nests  and  strands  of  prickle  cells  ex- 
tended into  the  dermis.  An  incomplete  basal 
cell  layer  was  identified.  The  lower  part  of 


Fig.  1.  This  is  the  earliest  observed  change  of  kerato- 
aconthoma,  showing  acanthosis  of  the  upper  hair  follicle, 
(x  19) 


the  follicle  was  unaltered.  Immediately  adja- 
cent epidermis  surrounding  the  involved  fol- 
licle had  undergone  mild  acanthosis  and  hy- 
perkeratosis. A few  lymphocytes  and  histio- 
cytes appeared  in  the  nearby  dermis. 

Active  Growth. — As  keratoacanthomas 
progress  the  epithelial  hyperplasia  develops 
into  a crater-like  configuration  with  moder- 
ate dyskeratosis  and  acanthosis  of  the  wall 
of  the  crater.  Keratin  fills  the  center  of  the 
crater.  The  overlying  epidermis  does  not  con- 
tribute to  formation  of  the  crater  and  re- 
sponds only  by  a secondary  mild  acanthosis. 
This  is  the  stage  which  is  most  often  encoun- 
tered in  practice.  It  is  in  this  active  growth 
phase  when  malignant  dyskeratosis  with 
pseudoinvasive  characteristics  is  most  likely 
to  simulate  squamous  carcinoma  and  sug- 
gest actual  malignant  invasion  of  the  dermis 
(Fig.  2).  Interesting  dysplastic  changes  of 


Fig.  2.  A typical  active  keratoacanthoma  exhibits  a kera- 
tin-filled crater,  acanthosis,  dyskeratosis,  and  simulated 
invasion,  (x  19) 


Fig.  3.  Displacement  and  dysplastic  change  of  a sweat  duct 
by  a keratoacanthoma  is  seen  at  the  left,  (x  35) 
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adjacent  sweat  ducts  and  hair  follicles  also 
may  be  observed  (Fig.  3). 

Regression. — The  earliest  evidence  of  in- 
volution was  the  “opening  up”  of  the  crater 
coinciding  with  loss  of  dyskeratosis  and  acan- 
thosis in  the  center  of  the  crater  floor.  This 
regression  spreads  peripherally  so  that  late 
involuting  keratoacanthomas  show  dyskera- 
totic  epithelial  activity  only  at  the  margins 
(Fig.  4).  This  dyskeratosis  eventually  fades 
leaving  a slightly  depressed,  often  hyperpig- 
men  ted,  scar  (Fig.  5).  In  some  late  solitary 
lesions  a persistence  of  the  crater-like  config- 
uration has  been  observed  so  that  the  kerato- 
acanthoma  resembled  an  epidermal  cyst. 


Fig.  4.  A regressing  keratoaconthoma.  The  crater  (left)  has 
opened  and  the  base  is  no  longer  dyskeratotic.  The  margin 
(center)  is  still  active,  (x  20) 


Fig.  5.  The  residual  scar  is  slightly  depressed  and  hyper- 
pigmented.  (x  11) 

This  developmental  sequence  was  best 
shown  in  the  case  of  multiple  keratoacan- 
thomas although  solitary  lesions  of  known 
duration  presented  histologic  features  which 


Fig.  7.  A keratoaconthoma  of  three  months'  duration  is 
seen  in  the  process  of  spontaneous  regression.  Compare  the 
more  active  borders  with  Fig.  4.  Other  sections  from  near 
the  margin  of  the  lesion  resemble  an  epidermal  cyst,  (x  7) 

were  identical  and  allowed  a similar  correla- 
tion of  age  with  the  stage  of  activity  of  the 
keratoacanthoma.  A ten  day  old  keratoacan- 
thoma  is  shown  in  Fig.  6.  The  three  month 
old  lesion  of  Fig.  7 resembles  the  late  regress- 
ing stage  depicted  by  Fig.  4. 

The  palmar  lesion,  from  the  patient  with 
multiple  keratoacanthomas,  demonstrated  a 
crater  and  underlying  epithelial  hyperplasia 


Fig.  6.  A keratoacanthoma  present  for  ten  days  shows  early 
crater  formation  from  a hair  follicle,  which  penetrates  to 
the  depth  of  the  section.  The  inflammatory  response  is 
more  intense  than  is  usually  seen,  (x  26) 
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Fig.  8.  This  lesion  from  the  palm  of  a 40  year  old  woman 
with  multiple  keratoacanthomas  shows  a poorly  formed 
crater  and  relatively  benign  appearing  acanthotic  epi- 
dermis. No  hair  follicles  were  present,  (x  7) 


Fig.  9.  Laryngeal  biopsy  revealed  epithelial  hyperplasia. 
The  pathologic  diagnosis  was  squamous  cell  carcinoma. 
The  duct  of  a mucous  gland  is  trapped  in  the  midst  of 
the  lesion,  (x  21) 

of  a relatively  mild  character.  No  hair  fol- 
licles were  identified.  Although  several  sweat 
ducts  traversed  the  lesion  there  was  no  sug- 
gestion of  origin  of  the  keratoacanthoma 
from  a sweat  duct  (Fig.  8). 

Two  laryngeal  biopsies  from  this  patient 


revealed  a similar  pathological  picture  of  epi- 
thelial hyperplasia  (Fig.  9).  There  was  no 
crater  configuration  of  the  laryngeal  lesion, 
which  later  was  resected  locally. 


Discussion 

Observations  on  the  role  of  the  piloseba- 
ceous  structure  in  development  of  kerato- 
acanthomas confirmed  the  follicular  origin 
reported  in  other  human  cases  and  correlated 
with  experimental  data  of  Rigdon  and  Ghadi- 
ally.  In  all  early  keratoacanthomas  exam- 
ined from  areas  where  hair  follicles  are  pres- 
ent the  origin  was  in  the  upper  segment  of  a 
hair  follicle.  In  more  advanced  lesions  hair 
follicles  were  sometimes  seen  in  keratoacan- 
thomas but  their  exact  pathogenetic  role 
could  not  be  determined.  In  some  of  these 
cases  the  hair  follicles  blended  with  the  walls 
of  the  crater  and  their  position  suggested 
that  the  tumor  may  have  originated  from  the 
hair  follicle.  Other  hair  follicles  as  well  as 
sweat  ducts  were  not  an  integral  part  of  the 
keratoacanthoma  but  were  secondarily  al- 
tered by  the  adjacent  tumor. 

Of  possibly  greater  significance,  patho- 
genetically,  is  the  occurrence  of  keratoacan- 
thomas in  the  middle  of  a woman’s  palm 
where  hair  follicles  do  not  occur.  Histologic 
study  of  this  lesion  failed  to  demonstrate  any 
site  of  origin.  Keratoacanthomas  of  the  palm 
or  skin  near  its  margin  have  been  present  in 
other  reported  cases.  However,  in  these  mar- 
ginal locations  hair  follicles  could  conceivably 
exist  and  serve  as  the  site  of  origin.  It  is  also 
of  interest  that  the  patient  with  multiple 
keratoacanthomas  developed  hoarseness  and 
a hyperplastic  epithelial  lesion  of  the  larynx 
coincident  with  her  skin  tumors.  Biopsy  of 
this  lesion  indicated  squamous  cell  carci- 
noma. The  presence  of  keratoacanthomas 
elsewhere,  and  the  relative  youth  of  the  pa- 
tient, suggest  that  her  laryngeal  lesion  may 
have  been  a keratoacanthoma.  Occurrence  of 
keratoacanthoma  in  this  case  in  which  fol- 
licles are  not  normally  present,  as  well  as  re- 
ported instances  of  keratoacanthomas  on  the 
conjunctiva  and  oral  mucous  membrane, 
would  suggest  that  hair  follicles  are  not  es- 
sential for  the  development  of  this  tumor. 
Apparently  they  may  occur  where  no  hair 
follicles  exist.  At  the  present  time  there  is 
no  evidence  that  ducts  of  sweat  glands  or 
mucous  glands  serve  a similar  function  but 
this  remains  a possibility. 
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Summary 

A histopathogenetic  study  of  keratoacan- 
thomas  reveals  that  their  origin  in  most  in- 
stances is  from  the  upper  segment  of  a hair 
follicle.  Exceptions  to  the  follicular  origin  are 
the  rare  instances  in  which  lesions  arise  on 
mucous  membrane,  palmar  skin,  and  conjunc- 
tiva. The  early  stage  is  followed  by  a period 
of  active  growth  of  malignant-appearing  dys- 
keratotic  and  acanthotic  epithelium  sur- 
rounding a keratin-filled  crater.  Spontaneous 
regression  is  characterized  by  a loss  of  dys- 
keratosis and  acanthosis,  flattening  out  of 
the  lesion,  and  healing  with  a residual, 
atrophic,  slightly  depressed  scar. 
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Search  For  Cold  Vaccine  Complicated 

Although  the  multiplicity  of  virus  forms  causing  common  colds 
may  explain  the  riddle  of  the  recurring  cold,  it  complicates  the  search 
for  an  effective  vaccine,  reported  a team  of  physicians  and  research- 
ers. 

The  team  studied  35  cold  viruses  isolated  from  studies  of  403 
patients,  and  recognized  20  distinct  types  of  virus  forms,  referred  to 
as  coryzaviruses,  in  the  cases.  Writing  in  the  October  issue  of  Annals 
of  Internal  Medicine,  they  stated  that  the  recovery  of  viruses  or 
groups  of  viruses  in  tissue  culture  from  cases  of  common  cold  presents 
a possible  breakthrough  in  determining  the  cause  of  common  colds  in 
adults  and  of  children’s  mild  colds  and  lower  respiratory  tract  in- 
fections. 

According  to  the  report,  “present  evidence  indicates  that  the 
coryzaviruses  are  closely  related  biologically  to  the  ECHO  28  virus, 
which  was  the  first  of  the  cold  viruses  to  be  recovered”,  to  rhino- 
viruses  and  to  similar  viruses  recovered  by  other  investigators. 
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Dermatomyositis 

STUART  A.  MASON,  M.D. 


Dermatomyositis  has  been  defined 

as  “an  acute,  subacute,  or  chronic  dis- 
ease of  unknown  origin,  characterized  by  a 
gradual  onset  with  vague  and  indefinite  pro- 
dromata  followed  by  edema,  dermatitis,  and 
multiple  muscle  inflammation”.2  Although 
the  etiology  of  this  condition  is  not  known, 
a variety  of  causes  has  been  suggested ; 
among  them  are  infection,  allergy,  endocrine 
factors,  and  disturbed  vitamin  E metabolism. 
According  to  Cecil  and  Loeb,2  there  is  an  as- 
sociated neoplasm  of  some  type  in  about  18 
per  cent  of  the  cases.  Such  dermatomyositis 
usually  is  acute  and  is  potentially  reversible 
with  successful  treatment  of  the  neoplasm. 
It  has  been  suggested  that  the  disease  is 
caused  by  the  development  of  neoplasm  anti- 
bodies which  react  with  other  tissue  antigens. 

Cecil  and  Loeb  state  that  only  38  proved 
cases  have  been  observed  in  the  Johns  Hop- 
kins Hospital  since  1933;  the  youngest  pa- 
tient was  two  and  the  oldest  76  at  the  time 
of  onset.  The  highest  incidence  occurred  in 
the  fifth  decade,  and  no  sex  predominance 
was  evident. 

When  examined  microscopically,  the  skin 
shows  epithelial  vacuoles,  perivascular  lym- 
phocytic infiltration,  epidermal  atrophy,  flat- 
tening of  the  rete  pegs,  and  edema  or  fibrosis 
of  the  cutis.  Affected  muscles  may  appear 
pale  and  swollen.  The  primary  process  is 
thought  to  be  one  of  muscle  fiber  degenera- 
tion, but  some  inflammatory  reaction  may  be 
present. 

At  onset,  there  is  local  or  general  muscular 
pain,  which  may  be  followed  by  weakness 
and  cutaneous  signs  such  as  edema.  The  pa- 
tient often  complains  of  stiffness  in  the 
muscles  and  joints,  which  frequently  are 
symmetrically  involved.  Muscle  atrophy  and 
joint  fixation  may  occur.  Further  involve- 
ment of  striated  muscle  leads  to  dysphagia, 
facial  weakness,  and  diplopia.  Mucocutaneous 
lesions  frequently  involve  the  face,  and  the 
swollen  eyelids  have  a characteristic  helio- 
tropic hue,  caused  by  small  telangiectases. 


Poor  appetite,  general  malaise,  fever,  and 
weight  loss  are  common.  The  blood  count 
often  shows  a mild  anemia,  but  leukocytosis 
is  unusual.  In  about  half  of  the  cases,  the  dis- 
ease progresses  relentlessly  to  death,  but  re- 
missions and  exacerbations  can  occur. 

The  differential  diagnosis  should  include 
consideration  of  scleroderma,  trichinosis, 
polyneuritis,  muscular  dystrophy,  myas- 
thenia gravis,  Addison’s  disease,  and  poly- 
arteritis nodosa. 

Treatment  is  nonspecific  and  supportive. 
Early  in  the  disease,  large  doses  of  cortico- 
trophin,  prednisone,  and  cortisone  may  effect 
a remission.  Physiotherapy  and  salicylates 
may  relieve  the  pain. 


Case  History 

The  patient,  a 33  year  old  white  woman, 
developed  a mild  upper  respiratory  infection 
and  was  treated  with  tetracycline  for  about 
ten  days.  Her  face  became  puffy,  especially 
about  the  eyes.  Her  eyelids  were  of  a lilac  or 
heliotrope  color,  and  she  complained  of  sore- 
ness of  the  wrists  and  shoulders  and  pro- 
gressive loss  of  strength. 

Nine  years  earlier,  the  patient  had  under- 
gone hysterectomy  for  a suspected  pelvic 
malignancy.  Hay  fever  had  been  present  for 
many  years  but  had  never  been  treated.  Oth- 
er history  was  noncontributory. 

Dermatomyositis  was  suspected  and  con- 
firmed by  biopsy  of  the  deltoid  muscle  with 
the  overlying  skin.  (See  Figs.  1-4.) 

Examination  at  the  time  of  hospitalization 
also  revealed  a mass  in  the  left  breast,  with 
an  associated  node  in  the  left  axilla ; a biopsy 
showed  scirrhous  carcinoma.  A left  radical 
mastectomy  was  performed  immediately,  and 
a skin  graft  from  the  thigh  was  used  to  close 
the  wound.  The  pathologist  reported  the  pres- 
ence of  axillary  metastasis.  Large  doses  of 
steroids  were  given  intravenously  because  of 
adrenal  failure.  The  skin  graft  was  unsuc- 
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Some  researchers  believe  that  in  a sig- 
nificant number  of  cases  of  dermatomyo- 
sitis,  there  is  an  associated  malignant 
neoplasm.  Such  a case  is  reported  herein. 


Fig.  1.  Face  of  the  patient  shows  edema  present,  especial- 
ly about  the  eyes. 


Fig.  2.  Arm  shows  the  muscle  biopsy  site  and  the  eruption 
present  on  the  skin. 


cessful.  Swelling,  tenderness,  and  weakness 
of  the  right  arm  developed,  as  well  as  a 
maculopapular  rash  on  the  shoulders.  Inter- 
mittent dysphagia  was  present.  Hyperemia 


Fig.  3.  Areas  of  marked  degeneration  of  the  muscle  fibers 
are  present,  and  cross  striations  are  almost  completely  ab- 
sent. In  some  places,  the  sarcoplasm  appears  to  be  absent, 
leaving  empty  spaces  in  the  muscle  cells.  Marked  varia- 
tion in  size  of  the  fibers  is  apparent. 


Fig.  4.  In  addition  to  the  degenerative  changes  noted  in 
the  muscle,  this  area  reveals  focal  infiltrations  of  lympho- 
cytes and  monocytes. 


of  the  skin  of  the  chest  and  face  became 
progressively  more  severe.  After  about  three 
weeks  she  was  transferred  to  another  hos- 
pital (at  her  request)  for  further  care. 

At  this  time,  the  left  arm  was  edematous 
and  the  operative  wound  was  not  healing 
well.  The  face  was  edematous  and  erythema- 
tous, and  the  eyelids  were  heliotrope.  Labora- 
tory studies  showed  hemoglobin,  11.2  Gm. 
per  100  cc. ; WBC  10,900  per  cu.  mm.  with  a 
slight  left  shift ; platelet  count  and  urinalysis, 
normal.  Later  urinalyses  showed  2 plus  al- 
buminuria with  numerous  WBC’s ; urine  cul- 
ture was  negative.  Total  serum  protein  was 
4.95  Gm.  per  100  cc.,  of  which  2.2  Gm.  per 
100  cc.  was  albumin.  Alkaline  phosphatase 
was  1.3  Bessey  Lowry  units.  On  admission, 
the  serum  glutamic  oxaloacetic  transaminase 
(SGOT)  was  150  units  per  ml.,  but  later  fell 
to  28.  No  abnormality  of  electrolytes,  blood 
sugar,  or  blood  urea  nitrogen  was  present. 
Several  wound  cultures  showed  coagulase 
positive  Staphylococcus  aureus.  No  fibrino- 
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DERMATOMYOSITIS  — Mason  — continued 


lysin  or  cryoglobulins  were  present.  On  three 
occasions,  an  agar  diffusion  precipitin  reac- 
tion using  the  patient’s  serum  as  the  anti- 
body and  a saline  extract  of  normal  muscle 
as  the  antigen,  was  performed.  No  precipitin 
reaction  was  demonstrated.  Two  blood  cul- 
tures were  normal,  as  was  the  electrocardio- 
gram. Later,  serum  electrophoresis  showed  a 
considerable  decrease  of  albumin  and  a slight 
increase  of  gamma  globulin.  Roentgeno- 
graphic  studies  of  the  chest  showed  cardio- 
megaly  with  slight  prominence  of  the  pul- 
monary vasculature.  A flat  film  of  the  ab- 
domen was  normal.  A barium  swallow 
showed  atonia  of  the  soft  palate  and  pharyn- 
geal muscles. 

The  patient  was  given  40  mg.  of  predni- 
sone and  40  units  of  ACTH  daily  with  good 
response.  She  also  was  given  150  mg.  of  tes- 
tosterone proprionate  daily,  and  was  digital- 
ized. Because  of  the  pain  in  the  left  arm, 
meperidine  was  required.  Obstipation  was  a 
persistent  complaint. 

The  patient  ran  a constant,  low  grade  fe- 
ver, but  no  specific  sites  of  metastasis  could 
be  determined.  An  electroencephalogram 
showed  an  abnormality,  described  as  a spike 
and  wave  effect,  of  the  left  frontal  area.  The 
operative  wound  healed  slowly,  and  the  pa- 
tient was  discharged  after  one  month.  Meper- 
idine and  digitoxin  were  prescribed  for  use 
at  home. 

The  patient  was  readmitted,  about  two 
months  later  with  dysphagia,  increasing 
swelling  especially  of  the  eyelids,  and  gener- 
alized maculopapular  rash.  Vital  signs  were 
within  normal  limits.  The  face  was  more 
swollen  than  on  the  previous  admission.  The 
rash  involved  the  face,  neck,  and  upper  ex- 
tremities. The  muscles  of  the  upper  extremi- 
ties were  tender  and  weak.  There  was  slight 
edema  of  the  arms.  The  eyelids  were  swollen 
and  still  of  a heliotrope  color.  A few  rales 
and  rhonchi  were  heard  in  the  base  of  the 
right  lung.  The  heart  was  slightly  enlarged. 
Dysphagia  still  was  present. 

Hemoglobin  was  11.7  Gm. ; hematocrit,  37 
vol.  per  cent;  WBC,  5,900  with  normal  plate- 
lets. Urinalysis  showed  3 plus  albuminuria, 
and  many  red  blood  cells  per  high  power 
field.  Transaminase  and  alkaline  phosphatase 
were  within  normal  limits.  Serum  electro- 
lytes, including  calcium  and  phosphorus, 
were  normal.  Escherichia  coli  was  cultured 
from  a lesion  on  the  hand.  Urine  cultures 
were  positive  for  nonhemolytic  streptococcus 


Dr.  Mason,  an  allergist  and 
internist,  is  in  private  prac- 
tice in  Odessa  and  is  chief  of 
the  medical  service  at  Med- 
ical Center  Hospital  there. 


and  Proteus  morgani.  A roentgenogram  of 
the  chest  was  normal. 

Prednisone,  30  mg.  daily,  was  given,  and 
the  testosterone  was  resumed.  Response  was 
poor,  and  after  one  week  prednisone  was  in- 
creased to  50  mg.  daily,  but  was  reduced  to 
30  mg.  when  hypercortisonism  became  evi- 
dent. The  patient’s  appetite  continued  to  fail, 
and  finally  a gastrostomy  was  performed. 
The  patient  died  suddenly  several  hours  later. 

At  autopsy,  the  diagnosis  of  dermatomyo- 
sitis  with  cardiac  involvement  was  con- 
firmed. The  heart  weighed  320  Gm.,  and  mild 
mitral  stenosis  was  present.  Other  findings 
included  congestion  of  the  liver;  splenomeg- 
aly; superficial  ulcerations  of  the  esophagus 
and  stomach;  duodenal  ulcerations  (two) 
with  perforation  into  the  serosal  surface  of 
the  gall  bladder  with  healing;  post-mastec- 
tomy, left,  remote ; post-hysterectomy  and 
right  salpingo-oophorectomy,  remote;  post- 
gastrostomy; multiple  stones  in  the  renal 
pelves ; focal  healed  pyelonephritis ; broncho- 
pneumonia of  the  right  lower  lobe  with  bron- 
chiectasis; atelectasis  and  intra-alveolar 
hemorrhage ; and  pleural  effusion. 


Discussion 

Bluefarb1  has  commented  on  the  increasing 
incidence  of  dermatomyositis  in  association 
with  internal  cancer.  Sheard0  also  noted  this 
same  phenomenon  and  commented  on  the  in- 
efficacy of  treatment  and  the  high  mortality. 
Christianson,  et  al.,3  found,  on  reviewing 
their  records,  270  classic  cases  of  dermato- 
myositis  from  1916  to  1954.  It  was  twice 
as  common  in  females,  and  the  age  distribu- 
tion was  from  2i/(r  to  73  years.  There  was 
only  one  family  in  which  more  than  one  mem- 
ber had  dermatomyositis,  and  both  had  a 
background  of  allergy  in  addition  to  Ray- 
naud’s phenomenon.  Eighteen  cases  involved 
the  association  of  dermatomyositis  and  ma- 
lignant disease.  Association  with  malignancy 
of  the  breast  was  the  most  common,  followed  J 
by  that  of  the  rectum,  colon,  cervix,  ovaries,  I 
prostate,  kidney,  pituitary,  and  lymph  nodes  ! 
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of  the  neck.  In  seven  cases,  the  dermatomyo- 
sitis  preceded  the  cancer  by  a period  of  two 
to  seven  months.  In  two  cases,  both  diseases 
appeared  at  the  same  time,  and  in  nine  cases, 
the  dermatomyositis  followed  the  malignant 
disease  by  3 to  36  months.  Eight  patients 
died  from  3 to  27  months  after  onset  of  the 
dermatomyositis ; the  status  of  2 patients  was 
unknown,  and  8 patients  were  alive  at  the 
time  of  the  report.  Dysphagia,  especially 
with  solid  or  dry  foods,  was  found  in  more 
than  60  per  cent  of  the  cases.  Abdominal 
pain,  distention,  and  obstipation  were  not 
uncommon. 

Howard  and  Thomas5  state  that  while 
hypersensitivity  seems  to  be  the  favorite  the- 
ory of  the  etiology  of  dermatomyositis  at 
present,  a history  of  allergy  is  seldom  ob- 
tained. They  found  dysphagia  in  half  of  their 
patients.  Highest  mortality  was  in  cases  with 
co-existing  malignant  disease,  and  failure  to 
respond  to  steroid  therapy  usually  indicated 
a poor  prognosis. 

Dermatomyositis  in  an  adult  always  should 
be  considered  as  occurring  with  malignancy 
until  proven  otherwise,  according  to  Curtis 
and  associates.4  They  report  a woman  with 
proven  dermatomyositis  and  a metastatic 
adenocarcinoma  of  the  lung.  Intradermal 
skin  tests  showed  the  patient  was  sensitive 
to  her  own  tumor  tissue.  Curtis  and  associ- 


ates postulate  that  dermatomyositis  in  asso- 
ciation with  cancer  may  represent  an  auto- 
sensitivity to  malignant  tissue. 

Summary 

A case  of  dermatomyositis  associated  with 
scirrhous  carcinoma  of  the  breast,  occurring 
in  a 33  year  old  white  woman  who  had  suf- 
fered from  hay  fever  for  many  years,  is  re- 
ported. The  presenting  complaint  was  facial 
and  periorbital  swelling,  which  appeared 
shortly  after  an  upper  respiratory  infection 
was  treated  with  tetracycline.  There  was  a 
mass  in  the  left  breast.  The  patient  had  been 
aware  of  the  mass,  but  was  uncertain  of  its 
duration.  Radical  mastectomy  was  per- 
formed, and  steroids  were  administered  post- 
operatively.  The  response  to  treatment  was 
poor,  and  the  patient  died  five  months  later. 
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Boric  Acid  Powder 

Dangerous  Remedy  for  Diaper  Rash 

Dusting  pure  boric  acid  power  over  the  diaper  area  to  remedy 
diaper  rash  can  cause  the  infant’s  death,  report  two  physicians  in  the 
Journal  of  Pediatrics. 

They  cited  the  case  of  an  infant  boy  who  was  in  good  health 
until  he  was  three  weeks  old,  when  his  mother  noted  a purplish 
mottling  of  his  face.  The  next  day  he  did  not  take  his  bottle  well, 
was  “breathing  very  hard”,  and  vomited.  He  became  less  responsive, 
and  his  respirations  were  irregular.  He  was  dead  when  he  was  taken 
to  the  hospital. 

His  mother  told  physicians  that  she  had  dusted  his  diaper  area 
freely  with  boric  acid  powder  at  every  change  of  diapers  for  several 
days  before  his  death.  She  was  following  her  mother’s  advice  that 
this  would  remedy  the  infant’s  diaper  rash. 

There  was  no  doubt  of  boric  acid  poisoning,  the  authors  said. 
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Chemosurgery  of  Facial  Wrinkles 


THE  ESTHETIC  sense  and  the  desire  to 
obtain  a more  youthful  appearance  have 
stimulated  many  individuals  to  seek  various 
reconstructive  and  cosmetic  surgical  pro- 
cedures. The  aging,  wrinkled  facial  skin  pre- 
sents a cosmetic  and  therapeutic  challenge 
which,  to  some  extent,  will  eventually  con- 
front most  of  us  either  personally  or  as  phy- 
sicians. Such  facial  problems  become  particu- 
larly important  to  women  over  40  years  of 
age,  both  psychologically  and  socially. 

The  various  surgical  modalities  currently 
available  for  the  amelioration  of  such  cutane- 
ous conditions  include  the  conventional  face- 
lift and  rhytidectomy,  surgical  planing 
(dermabrasion),  and  the  superficial  cherno- 
surgical  (chemical  face-peeling)  procedure. 
This  latter  method,  recently  enjoying  an  en- 
thusiastic renewal  of  interest  from  derma- 
tologists, plastic  surgeons,  and  laymen,  en- 
tails the  application  of  chemical  cauterants 
(phenol,  trichloroacetic  acid)  to  the  skin. 
MacKee,9  as  early  as  1903,  demonstrated  the 
effectiveness  of  topically  applied  liquid  phe- 
nol in  the  eradication  of  post-acne  scars. 
Although  he  obtained  impressive  results  in 
an  extensive,  ten-year  clinical  study,  it  is 
today  readily  and  fully  recognized  that  the 
surgical  planing  procedure  represents  the 
most  effective  available  modality  for  the 
ablation  of  post-acne  scars.  The  present 
study  was  designed  to  evaluate  the  topical 
application  of  liquid  phenol  for  the  removal 
of  fine  wrinkles  and  its  rejuvenating  effect 
on  aging,  solar  damaged,  facial  skin.  The 
basic  technique  and  principles  of  the  pro- 
cedure are  presented  briefly. 

The  interested,  but  apprehensive,  patient 
usually  accepts  the  chemical  peeling  method 
more  readily  than  the  surgical  blade  of  face- 
lift or  the  rotary  wire  brush  of  derma- 
brasion. Chemosurgery  is  not  to  be  consid- 
ered a panacea  for  all  skin  lesions  of  the 


face.  Skin  with  fine  intrinsic  wrinkles  and/ 
or  early  premalignant  keratoses  responds 
best  to  this  chemical  treatment.  Acquired 
senile  lentigines  and  ephelides  may  be  treat- 
ed similarly  with  equally  effective  results.  In 
the  authors’  experience,  the  “ice  pick”  and, 
even  more  so,  the  “pock  type”  of  acne  scars 
have  not  responded  well  to  the  procedure 
herein  described ; the  treatment  of  choice  for 
these  lesions  is  dermabrasion.  Dermatolysis 
(cutis  laxa),  particularly  of  the  upper  and 
lower  eyelids  and  the  anterior  neck,  also  fails 
to  respond  to  chemical  peeling.  These  lesions 
are  best  treated  by  blepharoplasty  and  the 
posterior  auricular  face -lift,  respectively. 
The  chemosurgical  procedure,  if  used  proper- 
ly, can  be  included  as  an  effective  modality 
by  the  dermatologist  and  the  plastic  surgeon. 
A significant  advantage  of  this  chemical 
method  is  that  the  operator,  with  appropri- 
ate phenol  solutions,  can  treat  the  entire 
face  including  the  nose  and  eyelids  in  one 
session.  Also,  the  technically  difficult  areas 
around  the  eyes  and  the  mouth  can  be  treated 
with  relative  ease,  safety,  and  effectiveness ; 
these  sites  cannot  be  treated  effectively  or 
safely  with  the  surgical  planing  or  face  lift- 
ing methods. 

Ayers,1'  2 by  the  use  of  measured  biopsy 
specimens,  has  shown  that  liquid  phenol  ap- 
plied to  the  skin  of  the  posterolateral  aspect 
of  the  neck  of  a 76  year  old  white  male  who 
had  severe  actinic  changes  produced  destruc- 
tion of  the  epidermis  and  the  uppermost  der- 
mis to  approximately  0.3  to  0.4  mm.  depth. 
This  necrosis  is  in  contrast  to  the  effects  of 
topically  applied  trichloroacetic  acid.  The 
application  of  full-strength  trichloroacetic 
acid  is  accompanied  by  a greater  reaction,  a 
more  profound  depth  of  destruction,  and  a 
slower  healing  response  as  compared  with 
phenol.2  Ayers1-  2 has  demonstrated  further 
that  epidermal  regeneration  following  chem- 
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Chemosurgery  offers  good  esthetic  results 
and  more  youthful-appearing  facial  skin 
when  fine  wrinkles  are  the  primary  prob- 
lem. The  hospital  procedure,  expected  re- 
sults, discomforts,  and  possible  untoward 
effects  of  chemical  face-peeling  should  be 
thoroughly  explained  to  the  patient. 


osurgery  is  similar  to  that  after  dermabra- 
sion. Projecting  proliferations  of  newly 
formed  epidermis  may  be  recognized  arising 
from  the  cutaneous  adnexa  below  the  level 
of  chemical  destruction  as  early  as  48  hours 
after  operation.  Ayers  has  shown  that  by 
the  fourth  postoperative  day,  epidermal  re- 
generation is  nearly  complete.  By  the  fifth 
to  seventh  day,  it  is  complete  on  the  face, 
although  ten  days  or  more  may  be  required 
on  the  neck.  This  difference  is  attributed  to 
the  abundance  of  cutaneous  adnexa  on  the 
face  as  compared  with  other  sites.  Dermal 
regeneration  is  characterized  by  the  devel- 
opment of  newly  formed  collagen  in  a band- 
like distribution  immediately  below  the  epi- 
dermis.1’ 4 This  regeneration  requires  ap- 
proximately two  to  three  weeks  and  assumes 
typical  staining  characteristics  in  approxi- 
mately two  to  three  months.1  It  is  this  re- 
placement of  underlying  basophilically  de- 
generated collagen  by  a more  normal  appear- 
ing, stratified  and  compacted,  hyperplastic 
collagen  which  is  considered  responsible  for 
the  improvement  and  smoothing  of  the  skin.14 

Pure  phenol  consists  of  colorless,  inter- 
laced or  separate  needle-shaped  crystals  hav- 
ing an  aromatic  odor  and  a burning  taste.7- 9 
It  is  obtained  from  coal  tar  or  is  made  syn- 
thetically from  monochlorobenzene.8' 10  Pure 
phenol  is  a protoplasmic  poison,  particularly 
affecting  the  central  nervous  system,  and  is 
readily  absorbed  from  all  mucous  mem- 
branes, wounds,  and  intact  skin.8’  11  Death 
from  oral  dose  (from  5 to  15  Gm.  is  usually 
considered  lethal)  occurs  rapidly  within  24 
hours.7  Systemic  toxic  manifestations  usual- 
ly begin  within  a few  minutes  and  are  mani- 
fested by  faintness,  muscular  weakness,  con- 
vulsions, weak  and  irregular  pulse,  depressed 
respiration,  constricted  pupils,  coma,  and, 
finally,  death  from  respiratory  cessation. 
Deichmann,5  in  his  studies  on  detoxification 
and  excretion  of  orally  administered  phenol 
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in  rabbits,  has  stated  that  phenol  is  removed 
from  the  animal  body  by  three  processes : 
excretion,  oxidation,  and  conjugation.  He 
further  demonstrated  that  77  per  cent  of  a 
toxic  (half  lethal)  dose  is  excreted  in  the 
urine  within  the  first  24  hours.  Only  traces 
are  excreted  in  the  feces  in  this  same  period 
of  time ; 3 per  cent  may  be  found  in  the  body 
at  the  end  of  24  hours.  Approximately  50 
per  cent  of  the  excreted  phenol  is  “free”  and 
the  other  half  “conjugated”.  In  the  latter 
form,  18  per  cent  is  conjugated  with  glucu- 
ronic acid,  53  per  cent  with  sulfuric  acid,  and 
approximately  29  per  cent  with  acids  not  yet 
identified.  Of  the  ingested  material  20  per 
cent  is  destroyed,  being  oxidized  to  C02  and 
HoO  with  small  amounts  converted  to  pyro- 
catechol  and  hydroquinone.  The  latter  two 
compounds  are  further  oxidized  into  colored 
substances,  giving  the  urine  a “smoky”  ap- 
pearance. 

The  ferric  chloride  test  is  used  to  identify 
phenolic  compounds  in  the  urine.  The  pro- 
cedure consists  of  simply  adding  a few  drops 
of  ferric  chloride  to  the  urine  distillate.  In 
the  presence  of  phenolic  compounds  a blue- 
violet  color  is  imparted.8  This  color  may  be 
retarded  in  the  presence  of  mineral  oil  or 
ammonia,  and  the  reaction  fails  entirely  in 
the  presence  of  alcohol.10 

Liquid  phenol  applied  to  a limited  area  of 
the  skin,  in  restricted  small  quantities  and  at 
proper  intervals,  can  be  used  with  relative 
safety.2"4  MacKee9  states  that  phenol  may  be 
applied  to  the  face  in  one  sitting  without 
systemic  effects  demonstrable  by  clinical  or 
laboratory  tests.  Frequent  applications  to 
extensive  areas  may  result  in  nephrotoxic 
effects  as  evidenced  by  abnormal  urinary 
findings  (albuminuria,  hematuria,  casts,  and 
phenolic  compounds).2  These  effects  may  be 
minor  and  temporary  or  severe  enough  to 
produce  a permanent  renal  lesion.  In  a dis- 
cussion of  toxic  systemic  effects  from  phenol 
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applied  topically  to  the  skin,  Ayers2  con- 
cluded that  no  subsequent  adverse  effects  re- 
sulted from  the  single  treatment  of  skin 
areas  of  8 to  10  cm.  in  diameter.  However, 
when  skin  areas  greater  than  10  cm.  in  di- 
ameter were  treated  at  intervals  of  two  to 
three  days,  albuminuria  with  a few  hyaline 
or  finely  granular  casts  were  noted.  These 
abnormal  findings  were  transient,  being  of 
a few  days’  to  a few  weeks’  duration.  It  has 
been  stated,  however,  that  abnormal  urine 
findings  may  not  be  noted  for  several  months 
following  chemical  application.  Deichmann 
and  Witherup,6  in  their  review  of  toxic 
manifestations  of  phenol,  demonstrated  that 
the  phenol  blood  levels  resulting  from  ab- 
sorption through  rabbits’  skin  revealed  es- 
sentially the  same  levels  regardless  of  con- 
centration of  the  preparation — 7 or  75  per 
cent.  In  addition,  their  studies  further  dem- 
onstrated that  the  amount  of  phenol  ab- 
sorbed via  rabbits’  skin  is  dependent  on  the 
amount  of  skin  surface  treated  and  not  on 
the  concentration  of  the  aqueous  solution 
used.3’ 6 Brown,  and  others,4  have  stated  that 
the  lower  the  concentration  of  phenol  and 
the  lower  the  surface  tension  of  the  skin, 
the  greater  the  penetrating  power  of  the 
solution.  They  have  also  stated  that  a highly 
concentrated  phenol  solution  (80  to  90  per 
cent)  produces  significant  keratocoagulation 
which  subsequently  interferes  with  and  de- 
creases the  skin’s  permeability.  This  coagu- 
lum  therefore  acts  as  a barrier  and  prevents 
further  absorption. 

Technique  and  Procedures 

It  is  imperative  that  all  facets  of  the  pro- 
cedure be  meticulously  and  clearly  explained 
to  the  patient.  Repeatedly  stressed  are  the 
discomfort  of  such  a procedure,  the  appear- 
ance of  the  face  in  the  immediate  postopera- 
tive period,  ultimate  maximum  expectations, 
and  possible  resulting  complications.  A pre- 
operative phenol  skin  test  should  be  per- 
formed several  weeks  in  advance  to  deter- 
mine the  appropriate  and  safe  phenol  con- 
centration to  be  used.  Testing  may  be  done 
on  a small  ( about  4 by  5 mm. ) patch  of  skin 
in  the  posterior  auricular  region.  A typical 
phenol  sensitivity  test  solution  recommended 
by  Brown  and  others4  is:  phenol,  60  to  90 
per  cent;  saponaceous  solution  of  cresol,  0.3 
per  cent;  olive  oil  or  sesame  oil,  0.25  per 
cent;  and  distilled  H20,  sufficient  quantity 
to  100  per  cent.  These  proportions  are  by 


volume.  It  is  recommended  that  the  patient  , 
be  hospitalized  for  the  procedure  and  also 
receive  the  benefits  of  a thorough  history  J 
and  physical  examination  with  particular  ref- 
erence to  existing  renal  disease.  The  patient 
must  be  questioned  carefully  regarding  a , 
personal  or  family  history  of  hypertrophic 
cicatricial  scarring.  It  is  advisable  that  pre- 
operative and  postoperative  photographs  be 
taken  both  for  medicolegal  reasons  and  for  , 
final  comparative  studies.  Patients  are  apt 
to  have  a more  realistic  appreciation  of  the 
definitive  results  if  such  pictures  are  avail- 
able for  comparative  analysis.  A surgical 
operative  permit  must  always  be  signed. 
Pertinent  laboratory  studies,  both  preopera- 
tively  and  postoperatively,  include  hemoglo- 
bin, hematocrit,  white  blood  cell  count  with 
differential,  urinalysis,  and  blood  urea  nitro- 
gen (BUN).  Other  blood  chemistry  and  also 
liver  function  studies  may  be  requested. 
Postoperative  determinations  for  phenolic 
compounds  in  the  urine  should  be  done  at 
specific  intervals. 

The  evening  prior  to  chemosurgery  the 
patient  is  instructed  to  shampoo  the  scalp 
and  to  remain  fasting  after  midnight;  only 
a glass  of  orange  juice  or  cup  of  coffee  for 
breakfast  is  allowed.  The  face  and  neck  are 
cleansed  with  a detergent  containing  hexa- 
chlorophene  to  remove  accumulated  seba- 
ceous material  and  particulate  matter.  A 
sedative-analgesic  premedication  is  admin- 
istered approximately  45  minutes  to  one  hour 
prior  to  the  procedure.  Neosporin  ophthalmic 
ointment  is  applied  to  the  bulbar  conj  unctivae, 
and  extreme  caution  is  taken  to  avoid  acci- 
dental spillage  onto  these  structures.  Hydro- 
philic petrolatum  may  be  applied  in  the  eye- 
brows. A glass  beaker  containing  either  wa- 
ter, alcohol,  mineral  oil,  or  a sodium  bicar- 
bonate solution  is  made  available  on  the 
treatment  table.  If  necessary,  these  prepara- 
tions may  be  used  to  minimize  the  local 
eauterant  effects  of  phenol.  These  agents, 
to  be  effective,  must  be  utilized  within  sec- 
onds after  phenol  application ; irreversible 
necrosis  occurs  almost  immediately.  The  phe- 
nol mixture  (Baker)3  which  has  been  used 
most  recently  by  the  authors  consists  of  50 
to  55  per  cent  phenol.  The  constituents  of 
the  solution  are  phenol,  5 cc. ; distilled  water, 
4 cc. ; croton  oil,  3 drops ; and  Septisol,  5 
drops.  This  mixture  must  be  made  fresh  pri- 
or to  each  procedure. 

The  face,  in  its  entirety,  is  again  cleansed, 
but  this  time  with  an  ether-soaked  cotton 
pledget,  and  allowed  to  dry.  The  prepared 
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phenolic  solution  is  then  diligently  applied 
with  the  operator’s  instrumental  tool,  the 
cotton  applicator.  The  solution  is  applied 
carefully  with  controlled  pressure  to 
wrinkled  areas,  with  particular  reference  to 
the  deep  furrows.  Stretching  of  the  wrinkled 
skin  by  an  assistant’s  rubber-gloved  hand  or 
the  free  gloved  hand  of  the  operating  sur- 
geon will  make  application  easier  and  im- 
prove the  effectiveness  of  the  final  result. 
The  preferred  chronological  treatment  se- 
quence is  (1)  forehead  and  temporal  re- 
gions, (2)  upper  and  lower  cheeks,  (3)  chin 
and  skin  of  the  upper  and  lower  lips  to  the 
vermilion  borders,  and  (4)  nose,  excluding 
the  nostril  margins  and  columella  nasi.  The 
application  is  discontinued  promptly  in  a 
well-delineated  manner  at  the  inferior  as- 
pects of  the  submandibular  and  submental 
areas.  No  attempt  is  made  to  treat  the  lower 
anterior  neck.  The  upper  and  lower  eyelids 
as  well  as  the  eyelid  margins  may  be  done 
at  the  same  time,  but  because  of  formation 
of  considerable  edema,  these  areas  are  usu- 
ally reserved  for  a later  date  (48  hours  after 
the  initial  procedure). 

Immediately  after  application  of  the  cau- 
terant,  the  patient  experiences  a sequence  of 
sensations.  Initially,  there  is  burning,  sting- 
ing pain  which  subsides  in  30  to  45  seconds 
following  application.  This  relatively  short- 
lived discomfort  is  attributed  to  the  anes- 
thetic properties  of  phenol.  However,  several 
minutes  later  there  is  an  exacerbation  of  the 
pain,  and  approximately  one  hour  or  longer 
is  required  for  complete  abatement.  An  im- 
mediate blanched  color  of  the  skin  is  seen 
following  the  phenol  application ; this  repre- 
sents coagulated  protein  which,  as  stated 
previously,  is  thought  to  inhibit  further  pen- 
etration and  systemic  absorption.9  The 
blanching  is  followed  in  several  minutes  by 
erythema,  and  10  to  15  minutes  after  appli- 
cation early  edema  usually  is  noted. 

Following  application  of  the  chemical  cau- 
terant,  there  are  two  therapeutic  approaches 
available  to  the  operator.  First,  the  treated 
site  may  be  left  open  to  air  dry,  and  no  addi- 
tional cauterant-enhancing  efforts  attempt- 
ed. The  second  method,  which  the  authors 
consider  the  technique  of  choice  and  the 
more  effective  one,  is  a two-stage  procedure : 
following  the  application  of  phenol,  a water- 
proof, vapor-resistant  adhesive  tape  is  ap- 
plied to  the  immediately  air-dried  treated 
site.  The  end  result  is  the  formation  of  an 
impermeable  tape  mask.  This  is  constructed 
by  the  application  of  one-half  inch  water- 


proof adhesive  tape,  in  a single  layer  man- 
ner, first  to  the  treated  forehead  and  ex- 
tended to  the  anterior  and  lateral  hairlines. 
The  cheeks,  chin,  nose,  and  perioral  areas 
are  treated  similarly.  Additional  strips  of 
tape  are  then  applied  to  enhance  the  water- 
proofing effect  and  to  offer  structural  sup- 
port. The  entire  face  is  covered  with  the 
exception  of  the  eyelids,  mouth,  and  nostrils. 
Brown,  and  others4  have,  on  occasion,  ef- 
fectively used  the  more  complicated  latex 
rubber  facial  masks  (held  in  place  by  an 
elastic  bandage)  rather  than  the  tape  mask. 
The  purpose  of  the  occlusive  dressing  is  to 
prevent  evaporation  of  the  chemical,  promote 
maceration,  and  produce  greater  penetration. 
Sollman11  has  cautioned,  however,  that  pre- 
cluding evaporation  with  covered  dressings 
of  even  dilute  solutions  of  phenol  may  in- 
crease systemic  absorption  and  intoxication. 
However,  the  authors  have  failed  to  note 
overt  clinical  toxic  manifestations  or  evi- 
dence of  nephrotoxicity  in  their  treated  pa- 
tients. The  deep-furrowed,  fan-shaped  wrin- 
kles at  the  angles  of  the  mouth,  and  the 
deep  wrinkles  extending  from  the  vermilion 
borders  onto  the  skin  of  the  upper  and  low- 
er lips  may  require,  to  obtain  the  desired 
depth,  a greater  amount  of  the  cauterant 
solution  or  repeated  applications  of  such. 
Also,  the  perioral  wrinkles,  which  tend  to  be 
recalcitrant,  can  be  improved  by  adjunctive 
surgical  planing  performed  either  prior  to 
or  following  the  chemosurgical  procedure. 

Following  completion  of  the  procedure,  the 
patient  should  have  absolute  bed  rest  for 
approximately  24  hours.  Limited  ambulatory 
privileges  are  usually  allowed  during  the 
next  24-hour  period.  Moderate  facial  discom- 
fort is  experienced  during  the  first  48-hour 
postoperative  period,  and  modest  amounts  of 
analgesics  and  sedatives  are  required.  The 
facial  and  eyelid  edema  reaches  a maximum 
in  24  to  36  hours.  Antihistamines  and,  in 
exceedingly  severe  cases,  both  antihistamines 
and  corticosteroids  may  be  used  to  modify 
the  degree  of  edema.  Admittedly,  the  patient 
experiences  more  facial  discomfort  with  the 
tape  mask  method  than  with  the  non-occlu- 
sive technique.  However,  5 to  10  minutes  fol- 
lowing mask  removal,  there  is  rapid  abate- 
ment of  pain  and  progressive  diminution  of 
facial  (particularly  eyelid)  edema.  While  the 
tape  mask  is  on,  the  diet  is  restricted  to 
liquids  taken  through  a straw.  The  patient 
is  instructed  not  to  talk,  and  smoking  is  re- 
stricted. It  is  exceedingly  important  for  the 
patient  to  follow  instructions  in  order  to  pre- 
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Fig.  2.  a.  Illustration  shows  front  view  on  day  prior  to 
chemosurgical  procedure.  Note  numerous  fine  and  moder- 
ate wrinkles  in  the  face,  and  prominent  freckles  of  upper 


eyelids,  b.  Two  months  after  treatment,  significant  abla- 
tion of  wrinkles  and  freckles  is  apparent.  The  skin  has  a 
smooth,  elastic,  and  more  youthful  appearance. 


Fig.  1.  This  is  how  the  face  appears  following  removal  of 
tape  mask,  which  had  been  on  for  48  hours.  Note  promi- 
nent facial  edema  as  well  as  maceration  of  skin  and  exu- 
dation. Upper  and  lower  eyelids  have  not  been  treated  at 
this  stage.* 

’Note:  None  of  the  negatives  have  been  retouched  and  all 
photographs  were  taken  under  identical  conditions. 


vent  loosening  and  weakening  of  the  mask 
along  the  fissures  of  the  perioral  area.  Ap- 
proximately 48  hours  postoperatively,  the 
patient  is  given  100  mg.  of  Demerol  and  the 
tape  mask  is  removed  in  a gentle,  peeling 
fashion.  The  peeling  procedure  is  accompa- 
nied by  moderate  discomfort,  and  should  not 
be  attempted  without  administering  signifi- 
cant analgesics  in  advance.  Vaseline-covered 
cotton  applicators  are  useful  in  separating 
the  tape  from  the  denuded,  macerated,  and 
eczematous  surface.  In  certain  areas,  the  de- 
stroyed superficial  skin  with  thin  serous 
crusts  may  be  noted  clinging  to  the  adhesive 
of  the  tape. 

Following  mask  removal,  open  moist  com- 
presses (Burow’s  solution  1:40)  are  initi- 
ated. These  compresses  are  used  primarily  to 
diminish  serous  exudation  and  to  stimulate 
epidermal  regeneration  and  crust  formation. 
An  antibiotic  lotion  is  applied  following  the 
compresses  as  a prophylactic  antibacterial 
measure.  Additional  thin  serous  crusts  form 
approximately  24  hours  following  removal 
of  the  mask,  and  the  patient  experiences  a 
tightening  of  the  skin.  Subsequent  complete 
crust  separation  occurs  in  about  10  to  12 
days.  A longer  time  may  be  required  for  de- 
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squamation  of  the  dried  exudate  of  the  eye- 
lids and  perioral  regions.  Systemic  antibi- 
otic therapy  has  not  been  required  since  bac- 
terial infections  have  not  been  experienced 
nor  anticipated.  Pruritus,  which  may  be  pro- 
nounced during  both  the  mask  phase  and  the 
subsequent  crusting  period,  has  been  con- 
trolled adequately  with  oral  antihistamines. 
During  the  crusting  period  in  which  dryness, 
tightness,  and  fissuring  are  experienced,  an 
emollient  oil  (olive  or  almond  oil)  is  applied 
for  lubrication  and  is  continued  until  there  is 
complete  separation  of  the  crusts.  Baker3 
has  found  that  an  effective  postoperative 
topical  regimen  consists  of  applications  of 
thymol  iodide  powder  (USP)  to  the  entire 
face  on  removal  of  the  mask  and  thereafter 
for  a 48-hour  period.  He  treats  the  crusting 
phase  with  applications  of  Neosporin  oint- 
ment to  prevent  superimposed  bacterial  in- 
fections and  decrease  dryness  and  fissuring. 

In  treatment  of  the  periorbital  regions 
and  eyelids,  a phenol  solution  mixture  con- 
sisting of  95  per  cent  phenol,  0.3  per  cent 
cresol,  0.25  per  cent  olive  oil,  and  distilled 
water  is  applied  meticulously  to  the  “crow’s 
feet”  at  the  lateral  aspect  of  the  eyes,  the 
longitudinal  deep  wrinkles  of  the  eyelids 


extending  to  the  eyelid  margins,  and  the 
deep  wrinkles  below  the  eyes.  The  eyelids 
are  painted  to  one-eighth  inch  of  their  mar- 
gins. A bent-tipped,  cotton-covered,  wooden- 
handled  probe  may  be  used  effectively  in 
the  treatment  of  these  areas.  These  sites, 
subsequently,  are  not  taped  and  the  resulting 
edema  may  again  be  extreme  even  to  the  ex- 
tent of  interfering  with  vision.  No  local  top- 
ical treatment  is  started  to  these  treated 
areas  for  approximately  48  hours,  and  com- 
plete crust  separation  requires  seven  to  ten 
days. 

A pink  to  erythematous,  telangiectatic, 
smooth,  and  more  elastic  youthful  new  skin 
is  noted  with  desquamation  of  the  dried 
crusts.  Definitive  results  will  vary  with  the 
severity  of  the  individual  case.  However,  at 
least  50  per  cent  and  as  much  as  80  per  cent 
improvement  has  been  noted  following  the 
initial  procedure  in  all  of  the  authors’  pa- 
tients. The  patient  should  realize  that  the 
prospect  is  for  steadily  progressive  improve- 
ment over  a period  of  months  with  signifi- 
cant and  acceptable  cosmetic  results  lasting 
for  years.  Ayers2  reports  continued  clinical 
and  microscopic  improvement  of  phenol- 
treated  areas  four  years  after  application. 
However,  the  authors  believe  that  the  pa- 


Fig.  3.  a.  Profile  of  a patient  before  treatment,  b.  Same  lips  tend  to  be  recalcitrant  to  treatment.  Adjunctive  sur- 

patient  is  shown  approximately  two  months  after  treat-  gical  planing  may  be  used  for  these  perioral  lesions, 

ment.  Deep  radiating  wrinkles  of  skin  of  upper  and  lower 
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Fig.  4.  a.  Pre-treatment  frontal  view  of  another  patient.  seen.  b.  The  same  patient  is  seen  three  months  after 

Note  depressed  atrophic  scars  of  nose  and  skin  of  upper  treatment.  Prominent  scars  of  nose  and  skin  of  upper  lip 

lip  representing  previous  sites  of  premalignant  keratoses.  were  not  treated  with  chemical  cauterant. 

Fine  "ice  pick"  type  post-acne  scars  of  left  cheek  are 


tient  can  anticipate  favorable  results  for 
several  additional  years.  Only  time  will  an- 
swer the  question,  “How  long  will  the  re- 
sults last?” 

Redness  is  usually  pronounced  during  the 
first  few  weeks  postoperatively,  is  aggra- 
vated by  sunlight  exposure  and  heat,  and 
gradually  fades  in  the  ensuing  few  months. 
This  erythema  persists  longer  in  fair  skin 
than  in  dark  skin.  The  patients  are  advised 
to  avoid  sun  exposure  and  wind  as  much  as 
possible,  and  a protective  cream  is  prescribed 
to  screen  the  sun’s  rays  and  lessen  hyper- 
pigmentation. Ascorbic  acid,  with  its  poten- 
tial melanin  inhibitory  effects,  and  the  cor- 
ticosteroids, with  their  melanocyte  stimulat- 
ing hormone  inhibitory  effects,  usually  are 
not  required.  Hypopigmentation  has  not  been 
a complication,  although  the  Negro  skin  has 
not  been  treated  by  the  authors.  A nonmedi- 
cated  foundation  make-up  lotion  is  recom- 
mended for  several  months.  Following  the 
crusting  phase,  cleansing  of  the  face  with 
hexaehlorophene  and  later  with  a regular 
bland  soap  is  permissible  and  certainly  wel- 
comed by  the  patient. 

No  significant  complications  or  perma- 
nent untoward  effects  such  as  nephrotox- 
icity, hypertrophic  scarring,  atrophy,  ulcera- 


tions, and  phenol  sensitivity  have  been  ex- 
perienced by  the  authors  to  date.  Patients 
have  been  gratified  by  impressive  clinical  re- 
sults. It  is  appalling  and  unfortunate  that 
in  various  parts  of  the  country  there  have 
been  so-called  “facial  rejuvenation  centers” 
organized  and  operated  by  nonmedical  per- 
sons who  have  achieved  the  title  of  “face- 
peelers”.  These  “face-peelers”  have  only  a 
limited,  meager,  and  certainly  inadequate 
knowledge  of  the  essential  principles  of  der- 
matology and  pharmaco-toxicology  of  the 
chemical  cauterants  used.  Individuals  seek- 
ing treatment  at  these  centers  stand,  so  to 
speak,  at  the  threshold  of  cosmetic  disaster 
as  evidenced  by  reports  of  deleterious  toxic 
systemic  effects  and  severe  disfiguring  hy- 
pertrophic scarring.1-  4 However,  physicians 
competently  trained  in  the  use  of  this  tech- 
nique may  offer  the  patient  an  acceptable 
cosmetic  result. 


Conclusions  and  Summary 

1.  The  chemosurgical  procedure,  properly 
used  with  controlled  chemical  cauterant  solu- 
tions, represents  an  effective  modality  in  the 
eradication  of  fine  to  moderate  wrinkles 
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and  early  premalignant  keratoses;  it  is  not 
to  be  considered  a “cure-all”  for  all  lesions 
of  the  face.  The  chemosurgical  procedure 
herein  presented  represents  a modification 
of  previously  described  methods. 

2.  The  method  is  not  recommended  for  the 
treatment  of  post-acne  scars  and  cutis  laxa. 

3.  Surgical  planing  may  serve  as  a useful 
adjunct  to  chemosurgery,  particularly  in 
treating  deep  wrinkles  of  the  perioral  re- 
gion. 

4.  A meticulous  explanation  of  all  aspects 
and  phases  of  the  “chemical  peel”  should  be 
presented  to  the  patient.  The  fact  should  be 
emphasized  that  this  method  is  not  a pain- 
less one;  moderate  discomfort  is  to  be  ex- 
pected with  chemical  application  and  during 
the  first  48  hours  after  operation. 

5.  It  is  important  to  have  preoperative 
and  postoperative  photographs  available  for 
comparative  study. 

6.  Pretreatment  skin  tests  with  controlled 
solutions  of  the  chemical  should  be  done 
several  weeks  in  advance. 

7.  The  treatment  is  designed  as  a hospital 
procedure  and  should  not  be  attempted  on  an 
outpatient  basis. 

8.  Anticipated  final  results  should  not  be 
glamorized  by  the  physician ; in  the  authors’ 
experience,  50  to  80  per  cent  improvement 
has  been  achieved  in  all  treated  patients. 
The  “two-stage”  method  utilizing  the  tape 
mask  has  produced  superior  and  longer  last- 
ing cosmetic  results  as  compared  to  the  non- 
occlusive method. 

9.  No  significant  complications,  locally  or 
systemically,  have  been  encountered  to  date 
by  the  writers.  It  is  to  be  emphasized  that 
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the  chemical  peeling  method  should  be  un- 
dertaken with  caution  and  both  the  operator 
and  subject  should  fully  recognize  the  po- 
tential hazards  which  might  accompany  or 
result  from  such  a procedure. 
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Mothers  with  Rh-Negative  Factor  May 
Breast  Feed  Infants,  Physician  Says 

The  Rh-negative  blood  factor  in  a mother  should  not  prevent 
breast  feeding,  Dr.  J.  M.  Bowman,  Winnipeg,  Canada,  reports  in  the 
April  issue  of  the  American  Journal  of  Diseases  of  Children. 

In  the  past  15  years,  Dr.  Bowman  said,  there  has  been  specula- 
tion that  prolonged  anemia  in  breast-fed  babies  with  erythroblastosis 
fetalis  might  be  due  to  the  absorption  of  antibody  from  the  mother’s 
milk. 

Reporting  on  a study  of  the  problem,  Dr.  Bowman  said,  “Al- 
though we  found  Rh  antibody  in  breast  milk  for  at  least  three  weeks 
after  birth,  the  amount  is  too  small  to  produce  harmful  effects  in  the 
nursing  erythroblastotic  infant.” 

In  Winnipeg,  he  said,  these  mothers  have  been  allowed  to  breast 
feed  infants  with  this  disorder  if  they  desire  and  adverse  effects  have 
not  been  noted. 
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Chemexfoliation 

In  Treatment  of  Acne  Scarring 


SEVERE  and  extensive  acne  means  trag- 
edy for  the  teenage  victim.  Further- 
more, lifelong  scarring  may  result,  and  even 
a mild  degree  of  scarring  can  permanently 
injure  a personality. 

The  cosmetic,  social,  and  economic  impact 
of  this  disfigurement  on  young  and  adult 
lives  often  produces  psychologic  manifesta- 
tions of  depression,  rejection,  and  a sense  of 
inferiority.  Rightly  or  wrongly,  the  acne 
scarred  individual  tends  to  blame  his  frusta- 
tions,  shortcomings,  and  defeats  on  his  af- 
fliction. 

Any  treatment  which  can  afford  some 
measure  of  relief  or  improvement  to  these 
unhappy  people  deserves  serious  considera- 
tion. 

Although  there  is  no  specific  curative 
therapy  for  acne  which  can  speedily  termi- 
nate the  disease,  modern  methods  of  treat- 
ment employing  topical  procedures,  radia- 
tion, hormones,  and  antibiotics  frequently 
bring  the  disorder  under  control.  However, 
in  the  interval  between  the  appearance  of 
the  disorder  and  its  control,  variable  degrees 
of  scarring  may  occur. 

If  normalcy  is  determined  by  the  conform- 
ability  of  a majority,  then  acne  is  a normal 
state  because  80  per  cent  or  more  of  adults 
have  had  acne  at  some  time  during  adoles- 
cence. It  is  also  probably  true  that  most 
people  bear  some  scars  which  may  be  small 
or  not  prominent.  In  the  female,  these  blem- 
ishes, even  if  minor,  are  a source  of  major 
concern  and  are  more  serious  psychologically 
than  in  boys  and  men.  The  demands  of  wom- 
en for  a flawless  skin,  the  status  symbol 
created  by  the  subtle  and  powerful  advertis- 
ing media  of  the  cosmetic  industry,  impose 
a cruel  and  exacting  standard  which  the 
average  woman  cannot  attain. 


History 

The  beginnings  of  man’s  attempts  to  cor- 
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rect  acne  scarring  are  probably  lost  in  pre- 
recorded history.  One  can  only  speculate  that 
a shaman,  in  a dimly  lit  cave,  abraded  his 
patient’s  skin  with  the  bone  of  an  animal  or 
a sacred  stone  while  uttering  incantations  to 
mystical  unseen  spirits.  Recorded  history  dis- 
closes that  the  Egyptians6  first  used  alabas- 
ter and  pumice  for  abrading  the  skin.  Today 
the  abrasive  procedure  is  still  used  in  the 
treatment  of  acne  scarring. 

Modern  methods  of  treatment  employ  cry- 
otherapy, electrosurgery,  surgery,  and  der- 
mal planing.  Mechanical  dermabrasion  has 
been  the  prime  method  used  during  recent 
years. 

Skin  planing  was  introduced  at  the  begin- 
ning of  this  century  by  Kromayer8  with  the 
use  of  cylindrical  knives.  Later,  with  fur- 
ther improvements  in  his  techniques,  he  an- 
nounced the  use  of  rasps,  and  burrs  along 
with  solid  carbon  dioxide  for  local  anesthesia. 

In  1947,  the  sandpaper  method  was  re- 
ported by  Iverson,7  being  superseded  by  the 
wire  brush-ethyl  chloride  refrigeration  meth- 
od of  Kurtin9  in  1953.  Modifications  of  Kur- 
tin’s  procedure  and  anesthesia  have  been 
made  by  other  physicians2’ 4- 16  through  the 
use  of  burrs,  rasps,  punches,  fraises,  and 
Freon  anesthesia. 

Rattner  and  Lazar,12  in  a review  of  the 
benefits  and  limitations  of  dermal  planing 
in  acne  scarring,  note  that  while  the  proce- 
dure is  of  value,  it  is  not  too  effective  in 
deeply  pitted  scars  and  those  that  are  wide, 
poorly  defined,  and  confluent.  They  also 
point  out  that  the  leathery,  enlarged  pored, 
pitted  skins  are  not  helped  by  dermabrasions. 
Sulzberger  and  others14  state  that  the  wide 
shallow  scars  and  deep  ice  pick  scars  do  not 
respond  well  to  dermal  planing.  Pillsbury 
and  others10  say  that  the  results  are  disap- 
pointing in  the  hypertrophic  and  cordlike 
scars. 

Dermabrasion  cannot  be  used  safely  about 
the  nose  and  eyelids,  causes  color  discrepancy 
with  the  untreated  skin,  and  does  not  give 
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Chemexfoliation  is  cosmetic  chemosurgery  in 
which  chemical  peeling  is  used  to  produce  a 
therapeutic  result.  It  has  advantages  over 
other  methods  in  providing  a better  skin 
color  and  texture  while  improving  the  ap- 
pearance of  acne  scars. 


PERRY  A.  SPERBER,  M.D. 


good  textural  improvement  of  the  skin. 

Enthusiasm  for  dermal  planing,  high  in 
the  dermatologic  world  in  the  1950’s,  has 
ebbed,  although  there  are  still  many  who 
favor  it. 

Chemosurgery  for  acne  scars  had  its  be- 
ginning around  1903  when  MacKee  used 
liquefied  phenol  on  scars,  neutralizing  its 
effect  with  alcohol.  In  1952,  MacKee  and 
Karp10  reported  on  their  successful  use  of 
this  therapy  over  a ten  year  period.  No 


phenol  toxicity  was  noted;  no  sequelae  were 
seen.  Urkov,15  Ereaux,1  Sulzberger,14  and 
others  have  also  used  liquefied  phenol  to 
treat  acne  scars. 

Because  phenol  is  a dangerous  escharotic 
and  can  produce  severe  systemic  toxic  ef- 
fects, Combes,  Sperber,  and  Reisch5  intro- 
duced a buffered  phenol  solution  by  which 
they  could  better  control  phenol  activity  and 
produce  a safer  agent  for  performing  chemi- 
cal plastic  surgery.  They  treated  more  than 


Fig.  1.  Woman,  age  26.  Pictures  to 
left  and  right  show  acne  scarring, 
enlarged  pores,  and  poor  skin  tex- 
ture. Photos  below  were  taken  two 
years  later  and  show  obvious  improve- 
ment in  appearance,  scars,  pores,  and 
skin  texture. 
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Fig.  2.  Man,  age  28.  Acne  scarring  due  to  acne  con-  months  after  treatment.  Note  definite  improvement  and 

globata  involving  neck.  Second  picture  was  taken  two  filling  in  of  scars, 

months  after  treatment.  Third  picture  was  taken  six 


200  patients  safely  with  this  agent.  They 
noted  that  the  general  texture  of  the  skin 
became  firmer  and  smoother  while  the  facial 
contours  were  tighter.  Wrinkles  of  the  face 
and  especially  those  about  the  eyes  (crow’s 
feet)  and  mouth  either  disappeared  or  were 
noticeably  improved.  Acne  scars  were  amel- 
iorated and  superficial  pigmentation  was  re- 
duced. 


Technique  and  Results 

The  word  “chemosurgery”  has  a general 
connotation  and  is  too  all-embracing  to  be 
used  in  this  specialized  field  to  denote  cos- 
metic chemosurgery  in  which  chemical  peel- 
ing is  used  to  produce  a therapeutic  result. 
I have  therefore  suggested  the  term  “chem- 
exfoliation”.13  The  term  “chemexfoliator”  is 
preferable  since  it  designates  the  agent  used. 
The  eschar  resulting  from  the  chemical- 
cutaneous  reaction  is  the  “chemexfoliant”. 

The  chemicals  generally  used  as  exfoliants 
are  phenol,  trichloracetic  acid,  and  resor- 
cinol. Our  investigation  of  resorcinol  dis- 
closes that  it  is  a superficial  chemexfoliant 
and  unsuitable  for  the  deeper  exfoliating 
needed ; on  the  other  hand,  trichloracetic 
acid,  a powerful  caustic,  produces  deeper  de- 
struction than  phenol  and  is  more  apt  to 
cause  hypertrophic  scarring.  Because  of  the 
properties  of  these  drugs,  our  efforts  were 
concentrated  on  the  development  of  a modi- 
fied phenol  chemexfoliator. 

Phenol  toxicity  can  be  avoided  by  reducing 
phenol  cutaneous  absorption  in  several  ways. 

1.  The  higher  the  concentration  of  phenol 
applied  to  the  skin,  the  greater  the  degree 
of  keratocoagulation  which  follows,  thus 
blocking  the  absorption  of  free  phenol.  Di- 
lute solutions  facilitate  the  penetration  of 
free  phenol. 

2.  If  small  areas  of  the  skin  are  treated 


slowly,  the  amount  of  phenol  absorbed  at  any 
one  time  is  small.  Conversely,  the  rapid 
treatment  of  large  areas  increases  the  quan- 
tity of  the  drug  entering  the  body. 

3.  Prolonged  contact  of  the  drug  with  the 
skin  causes  deeper  penetration  and  absorp- 
tion and  should  therefore  be  avoided. 

4.  An  often  overlooked  fact  is  that  phenol 
is  absorbed  by  inhalation  from  the  face  or 
neck.  Treatment,  therefore,  should  be  given 
in  a well  ventilated  room. 

Selection  of  Patients. — The  general  health 
and  neuropsychiatric  makeup  of  each  patient 
should  be  evaluated  by  the  history,  physical, 
and  laboratory  examinations.  Special  atten- 
tion should  be  directed  toward  elicitation  of 
any  history  of  renal  or  hepatic  disease. 

The  appearance  of  the  skin,  the  presence 
of  active  acne,  infection,  pigmentation  ten- 
dencies, keloids,  and  the  extent  and  type  of 
scarring  should  be  studied  as  well  as  the  so- 
cial, economic,  and  psychologic  status  of  the 
patient.  When  this  evaluation  is  completed 
the  physician  determines  whether  to  accept 
the  patient  for  chemexfoliation. 

If  the  patient  is  accepted,  a written  agree- 
ment between  the  doctor  and  patient  should 
be  formalized.  This  agreement  should  in- 
corporate a release  from  the  patient,  stating 
that  the  results  are  not  guaranteed,  and  list- 
ing the  possible  hazards  of  the  therapy. 

Photos  must  be  taken  on  all  patients  and 
should  include  front,  side,  and  oblique  views 
to  bring  out  all  salient  points. 

The  most  common  type  of  phenol  used  in 
the  past  has  been  liquefied  phenol.  It  is  com- 
posed of  88  per  cent  phenol  and  12  per  cent 
water.  Various  other  preparations  have  been 
used  in  which  the  content  of  the  drug  has 
varied  between  30  and  90  per  cent.  Brown 
and  others2  used  a saponated  solution  of  phe- 
nols and  cresols  with  small  quantities  of  buf- 
fering oils  to  alter  surface  tension,  penetra- 
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tion  being  controlled  by  altering  the  concen- 
tration of  phenol  between  60  to  90  per  cent. 

The  writer’s  original  buffered  dermal 
chemexfoliator  was  composed  of  85  per  cent 
phenol,  buffered  with  salicylates  and  ci- 
trates, and  contained  3 per  cent  water.  New 
buffered  and  anhydrous  solutions  have  been 
prepared  since  then  and  used  successfully. 
One  of  the  solutions  is  listed  as  follows : 


Phenol 15. 

Sodium  salicylate 05 

Camphor 025 

Anhydrous  glycerine 1.25 

Ethanol  (100%) 50 


This  solution  contains  approximately  90 
per  cent  phenol. 

A patch  test  is  made  in  advance  of  treat- 
ment, usually  on  the  thin  skin  of  the  fore- 
arm; the  reaction  is  studied  for  allergy  and 
the  inflammatory  response. 

The  treatment  is  an  office  ambulatory  pro- 
cedure. Premedication  usually  consists  of  an 
analgesic  and  tranquilizer;  a few  patients 
may  refuse  all  premedication.  Dolophine  hy- 
drochloride is  given  hypodermically  just  be- 
fore the  skin  is  cleaned  with  an  alcohol- 
acetone  mixture. 


The  chemexfoliator  is  applied  to  the  skin 
with  round,  cotton  wrapped,  wooden  rollers 
or  applicators  called  brushes.  The  rolling 
qualities  of  these  round  brushes  facilitates 
a more  uniform  application  of  the  solution 
to  the  skin.  The  brushes  vary  in  size  from 
large  to  very  small,  fine  pointed  ones  for 
working  on  fine  wrinkles,  lines,  and  very 
small  and  pitted  scars. 

The  knowledge  of  how  much  solution  to 
use,  and  how  to  apply  it,  is  acquired  by  ex- 
perience. The  brush  should  not  be  too  satu- 
rated ; otherwise  the  solution  will  flow  down 
the  face  or  neck.  The  operator  must  be  in 
control  of  the  local  reaction  at  all  times. 
This  is  accomplished  by  knowledge  of  the 
chemexfoliator  which  the  physician  is  using, 
the  amount  he  applies,  and  the  use  of  cotton 
pledgets  or  absorbent  tissues  to  limit  the  re- 
action on  the  skin  by  quickly  wiping  off  ex- 
cess solution. 

If  there  are  not  many  scars,  they  may  be 
treated  locally  by  placing  buffered  phenol 
solution  directly  into  them;  however  when 
there  is  moderate  scarring  and  it  is  fairly 
widespread  the  whole  face  should  be  treated. 
In  this  way  there  will  be  no  color  discrep- 
ancy. 


Fig.  3.  Female,  age  36.  Above  photos  show  severe  acne  ing.  Photos  below  show  results  after  chemosurgery.  Note 
scarring  and  pigmentation  previously  treated  by  skin  plan-  improvement  in  scars  and  disappearance  of  pigmentation. 


In  treating  the  whole  face,  the  application 
of  the  chemexfoliator  is  started  on  the  fore- 
head, then  continued  on  to  the  sides  of  the 
face,  cheeks,  chin,  lips,  nose,  and  finally  the 
eyelids.  The  latter  may  be  omitted  if  the 
operator  chooses.  The  order  of  therapy  is 
optional.  Treatment  is  performed  slowly. 
The  face  may  be  finished  in  one  or  two  days 
depending  upon  the  patient’s  age,  general 
health,  and  reaction  to  therapy.  Neck  treat- 
ment depends  upon  the  extent  of  scarring ; if 
there  are  only  a few  scars  they  can  be  treat- 
ed individually,  if  widespread,  the  entire 
neck  may  have  to  be  done. 

Upon  applying  the  phenol,  the  skin  quick- 
ly turns  white  because  of  rapid  keratocoagu- 
lation  and  soon  thereafter,  becomes  erythe- 
matous as  the  inflammatory  reaction  ap- 
pears. The  next  day  the  color  of  the  skin 
usually  changes  to  a brownish  hue. 

The  chemexfoliant  is  usually  cast  off  by 
the  8th  to  12th  day,  and  it  takes  about  three 
weeks  for  the  edema  and  erythema  to  grad- 
ually disappear.  Bland  oils  or  emollients, 
with  or  without  antibiotics,  may  be  applied 
to  the  crust.  Fissuring,  exudation,  and  pru- 
ritus are  noted  occasionally.  Steroid  ther- 
apy, topical  or  systemic,  may  be  used  to  treat 
these  symptoms  if  they  are  troublesome.  In- 
fection, if  present,  will  require  local  or  sys- 
temic antibiotic  therapy. 

Chemexfoliation  was  used  on  353  acne 
scarred  patients.  These  patients  varied  in 
age  from  13  to  55  years.  Most  cases  (93.5 
per  cent)  were  of  the  mild  and  moderately 
scarred  type.  The  remaining  6.5  per  cent 
were  in  the  category  of  severe  scarring.  All 
patients  showed  improvement.  Patient  ac- 
ceptance of  the  procedure  and  results  was 
gratifying,  and  the  writer  was  also  pleased 
with  the  results. 

The  procedure  can  be  repeated  to  achieve 
maximum  improvement.  This  consists  of 
complete  retreatment  of  the  face,  local  areas, 
or  individual  scars  depending  upon  the  dis- 
cretion of  the  operator.  However,  enough 
time,  usually  several  months,  should  elapse 
before  evaluation  of  the  results.  In  the  case 


of  deep  scars  and  pits,  retreatment  should 
be  started  earlier. 

Being  richly  supplied  with  cutaneous  ad- 
nexa, the  facial  skin  reacts  more  favorably 
to  chemexfoliation  than  other  parts  of  the 
skin  which  are  thinner,  have  a poorer  sup- 
ply of  adnexa,  and  so  are  most  apt  to  scar. 
These  “thin  skin”  sites  are  the  neck,  back 
of  the  hands,  forearms,  and  arms.  Chemex- 
foliation and  dermal  planing  are  used  with 
greater  caution  here. 

Discussion 

MacKee  and  Karp,9  over  a ten  year  period, 
treated  112  acne  scarred  patients  with  lique- 
fied phenol.  They  gave  a total  of  540  treat- 
ments. Every  patient  showed  improvement; 
most  were  80  per  cent  improved.  Multiple 
treatments  were  given.  They  noted  no  kel- 
oids, ulceration,  sloughing,  or  infection  in 
this  group.  Many  of  MacKee’s  private  pa- 
tients, who  received  the  therapy  in  earlier 
years,  were  seen  10  to  30  years  later  and 
showed  no  late  sequelae  such  as  atrophy,  hy- 
pertrophy, wrinkling,  hyperkeratoses,  or  epi- 
thelioma. 

Combes,  Sperber,  and  Reisch,5  using  buf- 
fered phenol  on  200  patients,  observed  amel- 
ioration of  acne  scars  and  found  that  the 
method  was  effective  in  improving  the  leath- 
ery pitted  skin  which  is  not  helped  by  me- 
chanical dermabrasion. 

The  majority  of  the  patients  in  this  study 
showed  atrophic,  depressed  and  pitted  scars. 
After  therapy,  the  depressed  areas  became 
shallower  and  the  pitted  lesions  tended  to 
close.  Histologic  studies  of  the  acne  scars, 
after  phenol  treatment,  showed  a noticeable 
increase  in  collagen.  As  a result  of  this 
buildup,  the  depth  and  width  of  the  scar  de- 
creases. This  may  be  further  improved  by 
retreatment.  As  a result  of  increased  deposi- 
tion of  collagen  all  scars  of  the  types  men- 
tioned here  are  benefited. 

In  severe  (acne  conglobata  type)  scarring, 
chemexfoliation  is  of  definite  value.  These 
scars  can  be  gradually  built  up.  Some  lesions 
which  consist  of  cordlike  bands  and  hyper- 
trophic ridges  may  need  surgical  treatment 
in  addition.  Chemexfoliation  is  of  no  value 
in  hypertrophic  scarring;  planing,  surgery, 
or  electrosurgery  is  more  helpful. 

Ice  pick  scars  tend  to  close  with  chemex- 
foliation. They  may  also  be  removed  by  the 
cutaneous  biopsy  punch.  Dermal  planing  is 
of  no  value  in  ameliorating  these  scars. 

The  leathery,  enlarged  pored  skin  is  bene- 
fited by  chemexfoliation.  The  texture  is  im- 
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proved  and  the  pores  tend  to  become  smaller. 

Chemexfoliation  can  be  used  safely  around 
the  nose,  mouth,  and  also  upon  the  eyelids, 
thereby  enabling  the  operator  to  treat  the 
whole  face  and  avoid  color  discrepancies  be- 
tween treated  and  untreated  skin.  This  is 
not  possible  with  dermabrasion.  Many  pa- 
tients, who  have  had  one  or  more  skin  plan- 
ings,  have  been  treated  with  chemexfolia- 
tion. The  procedure  improves  further  the 
appearance  of  their  scars  and  skin  texture, 
and  achieves  a better  color  blending. 

Buffered  phenol,  as  the  writer  has  used  it, 
appears  to  be  a safe  therapeutic  agent.  He 
has  treated  approximately  1,000  patients 
with  this  agent  and  has  seen  no  toxic,  al- 
lergic, or  untoward  reactions.  Post -proce- 
dural urine  examinations  have  been  consist- 
ently negative  even  after  months.  In  a few 
cases,  positive  ferric  chloride  tests  have  been 
found  for  phenol  before  instituting  therapy. 
It  was  noted  that  some  patients  continued 
to  show  these  false  reactions,  but  no  other 
signs  during  treatment  and  observation;  it 
is  believed  that  some  substance  other  than 
phenol  is  responsible  for  the  reaction.  Un- 
less the  urine  had  been  tested  for  phenol  in 
advance  of  therapy,  one  would  have  assumed 
that  the  procedure  had  been  responsible  for 
the  “positive  phenol  reaction”. 

The  urine  normally  contains  conjugated 
phenols  in  amounts  which  range  from  20  to 
70  mg.  a day.  This  may  be  increased  in  path- 
ologic states  such  as  extensive  tissue  destruc- 
tion or  intestinal  obstruction.  Free  phenols 
are  present  only  in  traces.  The  liver  con- 
jugates phenol  with  either  glucuronic  acid 
or  sulfuric  acid.  Free  phenol  is  oxidized  to 
hydroquinone  and  pyrocatechin. 

If  phenol,  in  the  buffered  concentrated 
anhydrous  state,  is  applied  to  the  skin  in 
small  quantities  and  slowly,  most  of  it  will 
combine  with  the  surface  keratin  proteins 
to  form  a keratocoagulate  and  very  little  will 
be  available  for  absorption.  Oxidation  or 
conjugation  will  nullify  the  small  amount  of 
free  phenol  that  might  escape  through  the 
keratin  coagulum.  In  view  of  the  inability 
to  demonstrate  renal  toxicity,  after  exhaus- 
tive urine  studies,  and  the  failure  to  detect 
other  signs  of  serious  phenol  toxicity,  it  is 
believed  that  this  is  a safe  therapeutic  chem- 
exfoliator  when  used  properly. 

Scarring  on  intact  normal  skin  is  a poten- 
tial hazard  when  a mechanical  (dermabra- 
sion) or  chemical  (chemosurgical)  procedure 
is  applied  to  the  skin.  Knowledge  of  cutane- 
ous anatomy  and  the  capability  of  the  chemo- 


surgical agent  to  be  used,  should  greatly 
minimize  the  possibility  of  scarring.  A buf- 
fered anhydrous  phenol  chemexfoliator  is  a 
much  less  caustic  agent  than  trichloracetic 
acid. 

Pigment  changes,  which  also  occur  in 
dermabrasion,  may  occasionally  be  seen.  Hy- 
perpigmentation usually  results  from  too 
early  sun  exposure.  The  patient  must  be 
cautioned  to  avoid  sun  exposure  for  about 
three  months.  Sunscreening  topical  appli- 
cations should  be  stressed  for  protection  dur- 
ing this  period.  In  some  individuals  there  is 
a tendency  to  hyperpigmentation.  In  any 
event  the  excessive  pigmentation  will  usually 
disappear  in  time,  but  may  be  hastened  by 
therapy. 


Summary 

Chemexfoliation  (cosmetic  chemosurgery) 
is  an  effective  method  for  treating  acne  scar- 
ring. It  may  be  accomplished  by  the  use  of 
buffered  anhydrous  phenol  solution,  which  is 
a safe  agent  when  properly  used.  Chemex- 
foliation has  advantages  over  other  methods 
in  providing  a better  textured  and  color 
blended  skin,  while  ameliorating  the  scarred 
tissue. 
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Enzymatic  Debridement  with  Debricin 

MELVIN  SPIRA,  D.D.S.,  M.D.,  ALBERTO  SANCHEZ,  M.D.,  and  S.  BARON  HARDY,  M.D. 


THE  TREATMENT  of  the  extensively 
burned  patient  has  been  the  subject  of 
intense  investigation  in  recent  years.  Prob- 
lems of  the  acute  phase  in  severely  burned 
patients  in  terms  of  parenteral  therapy  gen- 
erally have  been  overcome.  The  debridement 
of  the  burn  wound  and  its  preparation  for 
skin  grafting  must  follow. 

Whether  the  patient  is  treated  by  “open” 
or  “closed”  methods,  the  usual  method  of 
debridement  depends  upon  a natural  separa- 
tion of  the  eschar  and  its  mechanical  remov- 
al utilizing  various  types  of  dressings.  The 
time  honored  conservative  methods  of  de- 
bridement, although  safe,  are  inefficient, 
necessitating  a great  deal  of  time  and  effort 
by  the  patient  and  personnel  involved.  It  is 
often  debilitating  in  terms  of  pain  and  pro- 
longed hospitalization.  Surgical  debridement 
(excision)  requires  accurate  determination 
of  the  burn  depth  by  frequently  inaccurate 
methods  and  is  generally  accompanied  by  in- 
creasing mortality  from  all  but  the  smallest 
wounds.  The  ideal  method  of  debridement, 
that  which  is  safe,  effective,  painless,  and 
unaccompanied  by  any  deleterious  effect  on 
the  subsequent  grafting  procedure  has  yet  to 
be  found. 

An  effort  in  this  direction  has  been  made 
with  the  development  of  debriding  agents. 
Various  chemicals  and  enzymes  have  been 
utilized  alone  or  in  combination  with  other 
methods  described,  with  varying  degrees  of 
success.  The  value  of  such  an  agent  is  obvi- 
ous. Primarily  there  would  be  a shortening 
in  the  time  necessary  for  debridement  with 
a reduction  in  trauma  to  the  patient.  By  de- 
creasing the  time  between  burning  and  total 
coverage,  the  susceptibility  of  the  patient  to 
infection  is  decreased.  In  addition,  by  rapid 
coverage  of  the  burn  surface,  residual  scar- 
ring and  contractures  are  proportionately 
lessened.  Sparing  the  patient  prolonged  hos- 
pitalization will  reduce  the  cost  in  terms  of 
bed  care  and  medical  attention.  Considering 


the  vast  number  of  burns  treated  each  year, 
the  saving  of  only  a few  days  in  each  case 
on  the  total  length  of  hospital  stay  would 
more  than  offset  the  cost  of  the  debriding 
agent. 

The  writers  have  evaluated  the  enzyme 
ficus  protease  or  Debricin.*  This  enzyme,  the 
first  proteolytic  enzyme  crystallized  from 
plant  sources,  was  reported  by  Walti12  in 
1938.  It  is  derived  from  the  latex  of  plants 
of  the  fig  family.  Crude  latices  of  fig  plants 
have  long  been  used  for  the  clotting  of  milk 
in  cheese  making  and  for  medicinal  proper- 
ties as  antihelminthics.  In  its  action,  it  is 
closely  related  to  papain,  derived  from  papa- 
ya plant,  and  bromelin,  from  the  pineapple. 
Contrary  to  other  enzymes,  Debricin  exhibits 
a relatively  high  degree  of  proteolytic  activ- 
ity. Connell  and  Rousselot  have  reported  the 
successful  use  of  Debricin  as  a debriding 
agent  in  a variety  of  wounds  including 
burns.4’ 5-  6 More  recently,  the  efficacy  of 
Debricin  in  removing  the  eschar  of  partial 
and  full  thickness  burns  in  children  has  been 
reported  by  Chamberlain,  and  others.3 


Materials  and  Methods 

Debricin  is  a lyophilized  protease  which 
comes  in  a light  tan  stable  powder -granule 
form  which  mixes  readily  with  the  sterile 
buffered  petrolatum  base  provided.  The 
amount  of  powder  and  base  necessary  to 
make  60  Gms.  of  a 4 per  cent  concentration 
are  packaged  together.  Utilizing  a clean  but 
not  sterile  technique,  the  enzyme  is  applied  to 
the  burn  wound  in  a layer  about  1/8  inch 
thick,  covered  with  multilayered  gauze,  cello- 
phane and  elastic  bandage.  Initial  reactions 
are  carefully  noted,  in  terms  of  temperature 
elevation  and  subjective  complaints.  (This 
will  be  mentioned  later.)  The  dressings  are 


*Debricin  supplied  by  Johnson  & Johnson,  Depart- 
ment of  Clinical  Research,  New  Brunswick,  N.  J. 
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Old  methods  of  debridement  are  painful  and 
long  drawn  out.  Ultimately,  enzymatic  de- 
bridement may  prove  to  be  better,  and  to 
this  end  investigation  is  being  pursued. 
The  authors  have  evaluated  the  agent  De- 
bricin  which  is  the  enzyme  ficus  protease. 


usually  changed  every  24  hours  and  are  con- 
tinued until  debridement  is  complete,  or  few 
necrotic  elements  persist  which  are  removed 
manually.  At  each  dressing  change  the  wound 
is  washed  with  saline,  and  any  loose  eschar 
is  removed.  Appropriate  cultures  are  taken 
prior  to  and  at  the  completion  of  debride- 
ment. Any  untoward  reaction  is  an  indica- 
tion for  discontinuing  Debricin  and  carrying 
out  debridement  in  a conventional  fashion. 
Following  debridement,  the  wound  is  wet 
dressed  one  or  two  days,  then  skin  grafted. 
With  two  exceptions,  all  of  the  patients  in 
the  series  were  given  parenteral  antibiotics. 

Results 

A total  of  20  cases  of  burns  of  varying 
extent  and  depth  were  treated  with  Debricin. 
Patients’  ages  ranged  from  3 through  80  and 
the  percentage  burn  was  up  to  50  per  cent 
third  degree.  The  number  of  Debricin  appli- 
cations necessary  ranged  from  one  through 
ten.  The  debridement  was  termed  complete 


when  no  surgical  debridement  was  per- 
formed prior  to  or  at  the  time  of  skin  graft- 
ing. In  only  two  cases  was  the  debridement 
called  incomplete.  These  cases  are  summar- 
ized in  Table  1.  Selected  cases  are  presented 
in  Figs.  1 through  4. 

Discussion 

It  is  difficult  to  discuss  Debricin  without 
briefly  alluding  to  the  various  agents  which 
have  been  utilized  for  debridement  in  the 
past.  These  include,  among  others,  pyruvic 
acid,s  papain,  and  urea,2  trypsin10  and  more 
recently  dialysates  obtained  from  various 
bacteria.  Included  among  the  latter  are  a col- 
lagenase  derived  from  clostridia1  and  strep- 
tokinase and  streptodornase,7  both  derived 
from  streptococcal  organisms.  Reported  ini- 
tial successes  have  given  way  to  disappoint- 
ing clinical  results  and  their  usage  has  never 
been  popular.  Generally  their  cost  has  not 
been  prohibitive,  application  not  difficult 
and  they  are  unaccompanied  by  notable  toxic 
reactions.  The  principal  reason  for  their 
failure  to  become  popular  has  been  their  lack 
of  efficacy,  simply  inability  to  remove  necro- 
tic tissue  at  a speed  sufficient  to  warrant 
their  usage.  This  failure  in  part  is  based 
upon  the  relative  specificity  of  the  various 
enzymes  for  definitive  substrates.  Strepto- 
kinase, with  its  specific  substrate  fibrin, 
streptodornase,  acting  primarily  upon  nucle- 
oproteins,  or  trypsin  hydrolyzing  the  smaller 
protein  molecules  are  examples.  In  burns, 
the  substrate  is  primarily  the  eschar  com- 
posed of  more  than  70  per  cent  denatured 
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Fig.  1.  Case  11.  Six  year  old  Negro  girl  with  a 16  per  cent 
third  degree  burn.  a.  Condition  on  eighth  post  burn  day. 
b.  After  first  application  of  Debricin.  c.  Following  third 
application,  eleventh  post  burn  day.  d.  One  day  later, 
e.  Two  days  after  fifth  and  last  Debricin  treatment,  ready 
to  skin  graft.  Observe  negligible  local  skin  reaction. 


collagen.  Between  the  eschar  and  underlying 
undamaged  tissue  lies  a zone  of  altered  via- 
bility including  dermal  collagenous  cords,  in- 
terspersed among  which  is  a coagulum  of 
fibrin,  blood,  and  tissue  cells.  Debricin  is  a 
highly  specific  lytic  agent  for  denatured  col- 
lagen. While  other  enzymatic  debriders  are 
effective  by  acting  in  combination  with  nat- 
ural proteolytic  enzymes  in  promoting  sepa- 
ration of  the  burn  eschar,  Debricin  is  capa- 
ble of  attacking  the  eschar  itself.  The  rela- 
tive high  degree  of  proteolytic  activity  is 
evidenced  in  the  following  table,  based  upon 
the  reported  findings  of  Douglas,  and  others. 
(Table  2.) 

The  exact  manner  in  which  the  enzyme 


acts  is  not  known.  In  vitro  studies  show  that 
it  hydrolyzes  benzoyl-L-argininamide,  a com- 
ponent of  collagen.11  It  is  postulated  that 
polypeptid  bonds  found  in  denatured  collagen 
are  broken,  leading  to  a solubilizing  of  the 
collagen.  In  addition,  the  enzyme  probably 
participates  with  the  natural  proteolytic  en- 
zymes found  between  the  eschar  and  its  base, 
liquefying  and  lysing  the  clots  and  exudate 
present,  further  promoting  a separation  of 
the  eschar.  The  enzyme  will  not  affect  par- 
tially denatured  or  living  tissue. 

Initial  enthusiasm  for  the  enzyme  has  been 
tempered  by  a number  of  factors  which  are 
mentioned  briefly. 

Infection. — Bacteriological  activity  in  the 
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Fig.  2.  Case  14.  Three  year  old  Negro  girl  with  a 35  per 
cent  third  degree  burn.  a.  Seventy-two  hours  post  burn. 
Debricin  debridement  commenced  on  fifth  post  burn  day. 
b.  During  treatment,  c.  Following  debridement,  total  of 
eight  applications.  Note:  Arm,  trunk,  and  upper  thigh 
treated;  lower  thigh  untreated  with  persistent  eschar. 


burn  wound  in  relation  to  enzyme  action  has 
been  of  much  concern.  The  use  of  proteolytic 
enzymes  produces  an  excellent  culture  medi- 
um for  bacterial  growth.  The  digested  eschar 
serves  as  a pablum  for  the  organisms  which 
normally  inhabit  the  burn  wound.  A fibrino- 
lytic effect  leading  to  a breakdown  in  the 
natural  barriers  present  at  the  junction  of 
viable  and  nonviable  tissue  has  been  postu- 
lated as  another  possible  deleterious  factor. 
Add  to  these  factors  an  enclosed  dressing 
preventing  transudation  of  the  breakdown 
products  and  an  ideal  bacteria  incubator 
would  appear  to  result.  The  authors  ob- 
served transitory  temperature  elevation  but 
no  sign  of  untoward  effects  infection-wise. 
There  was  no  evidence  of  local  bacterial  in- 
vasion in  the  form  of  cellulitis  or  lymphan- 
gitis where  Debricin  was  applied  to  an  ex- 
tremity. Cultures  were  made  of  all  wounds 
prior  to  skin  grafting.  The  usual  organism 
encountered  included  Staphylococcus  aureus, 
Proteus,  Pseudomonas,  and  Escherichia  coli. 
Hemolytic  streptococci  were  cultured  in  one 
case  and  the  result  of  skin  grafting  in  this 
solitary  case  was  very  poor.  Debricin  is  not 
bactericidal.  Previous  studies9  show  that 
combining  the  enzyme  with  polymyxin,  tetra- 
cycline, chlortetracycline,  oxytetracycline  and 
erythromycin  impairs  the  antibiotic  activity. 


The  writers  did  not  incorporate  other  anti- 
biotics locally  in  the  burn  dressings  with  the 
Debricin.  All  of  these  burns  except  two,  re- 
ceived penicillin  and  streptomycin  during 
debridement. 

Pain. — Pain  was  significant  where  a 7.7 
per  cent  concentration  of  Debricin  was  used. 
It  has  not  been  of  consequence  in  this  study 
in  which  concentrations  of  1 to  4 per  cent 
were  used  throughout  the  study.  In  five 
patients,  subjective  and  objective  signs  of 
pain,  characterized  by  a transient  burning  or 
stinging  sensation,  were  not  severe  enough 
to  cause  discontinuation  of  treatment. 

Skin  Sensitivity . — Skin  reaction  to  the  en- 
zyme was  seen  in  2 of  the  15  cases.  In  one 
patient  there  was  a definite  reaction  similar 
to  a contact  dermatitis.  The  condition  was 
apparent  only  after  several  applications  of 
the  enzyme.  It  subsided  quickly  when  Debri- 
cin was  discontinued.  In  another,  the  reac- 
tion was  only  questionable  and  not  borne  out 
by  a patch  test.  Erythema  and  maceration 
at  the  periphery  of  the  burn  are  not  uncom- 
mon and  are  not  serious. 

Hemorrhage. — The  sanguinous  nature  of 
the  exudate  following  removal  of  the  Debri- 
cin dressing  has  been  repeatedly  observed. 
This  has  been  attributed  to  either  a break- 
down of  the  fibrin  barrier,  opening  up  capil- 
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Fig.  3.  Case  2.  Sixteen  year  old  Negro  boy  with  a 10  per  following  closed  treatment,  b.  Debridement  resulting  from 

cent  third  degree  burn.  a.  Picture  at  two  weeks  post  burn  five  daily  applications  of  Debricin. 


Fig.  4.  Case  9.  Three  year  old  white  girl  with  a 20  per  cent 
second  degree  burn.  a.  Condition  on  eleventh  post  burn 

lary  elements  in  the  underlying  normal  tis- 
sue, or  possibly,  the  enzymes  effect  on  de- 
vitalized heaped  up  granulation  tissue.  How- 
ever, in  only  one  case  was  frank  hemorrhage 
observed.  It  appears  that  bleeding  is  signifi- 
cant as  a sign  of  complete  or  almost  com- 
plete debridement. 

Deep  Second  Degree  Burn. — The  very  deep 
second  degree  burn  or  mixed  burn’s  relative 
resistance  to  debridement  has  been  observed 
by  these  writers.  The  enzyme  is  highly  spe- 
cific for  dead  tissue,  and  where  there  is  no 
clear  cut  line  between  normal  tissue  and  that 
of  impaired  viability,  lysis  of  the  eschar  is 
unquestionably  delayed.  In  these  series  two 
debridements  were  judged  incomplete — that 
is,  surgical  debridement  was  necessary.  Both 
cases  were  deep  second  degree  burns,  burns 
with  persistent  islands  of  partially  necro- 
tized dermis.  In  each  case  debridement  with 
Debricin  was  stopped  at  the  end  of  six  days 
when  it  became  obvious  that  these  adherent 
areas  were  not  being  affected.  The  enzyme 
acting  on  a substrate  of  partially  necrotized 
tissue  will  soften  but  not  lyse.  It  is  doubtful 


day.  b.  After  only  one  application  of  the  enzyme  to  each 
side  on  different  days  (Table  1). 

that  continued  application  of  the  agent  is 
worthwhile  in  the  face  of  deep  second  degree 
burns  which  do  not  respond  in  a few  treat- 
ments. 

Take  of  Skin  Graft. — The  take  of  skin 
grafts  on  Debricin  debrided  wounds  was  gen- 
erally good,  with  two  notable  exceptions.  A 
hemolytic  streptococcal  infection  was  respon- 
sible for  almost  complete  loss  in  one  of  the 
earlier  cases.  In  a recent  case  in  which  the 
take  was  only  fair — the  organism  cultured 
was  pure  E.  coli.  Enzymatically  debrided 
wounds  were  dressed  with  fluff  gauze  mois- 
tened with  saline  for  24-48  hours  after  de- 
bridement prior  to  skin  grafting. 

Conclusion 

The  best  form  of  enzymatic  debridement 
is  yet  to  be  found.  It  may  lie  in  a combina- 
tion of  enzymes,  each  having  a specific  sub- 
strate, capable  of  lysing  all  elements  of  the 
eschar  in  addition  to  partially  devitalized  \ 
tissue,  the  cells,  and  exudate  of  the  wound. 
This  compound,  if  found,  might  rapidly  sol- 
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Table  2. 


COMPARATIVE  LABORATORY  STUDY 
OF  THE  DEBRIDING  EFFECT  OF  SIX  ENZYMES 


Enzyme 

Concentrat  ion 

pH 

Average  % of  a 7 day  old  guinea  pig 
eschar  debrided  otter  ! 

1 day 

2 days 

3 days 

Bacto-trypsin 

7.5% 

7 5 

0 

0 

0 

Crystalline  Trypsin 
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7.0 

0 

0 

0 
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7.5% 

5.0 
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5 

5 

Popai  n-chlorophyl  l-urea 

10.0% 

6.4 

0 

0 

0 
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■»:«& ! IB 
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0 

0 

0 

Purified  fig  latex 
protease  (Debricin) 

7.  5% 

5.0 

5 

65 

95 

Jelly  base  control 

5.0 

7 0 

0 

0 

0 

0 

0 

0 

Comparative  Laboratory  study  of  the  debriding  effect  of  six  enzymes 
Oouglos  J F Ferridoy,  JC  and  Goughron,  E R L American  Journal 
of  the  Medical  Sciences  Vol.235,  No  4 April  1958 
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ubilize  collagen,  keratin,  elastin,  fibrin,  and 
exudate  at  a uniform  rate  without  deleterious 
effect  upon  normal  tissue.  To  this  end  inves- 
tigation is  being  pursued. 

In  conclusion,  Debricin  is  not  proposed  as 
a “cure  all”,  as  a method  to  be  used  in  all 
cases  or  as  a total  substitute  for  the  time 


Dr.  Spira  presented  this  pa- 
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Surgeons  in  Galveston  in 

1961. 
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honored  conservative  methods  of  manage- 
ment of  the  burn  wound.  Its  usage  may  be 
advocated  as  an  adjunct  in  burn  therapy, 
especially  in  children,  to  be  utilized  in  cases 
of  deep  burns  where  safe,  rapid  debridement 
of  select  areas  is  a prime  objective. 
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Long  Acting  DBI  in  Treatment 
Of  Unstable  Adult  Diabetes 

ALFRED  E.  LEISER,  M.D. 


FORTUNATELY,  most  adult  diabetic  pa- 
tients have  a stable  form  of  the  disease, 
and  management  usually  is  not  difficult 
whether  or  not  insulin  is  used.  Oral  agents 
in  this  type  of  diabetes  often  are  used  as  a 
convenience  to  the  patient,  and  frequently  do 
not  improve  the  previous  diabetic  control. 
The  unfortunate  individual  with  unstable  di- 
abetes, however  cooperative  and  intelligent, 
exhibits  obvious  fluctuation  in  his  diabetes. 
Control  of  this  disease  is  always  difficult  and 
constitutes  a problem  in  management  for  the 
patient  and  physician  and  usually  requires 
extra  feedings,  insulin  combinations,  or  mul- 
tiple insulin  injections.  The  brittle  diabetic 
is  prone  to  show  glycosuria,  yet  may  have 
frequent  and  severe  insulin  reactions;  he  is 
subject  to  acetonuria  and  must  adhere  to  a 
rigid  dietary  regimen. 

Various  reports  have  suggested  that  phen- 
formin  (DBI)  in  conjunction  with  insulin 
tended  to  stabilize  brittle  diabetes,  thereby 
lessening  the  frequency  of  hypoglycemia  and 
glycosuria.1’ 2 Though  a high  incidence  of 
gastrointestinal  side  reactions  occurred  and 
limited  its  usefulness,  the  over-all  results  in- 
dicated that  this  form  of  therapy  promised 
distinct  improvement  of  control  and  well- 
being to  the  unstable  diabetic  patient.  Pre- 
liminary data  on  the  DBI-TD  (timed-disin- 
tegration) capsule,  a long-acting  preparation, 
showed  that  a smoother  and  more  sustained 
DBI  action  was  possible  than  was  with  DBI 
tablets.7’ 10  The  data  also  suggested  that 
DBI-TD  might  further  facilitate  the  effect 
of  DBI  on  insulin  requirements  and  control 
of  unstable  diabetes.  Accordingly,  a study 
was  initiated  utilizing  the  DBI-TD  capsule  as 


In  a series  of  30  unstable  diabetic  patients 
in  a clinical  practice,  24  improved  favor- 
ably with  the  use  of  DBI-TD;  the  need  for 
insulin  was  diminished  but  still  necessary. 


an  ad j unct  to  the  more  conventional  modes  of 
therapy  in  adults  with  brittle  diabetes.  This 
paper  relates  the  author’s  experience  with  30 
patients  observed  for  more  than  two  years. 


Material  and  Method 

Only  cooperative  adult  diabetic  patients 
were  selected  for  evaluation.  Their  ages 
ranged  from  23  to  76  years.  All  but  four  had 
onset  of  disease  after  age  18  and  were  the 
most  unstable  and  difficult  to  manage  in  our 
private  clinic  practice.  Strict  exchange  diets  ; 
were  usually  adhered  to  and  insulin,  in  com- 
bination and/or  multiple  injections,  was  used 
in  all  cases.  These  patients  had  been  observed 
prior  to  the  inclusion  of  DBI  in  their  regi- 
men for  many  months  and  were  thought  to 
have  nearly  optimal  insulin  combinations  for 
their  diabetic  control;  yet  they  continued  to 
exhibit  extreme  instability  and  were  highly 
sensitive  to  small  increases  of  insulin.  Gly- 
cosuria frequently  was  evident  in  freshly 
voided  urines  before  each  meal  and  at  bed- 
time. In  spite  of  close  surveillance  and  excel- 
lent patient  cooperation,  insulin  reactions  of 
varying  intensities  constituted  the  most  an- 
noying feature,  although  glycosuria  occurred 
approximately  one-half  of  the  time  in  most 
patients.  If  insulin  was  increased  in  an  at- 
tempt to  lessen  glycosuria,  hypoglycemia  be- 
came significantly  more  frequent  and  severe. 
Several  patients  had  been  hospitalized  with  i 
hypoglycemic  convulsive  episodes,  and  in  sev- 
eral acidosis  had  occurred  also.  Only  slight 
reduction  in  insulin  led  to  persistent  gly- 
cosuria and  acetonuria.  Sulfonylurea  com- 
pounds were  attempted  in  23  patients  with- 
out benefit. 

Initially,  the  patients  were  given  a 100  mg. 
DBI-TD  capsule  each  morning  with  their 
usual  insulin  dose.  Urine  was  regularly  tested  . 
and  recorded.  Periodically,  fasting  and  post- 
prandial blood  sugars  were  determined.  The 
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patients  were  observed  at  frequent  intervals 
until  the  response  to  therapy  could  be  evalu- 
ated adequately;  hospitalization  was  seldom 
necessary.  Later  when  50  mg.  TD  capsules 
were  available,  this  dosage,  if  tolerated,  was 
given  twice  daily.  In  addition  to  the  blood 
sugars  the  following  laboratory  tests  were 
performed  on  all  patients  at  various  times: 
complete  blood  count,  urinalysis,  sedimenta- 
tion rate,  cholesterol,  blood  urea  nitrogen 
(BUN),  serum  glutamic  oxaloacetic  trans- 
aminase (SGOT) , bromsulphalein  (BSP),  al- 
kaline phosphatase,  bilirubin,  and  radioio- 
dine uptake. 

Results 

Usually  within  three  days  following  insti- 
tution of  DBI  therapy,  insulin  was  reduced 
by  4 to  15  units,  approximately  one-sixth  of 
the  prior  daily  insulin  requirement.  In  pa- 
tients with  favorable  response,  insulin  com- 
binations were  discontinued  and  a single  in- 
jection of  an  intermediate  acting  insulin  was 
administered  each  morning  along  with  DBI- 
TD.  Further  adjustments  were  made  depend- 
ing principally  on  the  urine  tests,  the  preva- 
lence of  hypoglycemic  reactions  or  acetonu- 
ria.  Changes  in  control  were  often  subtle 
and  were  apparent  even  four  to  six  weeks 
after  initiation  of  DBI  therapy. 

Of  the  30  patients  selected  for  study,  four 
could  not  tolerate  100  mg.  of  DBI-TD  because 
of  persistent  nausea.  When  the  dosage  was 
reduced  to  50  mg.  daily  nausea  continued  in 
one  patient  so  the  drug  was  discontinued.  No 
nausea  occurred  in  the  other  three,  but  two 
of  the  three  who  took  only  50  mg.  daily 
showed  no  drop  in  their  insulin  requirements 
or  change  in  their  basic  diabetic  state.  The 
100  mg.  dosage  of  DBI-TD  again  was  at- 
tempted in  the  two  patients  but  nausea 
promptly  reappeared  and  the  drug  was  dis- 
continued. The  remaining  patient  tolerated 

*He  originally  presented  this  paper  to  the  Texas 
Diabetes  Association  on  May  13,  1962. 


50  mg.  DBI-TD  without  adverse  symptoms 
and  eventually  exhibited  diminished  insulin 
need  and  further  improvement  of  the  diabetic 
state. 

Twenty-three  of  26  patients  who  tolerated 
the  100  mg.  DBI-TD  capsules,  either  as  100 
mg.  each  morning  or  50  mg.  twice  daily, 
showed  a decrease  in  daily  insulin  require- 
ments ranging  from  8 to  62  units  of  their 
prior  total  insulin  dose.  In  addition,  the  23 
could  be  managed  adequately  with  a single 
daily  injection  of  lente  insulin.  Three  pa- 
tients, however,  did  not  show  change  in  di- 
abetic control  and  chose  not  to  continue  DBI 
therapy  in  increased  dosage. 

True  evaluation  of  response  to  therapy  in 
this  group  of  diabetics  was  obviously  exceed- 
ingly difficult.  If  the  criteria  suggested  by 
Marble  and  Camerini5  utilizing  blood  sugars 
in  fasting  and  postprandial  states  were  ad- 
hered to,  these  patients  would  have  all  shown 
poor  control  on  any  regimen.  Because  the 
blood  sugar  values  varied  so  greatly,  little 
correlation  to  the  clinical  status  of  the  patient 
could  be  assumed  from  them,  and  we  did  not 
depend  upon  the  blood  sugar  for  our  clinical 
diabetic  control.  As  simple  a criterion  for 
diabetic  control  as  continued  lack  of  glyco- 
suria was  unsatisfactory  for  evaluation  also, 
for  when  this  condition  was  met  the  patients 
always  experienced  frequent  and  often  se- 
vere insulin  reactions.  The  patients  learned 
to  respect  continued  negative  urines  and  fre- 
quently complained  that  they  did  not  feel 
well  during  such  periods  and  did  not  wish 
to  continue  further.  Yet  the  percentage  of 
negative  urines  before  meals  and  at  bedtime 
was  of  some  value  for  evaluating  the  re- 
sponse. Twenty-four  hour  urine  glucose  de- 
terminations were  performed  only  occasion- 
ally. 

The  best  criteria  for  judging  the  clinical 
response  was  freedom  from  hypoglycemic  re- 
actions and  with  negative  urines  more  than 
half  of  the  time.  But  even  in  patients  with 
excellent  clinical  responses  the  blood  sugars 
showed  much  variation  and  did  not  aid  sig- 
nificantly in  evaluation.  In  addition,  the 
patient’s  awareness  of  improvement,  such  as 
more  freedom  in  exertional  activity  without 
precipitating  hypoglycemia  and  less  rigidity 
in  meal  timing  without  ensuing  reactions,  en- 
abled us  to  adequately  judge  the  response  to 
DBI-TD  therapy.  We,  however,  did  not  at- 
tempt to  grade  the  response  other  than  by 
indicating  improvement  or  no  improvement. 

Twenty-four  of  the  27  patients  who  could 
tolerate  DBI-TD  realized  improvement  as 
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compared  to  the  best  possible  control  on  com- 
bination insulin  therapy.  All  except  the  one 
patient  who  was  taking  50  mg.  daily  received 
100  mg.  of  DBI-TD  daily.  Insulin  reactions 
became  rare  occurrences.  Glycosuria,  how- 
ever, prevailed  frequently  and  was  only 
slightly  improved  over  former  control  except 
in  six  instances  in  which  it  was  diminished 
significantly.  Subjectively,  the  most  appreci- 
ated improvement  was  the  latitude  afforded 
the  patients  in  their  eating  schedule  without 
worry  of  hypoglycemia.  This  allowed  a later 
evening  meal  on  special  occasions. 

Acetonuria  was  rare.  This  varies  with  ex- 
perience of  others  who  frequently  noted  ace- 
tonuria as  a consequence  of  DBI  therapy.3'4’9 
Presumably,  this  is  explained  by  our  rela- 
tively low  dosage  of  long  acting  DBI  giving 
a more  constant  absorption  and  less  peaking 
of  blood  levels.  Neither  did  we  observe 
weight  loss  which,  too,  had  been  noted  in 
patients  receiving  higher  DBI  dosages.0- 8 

Though  most  of  our  patients  were  thought 
to  show  definite  improvement  in  control,  we 
did  not  note  a basic  change  in  the  unstable 
character  of  their  diabetes.  This  “brittle- 
ness” was  evident  by  the  continued  extreme 
fluctuation  of  blood  sugars  and  also  by  the 
impossibility  of  obtaining  total  freedom  from 
glycosuria  without  precipitating  frequent 
and  sometimes  severe  insulin  reactions.  In- 
sulin sensitivity,  too,  was  apparently  un- 
changed, and  in  no  case  could  our  patients 
be  compared  to  stable  diabetics.  Again,  this 
is  at  some  variance  with  published  reports 
suggesting  that  stability  of  diabetes  was  ac- 
complished in  patients  with  brittle  diabetes 
given  DBI.1- 2 Of  the  various  laboratory  tests 
studied,  no  alterations  were  noted  during  the 
period  of  DBI  therapy. 

The  majority  of  our  patients  were  given 
the  time  disintegration  capsule  when  DBI 
was  incorporated  into  their  diabetic  regimen 
without  their  having  first  attempted  the  tab- 
lets. When  one  patient  inadvertently  took  the 
equivalent  DBI  dosage  in  tablet  form  and 
promptly  became  nauseated  followed  by  de- 
terioration of  diabetic  control,  other  patients 
on  TD  capsules  were  changed  to  the  tablet 
form  of  therapy. 

Accordingly,  six  patients  were  given  25 
mg.  DBI  tablets  four  times  daily  instead  of 
the  100  mg.  DBI-TD.  All  had  shown  good 
responses  to  the  long  acting  DBI  and  had 
achieved  significant  reduction  in  insulin  dos- 
age. One  patient  exhibited  no  change  on  the 


new  regimen.  Three  complained  of  signifi- 
cant nausea  and,  along  with  the  remaining 
two,  noted  more  fluctuation  of  the  diabetes 
with  greater  glycosuria  and  a higher  insulin 
requirement.  Thus  it  appeared  in  this  small 
series  that  long  acting  DBI  was  superior  to 
the  tablets  and  that  the  action  was  not  en- 
tirely equivalent  on  a net  weight  basis. 

In  five  hospitalized  patients  placebo  cap- 
sules were  substituted  for  the  DBI.  All  pa- 
tients exhibited  continuous  glycosuria  after 
24  hours  and  acetonuria  followed  shortly 
thereafter.  One  patient  called  frantically  to 
announce  that  he  would  notify  the  manu- 
facturers of  DBI  that  this  most  recent  sup- 
ply of  DBI  was  faulty.  It  was  apparent  that 
DBI  lowered  the  insulin  requirement  in  his 
case. 

It  appeared  that  the  degree  of  subjective 
and  objective  improvement  was  related  to 
the  total  reduction  in  insulin  dosage.  The 
most  dramatic  responses  occurred  in  the  four 
patients  with  the  maximum  decreased  insulin 
need  representing  diminished  daily  require- 
ments from  65  to  22  units,  86  to  30,  68  to  24, 
and  54  to  20  units  of  insulin,  respectively.  In 
the  five  patients  exhibiting  no  change  in 
insulin  requirements  we  could  discern  no  dif- 
ference in  their  diabetes.  Likewise  these  pa- 
tients personally  noted  no  improvement  and 
they  did  not  object  to  discontinuance  of  the 
DBI.  In  spite  of  the  brittleness  persisting 
with  DBI-TD  therapy,  the  clinical  results 
were  gratifying.  All  patients  during  their 
most  recent  evaluation  were  asked  if  they 
would  care  to  discontinue  the  DBI  regimen 
and  return  to  their  former  program.  The 
answer  was  a resounding  “no”  in  the  24  pa- 
tients with  favorable  responses. 

Discussion 

Such  a study  lacks  precise  laboratory  con- 
firmation and  suffers  from  insufficient 
double  blind  techniques.  Yet  in  a clinical 
practice,  the  absolute  criterion  of  response 
to  a drug  is  whether  the  patient  fares  better 
on  the  therapy  being  attempted  than  on  the 
most  successful  regimen  previously  admin- 
istered. It  was  our  opinion  and  opinion  of 
the  patients,  too,  that  DBI-TD  therapy  in 
unstable  diabetes  achieved  this  goal. 

The  failure  to  truly  stabilize  the  basic 
“brittle”  disease  was  disappointing.  In  spite 
of  this,  however,  significant  subjective  and 
objective  improvement  in  control  was  af- 
forded. The  data  suggest  that  this  was  per- 
haps a reflection  of  the  lowered  insulin  re- 
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quirement.  In  all  patients  with  favorable  DBI 
response,  combinations  of  insulin  were  no 
longer  required  nor  were  multiple  injections 
necessary.  This  alone  constituted  an  advan- 
tage to  the  patient.  Freedom  from  insulin 
reactions  and  flexibility  in  the  eating  sched- 
ule were,  however,  the  most  satisfying  re- 
sults of  the  therapy.  When  the  full  improve- 
ment was  realized  no  patient  wanted  to  re- 
turn to  his  original  diabetic  program  though 
some  insulin  was  required  in  all  instances. 

Lastly,  in  this  series  the  drug  did  not  ap- 
pear to  have  any  toxic  properties  and  nausea 
constituted  a problem  in  only  three  of  the  30 
patients. 


Summary 

Unstable  diabetics  were  administered  long 
acting  DBI  in  addition  to  their  regular  regi- 
men. Although  the  need  for  insulin  was  di- 
minished in  patients  with  favorable  re- 
sponses, some  insulin  was  required  in  all 


cases.  Improvement  in  control  was  observed 
in  24  of  30  patients  but  the  basic  instability 
of  the  diabetics  did  not  appear  to  be  altered. 
No  adverse  effects  of  DBI  were  noted  in  the 
improved  group  and  DBI  was  thought  to  be 
a useful  adjunct  to  the  conventional  modes 
of  therapy  in  selected  cases. 

REFERENCES 

1.  Beaser,  S.  B.,  et  al.:  Phenformin  in  Management  of  Dia- 
betes Mellitus,  Diabetes  9:222  (May-June)  1960. 

2.  Fabrykant,  M.,  and  Ashe,  B.  I. : Use  of  Long-Acting  Phen- 
formin (DBI-TD)  with  Insulin-Dependent  Diabetes,  Metabolism 
10:684  (Sept.)  1961. 

3.  Goldner,  M.  G.,  et  al. : Phenformin  in  Management  of  Dia- 
betes Mellitus,  Diabetes  9:220  (May-June)  1960. 

4.  Marble,  A. : Phenformin  and  Ketoacidosis,  Diabetes  10 :321 
(July-Aug. ) 1961. 

5.  Marble,  A.,  and  Camerini,  R. : Clinical  Experience  with 
Sulfonylurea  Compounds  in  Diabetes,  Ann.  N.  Y.  Acad.  Sci. 
71:239  (July  10)  1957. 

6.  Moss,  J.  M.,  et  ah : Phenformin  in  Diabetic  Treatment, 
Med.  Times  89:561  (June)  1961. 

7.  Sadow,  H.  S.,  et  al. : Phenformin  Hydrochloride ; Biased 
but  Informed  Review,  Maryland  Med.  J,  11:76  (Feb.)  1962. 

8.  Walker,  R.  S.,  and  Hannah,  R. : Experiences  with  Phen- 
formin, Diabetes  10:275  (July-Aug.)  1961. 

9.  Walker,  R.  S.,  and  Linton,  A.  L. : Phenethyldiguanide : 
Dangerous  Side  Effect,  Brit.  Med.  J.  2:1005  (Nov.  14)  1959. 

10.  Weller,  C.,  and  Linder,  M. : Continuous  Blood  Glucose 
Measurements  in  Diabetics  Given  Phenformin  Timed-Disintegra- 
tion Capsules,  Metabolism  10:669  (Sept.)  1961. 

^ Dr.  Leiser,  6655  Travis  St.,  Houston  25. 


Young  Scientists  Play  with  Danger 

American  youth  is  encouraged  constantly  to  learn  more  about 
science,  and  no  one  suggests  that  these  budding  young  scientists 
should  be  discouraged.  The  American  Medical  Association,  however, 
warns  against  careless,  haphazard,  amateur  experimentation. 

Recently,  the  tragic  deaths  of  three  Texas  youths  from  explosion 
and  burns  re-emphasized  the  dangers  of  amateur  experimentation 
with  chemistry  and  explosives.  The  accident  reportedly  was  caused 
by  a mixture  of  chlorinated  disinfecting  powder  and  model  airplane 
fuel. 

The  fathers  of  the  Texas  boys  urged  other  parents  to  keep  a 
closer  watch  on  the  chemical  experiments  of  their  children. 

“A  youngster’s  natural  curiosity  is  a wonderful  thing  when  con- 
trolled; but  though  he  means  nothing  malicious  in  his  action,  the 
consequences  may  be  disastrous,”  the  parents  said. 
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Treatment  of  Emotional  Disorders 
With  Amobarbital,  Diazepam,  and  Psychotherapy 


WILLIAM  B.  CLINE,  JR.,  M.D. 


INDIVIDUAL  attempts  at  resolving  emo- 
tional conflicts  vary  greatly,  depending 
largely  upon  the  nature  of  the  conflict  and 
the  emotional  make-up  of  the  individual.  So- 
lution of  emotional  problems  may  be  a simple 
process  when  these  problems  are  relatively 
minor.  However,  attempts  at  solving  emo- 
tional conflicts  and  anxiety  of  varying  inten- 
sity are  often  difficult.  If  severe,  anxiety  is 
capable  of  paralyzing  the  individual  and  cre- 
ating a block  to  successful  self-management 
of  the  underlying  problem;  in  turn,  it  may 
give  rise  to  further  anxiety  and  intensifica- 
tion of  the  symptoms.  Psychiatric  techniques, 
too,  are  frequently  impeded  by  excessive 
anxiety.  Psychopharmaceuticals  with  specific 
anxiety-reducing  properties  have  become  im- 
portant adj  uncts  to  psychotherapy ; by  reduc- 
ing anxiety  to  more  comfortable  levels  they 
render  patients  more  amenable  to  psycho- 
therapy. New  drugs  continue  to  be  developed 
and  tested  in  the  search  for  more  effective 
and  qualitatively  different  compounds. 

One  of  the  older  compounds,  amobarbital, 
has  been  used  as  a diagnostic  aid  to  distin- 
guish between  organic  disorders  and  anxiety- 
induced  symptoms.  Therapeutically,  various 
techniques  employing  intravenous  amobarbi- 
tal (narcosynthesis,  narcoanalysis,  hypnoan- 
alysis)  have  been  used,  particularly  following 
World  War  II,  but,  with  the  exception  of 
narcoanalysis,  have  since  declined  in  popular- 
ity. Yanof,3  in  1958,  advocated  the  use  of 
intravenous  amobarbital  by  internists  in  the 
diagnosis  and  treatment  of  psychosomatic 
disorders.  However,  references  in  current  lit- 
erature, describing  the  treatment  of  emotion- 
al disorders  with  intravenous  amobarbital 
are  comparatively  few. 

Intravenous  amobarbital  is  clinically  use- 
ful in  relieving  acute  anxiety  and  associated 
symptoms,  applicable  in  both  psychiatric 
emergencies  and  critical  points  in  psycho- 


The  author  describes  ten  years  of  successful 
treatment  of  emotional  disorders  with  the 
combined  use  of  psychotherapy  and  the 
drugs,  amobarbital*  and  diazepam. f 

therapeutic  procedures.  It  is  also  useful  when 
administered  orally  in  insomnia,  and  for  day- 
time and  preanesthetic  sedation,  depending 
on  the  amount  administered.  A somewhat  un- 
conventional method  of  treatment  of  anxiety 
states  and  other  emotional  disorders  with 
intravenous  amobarbital  has  been  employed 
in  this  psychiatric  office  practice  for  more 
than  a decade.  Administration  of  relatively 
small  doses  of  amobarbital  by  rapid  intraven- 
ous injection  provides  highly  effective  relief 
of  anxiety  and  associated  symptoms  for  sig- 
nificant and  increasing  periods  of  time.1  In 
conjunction  with  psychotherapy,  this  treat- 
ment method  is  highly  effective,  particularly 
in  anxiety  reactions.  Drugs  with  less  potent 
anxiety-reducing  properties  have  been  found 
useful  as  adjuncts  in  this  therapeutic  pro- 
cedure. Daily  administration  of  such  drugs 
helps  to  maintain  reduction  of  anxiety  and 
tension  achieved  by  amobarbital  and  increas- 
es the  intervals  between  treatments. 

In  the  present  report,  results  of  combined 
treatment  with  intravenous  amobarbital,  psy- 
chotherapy and  daily  administration  of  di- 
azepam, a recently  introduced  drug,  were 
evaluated  in  a group  of  office  patients.  Di- 
azepam, a derivative  of  chlordiazepoxide,  was 
reported  to  be  more  potent  than  the  parent 
compound  in  anticonvulsant  tests  as  com- 
pared with  strychnine,  Metrazol,  or  electro- 
shock convulsions  in  mice,  and  more  potent 
as  a muscle  relaxant  in  mice  and  cats.2  Ex- 
tensive toxicological  experiments  in  animals 


*Sodium  Amytal,  product  of  Eli  Lilly  & Co.,  In- 
dianapolis, Ind. 

fValium,  product  of  Hoffmann-LaRoche  Inc.,  Nut- 
ley,  N.J. 
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revealed  that  diazepam  was  a well  tolerated 
drug.2 


Materials  and  Method 

Many  of  the  patients  in  this  office  are  re- 
ferred by  physicians  after  thorough  and  ex- 
tensive physical  examinations  have  revealed 
no  evidence  of  organic  disease.  Some  patients 
have  been  told  previously  that  nothing  is 
wrong  with  them,  that  their  symptoms  are 
due  to  nervousness,  and  that  if  they  “pull 
themselves  together”  their  troubles  will  dis- 
appear. Others  have  chronic  emotional  dis- 
orders for  which  they  have  received  many 
forms  of  therapy  for  extended  periods.  A 
large  proportion  of  our  patients  therefore 
arrive  in  our  office  with  misguided  and  er- 
roneous ideas  about  their  illnesses.  In  an  at- 
tempt to  correct  their  thinking,  careful  ex- 
planation of  two  points  in  the  initial  psychi- 
atric interviews  has  proved  advantageous. 
The  relationship  between  organic  and  func- 
tional factors  in  emotional  disorders  is  dis- 
cussed, and  patients  are  assured  that  their 
somatic  symptoms  are  not  imagined.  It  is 
explained  that  their  symptoms  are  most  like- 
ly caused  by  excessive  tension  and  can  be 
equally  discomforting  and  disabling  as  those 
caused  by  physical  disorders.  Patients  are 
relieved  and  more  confident  of  successful 
treatment  when  they  learn  the  true  nature 
of  their  symptoms  despite  negative  physical 
findings.  It  is  also  important  to  explain  that 
symptoms  of  anxiety  and  other  emotional 
states  have  little  in  common  with  mental  ill- 
ness, and  that  even  if  patients  have  felt  as 
though  they  were  losing  emotional  control  or 
“cracking  up”,  there  is  no  danger  of  insan- 
ity. Patients  usually  do  not  inquire  about 
this,  at  first  being  fearful  of  the  response, 
and  relief  is  often  clearly  visible  when  they 
learn  they  are  mentally  sound.  Following  dis- 
cussion of  these  two  important  points,  rap- 
port between  patient  and  physician  is  usually 
at  a peak. 

Injection  of  amobarbital  is  described  to  pa- 
tients as  a simple  test  to  determine  whether 
or  not  many  or  all  of  their  symptoms  are 
caused  by  excessive  nervous  tension;  they 
are  told  that,  if  the  test  is  positive,  tempo- 
rary relief  will  occur  and  the  same  injection 
can  then  be  given  as  treatment  in  conjunc- 
tion with  the  usual  psychotherapeutic  pro- 
cedures. It  is  also  explained  that  the  drug  is 
not  habit-forming.  With  this  information,  pa- 


tients are  usually  willing  and  eager  to  pro- 
ceed with  treatment. 

Prior  to  administration  of  amobarbital, 
patients  are  informed  that  a dizzy  or  drunk- 
like sensation  without  loss  of  consciousness, 
and  probably  a bitter  metallic  taste,  will  be 
experienced  a few  seconds  after  receiving  the 
injection  and  will  last  for  two  or  three  min- 
utes. Ten  minutes  following  administration, 
patients  are  ambulatory  and  able  to  go  home 
unassisted.  If  they  wish,  they  are  permitted 
to  rest  or  sleep  for  a short  time  but  may  be 
easily  aroused.  The  drug  is  administered 
with  the  patient  in  a reclining  position.  The 
solution,  1 cc.  sterile  distilled  water  to  1 grain 
amobarbital,  is  mixed  in  the  amobarbital  am- 
pul. The  injection  is  made  in  about  ten  sec- 
onds. An  easy  method  of  measuring  and  ob- 
taining a standard  speed  of  injection  is  to 
inject  the  solution  as  rapidly  as  possible  with 
a 25-gauge  needle. 

The  average  initial  dose  of  amobarbital  is 
2.6  grains.  This  may  be  reduced  for  smaller 
persons  and  increased  for  those  habituated 
to  barbiturates.  The  second  and  subsequent 
doses  may  be  increased  to  2.8,  3.0,  3.2  grains 
or  more  to  produce  desired  relaxation.  In 
most  patients  2.8  to  3.0  grains  is  sufficient 
dosage  although  some  may  require  as  high  as 
4.0  grains. 

After  the  first  treatment,  patients  are 
asked  to  return  in  five  days  and  are  told  that 
the  immediate  feeling  of  relief  experienced 
may  last  from  two  to  four  days,  and  that 
somatic  symptoms  due  to  tension  will  return 
some  time  before  the  end  of  five  days  but  will 
be  less  intense  than  before  treatment.  Inter- 
vals between  injections  are  increased  each 
time  when  possible.  In  mild  to  moderately 
severe  anxiety  states,  the  usual  successive  in- 
tervals are  5,  7,  10,  12,  14,  21,  and  30  days. 
According  to  severity  of  anxiety  and  response 
to  treatment,  these  intervals  may  be  short- 
ened or  lengthened.  In  the  more  severe  cases, 
shorter  intervals  are  desirable,  but  in  all 
cases  the  intervals  should  be  lengthened  as 
rapidly  as  possible. 

Amobarbital  is  administered  following  the 
psychiatric  interview  because  it  has  been 
noted  that  patients  lose  the  desire  to  discuss 
their  problems  after  obtaining  symptomatic 
relief. 

Eighty-four  patients  seen  in  private  office 
practice  comprised  this  study  and  received 
amobarbital  treatments  and  diazepam  in  con- 
junction with  psychotherapy.  There  were  56 
females  and  28  males,  and  ages  ranged  from 
11  to  71  years.  The  emotional  disorders  treat- 
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ed  included  anxiety,  depression,  tension, 
schizophrenia,  conversion  reaction,  post-con- 
cussion convulsive  disorder  with  instability, 
obsessive-compulsive  reaction,  and  acute  al- 
coholism (Table  1).  The  two  most  frequent 
symptoms  in  these  patients  were  nervousness 
and  insomnia.  Dizziness,  nausea,  headache, 
crying  spells,  various  aches  and  pains,  irrita- 
bility, phobias,  shakiness,  loss  of  appetite, 
and  weakness  were  among  other  reported 
symptoms.  Duration  of  illnesses  ranged  from 
1 month  to  16  years;  the  average  duration 
of  illnesses  was  4.4  years.  All  but  five  pa- 
tients had  received  previous  therapy,  con- 
sisting of  psychotherapy  and  sedation  in 
most,  although  a few  had  been  hospitalized 
and  had  received  electroshock  treatments. 

Amobarbital  treatments  previously  de- 
scribed were  given  to  all  patients.  Following 
the  first  amobarbital  treatment  or  five  days 
following  the  first  amobarbital  treatment, 
daily  oral  administration  of  diazepam  was 
initiated.  Total  daily  doses  ranged  from  2 to 
30  mg.  Most  patients  received  the  drug  in  5 
mg.  doses  two  or  three  times  daily.  Duration 
of  combined  amobarbital  and  diazepam  treat- 
ment ranged  from  five  days  to  nine  months ; 
approximate  average  duration  of  treatment 
was  three  months. 

Evaluation  of  results  was  based  upon 
symptomatic  improvement  as  judged  by  pa- 
tients’ comments,  and  by  observations  made 
during  psychiatric  interviews.  An  excellent 
response  indicated  complete  to  moderate 
clearing  of  symptoms ; good,  moderate  clear- 
ing of  symptoms;  fair,  minor  improvement; 
and  poor,  no  improvement. 

Results  and  Comments 

Individual  reactions  to  this  method  of  in- 
travenous amobarbital  administration  are 
varied  and  tend  to  be  repeated  after  each  in- 
jection. Immediate  symptomatic  relief  of 
anxiety  and  psychosomatic  symptoms  is  ex- 
perienced and  patients  invariably  express  the 
desire  to  remain  asymptomatic  at  all  times. 
Different  immediate  reactions  include  laugh- 
ing, crying,  smelling  bad  odors,  hearing  bells 
or  crickets,  and  others.  Occasionally  patients 
may  experience  brief  diplopia  or  other  dis- 
turbances of  vision  in  which  the  walls  seem 
to  move. 

Degree  and  duration  of  symptomatic  relief 
also  vary  considerably.  In  mild  to  moderately 


severe  anxiety  states,  patients  are  usually  I 
free  of  emotional  and  psychosomatic  symp- 
toms for  two  days,  with  partial  return  of 
symptoms  on  the  third  and  fourth  days  and, 
on  the  fifth  day,  return  of  symptoms  of  prac- 
tically the  same  degree  of  severity  as  before 
treatment.  In  more  severe  anxiety  states, 
relief  may  last  only  overnight  or  even  for 
a few  hours. 

Noticeable  improvement  in  understanding 
and  self-control  of  emotional  upsets  is  usually 
observed  at  approximately  the  third  visit.  Pa-  , 
tients  report  increased  ability  to  take  diffi- 
cult situations  in  stride  which  previously 
would  have  been  badly  upsetting.  Increased 
self-confidence  and  assertiveness  are  often 
seen.  Many  state  that  family,  friends,  and 
business  associates  have  also  noted  distinct 
improvement.  In  the  following  interview  fur- 
ther improvement  is  usually  reported.  Pa- 
tients at  this  time  are  still  disturbed  by  major 
stressful  situations,  and,  infrequently,  by 
minor  ones,  but  are  now  able  to  cope  with 
them  without  resorting  to  sedation.  The 
major  goal  of  treatment — restoration  of  self- 
control  and  automatic  control  of  tension — is 
frequently  observed  at  this  point.  By  this 
time  also,  we  are  usually  able  to  interpret 
some  of  the  factors  in  the  development  of 
anxiety  states  for  the  patients,  who  are  often 
amazed  at  the  simplicity  of  the  situation.  At 
the  fifth  visit,  patients  usually  report  that 
they  are  getting  along  well  with  only  a few 
mildly  distressing  symptoms  which  are  not 
troublesome.  They  often  express  surprise  at 
having  gone  for  a fairly  long  period  without 
psychiatric  help.  Patients  are  usually  confi- 
dent of  their  future  ability  to  handle  difficult 
situations  independently.  When  this  favor- 
able development  occurs  and  progress  con- 
tinues, treatment  can  be  terminated  shortly. 

Psychotherapy  is  greatly  facilitated  by  this 
treatment  method.  The  therapist  is  able  to 
proceed  at  a much  faster  rate  than  is  ordi- 
narily possible,  resulting  in  shortened  dura- 
tion of  treatment  with  reduced  costs  for  pa- 
tients. The  therapist  is  also  able  to  carry  a 
greater  case  load  than  otherwise  would  be 
possible,  a particularly  important  factor  in 
an  area  where  practicing  psychiatrists  are 
few. 

It  is  important  to  note  that  intervals  be- 
tween amobarbital  treatments  are  carefully 
and  intentionally  extended  well  beyond  the 
point  of  greatest  symptomatic  relief.  This  is 
done  in  order  to  make  patients  fully  (and 
painfully)  aware  of  their  symptoms,  and 
thereby  to  gain  better  understanding  of  their 
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emotional  disorders.  Thus,  at  the  outset  of 
treatment,  patients  are  able  to  adopt  rela- 
tively objective  attitudes  toward  their  ill- 
ness— a favorable  factor  in  subsequent  psy- 
chotherapy. 

One  of  the  important  advantages  of  this 
method  is  that  at  the  termination  of  treat- 
ment patients  usually  feel  they  have  no  fur- 
ther need  for  therapy,  and  there  is  no  dif- 
ficulty in  breaking  off  whatever  transference 
may  have  developed.  Patients  are  invariably 
happy  to  be  able  to  function  independently 
without  the  aid  of  the  therapist. 

In  our  past  experience,  this  method  of 
treatment  with  intravenous  amobarbital  usu- 
ally provides  a consistently  good  response  in 
patients  with  mild  to  moderately  severe  anx- 
iety. Severe  chronic  anxiety  is  often  brought 
under  a fair  measure  of  control,  occasionally 
even  when  electroshock  therapy  fails  to  pro- 
duce a desirable  response.  Refractory  dis- 
orders such  as  obsessive-compulsive  reactions 
are  not  as  effectively  managed  as  anxiety 
states,  but  we  believe  that  even  in  these  ex- 
tremely difficult  cases,  psychiatric  therapy  is 
facilitated  when  amobarbital  is  used.  Treat- 
ment of  other  psychiatric  problems  including 
post-concussion  syndromes,  alcoholism,  mi- 
graine headaches,  traumatic  neuroses,  neuro- 
dermatoses, and  senile  neuroses  may  be  fa- 
cilitated by  this  treatment  method.  Despite 
the  poor  response  with  the  one  schizophrenic 
patient  reported  in  this  study,  we  have 
found  that  we  are  able  materially  to  assist 
the  chronic  schizophrenic  in  maintaining  ade- 
quate levels  of  social  remission  with  the  aid 
of  amobarbital.  Many  times  patients  are  able 
to  hold  satisfactory  jobs  when  failure  of  ad- 
justment is  expected.  Rapport  with  highly  in- 
accessible patients  such  as  these  is  often 
greatly  increased  with  the  use  of  amobarbi- 
tal. We  believe  this  is  achieved  primarily  be- 
cause patients  believe  (from  the  point  of  the 


initial  interview)  that  something  of  a posi- 
tive therapeutic  nature  is  being  done  for 
them. 

In  the  present  trial  of  84  patients,  an  ex- 
cellent response  was  observed  in  30  cases, 
good  response  in  34  cases,  fair  in  9 cases 
and  a poor  response  in  11  cases  (Table  1). 
Several  typical  responses  to  treatment  may 
be  cited.  One  female  patient  with  anxiety  re- 
action due  to  an  automobile  accident  became 
more  sure  of  herself  following  therapy,  was 
relieved  of  symptoms  of  nervousness  and 
tension  and  lost  her  fear  of  driving.  Another 
patient  with  an  anxiety  reaction  had  com- 
plete relief  of  dizzy  spells  as  well  as  great 
improvement  in  temper  outbursts,  irritabil- 
ity, and  nervousness  following  treatments. 
One  patient  with  moderate  to  severe  anxiety 
and  complaints  of  poor  sleep,  poor  appetite, 
and  irritability  for  one  year,  had  a rapid  and 
excellent  response  to  treatment  with  dimin- 
ished symptoms  and  a subsequent  weight 
gain  of  20  pounds.  Two  patients  with  severe 
headaches  due  to  tension  reported  complete 
relief  of  headaches,  in  spite  of  considerable 
stress  in  one  since  the  onset  of  treatment. 

Another  patient  with  a severe  obsessive- 
compulsive  reaction  had  obsessive  thoughts 
of  harming  her  mother  and  husband,  which 
were  of  such  a nature  that  she  worried  ex- 
cessively and  could  not  bring  herself  to  use 
a knife.  After  the  first  injection  of  amobar- 
bital and  the  usual  psychotherapeutic  pro- 
cedure, she  did  not  improve  and  five  days 
later  diazepam  was  given  during  intervals 
between  office  visits.  Thereafter,  she  began 
to  improve  rapidly  and  several  weeks  later 
discovered  that  she  was  two  months’  preg- 
nant. Her  treatment  and  pregnancy  proceed- 
ed at  the  usual  rate,  but  late  in  pregnancy 
she  became  anxious  about  the  dangers  and 
discomforts  of  delivery  and  thus  required 
further  therapy  which  proved  beneficial.  She 


Table  1. — Summary  of  Response  to  Combined  Treatment  with  Amobarbital,  Diazepam, 

and  Psychotherapy. 


Indication 

No.  of 
Cases 

Excellent 

Good 

Fair 

h 

Poor 

Anxiety 

58 

22 

26 

3 

7 

Depression,  anxiety 

3 

2 

1 

Depression,  tension 

5 

1 

2 

2 

Depression 

10 

2 

4 

3 

1 

Tension 

3 

1 

2 

Schizophrenia,  paranoid  type 

1 

1 

Acute  alcoholism 

1 

1 

Conversion  reaction,  epilepsy 

1 

1 

Post-concussion  convulsive  disorder,  instability 

1 

1 

Obsessive-compulsive  reaction 

1 

1 

Total 

84 

30 

34 

9 

11 
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delivered  a perfectly  normal  baby  at  term, 
and  required  no  further  treatment,  having 
apparently  made  a complete  recovery. 

The  value  of  diazepam  as  daily  adjunctive 
therapy  in  this  treatment  procedure  is  to  sus- 
tain the  reduction  of  tension  and  anxiety 
originally  produced  by  the  amobarbital  treat- 
ments. Adjunctive  use  of  diazepam  helps  to 
increase  intervals  between  treatments.  Pa- 
tients who  exhibited  tension  and  depression 
in  many  forms  were  almost  universally  bene- 
fited when  given  diazepam,  a clinical  obser- 
vation which  was  not  reflected  adequately 
in  our  statistical  table.  Since  the  first  tran- 
quilizers were  introduced,  most  of  the  new 
products  have  been  tested  and  employed  in 
the  same  manner  as  diazepam  was  in  the 
present  trial.  None  of  the  other  drugs  have 
given  as  much  clinical  benefit  as  diazepam, 
and  its  continued  use  is  being  planned  in 
this  office.  Many  patients  have  described 
this  new  drug  as  “the  best  medicine  I ever 
had”,  referring  to  its  effect  in  controlling 
anxiety  and  depressive  symptoms. 

Side  effects  due  to  the  administration  of 
diazepam  occurred  in  seven  patients  and  were 
severe  enough  in  three  (one  with  lack  of 
energy,  one  with  rash,  and  one  with  confu- 
sion) to  discontinue  the  drug.  In  the  four 
other  patients,  side  effects  were  mild  and 
transitory  and  consisted  of  drowsiness  in  one 
patient,  dizziness  and  drowsiness  in  one,  nau- 
sea in  one,  and  feelings  of  “dopiness”  in  an- 
other. 

While  pharmacological  means  of  relieving 
anxiety  are  highly  effective,  they  provide 
only  symptomatic  relief  and  are  strictly  ad- 
junctive to  the  basic  techniques  of  psycho- 
therapy. This  is  emphasized  because  we  have 
noted  in  ourselves  a strong  tendency  on  occa- 
sion to  rely  on  this  simple  therapeutic  medi- 
um to  the  neglect  of  more  arduous  but  neces- 
sary and  beneficial  psychotherapeutic  tech- 
niques. 

In  view  of  the  excellent  therapeutic  results 
we  have  observed  for  more  than  ten  years 
with  the  use  of  intravenous  amobarbital  in 
conjunction  with  psychotherapy,  it  is  recom- 
mended that  this  treatment  method  be  more 
widely  applied  than  it  is  today  in  the  treat- 
ment of  anxiety  states  and  other  psychiatric 
problems.  It  may  be  added,  in  accordance 
with  Yanof’s  report,3  that  this  method  of 
treatment  be  applied  in  general  medicine  al- 
so in  the  treatment  of  psychosomatic  dis- 
orders. The  facility  of  the  technique  makes 


it  a highly  practicable  procedure,  and  its 
therapeutic  effectiveness  warrants  its  exten- 
sive use  in  both  general  and  psychiatric 
practice. 

Summary 

Amobarbital,  administered  by  rapid  intra- 
venous injection,  provides  immediate  and 
complete  relief  of  anxiety  and  related  psycho- 
somatic symptoms  for  varying  periods  of 
time  ranging  from  a few  hours  to  several 
days.  The  drug  has  been  employed  thera- 
peutically in  this  psychiatric  office  practice 
for  more  than  a decade  in  an  unusual  method 
of  treatment  of  patients  with  anxiety  states 
and  other  emotional  disorders.  A description 
of  the  method  employed  and  results  with  its 
use  in  conjunction  with  psychotherapy  and 
diazepam  in  84  patients  are  described.  Diag- 
noses included  anxiety,  tension,  depression, 
schizophrenia,  and  others.  Amobarbital  was 
administered  following  the  psychiatric  inter- 
view and  the  usual  successive  intervals  be- 
tween treatments  were  5,  7,  10,  12,  14,  21, 
and  30  days,  which  were  shortened  or  length- 
ened according  to  severity  of  symptoms  and 
response  to  treatment.  Diazepam  was  admin- 
istered to  patients  daily,  with  total  daily 
doses  ranging  from  2 to  30  mg.  Most  patients 
received  the  drug  in  5 mg.  doses  two  or  three 
times  a day.  Duration  of  treatment  ranged 
from  five  days  to  nine  months  and  approxi- 
mate average  duration  of  treatment  was 
three  months. 

In  this  trial  with  84  patients,  response 
was  excellent  in  30  cases,  good  in  34  cases, 
fair  in  9 cases,  and  poor  in  11  cases.  In  our 
experience,  this  method  of  treatment  usually 
provides  a consistently  good  response  in  pa- 
tients with  mild  to  moderately  severe  an- 
xiety. Severe  chronic  anxiety  may  be  brought 
under  a fair  measure  of  control.  Treatment 
of  other  psychiatric  problems  including  ob- 
sessive-compulsive reaction,  schizophrenia, 
alcoholism,  migraine  headache,  and  others 
may  be  greatly  benefited  by  the  use  of  amo- 
barbital. Psychotherapy  is  greatly  facilitated 
by  this  treatment  method,  enabling  the  ther- 
apist to  proceed  at  a faster  rate  and  carry 
a greater  case  load  than  is  ordinarily  pos- 
sible. It  is  emphasized  that  this  treatment 
method  is  strictly  adjunctive  to  the  basic 
techniques  of  psychotherapy. 

In  view  of  the  excellent  results  we  have 
observed  in  this  clinical  trial  with  combined 
drug  administration  and  psychotherapy, 
wider  application  of  this  method  in  the  treat- 
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in  relieving  anxiety  and  other  emotional 
symptoms  and  is  an  excellent  adjunct  to  this 
method  of  treatment. 


Dr.  William  B.  Cline  prac- 
tices psychiatry  and  neu- 
rology in  Corpus  Christi. 


ment  of  anxiety  and  other  emotional  prob- 
lems is  recommended.  It  appears  that  the 
new  drug  diazepam  is  particularly  effective 
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Insanity  Plea  Laws  Need  Revision 

Some  of  the  laws  covering  insanity  pleas  in  criminal  cases  are 
“so  archaic  that  they  are  dangerous,”  declare  two  Denver  psychi- 
atrists from  the  University  of  Colorado  School  of  Medicine. 

“A  substantial  change  in  the  word  and  spirit  of  the  law  on  crim- 
inal responsibility  is  overdue,”  Drs.  Franklin  G.  Ebaugh  and  John 
M.  Macdonald  wrote  in  the  April  13  Journal  of  the  American  Medi- 
cal Association. 

The  authors  described  public  dissatisfaction  with  the  administra- 
tion of  laws  governing  criminal  responsibility  when  a plea  of  insanity 
is  entered,  and  mentioned  that  the  public  is  critical  of  psychiatric 
disagreement  on  the  witness  stand  and  of  juries  for  acquitting  de- 
fendants who  are  not  psychotic  on  grounds  of  insanity. 

Public  ire  is  justified,  they  said,  but  it  should  be  directed  not  at 
the  psychiatrist  or  the  jurist  but  at  the  laws  themselves. 

The  tests  of  criminal  responsibility  in  most  states  are  derived 
from  the  English  M’Naghten  Rules,  under  which  the  accused  is  sane 
unless  he  is  laboring  under  such  a defect  of  reason  from  disease  of 
the  mind  that  he  did  not  know  the  nature  and  quality  of  the  act  he 
was  doing  or  did  not  know  that  it  was  wrong. 

“Only  the  idiot,  the  grossly  demented  senile,  or  the  severely  de- 
lirious patient  can  be  said  to  have  no  knowledge  of  right  or  wrong, 
and  these  persons  seldom  appear  in  the  criminal  courts,”  Drs.  Ebaugh 
and  Macdonald  said. 

According  to  the  authors,  large  numbers  of  offenders  can,  under 
the  laws,  be  labeled  insane  and  confined  indefinitely  in  institutions 
called  mental  hospitals,  which  are  really  prisons  in  disguise  and  which 
offer  only  a pretense  of  treatment  and  disregard  of  civil  liberties  and 
due  process. 

As  a solution,  the  two  psychiatrists  recommended  that  the 
M’Naghten  Rules  be  abolished  and  replaced  with  the  concept  of  “di- 
minished responsibility”  along  the  lines  of  The  Homicide  Act  intro- 
duced into  English  Law  in  1957.  This  change  would  allow  the  accused 
to  enter  a plea  of  diminished  responsibility  in  conjunction  with  a plea 
of  insanity.  The  diminished  responsibility  plea  to  a murder  charge 
would  lead  to  a verdict  of  “guilty  of  manslaughter”  and  the  sentence 
would  be  left  to  the  judge’s  discretion. 

The  judge  could  either  sentence  the  defendant  to  prison  for  a 
fixed  term  or  for  life,  or  place  him  on  probation  and  make  psychiatric 
or  other  medical  treatment  a condition  of  probation. 
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Clinicopathoiogic  Conference 

L.  LEIGHTON  HILL,  M.D.;  and  HARVEY  S.  ROSENBERG,  M.D. 


This  is  the  second  in  a series  of  clinicopathoiogic 
conferences  from  Baylor  University  College  of  Medi- 
cine in  Houston.  The  discussant  is  Dr.  L.  Leighton 
Hill,  assistant  professor  of  pediatrics,  Baylor  Uni- 
versity College  of  Medicine,  and  the  pathologist  is 
Dr.  Harvey  S.  Rosenberg,  director  of  laboratories, 
Texas  Children’s  Hospital,  and  assistant  professor 
of  pathology  and  pediatrics,  Baylor  University  Col- 
lege of  Medicine.  Dr.  Louis  Samper,  research  fellow 
in  experimental  biology  and  pediatric  infectious  dis- 
ease, also  participated  in  the  discussion. 


Protocol 

C.M.,  a two  year,  one  month  old  white 
male,  was  well  until  he  was  13  months  old, 
when  in  November,  1956,  he  developed  an 
upper  respiratory  infection,  followed  one 
week  later  by  generalized  edema.  Albumin- 
uria, without  hematuria,  was  noted  and  he 
was  treated  with  penicillin  and  one  injection 
of  adrenocorticotrophic  hormone  (ACTH). 
The  edema  decreased  but  reappeared  one 
week  later.  He  then  was  treated  with  corti- 
sone for  ten  days  and  with  ACTH  for  ten 
days.  The  latter  was  repeated  three  times 
over  a ten-week  period  of  time;  sometimes 
ACTH  was  given  four  times  a week.  In  June, 
1957,  the  patient  contracted  rubeola  on  a 
therapeutic  basis  but  was  not  helped.  The 
next  month,  he  received  prednisolone  for 
two  weeks  associated  with  slight  diuresis  and 
a slight  decrease  in  albuminuria.  A second 
course  of  prednisolone  was  associated  with 
only  slight  improvement.  In  the  eight-month 
period  before  admission  to  the  hospital,  he 
had  five  paracenteses;  the  last  was  in  Au- 
gust, 1957.  In  addition,  he  received  penicillin, 
tetracycline,  and  Lipogantrisin ; his  illness 
was  complicated  by  a constant  upper  respira- 

Guest  Editor: 

S.  H.  Frazier,  M.D. 
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tory  infection  and  two  episodes  of  cellulitis, 
involving  the  back  and  legs.  Hypertension 
was  noted  intermittently ; weight  ranged  be- 
tween 31  and  35  lbs. 

One  sibling  died  of  hydrocephalus  at  two 
years  of  age.  The  paternal  grandfather  had 
diabetes  mellitus,  and  the  maternal  grand- 
father had  asthma. 

Physical  examination  on  Nov.  3,  1957, 
showed  pulse,  150;  blood  pressure,  145/120 
mm.  of  mercury ; temperature,  99.2  F. ; 
weight,  44  lbs.  (90th  percentile)  ; height, 
34  in.,  (25th  percentile)  ; surface  area  0.55 
square  meters.  The  patient  was  alert  and 
intelligent  and  showed  generalized  anasarca. 
There  was  no  respiratory  distress.  The  phar- 
ynx was  injected.  There  was  a mucopurulent 
nasal  discharge.  Scattered  rhonchi  and  ex- 
piratory wheezes  were  noted  over  the  lung 
bases.  Examination  of  the  heart  was  nega- 
tive. An  abdominal  fluid  wave  and  shifting 
dullness  were  present.  The  liver  was  palpable 
2 cm.  below  the  right  costal  margin.  The  neu- 
rologic examination  was  negative. 

The  patient  was  given  a low  salt,  high  pro- 
tein diet.  Chloramphenicol  was  started.  Re- 
serpine  was  begun  three  days  later  to  control 
hypertension.  On  Nov.  10,  penicillin  was 
added.  Diarrhea  developed  shortly  after  ad- 
mission. Cellulitis  of  the  right  big  toe  was 
noted  during  the  second  week  of  hospitaliza- 
tion and  was  treated  with  warm  soaks  and 
Polymyxin  B ointment.  After  two  weeks  in 
the  hospital,  prednisone,  10  mg.  every  6 hrs. 
orally,  was  started  on  Nov.  17.  His  condition 
remained  unchanged.  In  addition,  he  devel- 
oped oral  moniliasis  which  was  treated  with 
Mycostatin.  Because  of  increasing  hyperten- 
sion, reserpine  was  increased.  Prednisone 
was  decreased  after  three  weeks  to  7.5  mg. 


It  was  not  difficult  to  determine  that  the 
patient,  a child,  had  the  nephrotic  syndrome, 
but  the  cause  of  the  symptoms  was  more 
difficult  to  determine. 
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every  6 hrs.  on  Dec.  7,  and  the  next  day  to 
5 mg.  every  6 hrs. 

His  weight  increased  gradually.  On  Dec. 
8,  an  abdominal  paracentesis  was  performed 
and  approximately  2000  ml.  of  milky  fluid 
was  removed.  An  otolaryngologist  thought 
the  child  had  subacute  adenoiditis  and  tonsil- 
litis. After  35  days  of  prednisone  with  nei- 
ther diuresis  nor  decreased  proteinuria,  pred- 
nisone was  decreased  to  2.5  mg.  every  8 hrs. 
Upon  release  from  the  hospital  on  Dec.  21, 
treatment  consisted  of  prednisone,  2.5  mg. 
every  8 hrs. ; reserpine,  1 mg.  orally  twice  a 
day;  and  oral  penicillin,  125  mg.  every  12 
hrs. 

The  patient,  however,  continued  to  have 
upper  respiratory  infections.  Periorbital 
edema  increased.  The  right  eyelid  and  right 
hallux  nailbeds  became  infected  and  required 
incision  and  drainage.  On  Dec.  26,  another 
paracentesis  was  performed.  No  fever  was 
noted.  Prednisone,  reserpine,  and  penicillin 
were  discontinued  approximately  ten  days 
before  his  second  admission  on  Jan.  1,  1958. 
Appetite  decreased  to  the  point  where  the 
patient  took  only  fluids.  Proteinuria  contin- 
ued to  be  4-plus. 

Physical  examination  on  Jan.  12  showed 
the  following : temperature,  99.6  F. ; pulse, 
120;  respirations,  24;  blood  pressure,  140/ 
100 ; weight,  35.5  lb.  The  patient  was  edema- 
tous and  irritable,  but  in  no  acute  distress. 
The  facial  and  periorbital  edema  was  associ- 
ated with  conjunctival  injection  and  ery- 
thema of  the  right  upper  eyelid.  The  lungs 
were  clear.  The  abdomen  was  prominent. 
There  was  an  umbilical  hernia  and  many 
paracenteses  scars.  Venous  distention  also 
was  noted. 

He  was  given  a regular  diet  without  added 
salt.  Tetracycline  was  started  on  Jan.  15,  and 
the  infection  over  the  right  eye  cleared  rap- 
idly. Intake  was  poor.  On  Jan.  24,  triamci- 
nolone, 10  mg.  every  6 hrs.,  was  begun,  and 
on  Jan.  28,  reserpine  was  started  because  of 
increased  hypertension.  The  patient  devel- 
oped fever  and  persistent  vomiting.  He  was 
given  prochlorperazine  dimaleate  for  four 
days.  On  Feb.  3,  reserpine  was  increased  to 
0.25  mg.  three  times  a day.  Vomiting,  how- 
ever, continued  and  the  child’s  intake  and 
output  were  poor. 

On  Feb.  10,  1958,  approximately  30  hours 
before  death,  a paracentesis  was  performed 
and  1900  ml.  of  fluid  were  removed.  The  pa- 
tient was  lethargic  and  breathed  heavily. 
Temperature  was  increased.  Physical  exami- 


nation approximately  five  hours  before  death 
revealed  purulent  exudate  in  both  nostrils, 
oral  moniliasis,  and  rhonchi  bilaterally.  Tri- 
amcinolone was  decreased  to  4 mg.  every  6 
hrs.  Tetracycline  was  discontinued,  and 
erythromycin  and  chloramphenicol  were  be- 
gun. Because  of  low  hemoglobin  level,  blood 
transfusion  was  started.  The  patient  died  on 
Feb.  11. 

Discussion 

DR.  L.  LEIGHTON  HILL:  Since  the  pro- 
tocol states  that  this  patient  had  anasarca, 
massive  proteinuria,  hypercholesterolemia, 
and  hypoalbuminemia,  it  can  be  stated  rather 
quickly  that  he  had  the  nephrotic  syndrome. 
The  differential  diagnosis  then  would  re- 
volve around  the  many  causes  of  this  syn- 
drome. The  great  majority  of  children  with 
the  nephrotic  syndrome  have  the  so-called 
idiopathic  variety  (thought  by  most  author- 
ities to  be  an  auto-immune  disease):  The 
term  “idiopathic”  implies  that  no  underlying 
intrinsic  renal  disease  such  as  acute  or 
chronic  proliferative  glomerulonephritis  or 
underlying  generalized  disease  process  such 
as  systemic  lupus,  diabetes,  anaphylactoid 
purpura,  or  amyloidosis  is  responsible  for  the 
syndrome.  The  term  also  implies  that,  such 
causes  of  the  nephrotic  syndrome  as  toxicity 
to  drugs  such  as  Tridione  and  Paradione,  al- 
lergies such  as  bee  stings  and  poison  oak,  and 
mechanical  factors  such  as  renal  vein  throm- 
bosis, constrictive  pericarditis,  and  conges- 
tive heart  failure  have  been  eliminated  in  the 
consideration  of  etiology.  Although  most 
children  manifesting  the  nephrotic  syndrome 
have  the  idiopathic  type,  this  is  not  true  in 
adult  patients  in  whom  less  than  half  of 
the  cases  would  be  termed  idiopathic.  Al- 
though unusual,  the  nephrotic  syndrome  in 
children  can  be  caused  by  the  etiologies  men- 
tioned previously,  and  these  must  be  consid- 
ered in  the  present  case.  At  Baylor  Univer- 
sity affiliated  hospitals  in  Houston,  in  the 
past  three  years  pediatricians  have  seen  the 
nephrotic  syndrome  due  to  the  following 
causes:  (1)  congenital  syphilis,  (2)  Tridi- 
one nephropathy,  (3)  bee  sting,  (4)  renal 
vein  thrombosis,  (5)  systemic  lupus  erythe- 
matosus, (6)  anaphylactoid  purpura,  and 
(7)  acute  proliferative  glomerulonephritis. 

In  the  present  case,  there  is  no  history  of 
ingestion  of  drugs  known  to  be  nephrotoxic ; 
there  is  no  history  of  contact  with  poison 
oak  or  bee  stings ; and  the  history  and  physi- 
cal findings  do  not  suggest  that  mechanical 
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factors,  such  as  renal  vein  thrombosis,  con- 
strictive pericarditis,  congestive  failure,  and 
so  on,  were  present.  Amyloidosis  is  extreme- 
ly rare  in  children,  and  we  have  no  reason  to 
suspect  this  disease  in  this  patient.  None  of 
the  manifestations  of  anaphylactoid  purpura 
were  present,  and  no  skin  or  joint  manifes- 
tations or  other  system  involvement  to  sug- 
gest lupus  were  noted.  The  nephrotic  syn- 
drome can  be  the  only  clinical  manifestation 
of  lupus,  however,  and  this  diagnosis  must 
be  considered,  particularly  in  the  steroid  re- 
sistant type  of  nephrotic  syndrome.  The  age 
of  this  patient  would  rule  strongly  against 
this  disease,  however.  The  history  and  course 
were  not  typical  of  a proliferative  or  post- 
streptococcal type  of  glomerulonephritis,  as 
there  was  no  hematuria,  no  mention  of 
red  cell  casts  at  onset,  hypertension  ap- 
parently did  not  occur  until  later  and  then 
only  after  extensive  steroid  therapy  had  been 
employed. 

Because  of  the  patient’s  age  and  lack  of 
response  to  steroids,  an  infantile  type  of  ne- 
phrotic syndrome  would  have  to  be  consid- 
ered. Some  of  these  infants  have  a distinc- 
tive histologic  appearance  characterized  by 
immature  glomeruli  and  microcystic  changes 
involving  the  tubules. 

On  consideration  of  all  the  data  presented 
in  this  case,  I would  favor  a diagnosis  of 
idiopathic  nephrotic  syndrome.  This  histo- 
logic lesion  usually  seen  is  a membranous 
type  of  glomerulonephritis.  Since  this  pa- 
tient was  completely  refractory  to  steroid 
therapy,  I would  suspect  that  the  histologic 
changes  would  be  fairly  advanced  in  degree. 

The  patient  had  many  complications  dur- 
ing therapy  including  hypertension,  repeated 
infections,  osteoporosis,  and  malnutrition. 
The  infections  seemed  to  cause  the  most  se- 
vere problem,  and  in  the  end  an  infection  was 
apparently  the  cause  of  the  child’s  death.  He 
had  no  findings  to  suggest  that  renal  failure 
caused  his  demise  and  there  was  nothing  to 
suggest  bleeding  or  encephalopathy.  He  did 
have  fever,  respiratory  distress,  rhonchi  bi- 
laterally, and  purulent  exudate  in  both  nos- 
trils. I think  that  he  had  a severe  infection — 
probably  a pneumonia — which  was  the  im- 
mediate cause  of  death. 

DR.  HARVEY  S.  ROSENBERG:  At  post- 
mortem examination,  there  was  a firm, 
sharply  demarcated  area  of  consolidation  in 
the  lower  lobe  of  the  right  lung  (Fig.  1).  On 


Fig.  1.  Consolidation  in  the  lower  lobe  of  the  right  lung. 


the  cut  surface,  there  was  a large  quantity 
of  mucopurulent  exudate  in  this  area.  Staph- 
ylococcus was  cultured  from  both  the  peri- 
toneal space  and  the  lung.  There  was  a dif- 
fuse edema  of  the  remainder  of  both  lungs 
although  the  parenchyma  was  free  of  exu- 
date. 

The  kidneys  were  enlarged  to  60  Gm.  each, 
with  an  expected  weight  of  46  Gm.  each.  The 
capsular  surfaces  were  yellow-grey  and 
finely  granular.  On  cut  section,  there  was 
diffuse  edema  of  the  substance  with  a yellow 
discoloration  of  the  cortex. 

In  the  abdomen,  there  were  approximately 
500  ml.  of  ascitic  fluid  and  focal  purulent 
exudate.  There  was  extensive  peri-pancreatic 
fat  necrosis.  There  was  a diffuse  generalized 
systemic  atherosclerosis.  There  was  fatty  in- 
filtration in  the  liver.  Focal  areas  of  hemor- 
rhage were  present  within  the  adrenal.  There 
was  cessation  of  bone  formation  at  the  line 
of  ossification  in  the  rib. 

In  the  kidney,  there  was  diffuse  and  gen- 
eralized distortion  of  the  architecture  with 
focal  increase  in  the  connective  tissue  asso- 
ciated with  localized  dilatation  of  the  corti- 
cal tubules  (Fig.  2).  With  focal  areas  of 
increased  interstitial  connective  tissue,  there 
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Fig.  2.  Kidney,  hematoxylin  and  eosin  preparation. 


was  a sparse  infiltrate  of  mononuclears. 
These  were  present  within  the  cortex  in  a 
subcapsular  position.  In  the  glomeruli,  there 
was  a diffuse  abnormality  involving  each 
glomerulus  with  only  minimal  variation  in 
extent.  There  was  an  accentuation  of  the 
lobular  pattern  with  focal  increased  promi- 
nence of  the  basement  membranes  as  demon- 
strated in  the  periodic  acid-Schiff  (PAS) 
preparations  (Fig.  3).  In  several  glomeruli, 
there  was  focal  obliteration  of  individual 
tufts  by  cellular  proliferation  and  basement 
membrane  thickening  (Fig.  4 and  Fig.  5). 
There  was  accumulation  of  sudanophilic  ma- 
terial within  the  glomeruli  as  well  as  within 
tubules.  There  was  no  inflammation  within 
the  glomeruli. 

The  tubules  were  dilated,  with  the  dilata- 
tion primarily  in  the  proximal  convoluted 
tubules,  although  the  distal  tubules  were  in- 
volved to  a lesser  extent.  An  inspissation  of 
eosinophilic,  hyalinized  material  was  identi- 
fied within  the  lumen  of  both  proximal  and 
distal  tubules.  Focally,  there  was  degenera- 
tion and  regeneration  of  the  epithelium  of 
the  distal  tubules. 

The  lesions  are  interpreted  as  chronic 
membranolobular  nephrosis  of  the  Ellis  Type 
II  variety  with  a superimposed  pyelonephri- 


Fig.  3.  Kidney,  glomerulus,  periodic  acid-Schiff  prepara- 
tion. 

tis.  The  changes  are  interpreted  as  those  of 
an  advanced  chronic,  membranous  disease. 
Although  there  was  dilatation  of  tubules,  the 
structure  was  not  that  of  the  microcystic 
disease  described  by  Fetterman  and  Feld- 
man.2 

The  infantile  nephrotic  syndrome  de- 
scribed by  Fetterman2  is  manifested  struc- 
turally by  dilatation  of  the  proximal  tubules 
with  persistent  immaturity  of  the  glomeruli. 
The  structure  of  the  glomeruli  is  considered 
to  be  consistent  with  the  age  of  the  infant. 
Fetterman  considered  his  case  to  be  a pe- 
culiar form  of  nephrotic  syndrome  resulting 
from  a congenital  malformation  of  the  tu- 
bules. Allen,1  in  commenting  on  this  disease, 
doubts  that  this  represents  a true  develop- 
mental defect,  but  rather  considers  the  dila- 
tation of  the  tubules  to  be  secondary  to  ob- 
struction of  the  tubules  from  inspissated  ma- 
terial. In  the  present  case,  the  clinical  course 
is  certainly  suggestive  of  the  resistant  dis- 
ease associated  with  infantile  nephrosis. 
From  the  anatomic  pattern,  it  is  not  possible 
to  incriminate  that  lesion.  In  the  presence  of 
glomerular  changes,  the  structure  would  not 
conform  with  the  criteria  of  Fetterman.2 
This  may  imply  that  the  concept  of  Allen1  is 
correct,  or,  more  likely,  this  is  an  example 
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Fig.  4.  Kidney,  glomerulus,  focal  obliteration  of  tufts  by  Fig.  5.  Kidney,  glomerulus,  focal  obliteration  of  tufts  by 

cellular  proliferation  and  basement  membrane  thickening.  cellular  proliferation  and  basement  membrane  thickening. 


of  the  classical  Ellis  Type  II  lesion  in  an  in- 
fant and  is  not  an  example  of  “microcystic 
disease”. 

Pyelonephritis  is  a frequent  lesion  in  kid- 
ney biopsies  of  children  with  other  renal 
diseases.  Although  the  mechanism  is  not 
known,  it  may  represent  localization  of  in- 
flammation in  the  presence  of  microscopic 
obstruction.  Pyelonephritis  has  been  encoun- 
tered in  renal  biopsies  from  children  with 
nephrotic  syndrome  even  when  the  glomer- 
ular lesions  were  minimal. 

In  summary,  this  child  had  chronic  mem- 
branolobular  nephritis  with  superimposed 
pyelonephritis,  and  a terminal  sepsis  mani- 
fested by  a lung  abscess. 

DR.  LOUIS  SAMPER : I think  there  are 
several  factors  that  appear  to  be  established 
in  nephrotic  patients.  One  is  that,  with  the 
massive  proteinuria,  there  is  loss  of  gamma 
globulin  and  one  sees  hypogammaglobuli- 
nemia ; this  in  itself  is  associated  with  an  in- 
creased susceptibility  to  infection.  Secondly, 
steroids  depress  the  main  mechanisms  of  de- 
fense which  accounts  for  dissemination  of 
disease.  Numerous  studies  have  shown  de- 
fective phagocytosis  in  patients  on  steroids. 

DR.  HILL : Steroids  have  improved  the 
outlook  of  patients  with  the  idiopathic  ne- 
phrotic syndrome  a great  deal,  particularly  if 
used  early  in  the  course  of  the  disease  and 
in  adequate  doses.  When  therapy  was  con- 
templated for  this  patient  after  his  admis- 


sion to  the  hospital,  there  may  have  been 
some  question  as  to  whether  therapy  was 
adequate  prior  to  admission.  For  instance, 
when  the  diagnosis  was  first  made,  the  child 
was  given  one  injection  of  ACTH  and  then 
no  followup  treatment  until  edema  reap- 
peared one  week  later.  It  was  probably  the 
feeling  that  a more  intensive  course  with 
larger  doses  was  indicated.  I think  there 
is  no  doubt  in  this  case  that  the  child  was 
virtually  completely  resistant  to  steroids  and, 
in  retrospect,  the  use  of  this  treatment  prob- 
ably hastened  his  demise  to  some  extent. 

We  have  not  used  drugs  of  the  nitrogen- 
mustard  variety  although  they  are  used  oc- 
casionally in  other  centers.  The  results  are 
usually  equivocal  and  the  side  effects  severe. 
However,  one  of  the  newer  drugs  of  this 
series,  cyclophosphamide,  was  reported  to  be 
valuable  in  the  management  of  the  steroid 
resistant  nephrotics  in  a paper  presented  to 
the  Southern  Society  for  Pediatric  Research 
in  1962. 3 
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Legislative  Action  Boosts  Care  of  Texans'  Health 


ith  adjournment  of  the  Texas  Legisla- 
ture on  May  24,  it  appears  that  many  of  the 
goals  of  the  Texas  Medical  Association  have 
been  realized.  Certain  measures  which  were 
passed  still  await  the  Governor’s  signature, 
but  this  is  expected  to  be  forthcoming.  While 
a number  of  TMA-supported  bills  never  came 
to  a vote,  none  were  voted  down.  One  bill 
which  was  opposed  by  TMA  and  which  dealt 
with  the  licensing  of  clinical  laboratories 
and  directors  was  defeated. 

Final  passage  of  Senate  Joint  Resolution 
10  just  prior  to  adjournment  established  the 
mechanism  to  place  a constitutional  amend- 
ment before  Texas  voters  in  November,  1964. 
The  amendment  necessary  to  implement  the 
second  phase  of  the  Kerr-Mills  Law  in  Texas 
calls  for  medical  care  of  needy  aged  who  are 
not  recipients  of  Old  Age  Assistance  and 
who  are  unable  to  pay  for  required  medical 
services.  The  first  phase  of  the  Kerr-Mills 
program  has  been  operating  effectively  since 
January,  1962,  with  more  than  7,500  needy 
aged  being  hospitalized  under  the  provisions 
of  the  program  and  an  additional  6,500  re- 
ceiving nursing  home  care.  To  finance  this 
existing  program  the  State  Department  of 
Public  Welfare  has  used  state  funds  along 
with  federal  monies  made  available  through 
the  Kerr-Mills  Act  to  purchase  health  insur- 
ance policies  for  those  who  qualify  for  Old 
Age  Assistance.  The  new  legislation  would 
authorize  similar  vendor  payments  for  medi- 
cal care  for  the  needy  aged  who  are  not  re- 
cipients of  Old  Age  Assistance  and  who  are 
unable  to  pay  for  required  medical  services. 
The  legislation  was  sponsored  by  Sen.  Wil- 
liam T.  Moore,  Bryan,  and  presented  to  the 
House  of  Representatives  by  Rep.  W.  H. 
Miller,  Houston. 

A bill  establishing  a program  through 


which  745,000  Texans  over  the  age  of  65 
may  purchase  health  insurance  has  been 
signed  into  law  by  Governor  John  Connally. 

Under  the  program,  called  the  “Texas  65” 
plan,  insurance  companies  doing  business  in 
Texas  will  form  an  association  through 
which  medical  care  insurance  will  be  made 
available  to  Texas  citizens  over  65  years  of 
age. 

Insurance  companies  licensed  to  do  busi- 
ness in  Texas  will  underwrite  and  guarantee 
the  benefits  of  the  unique  program.  Total 
assets  of  these  companies  exceed  $147,500,- 
000,000,  according  to  figures  available  from  j 
the  State  Board  of  Insurance. 

All  insurance  companies  writing  medical 
care  insurance  in  the  state  and  their  agents  j 
will  be  eligible  for  participation  in  the  pro- 
gram. Thus  Texans  65  and  over  will  be  able 
to  buy  health  insurance  readily  after  the  bill 


Governor  Connally  signs  the  'Texas  65"  bill.  Interested 
viewers,  left  to  right,  are  Dr.  A.  Rex  Kirkley  of  Temple, 
chairman  of  the  TMA  Committee  on  Health  Insurance; 
Rep.  David  Crews  of  Conroe  and  Sen.  David  Ratliff  of 
Stamford,  sponsors  of  the  bill;  and  C.  Lincoln  Williston, 
Executive  Secretary  of  TMA. 
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takes  effect  90  days  after  adjournment  of 
the  Legislature. 

Governor  Connally  has  called  the  plan  a 
sound  step  forward  in  Texas’  continuing  pro- 
gram to  care  for  its  own  people.  He  was 
joined  by  Lt.  Gov.  Preston  Smith,  Speaker 
of  the  House  Byron  Tunnell  and  the  State 
Board  of  Insurance  in  endorsing  the  plan. 

The  bill  establishing  “Texas  65”  was  spon- 
sored in  the  Senate  by  Sen.  David  Ratliff,  of 
Stamford,  and  in  the  House  by  Rep.  David 
Crews,  of  Conroe.  Both  legislators  are  chair- 
men of  insurance  committees  in  their  respec- 
tive Houses. 

The  bill  passed  both  the  Senate  and  the 
House  unanimously. 

The  “Texas  65”  plan  is  patterned  after 
programs  already  established  in  Massachu- 
setts, Connecticut,  and  New  York. 

State  officials  and  legislators  were  joined 
by  representatives  of  Texas’  insurance  indus- 
try and  the  medical  profession  in  the  Gov- 
ernor’s office  for  the  signing  of  the  bill. 

Other  bills  which  were  passed  include  one 
regarding  cancer  registry,  one  regulating 
sale  of  paregoric,  one  allowing  the  Board  for 
Texas  State  Hospitals  and  Special  Schools  to 
contract  for  medical  care  and  treatment  with 
local  facilities,  one  regarding  the  establish- 
ment of  a Graduate  School  of  Biomedical 
Sciences  in  Houston  and  one  changing  the 
name  of  the  South  Texas  Medical  School  to 
the  University  of  Texas  South  Texas  Medi- 
cal School,  one  requiring  the  reporting  to 
police  authorities  medical  treatment  of  all 
gunshot  wounds,  three  regarding  mental  re- 
tardation, two  providing  increases  in  per 
diem  pay  of  members  of  certain  state  boards, 
and  two  regarding  penalties  for  violation 
of  the  Pharmacy  Act. 

Measures  which  did  not  come  to  a vote  be- 
fore the  end  of  the  session  include  those  re- 
garding the  commitment  and  treatment  of 
alcoholics  in  state  institutions,  blood  tests  for 
automobile  drivers,  seat  belts  for  passenger 
cars,  voluntary  and  involuntary  commitment 
for  hospitalization  and  care  of  persons  ad- 
; dieted  to  narcotics,  and  one  regarding  the 
sale  of  preparations  containing  thallium  sul- 
phate or  other  thallium  compounds. 

The  cancer  registry  bill  exempts  physi- 
cians from  liability  for  release  of  informa- 
tion to  cancer  registries,  tumor  registries, 
and  other  organizations  interested  in  reduc- 
ing morbidity  or  mortality  including  tissue 
committees  of  hospitals  and  boards  of  cen- 
sors. 
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New  legislation  regarding  the  sale  of  pare- 
goric places  this  product  on  the  list  of  nar- 
cotic drugs  to  be  sold  by  oral  or  written  pre- 
scription only. 

The  Board  for  Texas  State  Hospitals  and 
Special  Schools  now  has  authority  under  law 
to  contract  for  medical  care  and  treatment 
with  facilities  near  a patient’s  home  rather 
than  removing  him  to  distant  State  institu- 
tions. 

Regarding  education,  a bill  to  establish  a 
Graduate  School  of  Biomedical  Sciences  in 
Houston  for  the  University  of  Texas  was 
passed,  and  another  bill  changes  the  name 
of  South  Texas  Medical  School  to  the  Uni- 
versity of  Texas  South  Texas  Medical  School. 

Physicians  are  now  required  to  report  to 
police  authorities  the  medical  treatment  of 
all  gunshot  wounds  or  other  wounds  indicat- 
ing violence.  Although  many  doctors  report 
these  wounds  routinely,  there  has  been  no 
Texas  statute  to  require  it. 

Two  new  schools  for  the  mentally  retarded 
are  to  be  established  by  action  of  the  Legis- 
lature ; one  will  be  located  in  Corpus  Christi, 
the  other  in  West  Texas.  The  Board  for  Tex- 
as State  Hospitals  and  Special . Schools  has 
been  authorized  to  use  its  facilities  and  per- 
sonnel for  carrying  out  research  in  mental 
retardation. 

The  per  diem  pay  for  the  Board  of  Voca- 
tional Nurse  Examiners  has  been  increased 
from  $10  to  $20  and  that  for  the  Board  of 
Medical  Examiners  has  been  increased  from 
$20  to  $30. 

A store  permit  may  now  be  cancelled  for 
the  violation  of  the  Pharmacy  Act  by  a non- 
registered  owner  or  employee  under  a recent- 
ly enacted  bill.  Another  bill  passed  which  re- 
quires wholesalers  and  distributors  to  regis- 
ter and  obtain  a permit  from  the  State  Com- 
missioner of  Health. 


Texas  Public  Health  Association 
Passes  Resolution  Favoring  MAA 

The  Texas  Public  Health  Association  has 
passed  a resolution  supporting  further  im- 
plementation by  Texas  of  the  Kerr-Mills  bill 
by  adding  Medical  Aid  to  the  Aged  and  has 
gone  on  record  opposing  the  plan  of  medical 
care  of  the  aged  through  Social  Security. 

The  resolution  was  passed  at  the  organi- 
zation’s recent  meeting  in  Galveston. 
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Push  To  Build  South  Texas  Medical  School, 
Appointment  of  Assistant  Dean  Announced 


F he  University  of  Texas  will  push  ahead 
as  rapidly  as  possible  toward  the  construc- 
tion of  the  complete  physical  plant  for  the 
South  Texas  Medical  School,  Chancellor  Har- 
ry Ransom  recently  announced. 

“This  matter  was  discussed  by  the  Board 
of  Regents  in  session  on  May  24  and  25,  and 
they  re-affirmed  their  intention  to  expedite 
this  project  by  every  feasible  means.” 

Dr.  Joseph  R.  Shaeffer  of  San  Antonio 
has  been  named  assistant  dean  of  the  South 
Texas  Medical  School  of  the  University  of 
Texas. 

The  director  of  medical  education  at  Santa 
Rosa  Hospital  in  San  Antonio,  Dr.  Shaeffer 
will  assist  Dean  Robert  C.  Berson  in  organ- 
izing the  third  medical  school  within  the 
University  System.  He  will  continue  as  San- 
ta Rosa’s  medical  education  director  as  he 
gives  half-time  service  to  the  South  Texas 
Medical  School. 

Under  authorization  from  the  57th  Leg- 
islature, the  University  consulting  architects 
are  now  engaged  in  preparing  preliminary 
plans  and  specifications  for  a $12,000,000 
medical  school  structure  and  these  will  be 
pushed  to  completion  with  dispatch,  Chancel- 
lor Ransom  said. 

Associate  architects  have  been  selected 
and  will  undertake  final  plans  and  specifi- 
cations as  soon  as  the  preliminaries  are  com- 
pleted and  approved  by  the  regents.  These 
actions  alone  can  save  as  much  as  three 
months  in  getting  the  building  started,  it 
was  pointed  out. 

The  Bexar  County  Hospital  District  is 
also  proceeding  with  preliminary  plans  for 
the  teaching  hospital.  The  teaching  hospital 
and  the  medical  school  must  apply  concur- 
rently for  federal  matching  funds. 

“I  hope  every  friend  of  South  Texas  Med- 
ical School  will  realize  the  complex  processes 
still  necessary  to  finance  the  physical  plant,” 
said  Dr.  Ransom.  “We  are  not  dismayed  by 
these,  but  we  can  proceed  with  actual  con- 
struction only  when  money  is  in  hand.  After 
we  receive  official  notice  of  an  appropria- 
tion made  for  construction  by  the  58th  Tex- 
as Legislature,  we  will  pursue  vigorously 
the  steps  necessary  to  qualify  for  federal 
matching  funds  if  the  Congress  passes  pend- 


ing legislation  and  makes  an  appropriation. 
Our  target  is  to  be  fully  ready  for  such  ap-  j 
plication  the  day  we  are  permitted  to  sub-  ( 
mit  it.” 

Dean  Berson  and  University  Chancellor  : 
Harry  Ransom  jointly  announced  the  ap-  j 
pointment  of  Dr.  Shaeffer  who  received  his  j 
M.D.  degree  at  Cornell  University  and  is  a 
diplomate  of  the  American  Board  of  Surgery  : 
and  of  the  National  Board  of  Medical  Ex- 
aminers. 

He  has  had  a distinguished  military  ca-  j 
reer  in  the  U.S.  Army,  serving  as  chairman  i 
of  the  Department  of  Surgery  in  various 
general  hospitals  from  1942  to  1952. 

In  1952,  he  was  promoted  to  Chief  Con- 
sultant on  Surgery  to  the  Surgeon  General. 

A member  of  the  American  College  of  Sur- 
geons, he  was  appointed  as  Consultant  to 
the  Institute  of  Research  in  Disaster  Medi- 
cal Care  at  Walter  Reed  Hospital  and  also 
serves  as  a consultant  to  the  U.S.  Depart- 
ment of  Health,  Education  and  Welfare. 

Upon  his  retirement  from  the  Army  he 
was  appointed  to  the  Santa  Rosa  staff  as  j 
director  of  medical  education,  a position  he 
has  filled  with  distinction. 

Active  in  community  affairs,  Dr.  Shaef- 
fer has  served  on  the  board  of  directors  of 
the  Bexar  County  Chapter  of  the  American  i 
Cancer  Society  and  the  American  Red  Cross  i 
and  is  currently  chairman  of  the  Committee  i 
on  Disaster  Medical  Care. 


Diabetic  Camp  Operates 
For  14th  Year  in  Gainesville 

Now  in  its  14th  year  of  operation,  Camp 
Sweeney  for  boys  and  girls  who  have  dia-  | 
betes  has  openings  left  during  its  third  c 
three  weeks’  session  which  starts  July  14 
and  runs  through  Aug.  3. 

The  camp  is  located  nine  miles  northeast 
of  Gainesville  and  is  owned  and  sponsored 
by  the  Southwestern  Diabetic  Foundation. 
Rates  are  set  according  to  ability  to  pay. , 
Children  are  accepted  from  age  6 through  16. 

The  director  of  the  camp  is  Mr.  James  V. 
Campbell,  P.O.  Box  844,  Gainesville,  and  the 
telephone  number  is  HO  5-2011. 
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Reporting  Gunshot  Wounds  To  Aid  Police  Efforts 


T he  Texas  Legislature  this  spring  has 
passed  into  law  what  was  known  as  Senate 
Bill  37.  This  act  provides  for  the  reporting 
of  medical  treatment,  or  request  therefor, 
of  gunshot  and  other  wounds  indicating  vio- 
lence and  provides  penalties  for  the  failure 
to  make  such  reports. 

The  situation  sought  to  be  remedied  by 
this  legislation  involves  those  who  have  been 
engaged  in  various  criminal  activities  and 
received  wounds  as  a result  thereof.  In  the 
past,  these  people  have  been  receiving  emer- 
gency treatment  either  from  physicians  in 
their  offices  or  emergency  rooms  of  hos- 
pitals. Oftentimes  these  individuals  have 
been  involved  in  crimes  of  a more  serious 
nature  and  subsequent  to  their  treatment 
have  absented  themselves  from  detection  by 
law  enforcement  officials.  Up  until  this  par- 
ticular piece  of  legislation  went  into  effect, 
the  doctor  or  the  hospital  had  no  obligation 
to  notify  law  enforcement  authorities  of 
the  treatment  of  gunshot  wounds  or  other 
wounds  indicating  violence.  Many  doctors 
and  hospitals  on  their  own  volition,  how- 
ever, made  it  a matter  of  practice  to  notify 
law  enforcement  authorities  of  the  treat- 
ment of  such  injuries.  As  a result  of  this 
voluntary  contribution  on  the  part  of  physi- 
cians and  hospitals,  law  enforcement  offi- 
cials felt  that  their  efforts  in  the  detec- 
tion of  major  crime  and  violence  would  be 
aided  if,  as  a matter  of  course,  personnel  in 
emergency  rooms  in  hospitals  and  physi- 
cians reported  to  local  authorities  those  seek- 
ing treatment. 

The  requirements  actually  read  as  fol- 
lows : 

Section  1.  Any  physician  attending  or  treat- 
ing a bullet  or  gunshot  wound,  or  whenever  such 
case  is  treated  in  a hospital,  sanitarium,  or  other 
institution,  the  administrator,  superintendent,  or 
other  person  in  charge  shall  report  such  case  at 
once  to  the  police  authorities  of  the  city,  town, 
or  county  where  such  physician  is  practicing 
and/or  where  such  hospital,  sanitarium,  or  other 
institution  is  located. 

Section  2.  Any  such  person  wilfully  failing  to 
report  such  treatment  or  request  therefor  shall 
be  guilty  of  a misdemeanor  and  upon  conviction 
shall  be  punished  by  imprisonment  for  a period 
not  to  exceed  six  (6)  months  or  by  fine  not  to 
exceed  One  Hundred  Dollars  ($100.00). 
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Some  question  will  possibly  arise  as  to 
what  form  the  report  as  required  in  Section 
1 should  take.  Many  states  require  that  an 
immediate  telephone  report  be  given  to  law 
enforcement  officials  followed  by  a written 
report  completely  outlining  the  specific  in- 
formation. It  was  felt  that  the  purpose  for 
which  this  legislation  was  introduced  would 
be  best  served  if  the  report  were  made  as 
simple  and  quickly  as  possible.  Thus,  a tele- 
phone report  to  police  authorities  in  the  city, 
town,  or  county  where  the  physician  is  prac- 
ticing or  in  the  city,  town,  or  county  where 
the  hospital  or  other  medical  institution  is 
located  is  sufficient. 

Though  the  bill  is  silent  with  respect  to 
what  the  report  should  contain,  in  a brief 
review  of  similar  statutes  in  sister  jurisdic- 
tions, the  following  was  found  to  be  repre- 
sentative of  what  was  thought  to  be  best 
included  in  such  a report:  (1)  name  of  the 
person  treated,  (2)  residence  of  such  per- 
son, if  known,  (3)  current  location  of  the 
person  treated,  if  known,  and  (4)  character 
and  extent  of  the  injury. 

Likewise,  clarification  should  be  made  of 
the  person  responsible  for  such  a report.  If 
the  person  is  treated  by  a physician  outside 
of  a hospital,  then  it  is  the  duty  of  the  physi- 
cian to  make  the  report.  However,  if  the 
person  is  treated  in  a hospital,  the  treating 
physician  is  not  responsible  for  the  report, 
but  the  hospital  administrative  personnel 
are  so  responsible.  This  will  necessitate 
some  briefing  of  emergency  room  staff  and 
emergency  room  personnel  in  order  that 
such  information  may  be  transmitted  to  the 
“administrator,  superintendent,  or  other 
person  in  charge”  of  the  hospital  in  order 
that  the  report  may  be  immediately  trans- 
mitted to  appropriate  authorities. 

Likewise,  the  use  of  the  term  “at  once” 
with  respect  to  the  proximity  of  making  the 
report  needs  some  comment.  The  legislative 
intent  behind  this  particular  enactment  is 
to  assist  in  the  detection  of  those  involved 
in  crimes  and  acts  of  violence.  Casual  and 
dilatory  reporting  by  those  mentioned  in  the 
Act  will  subject  those  responsible  to  crim- 
inal penalties.  It  is  felt  that  from  the  stand- 
point of  hospitals  and  physicians,  a stand- 
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ard  time  for  reporting  should  be  established 
in  the  regular  procedure  for  treating  such 
emergency  situations.  Although  there  is  no 
need  for  the  report  to  be  made  during  the 
processes  of  treating  the  emergency,  by  the 
same  token,  prolonged  and  unnecessary  de- 
lay extending  over  many  hours  can  be  ex- 
pected to  bring  charges  against  those  treat- 
ing the  matter  with  such  indifference. 

The  major  states  in  the  nation  contain 
legislation  similar  to  that  just  enacted  in 
Texas,  and  many  have  had  such  laws  on 
their  books  for  several  years.  The  require- 
ments of  Texas  law  are  not  strenuous  or 
unreasonable.  When  compared  with  the  stat- 
utes in  other  states,  the  burdens  placed  upon 
those  listed  in  the  Act  are  not  cumbersome. 
Many  of  the  states  require  that  a report  be 
made  to  state  and  local  police  by  the  indi- 
viduals involved.  Many  states  require  that 
the  reports  be  both  by  telephone  and  in  writ- 
ing. Many  states  require  a much  more  de- 
tailed and  comprehensive  report  than  is  sug- 
gested in  this  article. 

It  is  felt  that  the  Texas  statute  is  reason- 
able in  its  requirements  and  should  provide  a 
means  whereby  members  of  the  health  team, 
in  situations  covered  by  the  Act,  will  be  of 
assistance  to  law  enforcement  agencies. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Antivivisectionists' 

Measure  Opposed 

The  National  Society  for  Medical  Research 
is  voicing  disapproval  of  legislation  before 
Congress  that,  in  the  name  of  humanity, 
would  erect  serious  obstructions  to  research 
aimed  at  the  saving  and  preservation  of 
health. 

At  present,  there  are  several  bills  before 
the  88th  Congress  which  would  limit,  license, 
and  police  research  in  biology,  medicine,  and 
agriculture. 

Seventy  national  organizations  were  rep- 
resented in  a conference  in  February  of  this 
year  to  plan  ways  to  advance  laboratory  ani- 
mal care  and  maintain  a maximum  rate  of 
scientific  progress.  The  conference  sponsored 
by  the  National  Society  for  Medical  Research 
included  representatives  from  the  American 
Medical  Association,  American  Hospital  As- 
sociation, American  Veterinary  Medical  As- 
sociation, American  Public  Health  Associa- 


tion, and  American  Nurses  Association.  The 
delegates  agreed  to  utilize  the  facilities  of 
their  organizations  to  oppose  the  destructive  | 
efforts  of  antivivisectionists. 

Antivivisectionists  make  up  a small  per- 
centage of  the  population,  but  according  to 
Hiram  E.  Essex,  Ph.D.,  president  of  the  Na- 
tional Society  for  Medical  Research,  this 
group  has  the  time  and  the  fanatical  interest 
to  flood  Congress  with  letters. 

'‘This  strange  anti-science  group  could 
saddle  medical  scientists  with  a crippling 
burden  of  deliberate  time-wasting  procedural 
rigmarole  and  with  trumped-up  prosecutions,  j 
The  antivivisectionists  might,  with  this  sub- 
tle proposal  to  entangle  research  in  red  tape, 
cut  the  pace  of  medical  progress  in  half,”  he 
said. 


Dr.  David  Wade  Incoming  President 
Of  Texas  Rehabilitation  Association 

Dr.  David  Wade  of  Austin  will  be  in- 
stalled as  president  at  the  forthcoming  meet- 
ing of  the  Texas  Rehabilitation  Association 
July  25  and  26.  The  meeting  will  take  place 
at  the  Commodore  Perry  Hotel  in  Austin 
and  will  have  as  its  theme  “Automation  and 
How  It  Affects  the  Future  of  Rehabilita- 
tion”. 

Speakers  on  the  program  will  include  E.  B. 
Whitten,  executive  director  of  the  National 
Rehabilitation  Association,  Washington,  D. 
C. ; Scott  Allan,  vice  president  of  Liberty 
Mutual  Insurance  Company,  Boston ; and 
Robert  B.  Voas,  Ph.D.,  of  the  Manned  Space- 
craft Center  in  Houston. 


Southwestern's  First  Forum 
Winners  Announced 

Winner  of  the  University  of  Texas  South- 
western Medical  School’s  first  annual  re- 
search forum  for  his  scientific  paper  on  hem- 
orrhagic shock  is  medical  student  Stanley 
Lightfoot. 

“The  Effect  of  Extracellular  Fluid  Volume 
Replacement  in  ‘Irreversible’  Hemorrhagic 
Shock”  was  the  title  of  the  paper.  A paper 
on  “Iodate  Metabolism”  by  student  Earl  M. 
Howells  was  judged  second  in  the  Wednes- 
day forum,  sponsored  by  the  Student  Ameri- 
can Medical  Association. 
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Decarboxylase  Inhibitors  as  Hypotensive  Agents 


X HE  therapeutic  and  biochemical  signifi- 
cance of  a-methyldopa  (Aldomet)  has  been 
reviewed  previously  in  this  Journal.3  Clin- 
ical reports  describe  a-methyldopa  as  a mod- 
erately active  hypotensive  agent  with  fewer 
side  effects  than  guanethidine  ;4  the  great- 
est advantage  that  a-methyldopa  offers  over 
guanethidine  is  that  it  produces  a signifi- 
cant lowering  of  pressure  both  in  the  stand- 
ing and  supine  positions.4 

It  has  been  hypothesized  that  the  anti- 
hypertensive activity  of  a-methyldopa  is  as- 
sociated with  its  ability  to  inhibit  decar- 
boxylase enzyme  systems  instrumental  in 
the  biosynthesis  of  epinephrine  and  nore- 
pinephrine. In  fact,  a-methyldopa  was  de- 
signed as  an  inhibitor  of  the  production  of 
these  two  hormones  known  to  elevate  blood 
pressure.  The  development  of  a-methyldopa 
as  a medicinal  product  exemplifies  how 
fundamental  biochemistry  serves  as  the 
basis  for  many  fruitful  adventures  in  “drug 
design”.  From  biochemical  studies  it  has 
been  learned  that  the  organism  can  synthe- 
size norepinephrine  (the  sympathetic  trans- 
mitter) from  phenylalanine  via  tyrosine, 
dopa  (3,4-dihydroxyphenyl  alanine),  and 
dopamine  (3,4-dihydroxyphenylethylamine) . 
Decarboxylase  enzyme  systems  are  known 
to  participate  in  the  transformation  of  dopa 
into  dopamine.  An  agent  possessing  the  ca- 
pability of  inhibiting  the  decarboxylase  en- 
zyme systems  should  block  this  very  critical 
step  in  the  biosynthesis  of  norepinephrine 
and  ultimately  inhibit  the  production  of  this 
essential  neurohormone.  A decrease  in  the 
availability  of  this  metabolite  leads  to  a de- 
crease in  sympathetic  activity  and  hence  re- 
duction of  blood  pressure.  It  has  been  defi- 
nitely established  that  a-methyldopa  inhibits 
the  biosynthesis  of  norepinephrine  and  epi- 
nephrine. Subsequently,  this  hypothesis  has 
been  substantiated  by  clinical  investigations 
that  have  demonstrated  the  effectiveness  of 
a-methyldopa  as  an  antihypertensive  agent. 

Many  researchers  are  actively  engaged  in 
testing  the  aforementioned  hypothesis  and  in 
studying  alternative  mechanisms  of  action. 
Their  interests  in  how  and  why  a-methyl- 
dopa works  may  ultimately  lead  to  the  eluci- 
dation of  its  exact  mode  of  action.  These 
answers  may  also  elucidate  the  biochemical 


etiology  of  hypertension.  A survey  of  the 
current  literature  reveals  that  although  a- 
methyldopa  does  inhibit  the  biosynthesis  of 
norepinephrine  and  epinephrine,  this  may 
not  be  its  primary  mode  of  action. 

More  recently,  Day  and  Rand2  have  re- 
ported that  there  is  evidence  that  a-methyl- 
dopa can  serve  as  the  precursor  of  a-methyl- 
norepinephrine  in  the  organism.  Hence,  Day 
and  Rand  propose  that  the  a-methylnore- 
pinephrine  so  formed  may  enter  norepine- 
phrine storage  sites  and  then  be  released  as 
a false  neuro-transmitter ; because  of  the 
lesser  potency  of  a-methylnorepinephrine 
there  is  a decrease  in  the  responsiveness  to 
sympathetic  nerve  stimulation  which  can  ex- 
plain the  antihypertensive  effects  elicited  by 
a-methyldopa.  Day  and  Rand  cite  the  fol- 
lowing data  to  support  their  proposal : the 
decarboxylation  of  a-methyldopa  to  form  a- 
methyldopamine  (shown  to  proceed  in  vitro 
and  in  vivo)  ; the  transformation  of  a-meth- 
yldopamine  into  a-methylnorepinephrine  by 
the  dopamine-norepinephrine  /3-oxidase  en- 
zyme system ; the  demonstration  of  the  pres- 
ence of  a-methylnorepinephrine  in  the  tis- 
sues of  animals  treated  with  a-methyldopa. 
Additionally,  Day  and  Rand  report  indirect 
evidence  that  a-methyldopa  can  be  converted 
to  a-methylnorepinephrine,  and  that  the 
a-methyl  norepinephrine  formed  can  func- 
tion as  a transmitter  at  sympathetic  nerve 
endings.  In  reserpine-treated  animals,  nore- 
pinephrine stores  are  depleted  and  responses 
to  sympathetic  nerve  stimulation  or  to  indi- 
rectly-acting sympathomimetic  amines  such 
as  tyramine  are  greatly  reduced  or  absent; 
subsequent  infusion  of  a-methyldopa  causes 
a significant  increase  in  these  responses. 
Consequently,  Day  and  Rand  rationalize  that 
a-methyldopa  behaves  qualitatively  like  dopa, 
which  also  increases  these  responses  in 
reserpine-treated  animals  by  increasing  the 
norepinephrine  stores.  Partial  restoration 
of  responses  to  sympathetic  nerve  stimula- 
tion and  to  tyramine  in  reserpine-treated 
animals  was  also  obtained  after  infusions  of 
a-methyldopamine  or  of  a-methylnorepine- 
phrine. Day  and  Rand’s  interpretation  is 
that  after  treatment  with  a-methylnorepine- 
phrine, or  its  precursors,  the  norepinephrine 
storage  sites  are  replenished  with  a-methyl- 
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norepinephrine,  and  that  this  substance  then 
acts  as  the  sympathetic  transmitter.  That 
such  substitution  of  the  false  transmitter 
a-methylnorepinephrine  for  norepinephrine 
can  lead  to  impairment  of  responses  to 
nerve  stimulation  follows  from  the  known 
weaker  activity  of  a-methylnorepinephrine. 

At  the  Merck  Sharp  and  Dohme  Research 
Laboratories,  Sletzinger  and  others5  have 
synthesized  two  new  classes  of  compounds 
analogous  to  a-methyldopa.  These  com- 
pounds were  used  to  test  the  hypothesis  that 
hypotensive  action  is  paralleled  by  ability  to 
inhibit  mammalian  decarboxylase  enzyme 
systems.  These  new  a-methyldopa  analogs 
were  compared  with  the  parent  in  the  ability 
to  inhibit  mammalian  dopa-decarboxylase. 
These  comparisons  show  that  these  com- 
pounds are  potent  inhibitors.  In  fact,  DL-a- 
hydrazino-a-  ( 3,4-dihydroxybenzyl ) propionic 
acid  exhibits  a potency  in  vitro  approxi- 
mately one  thousand  times  that  of  the  par- 
ent compound.  On  the  other  hand,  this  very 
potent  compound  does  not  depress  the  blood 
pressure  of  hypertensive  or  normotensive 
rats.  Sletzinger  and  others5  conclude  by  em- 
phasizing that  decarboxylase  inhibition  is 
therefore  not  the  only  requisite  for  hypo- 
tensive activity. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D. 
The  University  of  Texas 
College  of  Pharmacy. 
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Texas  Physicians  Named 
By  Pathology  Board 

A total  of  220  pathologists  passed  the 
semi-annual  examinations  held  this  spring 
for  certification  as  diplomates  in  pathology, 
the  American  Board  of  Pathology  has  an- 
nounced. 

Texans  included  in  this  total  are  Drs.  A. 
Ben  C.  Dowdey,  Dallas;  Eugene  L.  Bigelow, 
Houston  ; Paul  S.  Cullen,  Houston  ; Merle  W. 
Delmer,  San  Antonio;  and  Sol  Teitelbaum, 
Texarkana. 


AMA-ERF  Announces 
Gifts  to  Medical  Schools 

The  AMA  Education  and  Research  Foun- 
dation recently  announced  its  contributions 
to  medical  schools  for  1962.  These  funds  may 
be  applied  by  the  medical  school  deans  as 
they  see  fit  to  regular  or  extrabudgetary  ex- 
penses. 

Texas  medical  schools  received  a total  of 
$15,780.96  as  their  share  of  undesignated 
AMA-ERF  funds.  The  money  was  divided 
equally  between  Baylor  University  College  of 
Medicine,  University  of  Texas  Medical 
Branch,  and  University  of  Texas  Southwest- 
ern Medical  Branch. 

Baylor  University  College  of  Medicine  re- 
ceived $7,980.16  in  funds  earmarked  by 
AMA-ERF  donors.  University  of  Texas  Med- 
ical Branch  received  $10,918.66  in  earmarked 
funds  and  Southwestern  received  $5,945.92. 

Direct  physician  contributions  to  the 
schools  were  $4,180  for  Baylor,  $155  for  the 
University  of  Texas  Medical  Branch,  and  an 
estimated  $500  for  Southwestern. 


Legislative  Chairmen  Receive 
"Operation  Hometown"  Material 

Legislative  chairmen  in  every  county  med- 
ical society  have  received  a packet  of  ma- 
terial from  the  AMA  called  "Operation 
Hometown”.  These  materials  which  include 
the  following  items  are  available  upon  re- 
quest from  these  chairmen  or  from  the  Di- 
rector of  Public  Relations,  Texas  Medical 
Association,  1801  North  Lamar,  Austin: 

“Write  Your  Congressman  & Senators”, 
"The  Case  Against  Federalized  Medicine”, 
“To  All  My  Patients  from  Your  Doctor”, 
"Vital  Questions  and  Factual  Answers  on 
Health  Care  for  the  Aged”,  "Health  Care 
Under  Social  Security”,  “What  Price  Medi- 
cal Care  for  the  Aged?”,  12  one-minute 
radio  spots,  "America — Beware  of  the  Wel- 
fare State”,  and  available  from  the  Director 
of  Public  Relations  but  not  in  quantities  suf- 
ficient for  mass  distribution,  "H.R.  3920”, 
"How  to  Approach  Your  Congressman”, 
“What  Is  the  Issue?”  (speech),  “Lifting  the 
Fog  Over  Medicare”  (speech),  “Five  Min- 
utes — Fifteen  Points”  (speech),  “Facts 
About  Fedicare”  (speech),  "Five-minute  Ra- 
dio Interview”,  and  "15-Minute  Radio  Inter- 
view on  Health  Care  for  the  Aged”  (speech). 
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Dr.  A.  J.  Gill,  right.  Dean  of  the  University  of  Texas 
Southwestern  Medical  School,  shows  AMA  Executive  Vice 
President  Dr.  F.  J.  L.  Blasingame  a check  for  $12,200 
which  the  medical  school  recently  received  from  the  Medi- 
cal Research  Foundation  of  Texas  to  be  used  for  basic 
medical  research.  Dr.  Blasingame  visited  the  school  during 
his  recent  visit  to  Dallas  for  the  1963  Annual  Session  of 
Texas  Medical  Association. 


Personals 

Dr.  Boen  Swinny,  Sr.,  who  has  practiced 
allergy  in  San  Antonio  for  approximately  30 
years,  was  recently  elected  president-elect  of 
the  American  College  of  Allergists  at  its  an- 
nual meeting  at  the  Americana  Hotel  in  New 
York  City.  Dr.  Swinny  is  a 1927  graduate  of 
the  University  of  Texas  Medical  Branch  and 
is  the  founder  and  past  president  of  the 
Southwest  Allergy  Forum.  He  has  been  a 
trustee  of  the  Allergy  Foundation  of  Amer- 
ica, a fellow  of  the  American  College  of 
Allergists  and  the  American  Academy  of  Al- 
lergy, and  is  the  author  of  the  book  “Con- 
quering Your  Allergy”.  He  is  the  inventor 
of  the  Swinny  filter  which  has  been  used  in 
allergy,  hematology,  and  other  fields  of  sci- 
ence. 

- o - 

Dr.  John  P.  McGovern  of  Houston  has  been 
elected  to  the  board  of  directors  of  the  Amer- 
ican College  of  Allergists  and  elected  as 
chairman  of  the  credentials  committee.  Dr. 
McGovern,  a fellow  of  the  College  since  1955, 
is  clinical  associate  professor  of  pediatrics 


and  microbiology  at  Baylor  University  Col- 
lege of  Medicine;  clinical  professor  of  aller- 
gy, University  of  Texas  Postgraduate  School 
of  Medicine,  and  director,  Allergy  Clinics, 
Texas  Children’s  Hospital,  Houston. 

- o - 

A scholarship  fund  has  been  established 
at  Amarillo  College  which  will  be  called  the 
Edward  D.  McKay  Scholarship  Fund  for 
Premedical  Students.  Dr.  McKay  of  Amarillo 
was  killed  in  a plane  crash  on  May  13. 

- o - 

Texas  Medical  Association’s  General  Coun- 
sel, Ph  ilip  R.  Overton  of  Austin,  collaborated 
with  three  other  medicolegal  specialists  in 
discussing  “Gaps  in  Your  Malpractice  Insur- 
ance” in  the  April  22  issue  of  Medical  Eco- 
nomics. 

- o - 

The  executive  committee  of  The  University 
of  Texas  Board  of  Regents  now  includes  Dr. 
H.  F.  Connolly,  Jr.,  of  Waco.  He  has  been 
named  a member  of  the  standing  committee 
on  academic  and  developmental  affairs  and 
is  chairman  of  the  committee  on  medical  af- 
fairs. 

- o - 

Dr.  Joe  T.  Nelson  of  Weatherford  has  been 
named  that  city’s  outstanding  citizen. 

- o - 

Dr.  Robert  L.  Raleigh  of  Longview,  medi- 
cal director  of  Texas  Eastman  Company,  has 
accepted  an  appointment  to  the  committee 
on  industrial  hygiene  and  clinical  toxicology 
of  the  Industrial  Medical  Association. 

- o - 

Dr.  William  Hibbits  of  Texarkana  retired 
from  practice  on  April  30. 

- o — 

Dr.  Don  G.  Harrel,  Dallas,  has  been  named 
a trustee  of  the  Southwestern  Medical 
Foundation. 

- o - 

Dr.  George  Ehni  of  Houston  will  be  in 
London,  England,  on  June  28  to  give  a paper 
entitled  “Cauda  Equina  Syndromes  Caused 
by  Lumbar  Spondylosis”  before  the  joint 
meeting  of  the  Neurosurgical  Society  of 
America  and  the  British  Society  of  Neuro- 
surgical Surgeons. 

- o - 

Dr.  William  H.  Gordon,  Lubbock,  has  been 
appointed  by  the  Surgeon  General  of  the 
U.S.  Department  of  Health,  Education,  and 
Welfare  as  a board  member  of  the  Advisory 
Committee  of  the  Heart  Disease  Control  Pro- 
gram. 
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Pamphlets 

Publication  of  the  second  editions,  1963,  of 
American  Petroleum  Institute  Toxicological 
Reviews  on  Sulfuric  Acid  and  Sulfur  Dioxide 
has  been  announced  by  Dr.  R.  F.  Schneider, 
Standard  Oil  Company  (New  Jersey),  chair- 
man of  the  API’s  central  committee  on  medi- 
cine and  health. 

Included  in  the  publications  are  reviews  of 
properties  and  characteristics ; uses  and 
probable  sources  of  contact;  toxicology,  in- 
cluding acute  and  chronic  effects ; air  pollu- 
tion and  permissible  limit  of  exposure ; treat- 
ment; and  precautionary  measures. 

These  two  new  reviews  and  previously  an- 
nounced second  editions  on  copper  naphthe- 
nate,  naphthalene,  naphthenic  acids,  buta- 
diene, benzene,  toluene,  styrene,  cyclohexane, 
and  xylene  may  be  obtained  from  the  Pub- 
lications Section,  American  Petroleum  Insti- 
tute, 1271  Avenue  of  the  Americas,  New 
York  20,  N.  Y.  The  price  is  25  cents  a copy. 


New  York  To  Host 
Birth  Defect  Conference 

The  Second  International  Conference  on 
Congenital  Malformations  sponsored  by  The 
National  Foundation-March  of  Dimes  will 
be  held  July  15-19,  1963,  at  the  Americana 
Hotel  in  New  York. 

Scientists  from  nine  nations  will  present 
reports  of  recent  advances  in  the  under- 
standing and  treatment  of  birth  defects  dur- 
ing the  five-day  meeting,  according  to  an  an- 
nouncement by  Basil  O’Connor,  president  of 
The  Foundation. 

The  sessions  are  expected  to  attract  1,000 
physicians  and  researchers. 

AMA  Offers  Pamphlet  Rack 

A new  pamphlet  rack  for  use  in  physi- 
cians’ waiting  rooms  is  available  from  the 
American  Medical  Association. 

The  rack  and  an  original  set  of  200  pam- 
phlets is  available  at  a total  cost  of  $8.95. 
Replacement  pamphlets  and  an  increasing 
list  of  new  pamphlets  designed  to  fit  in  the 
racks  are  also  available. 

All  orders  for  this  material  should  include 
the  proper  remittance  and  be  directed  to  the 
AMA  Order  Department,  535  N.  Dearborn, 
Chicago  10. 


Ruidoso  Summer  Clinic 
Scheduled  for  July  15-18 

The  Ruidoso  Summer  Clinic  sponsored  by 
the  New  Mexico  Chapter  of  the  American 
Academy  of  General  Practice  and  the  Uni- 
versity of  Kansas  School  of  Medicine  will  be 
held  July  15-18  at  the  Holiday  House  in 
Ruidoso,  N.  Mex. 

Theme  will  be  “Modern  Therapeutic  Meth- 
ods”. 

’Miose  attending  the  clinic  will  be  able  to 
earn  12  hours  Category  I credit  from  the 
American  Academy  of  General  Practice. 

Persons  interested  should  make  reserva- 
tions through  Dr.  Brarn  Vanderstok,  Rui- 
doso, N.  Mex. 

New  General  Counsel 
Named  by  AMA 

Robert  B.  Throckmorton  of  Des  Moines, 
Iowa,  has  been  named  general  counsel  of  the 
American  Medical  Association,  effective  Julv 
1. 

Dr.  F.  J.  L.  Blasingame,  executive  vice 
president  of  the  AMA,  said  Throckmorton 
will  succeed  C.  Joseph  Stetler,  who  resigned 
to  become  executive  vice  president  and  gen- 
eral counsel  of  the  Pharmaceutical  Manu- 
facturers Association  in  Washington,  D.C., 
on  July  1. 


"If  I've  developed  the  jockey  itch  the  government  should 
pay  for  treatment.  I rode  with  the  first  cavalry  division  in 
World  War  I." 
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Postgraduate  Courses 

Rehabilitation,  Dallas,  Aug.  25-30. — The 
American  Congress  of  Physical  Medicine  and 
Rehabilitation  will  hold  scientific  sessions  at 
the  Sheraton-Dallas  Hotel.  Registration  fee 
is  $10.  Persons  desiring  additional  informa- 
tion should  write  to  Dr.  Glenn  Gullickson, 
Jr.,  executive  director,  30  N.  Michigan  Ave., 
Chicago  2,  111. 

Obstetrics  and  Gynecology , Galveston, 
Aug.  7-10.- — The  Department  of  Obstetrics 
and  Gynecology  in  conjunction  with  the  Uni- 
versity of  Texas  Medical  Branch  Postgradu- 
ate Division  and  the  Texas  Academy  of  Gen- 
eral Practice  is  offering  four  one-half  day 
sessions  which  will  give  15  hours  Category 
I credit  by  the  Texas  Academy  of  General 
Practice.  Topics  and  speakers  include  the 
following : 

“Acute  Vasopastic  Toxemia  of  Pregnan- 
cy”, Dr.  William  F.  Mengert,  professor  and 
chairman,  Department  of  Obstetrics  and 
Gynecology,  University  of  Illinois,  Chicago; 
“Heart  Disease  in  Pregnancy”,  Dr.  Douglas 
E.  Canned,  professor  and  chairman,  Depart- 
ment of  Obstetrics  and  Gynecology,  Univer- 
sity of  Toronto,  Toronto,  Canada ; “Renal 
Diseases  in  Pregnancy”,  Dr.  Robert  0.  Mor- 
gan, assistant  professor  of  obstetrics  and 
gynecology,  Ohio  State  University,  Colum- 
bus, Ohio ; panel  on  maternal  prognosis  re- 
garding future  pregnancies,  Drs.  Raymond 
Gregory,  moderator,  professor  and  chairman, 
Department  of  Medicine,  University  of  Tex- 
as Medical  Branch,  Mengert,  Cannell,  Mor- 
gan, and  Alvin  L.  LeBlanc,  University  of 
Texas  Medical  Branch; 

“Endometriosis”,  Dr.  Cannell;  “Differen- 
tial Psychology  of  the  Female”,  Dr.  Mengert ; 
“Hormone  Management  of  Abortions”,  Dr. 
Nichols  Vorys,  assistant  professor  of  obstet- 
rics and  gynecology,  Ohio  State  University, 
Columbus,  Ohio ; panel  on  pelvic  pain,  Drs. 
L.  A.  Charpentier,  moderator,  Galveston, 
Vorys,  Cannell,  Mengert,  and  Bob  White, 
associate  professor,  Department  of  Neuro- 
psychiatry, University  of  Texas  Medical 
Branch. 

“Induction  of  Labor”,  Dr.  Cannell;  “Pro- 
longed Labor”,  Dr.  Mengert;  “Postmatur- 
ity”, Dr.  Thomas  N.  Evans,  professor  of  ob- 
stetrics and  gynecology,  University  of  Mich- 
igan, Ann  Arbor,  Mich. ; panel  on  hemor- 
rhage in  pregnancy,  Drs.  Alois  Vasicka,  Gal- 
veston, moderator,  Vorys,  Evans,  and  Harry 
T.  Hutchinson,  Galveston. 

“Virus  Disease  and  Anomalies”,  Dr.  Ev- 


ans; “Hormone  Management  of  Menstrual 
Dysfunction”,  Dr.  Vorys;  “The  Anovula- 
tory Ovary”,  Dr.  Evans ; panel  on  endo- 
metrial carcinoma,  Drs.  Felix  N.  Rutledge, 
professor  and  chairman,  Department  of  Gy- 
necology, M.  D.  Anderson  Tumor  Institute, 
Houston,  Mengert,  Evans,  and  L.  Charles 
Powell,  assistant  professor,  Department  of 
Obstetrics  and  Gynecology,  University  of 
Texas  Medical  Branch. 

Obstetrics,  Gynecology  Board 
Announces  Deadline 

July  1 is  the  final  date  for  the  receipt 
of  applications  and  letters  requesting  reopen- 
ing of  applications  or  re-examination  by  the 
American  Board  of  Obstetrics  and  Gynecol- 
ogy. 

All  applications  and  letters  of  request 
must  be  accompanied  by  a duplicate  list  of 
patient  dismissals  for  the  preceding  12 
months,  not  to  date  prior  to  Jan.  1,  1962. 
This  requirement  also  applies  to  candidates 
who  have  previously  been  declared  eligible, 
but  who  did  not  accept  examination  in  the 
same  year. 

Diplomates  are  requested  to  keep  the 
Board  office  informed  of  their  current  ad- 
dress, according  to  Dr.  Robert  L.  Faulkner, 
Executive  Secretary  and  Treasurer,  Ameri- 
can Board  of  Obstetrics  and  Gynecology, 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 

Alcohol  Studies  Institute 
To  Be  Held  July  21-25 

“Changing  Attitudes”  will  be  the  theme 
for  the  sixth  annual  Institute  on  Alcohol 
Studies,  July  21-25.  The  meeting  will  take 
place  at  Kinsolving  Dormitory,  the  Univer- 
sity of  Texas,  Austin,  and  is  sponsored  by 
the  Texas  Commission  on  Alcoholism  and  the 
University  of  Texas  Department  of  Health 
and  Physical  Education,  School  of  Social 
Work,  and  Division  of  Extension. 

The  Institute  is  planned  for  individuals 
who  have  a professional  interest  in  alcohol 
problems  and  for  other  interested  citizens 
who  might  be  in  a position  to  help  implement 
cooperative  action  in  their  respective  com- 
munities. 

Persons  interested  in  attending  the  Insti- 
tute should  write  to  Mr.  W.  E.  Bowman,  Jr., 
director  of  education  and  publicity,  Texas 
Commission  on  Alcoholism,  State  Office 
Building,  Austin  1. 
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Related  Societies 
Announce  Officers 

Officers  of  six  more  related  societies  have 
been  announced.  These  physicians  were 
elected  at  the  April  Annual  Session  meeting 
in  Dallas. 

Conference  of  City  and  County  Health  Of- 
ficers: Dr.  J.  E.  Peavy,  Austin,  chairman. 

Texas  Dermatological  Society:  Dr.  Earl  R. 
Cockerell,  Abilene,  president;  Dr.  H.  Fred 
Johnson,  Amarillo,  vice  president;  Dr.  M. 
Allen  Forbes,  Jr.,  Austin,  secretary-treasur- 
er. 

Texas  Division , American  Cancer  Society: 
Dr.  Jerry  E.  Miller,  Dallas,  president. 

Texas  Ophthalmological  Association:  Dr. 
Louis  Daily,  Jr.,  Houston,  president;  Dr. 
Everett  R.  Veirs,  Temple,  vice  president  and 
program  chairman;  Dr.  Harold  E.  Hunt, 
Paris,  secretary;  Dr.  Harl  D.  Mansur,  Jr., 
Wichita  Falls,  treasurer. 

Texas  Physical  Medicine  and  Rehabilita- 
tion Society:  Dr.  James  R.  Oates,  Houston, 
president;  Dr.  David  Hoehn,  Fort  Worth, 
vice  president;  Dr.  Jewel  S.  Daughety,  Dal- 
las, secretary. 

Texas  Society  of  Plastic  Surgeons:  Dr. 
Raymond  O.  Brauer,  Houston,  president;  Dr. 
Dean  C.  Kipp,  Dallas,  vice  president;  Dr. 
Willard  C.  Sellman,  Jr.,  Dallas,  secretary- 
treasurer. 

AMA  Consultant  Meets 
With  Texas  Educators 

Discussions  on  current  practices  of  health 
education  in  the  United  States  were  held 
April  26  by  members  of  the  Committee  on 
Teacher  Education  Programs  and  Health  and 
Physical  Education  in  Texas  Colleges  and 
Universities.  The  meeting  was  sponsored  by 
the  Texas  Education  Agency  and  held  at  the 
Texas  Medical  Association  Headquarters 
Building. 

Meeting  with  the  committee  as  consultant 
was  Dr.  Donald  A.  Dukelow  of  Chicago, 
medical  consultant  in  health  and  fitness  in 
the  Department  of  Health  Education  of  the 
American  Medical  Association. 

Primary  purpose  of  the  committee  is  to 
set  up  guides  for  colleges  preparing  health 
and  physical  education  teachers  for  the  pub- 
lic schools.  Programs  relative  to  health  in 
teacher  education  programs  of  other  states 
were  discussed  during  the  meeting. 

Attending  the  meeting  with  Dr.  Dukelow 


were  James  J.  Garland,  Ed.D.,  of  Belton, 
Mrs.  Margaret  Stapper  of  San  Antonio,  and 
Fred  Stoker,  Ed.D.,  and  Mr.  Lewis  Spears, 
both  with  the  Texas  Education  Agency,  Aus- 
tin. 

Chest-  Disease 
Fellowship  Announced 

The  Alfred  A.  Richman  Fellowship  for 
Chest  Disease  has  been  established  by  the 
Council  on  International  Affairs  of  the 
American  College  of  Chest  Physicians. 

This  fellowship,  through  a generous  grant 
from  Dr.  Richman  of  New  York  City  and  his 
associates,  will  make  it  possible  for  deserving 
physicians  to  pursue  postgraduate  study  in 
an  approved  institution  of  their  choice  for  a 
period  of  one  year.  The  fellowship  provides 
for  a grant  of  $100  per  month  for  a period  of 
12  months. 

The  selection  of  candidates  will  be  under 
the  supervision  of  the  Council  on  Interna- 
tional Affairs  of  the  College.  For  complete 
information,  applicants  should  write  the 
Council  c/o  American  College  of  Chest  Phy- 
sicians, 112  East  Chestnut  Street,  Chicago 
11. 

I 


'A 


"When  we  get  finished  with  the  doctors,  I'll  bet  ten  out 
of  ten  will  be  taking  aspirins." 
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El  Paso  High  School  Student  Wins  AMA  Award 
At  National  Science  Fair-International 


W INNER  OF  one  of  the  two  Honorable 
Mention  Citations  of  the  American  Medical 
Association  at  the  14th  National  Science 
Fair-International,  in  Albuquerque,  N.M., 
May  6-11,  was  John  James  Stevenson,  17, 
a senior  at  Stephen  F.  Austin  High  School 
in  El  Paso.  A citation  for  excellence  in  re- 
search in  the  field  of  medical  science  and 
health  was  presented  to  him  by  Dr.  George 
M.  Fister  of  Ogden,  Utah,  President  of  the 
AMA,  for  his  exhibit  on  “Genetics  of  the 
Bacterium  Pseudomonas”. 

The  presentation  was  made  at  a Health 
Awards  Banquet,  co-hosted  by  the  American 
Medical  Association,  American  Dental  Asso- 
ciation, American  Pharmaceutical  Associa- 
tion, and  American  Veterinary  Medical  As- 
sociation, attended  by  1,150  student-finalists, 
teachers,  counselors,  and  sponsors  of  regional 
fairs  from  50  states  and  8 foreign  nations. 
Young  Stevenson  was  an  entrant  from  the 
ninth  Trans-Pecos  Regional  Science  Fair  in 
El  Paso  sponsored  by  the  El  Paso  Public 
Schools,  Texas  Western  College,  and  the  El 
Paso  Business  and  Industrial  Firms. 

His  exhibit,  in  which  he  explored  the 
transformation,  transduction  and  sexual  re- 
combination in  bacteria,  was  chosen  by  mem- 
bers of  the  AMA  Council  on  Scientific  As- 
sembly from  a field  of  exhibits  by  400  final- 
ists. Judges  were  Drs.  J.  Arnold  Bargen, 
Temple;  Charles  D.  Bussey,  Dallas;  George 
R.  Meneely,  Chicago;  and  Walter  D.  Scott, 
Los  Angeles. 

The  National  Science  Fair-International  is 
the  annual  climax  of  local  and  regional  fairs 
in  which  the  400  finalists  survive  the  com- 
petition of  1,000,000  other  exhibitors  is  spon- 
sored by  Science  Service  of  Washington, 
D.C.,  to  interest  talented  students  in  the 
study  of  medicine. 


A sponsoring  group  for  a medical  mis- 
sionary in  Mexico  is  trying  to  locate  a few 
monocular  microscopes  for  use  in  small 
out-clinics  in  southern  Mexico.  The  age  of 
the  microscope  does  not  matter  as  long  as 
it  is  in  good  working  order. 

Persons  interested  in  selling  such  micro- 
scopes at  a reasonable  price  should  contact 
Miss  Beatrice  Carlberg,  377  West  Nickerson, 
Seattle  99,  Wash. 


Pictured  (left  to  right)  with  Drs.  Bargen  and  Fister  are 
the  four  AMA  winners:  Deborah  Chase,  New  York  City; 
Edward  Joseph  Duffy,  Fort  Lauderdale,  Fla.;  Rhea  Louise 
Keller,  Fort  Wayne,  I n d . ; and  the  Texas  winner,  John  Stev- 
enson. 

Two  Texas  Students  Place 
In  National  Essay  Contest 

Two  Texas  high  school  students  have 
placed  in  the  1963  national  essay  contest 
sponsored  by  the  Association  of  American 
Physicians  and  Surgeons.  They  are  Connie 
House  of  Kountze  High  School,  Kountze,  who 
won  second  prize  of  $500  and  John  L.  Mun- 
sey  of  3611  Drummond,  Houston  25,  who 
placed  seventh  and  won  $100. 

These  two  students  placed  first  and  second 
in  the  Texas  state  contest,  winning  prizes  of 
$500  and  $200  each. 

Other  winners  from  the  Texas  state  con- 
test were  Mary  Baumstark,  9314  Silverlake 
Lane,  Houston,  third  place  and  $100 ; Dianne 
Blair,  3726  Belfontaine,  Houston,  fourth 
place  and  $75;  Sharon  Stagg,  Box  825,  Con- 
roe, fifth  place  and  $25. 

The  teacher  of  the  first  place  state  winner 
received  $100  for  use  in  the  winner’s  school 
or  school  room.  Connie  House’s  teacher  is 
Mrs.  Miley  Cariker  of  Kountze. 

Students  had  a choice  of  topics  for  their 
essays.  They  were  “The  Advantages  of  the 
American  Free  Enterprise  System  Over 
Communism”  and  “The  Advantages  of  Pri- 
vate Medical  Care”. 

Chairman  of  the  state  contest  was  Dr. 
Thane  T.  Sponsel,  1405  Hermann  Profes- 
sional Bldg.,  Houston. 
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Health  Department  Offers 
Services  in  PKU  Detection 

The  Texas  State  Department  of  Public 
Health  has  offered  its  resources  to  the  Texas 
Medical  Association  and  Texas  hospitals 
which  are  participating  in  the  state-wide 
phenylketonuria  pilot  program. 

A member  of  the  state  laboratory  staff 
has  recently  had  the  opportunity  to  study 
Dr.  Robert  Guthrie’s  bio-indicator  technique 
for  screening  PKU.  The  Department  has 
offered  its  resources  if  any  hospitals  partici- 
pating in  the  program  would  like  to  have 
their  laboratory  technicians  trained  in  the 
“Guthrie  Technique”  to  be  used  in  conjunc- 
tion with  their  current  screening  procedures. 
Persons  interested  should  contact  the  De- 
partment. 

The  Department  of  Health  in  conjunction 
with  the  Department  of  Pediatrics  of  South- 
western Medical  School  in  Dallas  has  com- 
pleted the  installation  of  the  necessary 
equipment  to  do  further  analysis  on  children 
with  known  or  suspected  PKU.  This  labora- 
tory is  available  to  anyone  in  the  state  and 
has  been  set  up  primarily  to  do  the  follow-up 
analysis  on  blood  and  chromosomes  for  those 
children  showing  positive  or  questionable 
screening  results,  children  under  treatment, 
and  the  testing  of  siblings  of  any  children 
with  known  PKU. 


Book  Notes 

History  of  Public  Health  in  New  Mexico.  Myrtle 
Greenfield.  372  pp.  Albuquerque,  University  of 
New  Mexico  Press,  1962.  $5. 

During  its  early  years  of  statehood,  New 
Mexico  had  no  public  health  department. 
Deaths  from  tuberculosis,  influenza,  small- 
pox, and  other  infectious  diseases  were  nu- 
merous, and  epidemics  were  frequent.  Begin- 
ning in  1919,  when  the  first  state  department 
of  public  health  was  established,  a few  dedi- 
cated people,  despite  financial  handicaps, 
lack  of  proper  facilities,  and  difficulties  in 
bringing  treatment  to  isolated  communities, 
labored  diligently  and  successfully  to  improve 
health  conditions  in  the  state. 

The  problems  encountered  in  instituting  a 
New  Mexico  department  of  public  health  are 
thoroughly  documented  and  described  in  this 
book. 


Synopsis  of  Obstetrics.  6th  ed.  Charles  E.  McLen- 
nan, M.D.  451  pp.  St.  Louis,  C.  V.  Mosby  Co.,  1962. 
$6.75. 

T HE  PREVIOUS  editions  of  this  popular  text- 
book have  been  read  widely  by  medical  stu- 
dents and  used  for  review  by  countless  oth- 
ers. This  is  an  excellent  abridgment  of  ob- 
stetrics. The  format  is  well  arranged  and  in 
good  sequence.  The  author  has  brought  the 
sixth  edition  up  to  date.  The  major  change 
in  this  edition  is  the  rearrangement  of  the 
chapters  into  a more  logical  sequence  and 
the  bringing  together  of  much  related  sub- 
ject matter  that  previously  was  widely  scat- 
tered. The  views  expressed  by  Dr.  McLen-  \\ 
nan  are  well  accepted  and  follow  the  present- 
day  teaching  of  obstetrics.  Two  of  the  salient 
features  of  the  book  are  its  outline  form  and 
its  illustrations.  This  book  would  provide  a 
beginner  in  obstetrics  with  rapid  insight  into 
the  entire  field  and  the  more  advanced  stu- 
dent or  practitioner  a rapid  method  of  re- 
view. 

— J.  Phillip  Thomson,  M.D.,  Austin. 


Synopsis  of  Pediatrics.  James  G.  Hughes,  M.D.  938 
pp.  Saint  Louis,  C.  V.  Mosby  Co.,  1963.  $9.85. 

A COMPLETE  new  textbook  on  pediatrics, 
this  is  more  than  a synopsis.  As  the  author 
says  in  his  preface,  “it  is  a somewhat  hyper-  I 
trophied  synopsis,  but  since  the  child  is  our 
subject,  we  had  to  let  it  grow”.  Indeed,  it 
would  be  contrary  to  good  medical  principles  r 
to  try  to  stunt  the  growth  of  a child,  and 
perhaps  it  would  have  been  just  as  heretical 
to  have  made  deletions  in  order  to  keep  this 
volume  small.  However,  there  are  certain  sec- 
tions, such  as  introductory  paragraphs  on 
historical  data,  photographic  illustrations, 
diagrams,  and  so  on,  which  could  have  been 
sacrificed  if  it  was  the  author’s  purpose  to 
make  this  book  concise  enough  to  be  used  as 
a sort  of  handbook.  It  is  probably  better  that 
the  deletions  were  not  made,  since  most  of 
the  discussions  in  the  book  are  as  complete  as 
they  need  to  be  for  any  textbook.  With  a dif- 
ferent title  and  a slightly  enlarged  format 
this  book  could  well  take  its  place  among  the 
standard  pediatric  texts.  The  25  chapters 
were  written  by  different  contributors.  The 
chapters  written  by  Dr.  Hughes  are  enjoy- 
able because  of  his  colorful  style  of  writing. 
The  chapter  on  infant  feeding  written  by  Dr. 
Stanley  Crawford  says  all  that  needs  to  be 
said  and  yet  is  concise  enough  to  have  been 
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included  in  a true  synopsis.  The  section  on 
the  new-born  infant  by  Dr.  Arturo  J.  Aballi 
and  Dr.  Sheldon  B.  Korones  is  scholarly  and 
up  to  date.  Since  the  book  is  so  complete  in 
most  respects,  it  would  have  been  well  to  in- 
clude more  information  on  the  treatment  of 
erythroblastosis  fetalis  including  the  tech- 
nique for  doing  an  exchange  transfusion, 
since  this  is  a fairly  common  problem  in 
practice.  This  book  is  recommended  for  any 
pediatrician,  general  practitioner,  or  student 
who  is  interested  in  having  a good  up-to-date 
text  on  pediatrics. 

— Erie  Dell  Adams,  M.D.,  Lubbock. 


The  Surgeon.  W.  C.  Heinz.  245  pp.  Garden  City,  N.Y., 

Doubleday  & Co.,  Inc.,  1963.  $3.95. 

This  book  tells  the  activities  of  one  day  in 
the  practice  of  a thoracic  surgeon  which  in- 
clude a pneumonectomy,  conferences,  mitral 
valve  surgery,  patient  appointments,  and  a 
medical  meeting. 

It  is  a glimpse  of  seven  hours  in  the  world 
of  the  hospital,  the  operating  room,  and  in 
the  mind  of  the  doctor. 


Cancer.  Diagnosis,  Treatment,  and  Prognosis.  3rd 
ed.  Lauren  V.  Ackerman,  M.D.,  and  Juan  A.  del 
Regato,  M.D.,  1263  pp.  Saint  Louis,  C.  V.  Mosby 
Co.,  1962.  $29.50. 

If  one  had  to  choose  the  area  in  which  the 
greatest  improvement  has  been  made  in  this 
edition,  one  would  be  tempted  to  say  it  is  in 
the  discussions  of  prognosis. 

The  extensive  bibliographic  references  at 
the  end  of  each  subject  represent  much  of 
the  literature  pertinent  to  the  subject.  One 
appreciates  the  liberal  use  of  gross,  micro- 
scopic, and  radiographic  reproductions  util- 
ized in  the  presentation  of  case  material  in 
this  volume.  One  is  particularly  gratified  that 
the  late  results  and  sequelae  are  presented. 
Both  the  biologic  and  physiologic  aspects  of 
each  system  are  included  in  the  discussion  of 
tumors. 

It  is  stimulating  to  find  a problem  case  and 
first  consult  Pack  and  Ariel,  and  then  follow 
up  with  the  opinions  by  Ackerman  and  del 
Regato.  On  fundamental  and  basic  principles, 
there  is  much  common  ground.  There  are 
differences  in  some  areas,  too,  but  this  helps 
the  rest  of  us  to  evaluate  our  own  positions. 

— Joe  C.  Rude,  M.D.,  Austin. 


Malpractice  Law  Dissected  for  Quick  Grasping. 
Charles  L.  Cusumano.  125  pp.  New  York,  Medicine- 
Law  Press,  Inc.,  1962.  $10. 

To  QUOTE  the  author,  “It  is  only  good  com- 
mon sense  that  doctors  should  want  to  under- 
stand the  law  of  malpractice.  The  basic  ele- 
ments can  be  presented  so  that  one  can  un- 
derstand them  without  spending  too  much 
time  or  effort  in  the  process.” 

This  volume  is  his  answer  to  this  need.  It 
is  an  important  contribution  to  the  libraries 
of  physicians,  hospital  administrators,  den- 
tists, and  lawyers. 

Surgery  in  World  War  II:  Thoracic  Surgery.  Vol.  I. 
Medical  Department,  U.  S.  Army.  344  pp.  Wash- 
ington, D.  C.,  Office  of  the  Surgeon  General  De- 
partment of  the  Army,  1963. 

T his  contribution  represents  the  efforts  of 
a number  of  distinguished  thoracic  surgeons 
and  medical  historians. 

In  the  opinion  of  the  reviewer,  more  prog- 
ress in  thoracic  surgery  was  made  during 
World  War  II  than  in  100  years  preceding  it. 
It  took  the  bringing  together  of  the  best 
specialists  and  the  channeling  of  patients  in- 
to large  hospitals  to  obtain  extensive  experi- 
ence. 

The  classification  and  study  of  chest  in- 
juries during  conflict  opened  the  door  to 
improvement  in  the  transportation,  care, 
operative  procedures,  and  the  eventual  re- 
turn to  duty  of  larger  numbers  of  personnel 
than  had  ever  before  been  possible.  The  in- 
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troduction  of  antibiotics  improved  the  results 
in  a substantial  way.  Through  this  experi- 
ence criteria  were  established  separating 
those  who  could  be  returned  to  duty  and 
those  that  must  be  evacuated  to  the  interior. 
The  rise  of  the  consultant  system  is  one  of 


the  bright  spots  in  the  medical  history  of 
World  War  II,  and  it  would  be  difficult  to 
estimate  its  impact  on  the  medical  and  sur- 
gical handling  of  patients  as  well  as  their 
rehabilitation. 

— Joe  C.  Rude,  M.D.,  Austin. 


Recent 

DR.  T.  P.  FRIZZELL 

Dr.  Thomas  Paul  Frizzell,  Jr.,  died  at  his 
Knox  City  home  April  7 following  a lengthy 
illness.  He  was  65. 

He  was  born  in  Gainesville  on  May  11, 
1897,  the  son  of  T.  P.  and  Mollie  (Pinson) 
Frizzell.  His  father  was  a pioneer  druggist. 
The  family  moved  to  Knox  City  in  1909  and 
Dr.  Frizzell  was  graduated  from  the  Knox 
City  High  School.  In  1957,  the  alumni  asso- 
ciation honored  him  as  the  outstanding  grad- 
uate of  the  school. 

At  19,  he  graduated  from  Texas  Christian 
University  and  a year  later  took  his  mas- 
ter’s degree  from  Rice  Institute,  now  Rice 
University.  His  medical  degree  was  con- 
ferred by  Tulane  University  School  of  Med- 
icine in  New  Orleans  and  he  interned  at 
Charity  Hospital  in  New  Orleans.  He  was 
a member  of  Alpha  Omega  Alpha  medical 
fraternity. 

During  World  War  I he  served  with  the 
army  as  a medical  corps  lab  technician. 

On  March  5,  1925,  Dr.  Frizzell  was  mar- 
ried to  Kelphia  Williams  of  Tallassee,  Ala., 


DR.  T.  P.  FRIZZELL 


Deaths 

in  Dallas.  The  couple  moved  to  Knox  City 
where  he  began  his  practice. 

He  built  the  Knox  City  Clinic  and  entered 
into  partnership  with  the  late  Dr.  D.  C. 
Eiland  and  Dr.  T.  S.  Edwards  in  1936.  He 
had  been  a staff  member  of  the  Knox  Coun- 
ty Hospital  since  it  was  built  in  1926.  Dr. 
Frizzell’s  partners  at  the  time  of  his  death 
were  Drs.  Edwards,  C.  G.  Markward,  and 
D.  C.  Eiland,  Jr. 

He  was  a member  of  the  First  Christian 
Church  of  Knox  City,  the  Masonic  Lodge, 
Knox  City  Lions  Club,  American  Legion, 
and  was  affiliated  with  the  Baylor-Knox- 
Haskell  Counties  Medical  Society,  Texas 
Medical  Association,  the  American  Medical 
Association,  and  the  American  Academy  of 
General  Practice. 

Survivors  include  his  wife;  one  daughter, 
Mrs.  Herbert  Bellinghausen  of  Knox  City; 
two  sons,  Tom  Paul  Frizzell,  Jr.,  of  Knox 
City  and  William  Kenneth  Frizzell  of  New 
York  City;  his  mother  of  Knox  City;  a sis- 
ter, Mrs.  Roy  A.  Baker  of  Ruidoso,  N.  M. ; 
four  granddaughters,  and  a nephew. 

DR.  J.  H.  HOLLIMON 

Dr.  James  Hamilton  Hollimon,  Houston 
general  practitioner,  died  on  April  29  of  a 
heart  attack.  He  was  52. 

He  was  the  son  of  Mr.  and  Mrs.  James  ] 
H.  Hollimon,  long-time  residents  of  Hous- 
ton. Dr.  Hollimon  was  born  in  Houston 
Sept.  16,  1910,  and  attended  public  schools 
there.  He  graduated  from  the  University  of 
Texas  in  1932  and  received  his  medical  de- 
gree at  Tulane  in  1936.  He  did  a year  of 
internship  at  Southern  Baptist  Hospital  be- 
fore returning  to  Houston  to  practice. 

He  served  with  the  U.S.  Army  Medical 
Corps  in  Europe  and  North  Africa  in  World 
War  II. 

Besides  being  a member  of  the  Harris 
County  Medical  Society,  the  Texas  Medical 
Association,  and  the  American  Medical  As- 
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sociation,  Dr.  Hollimon  was  a member  of 
the  American  Academy  of  General  Practice, 
the  Texas  Urological  Society,  and  the  Post 
Graduate  Medical  Assembly  of  South  Texas. 
He  served  on  the  staffs  of  St.  Joseph’s  Me- 
morial, Hermann,  and  Texas  Children’s  hos- 
pitals. 

He  was  a member  of  the  First  Evangeli- 
cal Church. 

He  is  survived  by  his  widow;  his  daugh- 
ter, Mrs.  Gayle  Moomaw;  his  son,  James  H. 
Hollimon,  Jr.,  all  of  Houston;  a sister,  Mrs. 
W.  R.  Thomas,  Phoenix,  Ariz.,  and  one 
granddaughter. 


DR.  W.  T.  SHELL,  JR. 

Dr.  William  Thomas  Shell,  Jr.,  Corsicana 
surgeon,  died  at  his  home  March  5.  He  was 
61.  The  owner  and  operator  of  Corsicana 
Hospital  and  Clinic  for  25  years  had  been  ill 
for  several  months. 

He  was  born  in  Corsicana,  Sept.  24,  1901, 
the  son  of  William  Thomas  and  Kate  Burns 
Taylor  Shell.  He  attended  Corsicana  High 
School  and  Virginia  Military  Institute,  Lex- 
ington, Va.,  and  received  a bachelor’s  degree 
from  the  University  of  Texas  in  1924.  He 
earned  his  medical  degree  at  the  University 
of  Pennsylvania  in  1928,  having  transferred 
there  from  the  University  of  Texas  Medical 
Branch  after  two  years’  work. 

He  interned  at  Baylor  Hospital  in  Dallas. 

He  began  practice  in  Corsicana  in  July  of 
1929.  He  was,  in  addition  to  a private  prac- 


titioner, the  local  surgeon  for  Burlington 
Rock  Island  Railroad  and  district  surgeon 
for  the  St.  Louis  Southwestern  Railroad. 

He  married  Mrs.  Emma  Jean  Smith  Lock 
of  Mexia  on  Oct.  14,  1936. 

Dr.  Shell  was  the  author  of  20  or  more 
papers  given  to  medical  societies  and  lay 
organizations. 

He  was  past  president  of  the  Navarro 
County  Medical  Society  and  a member  of 
Texas  Medical  Association,  American  Medi- 
cal Association,  12th  District  Medical  Soci- 
ety, Texas  Railway  Surgeons,  and  American 
Association  of  Railway  Surgeons.  He  was  a 
fellow  of  the  American  College  of  Surgeons 
and  of  the  International  College  of  Surgeons, 
and  was  certified  by  the  National  Board  of 
Medical  Examiners. 

He  was  a member  of  Kappa  Sigma  fra- 
ternity, First  Methodist  Church,  Corsicana, 
and  was  a past  master  of  the  local  Masonic 
Lodge  and  a 32nd  degree  Mason.  He  was  a 
member  of  the  Corsicana  Lodge  No.  63, 
I.O.O.F. 

He  was  a director  of  the  Navarro  County 
Chapter  of  the  Texas  Crippled  Children’s  So- 
ciety and  gave  much  of  his  time  to  treating 
crippled  children. 

He  was  first  aid  chairman  of  the  Navar- 
ro County  Chapter  of  American  Red  Cross, 
chairman  of  health  emergency  service,  Na- 
varro County,  and  he  was  an  examiner  for 
the  local  draft  board. 

His  hobbies  were  travel,  hunting,  fishing, 
and  golf. 

Survivors  include  his  wife ; two  daughters, 
Mrs.  Billy  Jack  Curtis,  Austin,  and  Mrs. 
Harold  Watson,  Jr.,  Maracaibo,  Venezuela; 
two  grandsons;  and  a brother,  Rufus  D. 
Shell,  Corsicana. 


DR.  J.  L.  DE  WITT 

Former  Elsa  physician,  Dr.  Joseph  Lane 
DeWitt  died  Dec.  11,  1962,  in  Queretaro, 
Mexico.  He  was  en  route  to  Honduras  where 
he  was  establishing  a Seventh  Day  Adventist 
mission  school  at  Lake  Yojoa.  Death  resulted 
from  infarct  of  myocardium. 

A resident  of  Texas  since  1932,  Dr.  De- 
Witt  had  practiced  in  LaFeria,  Mercedes, 
and  Elsa.  Last  summer  he  sold  his  practice 
in  Elsa  in  order  to  devote  full  time  to  his 
medical  mission  work  in  Honduras.  It  was 
his  intention  to  move  his  residence  to  San 
Pedro  Sula,  Honduras. 
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Dr.  DeWitt  was  born  at  Willow  Hill,  Jas- 
per County,  111.,  on  Sept.  5,  1897.  His  par- 
ents were  George  Washington  and  Mary 
Elizabeth  DeWitt.  He  attended  elementary 
and  secondary  schools  at  Willow  Hill,  Sheri- 
dan, 111.,  and  Portis,  Kan.,  and  went  to  col- 
lege at  Union  College,  Lincoln,  Neb. 

He  received  his  M.D.  degree  from  College 
of  Medical  Evangelists,  Loma  Linda  and  Los 
Angeles,  Calif.,  in  June,  1931.  He  interned 
at  San  Bernardino,  Calif.,  County  Charity 
Hospital. 

Dr.  DeWitt  married  Bertha  Reed  on  Sept. 
11,  1918,  in  Lincoln,  Neb. 

He  was  a member  of  the  American  Medi- 
cal Association,  the  Texas  Medical  Associa- 
tion, and  the  Hidalgo-Starr  Counties  Medi- 
cal Society. 

His  interests  included  farming  and  col- 
lecting stamps. 

His  church  was  an  important  part  of  his 
life.  He  was  an  elder  and  had  served  on  the 
state  conference  committee  of  the  Seventh 
Day  Adventist  church.  He  was  president  of 
the  Eternity  Building,  Inc.,  a church-related 
organization. 

He  is  survived  by  his  wife  of  San  Pedro 
Sula,  Honduras ; two  daughters,  Verlene 
Youngberg  of  San  Pedro  Sula,  Honduras, 
and  Valeda  Bloekcolsky  of  Carbondale,  111. ; 
and  two  sons,  the  Rev.  Lyndon  DeWitt  of 
Tehran,  Iran,  and  Waldon  DeWitt  of  Nash- 
ville, Tenn. 

DR.  C.  F.  CRAIN 

A past  president  of  the  Nueces  County 
Medical  Society,  the  Texas  Radiological  So- 
ciety, and  the  Southwest  Texas  District 
Medical  Society,  Dr.  Carroll  Francis  Crain, 
one  of  the  Southwest’s  first  radiologists, 
died  March  24  in  Phoenix,  Ariz.  He  was  67. 

A native  of  South  Dakota,  Dr.  Crain  was 
born  in  Doland,  S.D.,  on  April  2,  1895,  the 
son  of  a physician,  Dr.  Francis  Marion 
Crain  and  Mildred  (Moore)  Crain.  He  was 
married  three  times.  His  wives  were  Louise 
Jones,  Esther  Jefferson  who  died  in  1946, 
and  Bernice  Raney. 

The  radiologist  attended  the  State  Uni- 
versity of  South  Dakota  in  Vermillion  and 
was  graduated  with  a B.S.  degree  from  the 
University  of  Wisconsin  in  Madison.  He  re- 
ceived his  medical  education  at  Jefferson 
Medical  College  of  Philadelphia  and  interned 
for  two  years  at  the  Episcopal  Hospital  in 
that  city. 
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After  practicing  for  eight  years  in  South 
Dakota,  two  of  which  were  spent  in  Aber- 
deen and  six  in  Redfield,  Dr.  Crain  was  of- 
fered a fellowship  in  radiology  by  the  Sealy 
and  Smith  Foundation  for  the  John  Sealy 
Hospital  in  Galveston.  He  accepted  and 
moved  to  Texas  in  1930.  In  1932,  he  moved 
to  Corpus  Christi  to  practice;  in  1946,  he 
practiced  in  Concan,  Tex.  Between  1947  and 
1949,  the  radiologist  was  established  in 
Houston;  from  1949  to  1951,  he  settled  in 
Alice,  Tex.,  and  in  1952,  he  returned  to  Cor- 
pus Christi. 

While  he  was  in  Corpus  Christi,  Dr.  Crain 
helped  the  sisters  of  Spohn  Hospital  open 
the  first  radiology  department  in  that  city. 
He  was  twice  head  of  staff  at  Spohn  and 
chief  of  radiology  at  Driscoll  Foundation 
Children’s  Hospital. 

He  was  elected  president  of  the  Nueces 
County  Medical  Society  twice.  In  addition,  he 
was  a fellow  of  the  American  College  of  Ra- 
diology, a counselor  of  the  Radiological  Soci- 
ety of  North  America,  Inc.,  and  was  a chair- 
man of  the  Texas  Medical  Association’s  for- 
mer Section  on  Radiology  and  Physiother- 
apy. He  was  a guest  lecturer  for  the  Uni- 
versity of  Texas  Medical  Branch  in  Galves- 
ton and  a Diplomate  on  the  American  Board 
of  Radiology,  Inc. 

Dr.  Crain  also  belonged  to  the  American 
Medical  Association,  the  Southern  Medical 
Association  and  the  American  Roentgen  Ray 
Society.  Elected  to  honorary  membership  in 
TMA  in  1960,  he  previously  had  been  a 
member  of  the  Nueces,  Galveston,  Harris, 


540 


TEXAS  State  Journal  of  Medicine 


and  Brooks-Duval-Jim  Wells  Counties  Medi- 
cal Societies. 

After  his  retirement,  he  traveled  exten- 
sively throughout  Texas,  Arkansas,  South 
Dakota,  and  Arizona. 

Dr.  Crain  is  survived  by  a daughter,  Mrs. 
Robert  Johnson,  Malibu  Beach,  Calif.;  a 
stepson,  Cdr.  Peter  Jefferson,  San  Diego, 
Calif. ; a brother,  C.  C.  Crain,  Redfield,  S. 
D. ; and  two  sisters,  Miss  Castle  Crain,  Red- 
field,  and  Mrs.  Frank  Cooley,  Aberdeen, 
S.  D. 

DR.  J.  E.  LATHAM,  JR. 

Dr.  John  Ewing  Latham,  Jr.,  past  presi- 
dent of  Hill  County  Medical  Society  and  a 
city  councilman  of  Whitney,  Tex.,  died  in  a 
Whitney  hospital  at  11  p.m.  March  20  fol- 
lowing a heart  attack  several  hours  earlier. 

Dr.  Latham,  51,  was  born  in  Eden,  Tex., 
the  son  of  John  Ewing  Latham  and  Lennie 
Fickling  Latham.  He  married  Helen  Spencer 
in  Alameda,  Calif.,  on  Sept.  14,  1946. 

Graduated  from  Southwest  Texas  State 
Teachers  College  in  San  Marcos  in  1940,  the 
physician  attended  the  University  of  Texas 
from  1948  to  1949,  and  received  his  medical 
degree  from  the  University  of  Texas  Medi- 
cal Branch  in  Galveston  in  1953. 

He  interned  at  Memorial  Hospital  in  Cor- 
pus Christi  from  1953  to  1954  and  began 
practicing  in  Iowa  Park,  Tex.,  in  1954.  In 
1955,  he  moved  to  Bridgeport,  Tex.,  where 
he  was  affiliated  with  the  Bridgeport  Hos- 
pital, and  in  1957,  he  moved  to  Whitney 
where  he  practiced  until  his  death.  In  Whit- 
ney, he  was  co-owner  of  the  Whitney  Clinic 
and  with  a colleague,  he  operated  Whitney 
Hospital  for  a community  organization. 

Dr.  Latham  was  a member  of  the  Ameri- 
can Medical  Association  and  the  Texas  Medi- 
cal Association  through  Hill  County  Medical 
Society.  He  formerly  belonged  to  the  Clay- 
Montague-Wise  Counties  Medical  Society. 
He  was  a World  War  II  veteran  of  the  Naval 
Air  Corps.  From  1930  to  1940,  Dr.  Latham 
taught  high  school  mathematics  and  coached 
football  in  McAllen  and  in  Thorndale,  Tex. 

One  of  Lake  Whitney’s  best  fishermen, 
Dr.  Latham  spent  most  of  his  spare  time 
fishing. 

He  is  survived  by  his  wife;  three  daugh- 
ters, Charlotte,  Mary  Linda,  and  Laura 
Latham  of  Whitney;  and  three  brothers, 
Steve  Latham  of  Whitney,  Max  Latham  of 
Richardson,  and  Charles  Latham  of  Syra- 
cuse, New  York. 


■ * 
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DR.  E.  J.  BROOKS 

Dr.  Ernest  J.  Brooks  died  March  22  at  his 
home  in  Arlington.  He  was  78. 

The  physician  had  practiced  for  40  years 
in  Dallas  until  he  retired  seven  years  ago. 

Born  in  1884,  Dr.  Brooks  was  the  son  of 
Mr.  and  Mrs.  C.  P.  Brooks. 

He  was  graduated  from  the  University  of 
Arkansas  School  of  Medicine  in  1910.  A 
member  of  the  Dallas  County  Medical  Soci- 
ety, the  American  Medical  Association,  and 
an  honorary  member  of  the  Texas  Medical 
Association  since  1957,  Dr.  Brooks  was  a 
Mason  and  a member  of  the  Hella  Temple 


DR.  E.  J.  BROOKS 


Volume  59,  JUNE,  1963 


541 


Shrine  in  Dallas. 

He  is  survived  by  his  sister,  Miss  Mabel 
Brooks,  St.  Louis,  Mo. ; and  three  brothers, 
Opie  Brooks,  Jonesboro,  Ark.;  Marvin 
Brooks,  Kennewick,  Wash. ; and  Lonnie 
Brooks,  Batesville,  Ark. 


DR.  W.  D.  GINGRICH 

Dr.  Wendell  Daniel  Gingrich,  58,  associate 
professor  of  ophthalmology  and  acting  chief, 
division  of  ophthalmology,  Department  of 
Surgery,  at  the  University  of  Texas  Medical 
Branch,  died  May  2 in  Galveston  following 
an  illness  of  several  months. 

He  was  born  May  20,  1904,  in  Orwigsburg, 
Pa.,  the  son  of  Felix  M.  and  Minnie  B. 
(Shiffer)  Gingrich.  He  attended  school  in 
Allentown,  Pa.,  and  received  his  bachelor  of 
arts  degree  with  honors  from  North  Central 
College,  Naperville,  111.  He  continued  his  edu- 
cation with  graduate  studies  at  Johns  Hop- 
kins University  where  he  earned  the  doctor 
of  science  degree  in  1930. 

From  1932  to  1946,  he  was  associate  pro- 
fessor, Department  of  Bacteriology,  at  the 
University  of  Texas  Medical  Branch,  and 
from  1946  to  1957,  professor,  Department  of 
Bacteriology. 

In  1949,  he  received  his  M.D.  degree  from 
the  University  of  Texas  Medical  Branch. 

For  a period  of  five  years,  Dr.  Gingrich 
served  as  associate  professor  in  the  depart- 
ment of  ophthalmology  and  from  1958  until 
his  death  he  was  associate  professor  in  the 
Department  of  Surgery  and  acting  chief,  Di- 
vision of  Ophthalmology. 

He  interned  at  John  Sealy  Hospital  in  Gal- 
veston and  served  a residency  in  ophthal- 
mology there.  He  also  took  the  basic  course 
in  ophthalmology  at  Washington  University 
Medical  School,  St.  Louis.  In  1954,  he  was 
certified  by  the  American  Board  of  Ophthal- 
mology. 

He  was  a fellow  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology  and 
a member  of  the  Society  of  Experimental 
Biology  and  Medicine,  the  American  Acad- 
emy of  Microbiology,  American  Society  of 
Parasitologists,  American  Society  of  Tropi- 
cal Medicine,  American  Association  for  the 
Advancement  of  Science,  National  Malaria 
Society,  Texas  Academy  of  Science,  Society 
of  American  Bacteriologists,  Texas  Society 
of  Bacteriology,  Gamma  Alpha,  Sigma  Xi, 
American  Medical  Association,  Southern 
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Medical  Association,  Texas  Medical  Associa- 
tion, Galveston  County  Medical  Society,  Tex- 
as Ophthalmological  Association,  Texas 
Academy  of  Ophthalmology,  Association  for 
Research  in  Ophthalmology,  Texas  Geriatrics 
Society  of  which  he  was  past  president, 
American  Geriatrics  Society,  Gerontological 
Society,  and  chairman  of  the  Texas  Joint 
Health  Council  for  the  Aging. 

He  was  a member  of  Phi  Chi  medical  fra- 
ternity. 

Dr.  Gingrich  was  active  in  research  and 
during  World  War  II  did  extensive  research 
on  chemotherapy  of  malaria  for  which  he 
received  a certificate  of  merit  from  the  U.S. 
Navy. 

Following  his  graduation  from  the  medical 
school  in  Galveston  he  became  an  outstanding 
authority  on  infections  of  the  eye  and  car- 
ried on  active  research  programs  in  this 
area  for  several  years. 

He  had  recently  published  several  papers 
on  fungus  diseases  of  the  eye. 

Survivors  include  his  wife;  a son,  John  D. 
Gingrich,  both  of  Galveston ; a daughter, 
Mrs.  Eugene  A.  Thomas  of  Lubbock;  two 
brothers,  Dr.  F.  W.  Gingrich  of  Reading, 
Pa.,  and  Dr.  Newell  S.  Gingrich,  Columbia, 
Mo. ; and  a sister,  Mrs.  Harry  M.  Buch  of 
Chambersburg,  Pa. 

DR.  D.  R.  OLIVER 

Dr.  David  Rives  Oliver,  42  year  old  San 
Antonio  orthopedic  surgeon,  collapsed  and 
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died  March  30,  while  on  a target-shooting 
expedition  with  two  fellow  physicians.  Death 
was  the  result  of  myocardial  infarction  and 
arteriocardiovascular  disease. 

Born  Aug.  11,  1920,  at  Cape  Girardeau, 
Mo.,  he  was  the  son  of  R.  B.  Oliver,  Jr.,  and 
Jessie  (McCreery)  Oliver.  He  attended 
school  in  Cape  Girardeau  and  received  his 
bachelor  of  arts  degree  from  the  University 
of  Missouri  in  1941.  His  medical  training 
was  accomplished  at  Washington  University 
School  of  Medicine,  St.  Louis,  Mo.,  where  he 
was  graduated  in  1944. 

He  interned  at  DePaul  Hospital,  St.  Louis, 
Mo.,  and  did  residencies  at  Barnes  Hospital, 
St.  Louis,  Mo.,  in  pathology,  1945-1946 ; gen- 
eral surgery,  1947-1948 ; and  orthopedic  sur- 
gery, 1948-1950. 

He  began  practice  in  San  Antonio  in  July 
of  1950. 

At  the  time  of  his  death,  Dr.  Oliver  was 
consulting  orthopedic  surgeon  at  Brooke 
Army  Hospital,  Fort  Sam  Houston,  Tex. ; at- 
tending orthopedic  surgeon  at  Nix  Memorial 
Hospital,  Baptist  Memorial  Hospital,  and 
Santa  Rosa  Hospital  in  San  Antonio;  at- 
tending orthopedic  surgeon  and  chief  of  the 
polio  service  at  Robert  B.  Green  Hospital  in 
San  Antonio,  and  consulting  orthopedic  sur- 
geon at  Lackland  Air  Force  Base  Hospital. 
He  was  also  an  instructor  and  assistant  pro- 
fessor in  orthopedic  surgery  at  Baylor  Uni- 
versity. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
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and  Bexar  County  Medical  Society.  He  was 
a fellow  of  the  American  College  of  Surgeons 
and  was  certified  by  the  American  Board  of 
Orthopedic  Surgery  in  1953.  Other  member- 
ships included  Southern  Medical  Association, 
American  Academy  of  Orthopaedic  Sur- 
geons, Orthopaedic  Research  Society,  South- 
western Surgical  Congress,  San  Antonio  Sur- 
gical Society,  Western  Orthopedic  Associa- 
tion, and  the  Texas  Orthopaedic  Association. 

He  was  a member  of  the  Phi  Delta  Theta 
and  Nu  Sigma  Nu  fraternities. 

He  was  the  author  of  several  medical  pa- 
pers. 

A member  of  the  Presbyterian  church,  his 
hobbies  were  golf,  hunting,  fishing,  and 
painting. 

Survivors  include  his  father  of  Cape  Gi- 
rardeau, Mo.,  and  three  brothers,  R.  B.  Oli- 
ver, III,  Washington,  D.C.,  Donald  M.  Oliver, 
Midland,  Tex.;  and  Judge  John  W.  Oliver, 
Kansas  City,  Mo. 


DR.  C.  B.  WESTFALL 

Dr.  Cad  Benson  Westfall  was  found  shot 
to  death  in  his  home  in  Fort  Worth  March 
23.  The  surgeon  had  been  in  poor  health  since 
an  automobile  accident  two  years  ago  in 
which  he  and  his  daughter,  Terry,  were  in- 
jured and  his  daughter,  Kaaren,  was  killed. 
A justice  of  the  peace  ruled  his  death  a 
suicide. 

Dr.  Westfall  had  been  unable  to  practice 
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since  he  was  injured.  He  had  undergone 
numerous  operations. 

He  was  born  Jan.  15,  1926,  in  Harper, 
Kan.,  the  son  of  Dr.  George  A.  and  Della 
May  Kowen  Westfall.  He  attended  school  in 
Halstead  and  received  a bachelor’s  degree 
from  the  University  of  Kansas.  His  doctor 
of  medicine  degree  was  also  conferred  by 
the  University  of  Kansas  in  1949.  He  in- 
terned at  the  University  of  Iowa,  Iowa  City, 
and  served  a residency  at  Wadsworth  V.  A. 
Hospital  in  Leavenworth,  Kan. 

He  spent  two  years  on  the  staff  of  William 
Beaumont  Army  Hospital  at  Fort  Bliss,  Tex., 
where  he  was  a captain  in  the  U.S.  Army. 

He  began  the  practice  of  surgery  in  Fort 
Worth  in  1956. 

His  widow  is  the  former  Dorothy  L.  An- 
derson of  Pittsburg,  Kan. 

In  1956,  he  was  certified  by  the  American 
Board  of  Surgery. 

He  was  a member  of  the  Tarrant  County 
Medical  Society,  Texas  Medical  Association, 
American  Medical  Association,  American 
College  of  Surgeons,  and  the  Fort  Worth 
Surgical  Society. 

He  was  a Presbyterian  and  a member  of 
Phi  Beta  Pi  medical  fraternity. 

Survivors  include  his  wife  and  three 
daughters,  Gail,  April,  and  Terry. 


DR.  K.  J.  SCOTT 

Dr.  Kincy  J.  Scott,  Sr.,  a general  practi- 
tioner who  had  practiced  in  Pharr,  Tex.,  for 
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33  years  before  his  retirement  in  1960,  died 
on  Easter  Sunday,  April  14,  in  the  McAllen 
Municipal  Hospital.  He  had  suffered  a heart 
attack  three  weeks  earlier. 

The  72  year  old  physician  was  born  in 
Apple  Grove,  Ala.,  the  son  of  John  Thomas 
Scott  and  Hervey  Ann  Ryan.  In  1918,  he 
married  a nurse,  Georgia  Evelyn  Mauck,  in 
Brenham.  She  died  in  November,  1959. 

He  attended  secondary  school  in  Cisco, 
Tex.,  and  received  his  medical  training  from 
the  medical  department  of  Texas  Christian 
University  in  Fort  Worth  (now  part  of  Bay- 
lor University  College  of  Medicine).  After 
receiving  his  medical  degree  in  1914,  Dr. 
Scott  interned  at  St.  Joseph’s  Infirmary  in 
Fort  Worth  until  1915.  The  following  year 
he  served  as  assistant  city  physician  at  the 
City-County  Hospital  in  Fort  Worth,  and 
from  1916  to  1917,  he  served  as  the  house 
surgeon  for  King’s  Daughters  Hospital  in 
Temple. 

During  World  War  I,  the  physician  was  a 
medical  officer  in  the  U.  S.  Army,  stationed 
at  Ft.  Riley  in  Kansas  and  Camp  Logan  in 
Texas,  between  1917  and  1919.  When  the 
Armistice  was  signed,  he  was  discharged  and 
returned  to  Cisco,  which  was  then  a boom 
oil  town,  to  start  private  practice.  He  was 
also  a medical  officer  for  two  vears  during 
World  War  II. 

After  visiting  the  Valley  one  Christmas, 
Dr.  Scott  decided  to  move  to  Pharr;  he  and 
his  family  settled  there  in  1927.  He  prac- 
ticed there  until  he  retired. 

A past  president  of  the  Hidalgo-Starr 
Counties  Medical  Society,  Dr.  Scott  was 
elected  to  honorary  membership  in  the  Texas 
Medical  Association  in  1961.  He  had  also 
been  a member  of  the  American  Medical  As- 
sociation. He  was  a past  president  of  the 
Pharr  Kiwanis  Club  and  held  a privileged 
membership  in  the  club. 

Dr.  Scott  is  survived  by  his  three  sons,  Dr. 
Kincy  J.  Scott,  Jr.,  of  Grover  City,  Calif., 
Dr.  Robert  Scott  of  Uvalde,  and  John  Ted 
Scott  of  San  Antonio ; two  brothers,  Edward 
Scott  of  Rockport  and  Alfred  Scott  of  Aus- 
tin; a sister,  Juanita  Jackson  of  Big  Spring; 
and  eight  grandchildren. 


DR.  T.  C.  GILBERT 

Dr.  Taylor  Clyde  Gilbert  of  Dallas,  sur- 
geon, gynecologist,  and  business  leader,  died 
April  3.  He  was  79. 
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A native  of  Grapevine,  Dr.  Gilbert  was 
reared  in  Irving  where  his  father,  the  late 
Dr.  D.  W.  Gilbert,  was  a family  doctor.  His 
mother  was  the  former  Marietta  Boardman. 
An  only  child,  Dr.  Gilbert  was  born  on  June 
20,  1883. 

He  attended  the  Irving  schools  and  North 
Texas  State  Teachers  College,  Denton  (now 
North  Texas  State  University),  before  going 
to  the  University  of  Texas  Medical  Branch 
to  receive  his  medical  education.  He  interned 
at  Kansas  City  General  Hospital,  Kansas 
City,  1910-1911. 

He  began  practice  in  Dallas  in  1911  where 
he  remained  until  his  death  with  the  excep- 
tion of  a period  during  World  War  I when 
he  served  in  France  with  the  American  Ex- 
peditionary Forces.  In  1927,  he  did  postgrad- 
uate work  at  the  University  of  Vienna,  Au- 
stria. 

He  married  the  former  Edythe  Erhard  of 
Temple  on  May  31,  1939,  in  Albuquerque, 
N.M. 

He  was  the  author  of  several  published 
medical  papers. 

In  1927,  he  was  elected  president  of  the 
Parkland  Hospital  staff. 

A past  president  of  the  Dallas  County 
Medical  Society,  he  was  a member  of  the 
Texas  Medical  Association,  American  Medi- 
cal Association,  and  Dallas  Southern  Clinical 
Society  of  which  he  was  a past  vice  president. 
He  was  a fellow  of  the  American  College  of 
Surgeons.  He  belonged  to  Phi  Chi  medical 
fraternity. 
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A member  of  the  Masonic  Lodge,  his  hob- 
bies included  hunting  and  fishing. 

Survivors  include  his  wife;  five  brothers, 
Dr.  F.  M.  Gilbert,  T.  H.  Gilbert,  Paul  Gilbert, 
all  of  Irving,  W.  B.  Gilbert  of  Dallas,  and 
Dr.  A.  C.  Gilbert  of  Walla  Walla,  Wash. ; and 
a sister,  Mrs.  Mabel  Trigg  of  Irving. 


DR.  R.  A.  JUTRAS 

Dr.  Roger  Alfred  Jutras  died  in  a plane 
crash  April  10  at  Grand  Prairie,  Tex.  The 
Irving  physician  was  33. 

Born  in  Lewiston,  Me.,  March  3,  1930,  he 
was  the  son  of  Levi  A.  and  Lucia  (Bolduc) 
Jutras.  He  attended  Texas  Christian  Univer- 
sity, Fort  Worth,  where  he  received  a B.S. 
degree,  and  Bowdoin  College,  Brunswick, 
Me.,  and  received  his  M.D.  degree  from  the 
University  of  Texas  Southwestern  Medical 
School  in  1961. 

Following  internship  at  Baylor  Medical 
Center,  Dallas,  he  began  the  practice  of  medi- 
cine in  Irving  in  1962. 

A U.S.  Air  Force  captain  from  1952  to 
1956,  he  was  a jet  pilot  and  squadron  flight 
surgeon  in  the  Texas  Air  National  Guard  at 
the  time  of  his  death. 

On  Nov.  20,  1954,  he  married  Patricia 
Livingston  Chaney  in  Dallas. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
Dallas  County  Medical  Society,  and  Phi  Chi 
medical  fraternity.  He  belonged  to  Kappa 
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Sigma  fraternity  and  St.  Luke’s  Catholic 
Church. 

His  hobbies  were  flying,  hunting,  and  fish- 
ing. 

Survivors  include  his  wife;  four  children, 
Mark  L.,  Michael  A.,  Stephen  C.,  and  Chris- 
topher S.,  all  of  Irving;  his  mother  in  Lewis- 
ton, Me. ; a sister,  Mrs.  Cecile  Coulombe, 
Lewiston,  Me. ; and  two  brothers,  Lucian 
Jutras,  Methuen,  Mass.,  and  Normand  Jut- 
ras,  Amsterdam,  N.Y. 


DR.  A.  P.  BLACK 

A pediatrician,  Dr.  A.  P.  Black,  died  in 
El  Paso  on  April  23  at  the  age  of  62. 

Dr.  Black  was  born  in  Thedford,  Neb.,  the 
son  of  the  late  Mr.  and  Mrs.  W.  F.  Black. 
In  1931,  he  married  Mary  Nichols  of  El 
Paso. 

After  graduation  from  the  Johns  Hopkins 
University  School  of  Medicine  in  1926,  Dr. 
Black  served  for  three  years  on  the  house 
staff  of  the  Harriet  Lane  Home.  He  then 
moved  to  El  Paso  where  he  was  in  practice 
for  two  years. 

In  1931,  he  went  to  Peiping,  China,  as  as- 
sociate professor  of  medicine  in  charge  of  the 
Division  of  Pediatrics  at  the  Peiping  Union 
Medical  College. 

Returning  to  El  Paso  in  1936,  Dr.  Black 
resumed  the  practice  of  pediatrics  which  he 
continued  until  he  was  incapacitated  by  ill- 
ness in  1961,  except  for  five  years  spent  in 
service  in  the  U.  S.  Navy  Medical  Corps  in 
World  War  II.  For  some  years  he  was  a 
member  and  then  president  of  the  El  Paso 
County  Board  of  Health. 

During  the  war  years,  Dr.  Black  was  sta- 
tioned at  the  U.  S.  Naval  Air  Stations  at 
Corpus  Christi  and  Kingsville,  the  Naval 
Medical  Research  Institute  in  Bethesda,  Md., 
and  with  the  U.  S.  Naval  Group  in  China.  He 
was  awarded  the  Bronze  Star  and  was  the 
winner  of  the  Wellcome  Gold  Medal  and 
Prize  of  the  Association  of  Military  Sur- 
geons. 

Dr.  Black  was  a member  of  the  Texas  Med- 
ical Association  through  the  El  Paso  County 
Medical  Society,  the  American  Medical  As- 
sociation, the  Western  Society  for  Pediatric 
Research,  and  the  Southern  Medical  Associa- 
tion. He  was  a fellow  of  the  American  Acad- 
emy of  Pediatrics,  the  American  Association 
for  the  Advancement  of  Science,  and  the 
American  Public  Health  Association.  He  was 


also  a member  of  Phi  Beta  Kappa  and  Al- 
pha Omega  Alpha. 

He  is  survived  by  his  widow  of  El  Paso; 
a son,  Dr.  Craig  C.  Black;  two  brothers;  a 
sister;  and  a granddaughter. 


DR.  L.  T.  GREEN 

The  founder  of  two  hospitals,  Dr.  La  Thag- 
gar  Green,  Jr.,  53,  died  at  his  home  in  Mule- 
shoe  at  12:15  a.m.  March  29,  following  a 
heart  attack. 

Dr.  Green  was  the  son  of  a teacher,  La 
Thaggar  Green,  Sr.,  and  Eula  Croft  Green. 
He  was  born  Dec.  2,  1909,  in  Proctor,  Tex. 
On  Feb.  26,  1937,  he  married  Dorothy  Lite 
in  Little  Rock,  Ark. 

With  his  brother,  the  physician  established 
the  West  Plains  Hospital  and  Clinic  in  Mule- 
shoe  during  the  early  1940’s.  They  sold  the 
hospital  in  the  early  1950’s,  but  Dr.  Green 
continued  to  practice  there  until  about  two 
years  ago,  when  he  bought  the  Muleshoe 
Hospital  and  Clinic  and  changed  the  name  to 
the  Green  Hospital  and  Clinic. 

Dr.  Green  received  his  B.A.  degree  in  1930 
from  Texas  Technological  College,  his  M.A. 
degree  in  1932  from  the  University  of  Texas, 
and  his  medical  degree  in  1936  from  the  Uni- 
versity of  Texas  Medical  Branch  in  Galves- 
ton. He  interned  at  University  Hospital  in 
Little  Rock,  Ark. 

The  physician  spent  five  months  as  camp 
surgeon  in  the  Civilian  Conservation  Corps 
in  Arkansas.  Before  coming  to  Muleshoe,  he 
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had  taught  in  the  University  of  Arkansas 
School  of  Medicine. 

Dr.  Green  was  a member  of  the  Methodist 
church.  He  belonged  to  the  American  Medical 
Association,  the  Texas  Medical  Association, 
and  the  Lamb-Bailey-Hockley-Cochran  Coun- 
ties Medical  Society. 

He  is  survived  by  his  wife ; two  daughters, 
Joan  Green,  a registered  nurse  in  Lubbock, 
and  Marilyn  Green,  Muleshoe;  two  sons,  L. 
T.  Green  III  and  Lawrence  Green,  Muleshoe; 
his  parents,  Mr.  and  Mrs.  L.  T.  Green,  Sr., 
Littlefield ; and  his  brother,  Dr.  M.  F.  Green, 
Clovis. 

DR.  W.  A.  GUYNES 

Dr.  William  Allison  Guynes  of  Mathis  died 
April  13  after  a two  week  illness.  He  estab- 
lished the  Mathis  Hospital  in  1936  and  served 
as  its  head  until  his  death. 

He  was  the  first  mayor  of  Mathis,  serving 
from  1933  to  1942.  He  was  a charter  member 
of  the  Rotary  Club. 

He  served  in  the  Navy  for  three  years 
during  World  War  II  with  two  years  service 
as  senior  medical  officer  aboard  the  USS 
Butner  with  the  rank  of  commander. 

Dr.  Guynes  was  born  in  Calvert  Dec.  15, 
1902.  His  parents  were  John  Wyatt  and  Ida 
(Cox)  Guynes.  He  attended  the  Calvert 
schools  and  the  University  of  Texas  in  Aus- 
tin and  received  his  medical  degree  from  Tu- 
lane  University  School  of  Medicine  on  June 
13,  1928. 

He  interned  at  Southern  Baptist  Hospital, 
New  Orleans,  and  served  residencies  at  City- 
County  Hospital  in  El  Paso  and  Turner  Uro- 
logical Institute  in  Houston. 

He  practiced  two  years  in  El  Paso  before 
coming  to  Mathis  in  1932. 

Other  activities  included  farming. 

He  was  a member  of  the  Texas  Medical 
Association  through  the  San  Patricio-Aran- 
sas-Refugio  Counties  Medical  Society,  the 
American  Medical  Association,  and  the  Texas 
and  American  Academies  of  General  Prac- 
tice. 

He  was  a member  and  trustee  of  the  First 
Baptist  Church  of  Mathis  and  a Knight 
Templar  and  Shriner  and  was  a past  master 
of  the  local  Masonic  Lodge  and  a past  Dis- 
trict Deputy  Grand  Master. 

Survivors  include  his  wife,  the  former  Re- 
becca Edmonds  of  Abbeville,  S.C.,  whom  he 
married  July  2,  1930 ; two  sons,  John  Michael 
Guynes  of  Mathis  and  William  Allison 
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Guynes,  Jr.,  a medical  student  of  New  Or- 
leans; one  daughter,  Mrs.  Amos  Welder,  Jr., 
of  Beeville,  and  four  grandchildren. 

DR.  P.  B.  GREENBERG 

Dr.  Phillip  B.  Greenberg  died  Feb.  23, 
1963,  at  St.  Elizabeth  Hospital,  Beaumont, 
Tex.,  of  arteriosclerotic  heart  disease.  He  was 
68  years  old. 

Born  in  Lunzow,  Latvia,  in  1895,  Dr. 
Greenberg  came  with  his  parents  to  Chicago 
in  1902.  He  attended  public  schools  in  Chi- 
cago and  later  received  a bachelor  of  science 
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degree  from  the  University  of  Chicago.  After 
obtaining  his  M.D.  degree  from  Rush  Medical 
College,  Chicago,  in  1914,  he  served  a two 
year  internship  at  the  Wesley  Memorial  Hos- 
pital of  the  same  city.  During  World  War  I, 
Dr.  Greenberg  enlisted  in  the  Army  as  a 
first  lieutenant  in  the  medical  corps. 

Dr.  Greenberg  came  to  Beaumont  in  1919, 
and  for  the  next  eight  years  did  general  med- 
ical practice.  In  1927-1928,  he  took  specialty 
training  in  eye,  ear,  nose,  and  throat  in  the 
University  Clinics  in  Vienna,  Austria.  Upon 
returning  to  Beaumont  he  continued  his  prac- 
tice of  this  specialty  for  35  years.  Long  ac- 
tive in  civic  and  professional  affairs  in  Beau- 
mont, he  was  a member  of  the  Forty  and 
Eight  of  the  American  Legion  and  Congre- 
gations Temple  Emanuel  and  Synagogue  Kol 
Israel. 

Medical  affiliations  included  American 
Medical  Association,  the  Texas  Medical  As- 
sociation through  the  Jefferson  County  Medi- 
cal Society,  the  Texas  Ophthalmological  As- 
sociation and  Texas  Otolaryngological  As- 
sociation, the  Southern  Medical  Association, 
and  the  Phi  Delta  Epsilon  fraternity. 

Survivors  are  his  wife,  Mrs.  Hester  Perl 
Greenberg ; two  sons,  Dr.  S.  Donald  Green- 
berg of  Houston  and  S.  Louis  Greenberg  of 
Beaumont;  two  brothers,  E.  I.  Greenberg  of 
Beaumont  and  Dave  Greenberg  of  Chicago, 
111.;  three  sisters,  Mrs.  Blanche  G.  Fink  of 
Houston,  Mrs.  Ben  Levine  of  Chicago,  111., 
and  Mrs.  Sol  Silverman  of  Muskegon,  Mich. ; 
and  four  grandchildren. 


DR.  G.  C.  KINDLEY 

Dr.  George  Cyrus  Kindley,  82,  who  was 
elected  to  honorary  membership  in  the  Texas 
Medical  Association  in  1961,  died  March  22 
in  a Dallas  hospital  after  a long  illness. 

Born  in  Graham,  Tex.,  in  1881,  he  was  the 
son  of  Thomas  F.  Kindley  and  Mary  Bell 
Dickson  Kindley.  In  1915,  he  married  Flor- 
ence May  Goodman  in  Galveston. 

He  obtained  his  secondary  education  in 
Graham  and  was  graduated  from  the  LTni- 
versity  of  Texas  in  1905  with  a bachelor  of 
science  degree.  He  then  taught  at  Allen  Mili- 
tary Academy  in  Bryan  for  two  years  and 
returned  to  school  to  receive  his  medical  de- 
gree from  the  University  of  Texas  Medical 
Branch  in  Galveston  in  1911.  Dr.  Kindley 
interned  at  John  Sealy  Hospital  in  Galveston 
from  1911  to  1912,  then  served  the  medical 


school  as  an  instructor  in  pathology  and 
bacteriology  until  1914,  when  he  left  to  do 
his  residency  in  internal  medicine  at  the 
Gulf,  Colorado,  and  Santa  Fe  Hospital  in 
Temple,  Tex.  He  finished  his  residency  in 
1915.  He  served  in  World  War  I as  a captain 
in  the  medical  corps  in  France  from  1918  to 
1919. 

A practicing  physician  in  Dallas  for  42 
years,  Dr.  Kindley  retired  in  1961.  He  had 
been  superintendent  of  Parkland  Memorial 
Hospital  in  1924  and  had  spent  three  years 
as  a staff  physician  at  the  Veterans  Admin- 
istration Hospital  before  entering  private 
practice. 

He  was  medical  examiner  for  the  Texas 
Highway  Department  for  26  years  and 
served  on  the  Selective  Service  System  Board 
for  20  years  during  and  since  World  War  II. 

Dr.  Kindley  was  a member  of  the  Dallas 
County  Medical  Society,  the  Dallas  Southern 
Clinical  Society,  the  American  Medical  As- 
sociation, and  an  honorary  member  of  the 
Texas  Medical  Association.  He  was  a deacon 
in  the  First  Baptist  Church  in  Dallas,  a Scot- 
tish Rite  Mason,  a member  of  the  Order  of 
the  Eastern  Star,  a member  of  the  Shrine 
Temple  in  Galveston,  and  a life  member  of 
Lakewood  Country  Club  in  Dallas. 

Golf  was  Dr.  Kindley’s  hobby. 

He  is  survived  by  his  wife ; two  daughters, 
Miss  Jane  Margaret  Kindley  and  Mrs.  Joseph 
B.  Cobb,  both  of  Dallas;  a brother,  Harry 
Kindley,  Sr.,  of  Graham ; and  three  grand- 
children. 
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DR.  D.  H.  LOVING 

Dr.  Dan  Harold  Loving,  Amarillo  physi- 
cian and  surgeon,  died  at  his  home  on  April 
9 of  carcinoma  of  the  pancreas. 

Dr.  Loving,  the  son  of  K.  S.  and  Mamie 
(Rucker)  Loving,  was  born  March  13,  1904, 
at  Sherman,  Tex.  He  attended  Austin  College 
there  and  later  went  to  Austin  to  attend  the 
University  of  Texas  and  receive  a bachelor 
of  arts  degree.  He  was  graduated  from  the 
University  of  Texas  Medical  Branch  in  1929. 

Following  an  internship  at  San  Francisco 
General  Hospital,  San  Francisco,  Calif.,  he 
began  practice  in  Amarillo.  Until  1960,  when 
he  opened  his  own  office,  he  was  associated 
with  the  firm  of  Gist,  Rasco,  Winsett,  Lov- 
ing, and  Keys.  He  was  a member  of  the  staff 
of  St.  Anthony’s  Hospital. 


He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American 
Medical  Association,  Texas  Medical  Associ- 
ation, and  the  Potter-Randall  Counties  Medi- 
cal Society. 

He  served  with  the  36th  Division  in  the 
Army  from  1940-1946  and  was  stationed  in 
Brownwood,  Austin,  and  San  Antonio. 

Dr.  Loving  was  a member  of  the  First 
Christian  Church  of  Amarillo. 

He  served  as  physician  for  the  Amarillo 
high  school  football  team  for  several  years. 

His  wife,  who  survives,  is  the  former  Mad- 
eline Routh  Jefferies  whom  he  married  on 
March  10,  1933,  in  Abilene. 

Other  survivors  are  his  father;  one  son, 
Dan  Loving,  D.D.S.,  Dumas;  a daughter, 
Mrs.  David  Hamblen,  Phoenix,  Ariz. ; and 
five  grandchildren. 


Coming 

Texas  Medical  Association,  Houston,  April  23-26,  1964.  C.  L. 
Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 


JUNE 

American  Medical  Association,  Annual  Meeting-,  Atlantic  City, 
June  16-20,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn, 
Chicago  10,  Exec.  Vice  Pres. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June 
24-26,  1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort 
Worth,  Sec. 


JULY 

Texas  Division,  American  Cancer  Society,  Abilene,  July  9-10. 
1963.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Rehabilitation  Association,  Austin,  July  24-26,  1963.  D. 

Preston,  3700  Worth,  Dallas  10,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July.  1963.  Dr. 

S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi,  Sec. 
Postgraduate  Medical  Assembly  of  South  Texas,  Houston.  July 
18-20,  1963.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30- 
Dec.  5,  1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 
American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Yolker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New 
York  City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.,  Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 


Meetings 

American  Academy  of  Pediatrics,  Chicago,  Oct.  5-10,  1963.  Dr. 

E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 
American  Association  of  Plastic  Surgeons,  Washington,  D.C., 
Oct.  13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada, 
April  27-29,  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  H.  M. 

Spence,  4105  Live  Oak  St.,  Dallas  21,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963.  Mr. 

G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  Feb.  29- 
March  6,  1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder, 
Colo.,  Treas. 

American  College  of  Chest  Physicians,  Atlantic  City,  June  13- 
17,  1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11,  Exec. 
Dir. 

American  College  of  Gastroenterology,  Washington,  D.C.,  Oct. 
20-23,  1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists,  Miami 
Beach,  Fla.,  May  17-22,  1964.  Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 

Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 
American  College  of  Surgeons,  Clinical  Conference,  San  Fran- 
cisco, Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  40  East  Erie, 
Chicago,  Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation, 
Dallas,  Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michi- 
gan, Chicago  2,  Exec.  Dir. 

American  Dermatological  Association,  Hawaii,  June  27- July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society.  Dr.  C.  J.  Lund,  260  Crittenden 
Blvd.,  Rochester  20,  N.  Y. 

American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963. 
Dr.  Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11, 
Sec. 

American  Neurological  Association,  Atlantic  City,  June  10-12, 
1963.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
American  Proctologic  Society.  Dr.  N.  D.  Nigro,  7815  East  Jef- 
ferson, Detroit  14,  Sec. 
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American  Public  Health  Association,  Inc.,  Kansas  City,  Mo., 
Nov.  11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec. 
Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29- 
Oct.  5,  1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

American  Surgical  Association,  Hot  Springs,  Va„  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Denver, 
Oct.  10-12,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chi- 
cago 1,  Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation, 
Chicago,  Sept.  9-12,  1963.  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico,  Guadalajara,  Dec., 
1963.  Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 
Radiological  Society  of  North  America,  Chicago,  Nov.  17-22, 
1963.  Mr.  M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln,  Neb.,  Sec. 
South  Central  Association  of  Blood  Banks,  Oklahoma  City, 
March  27-28,  1964.  L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963. 

Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 
Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963. 

Dr.  Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 
Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 
Southwest  Allergy  Forum,  Denver,  Oct.  10-12,  1963.  Dr.  Boen 
Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 
Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905 
5th  Ave.,  Fort  Worth,  Sec. 

Southwestern  Surgical  Congress,  San  Antonio,  April  26-29,  1964. 
Dr.  R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26. 

1963.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Air-Medics  Association.  Houston,  April  23-26,  1964.  Dr. 

C.  F.  Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Houston,  April 
23,  1964.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 
Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr. 

F.  L.  Clements,  2410  San  Antonio,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and  Gvnecologists.  Dr.  H.  W. 

Savage,  815  Fifth  Ave.,  Fort  Worth,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics.  Dr.  G.  K. 

Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Rod- 
ger G.  Smyth,  331  W.  Nueva  St.,  San  Antonio,  Sec. 

Texas  Dermatological  Society,  Amarillo.  Dr.  M.  A.  Forbes,  607 
W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association.  Houston,  April  26,  1964.  Dr.  John 
W.  Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Heart  Association,  San  Antonio,  Sept.  13-15,  1963.  Mr. 

E.  T.  Guy,  2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Houston,  April  23,  1964. 

Dr.  R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Neuropsychiatric  Association,  Houston,  April  26,  1964. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Houston,  April  24-25,  1964. 

Dr.  Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Houston  April  23-26,  1964.  Dr. 

Margaret  Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Houston,  April  23-26,  1964. 

Dr.  J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Houston, 
April  23-26,  1964.  Dr.  D.  Hoehn,  Doctor’s  Bldg.,  Fort  Worth, 
Sec. 

Texas  Proctologic  Society.  Dr.  T.  Melton,  636  Hermann  Pro- 
fessional Bldg.,  Houston,  Sec. 


Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 

Murphy,  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society.  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 

Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Houston,  April  26,  1964.  Dr. 

L.  Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Houston.  Dr.  L. 

Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Mrs.  Edith 
DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas,  Jan.  25-26,  1964.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Houston,  April  23,  1964.  Dr. 

W.  C.  Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin, 

October,  1963.  Mrs.  Maria  P.  Hathaway,  1012  State  Office 
Bldg.,  Austin,  Exec.  Sec. 

Texas  Surgical  Society,  Fort  Worth,  Oct.  6-8,  1963.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society.  Dr.  J.  C.  Long,  805  W.  8th, 
Plainview,  Sec. 

Texas  Tuberculosis  Association.  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Monter- 
rey, Mexico,  March  2-6,  1964.  Dr.  U.  Blanco,  El  Paso,  Sec. 


District 


First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb.  421  S. 
Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin.  Beau- 
mont, Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale, 
Jacksonville,  Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite 
N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference.  Dallas.  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,'1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  S.  E.  Cock- 
rell, Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans.  March 
2-4,  1964.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr. 
F.  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath.  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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Editor’s  Note:  Throughout  the  Transactions 
brackets  indicate  material  not  in  the  verbatim  tran- 
script. Some  of  the  material  not  in  brackets  has 
been  condensed. 

For  convenience  in  locating  action  taken  by  the 
House  of  Delegates,  reports  of  Reference  Commit- 
tees were  spliced,  and  may  be  found  after  the  Sup- 
plementary Reports  of  individual  officers,  commit- 
tees, and/or  councils  under  the  heading  “Reports  of 
Reference  Committees”.  (If  there  is  no  Supplemen- 
tary Report,  the  Reference  Committee  report  follows 
the  Initial  Report.)  Reference  Committee  reports 
also  follow  Resolutions.  In  certain  cases,  Reference 
Committees  grouped  reports  relating  to  similar 
items,  in  which  case,  cross  referrals  indicate  where 
the  reader  may  find  action  taken  by  the  House.  The 
seven  Reference  Committees  reporting  to  the  House 
with  names  of  their  chairmen  and  members  are 
listed  on  page  553.  Although  the  House  met  three 
times  during  the  1963  Annual  Session,  this  tran- 
script does  not  show  a breakdown  of  the  three 
meetings,  since  the  second  meeting  consisted  almost 
entirely  of  Reference  Committee  reports  which  are 
spliced  and  inserted  as  previously  mentioned. 

MINUTES  OF  THE  HOUSE 
OF  DELEGATES 

[The  House  of  Delegates  of  the  Texas  Medical 
Association  convened  at  7:30  p.m.,  Saturday,  April 
27,  1963,  in  the  Terrace  Room  of  the  Baker  Hotel, 
Dallas,  Texas.  Dr.  James  D.  Murphy  of  Fort  Worth, 
Speaker  of  the  House  of  Delegates ; Dr.  Charles  Max 
Cole  of  Dallas,  Vice  Speaker  of  the  House  of  Dele- 
gates.] 

[The  meeting  was  declared  to  be  in  session.] 

[Dr.  Sam  A.  Nixon,  Jr.,  Chairman  of  the  Creden- 
tials Committee,  reported  a quorum  present.] 

[Dr.  Robert  Mayo  Tenery,  Waxahachie,  President- 
Elect  of  the  Association,  gave  the  invocation.] 

Speaker  Murphy:  The  first  item  on  the  agenda  is 
the  reading  of  the  minutes  of  the  previous  meeting 
which  were  published  in  the  June,  1962  [July,  1962] 
Texas  Medical  Association  Journal  [ Texas  State 
Journal  of  Medicine ].  The  Chair  will  entertain  a 
motion  that  the  minutes  be  approved  as  printed  and 
published  in  the  June,  1962  [July]  Journal. 

[The  delegates  so  moved  and  the  motion  carried.] 

MEMBERSHIP  OF  HOUSE  OF  DELEGATES 

Delegates 

[Each  county  society  is  entitled  to  one  delegate 


unless  otherwise  indicated  by  the  number  immedi- 
ately after  the  name  of  the  society.  Following  the 
name  of  each  delegate  or  alternate  delegate  are  the 
numbers  indicating  the  sessions  at  which  he  was 
seated  (There  were  three  sessions;  number  1 was 
on  April  27,  number  2 on  April  28,  and  number  3 on 
April  30).] 

Anderson-Leon. — Jack  R.  Thompson,  1,  2. 

Andrews-Ector-Midland,  2. — Edward  T.  Driscoll, 
3;  Dorothy  Wyvell,  1,  2,  3. 

Angelina. — U.  Gail  Medford,  Jr.,  1,  2,  3. 

Armstrong -Donley -Childress  - Collingsworth  -H  all- 
Wheeler  (Greenbelt). — James  A.  Odom,  1,  2,  3. 

Atascosa. — 

Austin-Grimes-Waller. — Frank  T.  Smith,  Jr.,  2,  3. 

Bastrop-Lee. — 

Baylor-Knox-Haskell. — Temple  W.  Williams,  1,  2, 
3. 

Bee-Live  Oak-McMullen. — James  L.  Reagan,  1,  2, 
3. 

Bell,  2. — A.  Rex  Kirkley,  1,  2,  3;  Olin  B.  Gober, 
1,  2,  3. 

Bexar,  7. — Max  E.  Johnson,  1,  2,  3;  Jack  B.  Lee, 
1,  2,  3;  A.  Fletcher  Clark,  Jr.,  1,  2,  3;  Arthur  C. 
Ressmann,  1,  2;  Jack  M.  Partain,  1,  2,  3;  John  H. 
Bohmfalk,  1,  2,  3;  John  C.  Meadows,  Jr.,  1,  2,  3. 

Bosque-Hamilton. — Van  D.  Goodall,  1,  2,  3. 

Bowie. — 

Brazoria. — William  D.  Nicholson,  1,  2,  3. 

Brazos-Robertson. — A.  G.  McGill,  1,  2,  3. 

Brooks-Duval-Jim  Wells. — 

Brown-Comanche-Mills-San  Saba. — 

Caldwell.- — 

Cameron-Willacy,  2. — Heinrich  Lamm,  1,  2,  3;  Le- 
land  M.  Salinger,  1,  2,  3. 

Camp-Morris-Titus. — William  A.  King,  1,  2,  3. 

Cass-Marion. — Vernon  B.  Glenn,  Jr.,  1,  3;  Joe  D. 
Nichols,  2. 

Cherokee. — James  H.  Kreimeyer,  1,  3;  John  Col- 
lier Rucker,  2. 

Clay-Montague-Wise. — Robert  E.  Hurn,  1,  2,  3. 

Coleman. — 

Collin. — 

Colorado  Basin  ( Nolan -Fisher -Mitchell -Bor  den  - 
Kent-Scurry-Stonewall) . — Francis  T.  N.  Hood,  1,  2. 

Colorado-Fayette. — Jones  C.  Laughlin,  1,  2. 

Comal. — - 

Cooke.- — James  W.  Atchison,  1,  2. 

Coryell. — 0.  W.  Lowrey,  1,  2,  3. 

Crane-  Upton-Reagan. — 

Dallam- Hartley  - Sherman- M o ore. — Byron  W. 
Wright,  1,  2,  3. 

Dallas,  14. — Guy  T.  Denton,  Jr.,  1,  3;  John  W. 
Stack,  2,  3;  Stephen  W.  Cobb,  1,  2,  3;  David  W. 
Carter,  Jr.,  1,  2,  3;  Frank  H.  Kidd,  Jr.,  1,  2;  George 
M.  Jones,  1,  3;  Oscar  Marchman,  Jr.,  1;  Frederick  J. 
Bonte,  3;  Don  G.  Harrel,  1,  2,  3;  Ben  A.  Merrick, 
1,  2,  3;  George  V.  Launey,  1,  2,  3;  L.  S.  Thompson, 
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Jr.,  1,  2,  3;  James  L.  Baldwin,  2;  Arnott  DeLange, 

1,  2,  3;  Glenn  D.  Carlson,  1,  2,  3;  Dan  C.  Gill,  1; 
J.  Morris  Horn,  1. 

Dawson-Lynn-T erry  - Gaines  - Yoakum. — J.  Vernon 
McKay,  1,  3. 

Deaf  Smith-Farmer -Castro-Oldham-Swisher  (Tier- 
ra  Blanca). — 

Denton. — Albert  E.  Wyss,  1,  2. 

DeWitt. — Frank  A.  Prather,  1,  2,  3. 
Eastland-Callahan- Stephens -Shackelford  - Throck- 
morton.-— Erwin  E.  Addy,  1,  2,  3. 

Ellis. — Herbert  Donnell,  1,  2,  3. 

El  Paso,  3. — Ira  Budwig,  1 ; Irvin  J.  Goldfarb,  1, 

2,  3;  Merle  D.  Thomas,  1,  2,  3. 
Erath-Hood-Somervell. — Homer  V.  Hedges,  1,  2; 

Vance  Terrell,  3. 

Falls. — Mitchell  Brown,  1,  2,  3. 

Freestone. — Jack  R.  Cox,  1,  2,  3. 

Galveston,  3. — Edward  J.  Lefeber,  1,  2,  3;  William 
T.  Anderson,  1,  2,  3;  Joseph  C.  Magliolo,  1,  2,  3. 
Gonzales. — Sam  Nixon,  1,  2,  3. 

Grayson. — A.  M.  Boyd,  3;  Harry  M.  Shytles,  1,  2. 
Gregg. — Ralph  C.  Crawford,  1,  2,  3. 

Guadalupe. — Robert  S.  Ray,  3. 

Hale-Floyd-Briscoe. — Marvin  C.  Schlecte,  1,  2. 

H ardeman  -Cottle-  Foard  -Motley  - Dickens  - King. — 
Walter  A.  Brooks,  1,  2,  3. 

Hardin-Tyler. — L.  Gayle  Burton,  1,  2,  3. 

Harris,  16. — W.  H.  Hamrick,  1,  2,  3;  Joseph  T. 
Ainsworth,  2,  3;  William  E.  Sharp,  1,  2;  E.  L. 
Slataper,  3;  Edward  S.  Crocker,  1,  2,  3;  C.  Forrest 
Jorns,  1,  2,  3;  J.  Stanley  Oliver,  1,  2,  3;  Lester  Kar- 
otkin,  1,  3;  Bill  Robins,  1;  John  E.  Martin,  2;  Homer 
A.  Taylor,  1,  2,  3;  Herbert  C.  Allen,  Jr.,  3;  H.  T. 
Barkley,  Sr.,  1,  2,  3;  William  M.  Sherrill,  1,  3;  Al- 
lan P.  Bloxsom,  1;  D.  M.  Gready,  1,  2,  3;  Ronald  F. 
Norris,  2,  3;  Charles  D.  Reece,  1,  2;  William  F. 
Renfrow,  1,  2,  3;  T.  P.  Kennerly,  1,  2. 

Harrison. — Richard  G.  Granbery,  1,  2,  3. 
Hays-Bianco. — William  L.  Moore,  Jr.,  1,  3. 
Henderson. — Norris  E.  Holt,  1,  2,  3. 

Hidalgo-Starr. — Hilburn  D.  Gilliam,  1,  2,  3. 

Hill. — Dick  Cason,  1,  2,  3. 

H opkins-Franklin. — 

Houston. — John  L.  Dean,  Jr.,  1,  2,  3. 
Howard-Martin-Glasscock  (Permian  Basin). — 
Hunt-Rockwall-Rains. — E.  Truitt  Crim,  1. 
Jasper-Newton. — Rider  E.  Stockdale,  1,  3. 
Jefferson,  3. — Paul  R.  Meyer,  1,  2,  3;  Frank  C. 
Chapman,  1,  2,  3;  Thomas  B.  Matlock,  1,  2,  3. 
Johnson. — Joseph  F.  Peters,  Jr.,  1,  2,  3. 
Karnes-Wilson. — F.  Spencer  Stubbs,  1. 

Kaufman. — Edward  I.  Hall,  1,  2,  3. 
Kerr-Kendall-Gillespie-Bandera. — Choice  B.  Mat- 
thews, 1,  2,  3. 

Kimble-Mason-Menard-McCulloch. — Albert  M.  Mc- 
Culloh,  1,  2. 

Kleh  erg -Kenedy. — 

Lamar-Delta. — Courtney  M.  Townsend,  1,  2,  3. 
Lamb-Bailey-Hockley-Cochran. — E.  D.  Barnes,  1, 

2,  3. 

Lampasas-Burnet-Llano. — Ray  L.  Shepperd,  1,  2, 

3. 

La-Salle-Frio-Dimmit. — Emmett  N.  Wilson,  1,  2,  3. 
Lavaca.— Robert  J.  Wagner,  1,  2,  3. 
Liberty-Chambers. — Richard  0.  Clements,  1,  2,  3. 
Lubbock-Crosby-Garza,  2. — James  G.  Morris,  1,  2, 
3;  Patrick  H.  Pappas,  2,  3. 

McLennan,  2. — W.  M.  Avent,  1,  3;  Howard  R. 
Dudgeon,  2,  3. 


Medina-Uvalde-Maverick-Val  Verde-Edwards-Real- 
Kinney-T errell-Zavala  (Nine  County). — 

Milam. — Clifford  G.  Swift,  1,  2,  3. 

Montgomery. — 

Nacogdoches. — Frank  Beall,  1,  2,  3. 

Navarro. — R.  L.  Campbell,  1,  2,  3. 

Nueces,  3. — F.  W.  Hartwick,  1;  Alfred  L.  Lane,  2, 
3;  Gerald  S.  Ahern,  1,  2,  3;  G.  M.  McCaskey,  2,  3. 
Orange. — 

Palo  Pinto-Parker-Y  oung  - Jack- Archer. — Jack  L. 
Eidson,  1,  2,  3. 

Panola. — Grundy  Cooper,  1,  2,  3. 

Pecos -Jeff  Davis- Presidio -Brewster. — George  A. 
Hoffman,  1,  2,  3. 

Polk-San  Jacinto. — 

P otter-Randall,  2.— Charles  B.  Sadler,  1,  2,  3;  Ed- 
ward D.  McKay,  2,  3. 

Red  River. — 

Reeves- W ard-W  inkler-Loving-Culberson-Hudspeth. 
— Harper  Peddicord,  II,  1,  2,  3. 

Runnels. — John  E.  Green,  Jr.,  1,  2,  3. 

Rusk. — 

San  Patricio- Aransas-Refugio. — A.  F.  Tasch,  1,  2. 
Shelby-San  Augustine-Sabine. — Vernon  Polk,  1. 
Smith,  2.— Carlin  V.  Chenoweth,  1,  2,  3;  I.  E. 
Lamberth,  1,  2,  3. 

Tarrant,  6. — Harry  H.  Womack,  2,  3;  Mai  Rumph, 

1,  2,  3;  R.  V.  Brasher,  2,  3;  J.  M.  Riddell,  1,  2,  3; 
Drue  0.  D.  Ware,  1,  2,  3;  Warren  W.  Moorman,  1, 

2,  3. 

T aylor-J ones,  2. — W.  Kenneth  Day,  1,  2;  Marshall 

D.  Turnbull,  3. 

T om  Green-Coke  -Crockett-  Concho  - Irion  - S terling- 
Sutton-Schleicher  (Tom  Green  Eight). — W.  L.  Smith, 
1,  2,  3. 

Top  O'Texas  (Gray-Hansford-Hemphill-Lipscomb- 
Roberts-Ochiltree-Hutchison-Carson). — Raymond  M. 
Hampton,  1,  3. 

Travis,  4. — P.  Clift  Price,  1,  2;  Frederick  C.  Low- 
ry, 1,  2,  3;  Benjamin  M.  Primer,  1,  2,  3;  Albert  F. 
Vickers,  1,  3;  James  M.  Graham,  2. 

Upshur. — 

Van  Zandt. — Horace  A.  Baker,  1,  2,  3. 
Victoria-Calhoun-Goliad. — George  E.  Glover,  3. 

W alker-M adi  son- Trinity . — 

Washington-Burleson. — George  V.  Pazdral,  1,  2,  3. 
Webb-Zapata-Jim  Hogg. — James  S.  Reitman,  3. 
Wharton- J ackson-Matagorda-Fort  Bend. — Stanley 

E.  Thompson,  1,  2,  3. 

Wichita,  2. — Robert  L.  Daily,  1,  2,  3;  John  L. 
Jackson,  III,  2,  3. 

Wilbarger. — 

Williamson. — A.  B.  Spires,  1,  2,  3. 

Wood. — Virgil  E.  Robbins,  3. 

Ex  Officio  Members 

President. — George  W.  Waldron,  Houston,  1,  2,  3. 
President-Elect. — Robert  Mayo  Tenery,  Waxa- 
hachie,  1,  2,  3. 

Vice  President. — Joe  R.  Donaldson,  Pampa,  2,  3. 
Secretary. — J.  M.  Travis,  Jacksonville,  1,  2. 
Treasurer. — Howard  0.  Smith,  Marlin,  1,  2,  3. 
Speaker  of  the  House  of  Delegates. — James  D. 
Murphy,  Fort  Worth,  1,  2,  3. 

Vice  Speaker  of  the  House  of  Delegates. — Charles 
Max  Cole,  Dallas,  1,  2,  3. 

Trustees.- — Troy  A.  Shafer,  Harlingen,  1,  2,  3; 
Byron  P.  York,  Houston,  1,  2,  3;  James  A.  Hallmark, 
Fort  Worth,  1,  2,  3;  J.  B.  Copeland,  San  Antonio, 
1,  2,  3;  C.  P.  Hardwicke,  Austin,  1,  2,  3;  Elliott 
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Mendenhall,  Dallas,  1,  2,  3;  C.  E.  Willingham,  Tyler, 
1,  2,  3. 

Councilors. — Charles  E.  Oswalt,  Jr.,  Fort  Stock- 
ton,  1,  2,  3;  Henrie  E.  Mast,  Midland,  1,  2,  3;  Julian 
M.  Key,  Pampa,  1,  2,  3;  S.  Braswell  Locker,  Brown- 
wood,  1,  2;  Walter  Walthall,  San  Antonio,  1,  2,  3; 
Harold  E.  Griffin,  1,  2,  3;  David  Wade,  Austin,  1,  2, 
3;  Carlos  E.  Fuste,  Jr.,  Alvin,  1,  2,  3;  James  H.  Sam- 
mons, Highlands,  1,  2,  3;  Stephen  B.  Tucker,  Nacog- 
doches, 1,  2,  3;  R.  H.  Bell,  Palestine,  1,  2,  3;  Tom  M. 
Oliver,  Waco,  1,  3;  Travis  Smith,  Abilene,  1,  2,  3; 

B.  E.  Park,  Dallas,  1,  2,  3. 

AMA  Delegates. — John  K.  Glen,  Houston,  2,  3;  G. 
W.  Cleveland,  Austin,  1,  2;  John  L.  Otto,  Galveston, 
3;  T.  C.  Terrell,  Fort  Worth,  1,  2,  3;  M.  0.  Rouse, 
Dallas,  1,  2,  3;  J.  C.  Terrell,  Stephenville,  1,  2,  3. 

AMA  Alternate  Delegates. — George  Turner,  El 
Paso,  2,  3;  Harvey  Renger,  Hallettsville,  2;  Ridings 
E.  Lee,  Dallas,  1,  2;  N.  L.  Barker,  Paris,  1,  3;  E.  P. 
Hall,  Jr.,  Fort  Worth,  1,  2,  3;  Denton  Kerr,  Houston, 
2;  R.  D.  Moreton,  Fort  Worth,  1,  3;  J.  L.  Cochran, 
San  Antonio,  1,  2. 

Members  of  Council  on  Medical  Jurisprudence.- — 
John  M.  Smith,  Jr.,  San  Antonio,  1,  2,  3;  Floyd  A. 
Norman,  Dallas,  1,  2,  3;  Haden  E.  McKay,  Humble, 
1,  2,  3. 

Chairman,  Council  on  Annual  Session.- — Herman 

C.  Sehested,  Fort  Worth,  1,  2,  3. 

Chairman,  Council  on  Public  Relations  and  Public 
Service. — Foy  H.  Moody,  Corpus  Christi,  1. 

Chairman,  Council  on  Medical  Education  and  Hos- 
pitals.— G.  V.  Brindley,  Jr.,  Temple,  1. 

Chairman,  Council  on  Scientific  Advancement. — J. 
E.  Miller,  Dallas,  1,  2,  3. 

Chairman,  Council  on  Medical  Service  and  Insur- 
ance.— Charles  D.  Bussey,  Dallas,  1,  2. 


Letter  from  the  Secretary 

I want  to  express  my  appreciation  and 
gratitude  to  the  entire  medical  profession, 
and  especially  to  the  House  of  Delegates 
in  electing  me  member  emeritus  ....  I 
am  glad  to  be  a part  of  the  TMA;  it  has 
been  a part  of  my  life,  a great  help  and 
an  inspiration.  I am  glad  that  I belong  to 
the  Family  of  the  Great  American  Physi- 
cians. I consider  these  the  highest  edu- 
cated, the  highest  paid,  and  most  influen- 
tial doctors  of  the  world. 

I feel  that  the  TMA  and  the  AMA  are 
doing  more  to  oppose  socialism  in  Amer- 
ica, especially  socialized  medicine,  than 
any  other  organizations.  It  is  my  wish 
and  prayer  that  they  continue  this  work 
on  and  on  until  they  accomplish  the  free- 
dom of  the  world. 

With  best  wishes  to  every  member  of 
the  Texas  Medical  Association,  I am 
Yours  truly, 

/&/  J.  M.  Travis 

J.  M.  Travis,  M.D. 

Official  Secretary  of  the  TMA 


Chairman,  Council  on  Constitution  and  By-laws. — 
J.  T.  Billups,  Houston,  1,  2,  3. 

Reference  Committees 

Reference  Committee  on  Credentials. — Sam  A. 
Nixon,  Jr.,  Floresville,  Chairman;  0.  W.  Lowrey, 
Gatesville;  Emmett  N.  Wilson,  Jr.,  Pearsall;  William 
E.  Sharp,  Baytown;  Clifford  G.  Swift,  Cameron; 
John  E.  Green,  Jr.,  Ballinger;  William  D.  Nicholson, 
Freeport;  L.  Gayle  Burton,  Woodville;  and  H.  M. 
Shytles,  Sherman. 

Reference  Committee  on  Constitution  and  By- 
Laws. — Howard  T.  Barkley,  Houston,  Chairman; 
Frank  A.  Prather,  Cuero;  James  A.  Odom,  Mem- 
phis; Jack  B.  Lee,  San  Antonio;  Don  G.  Harrel, 
Dallas;  Dick  Cason,  Hillsboro;  Vernon  B.  Glenn,  Jr., 
Linden;  C.  V.  Chenoweth,  Tyler;  and  J.  T.  Billups, 
Houston,  Consultant  from  Council  on  Constitution 
and  By-Laws. 

Reference  Committee  on  Legislation  and  Public 
Relations. — Mai  Rumph,  Fort  Worth,  Chairman;  C. 
Forrest  Jorns,  Houston;  Paul  R.  Meyer,  Port  Ar- 
thur; Raymond  M.  Hampton,  Pampa;  J.  C.  Mead- 
ows, Jr.,  San  Antonio;  R.  B.  G.  Cowper,  Big 
Spring;  J.  F.  Beall,  Nacogdoches;  Walter  Brooks, 
Quanah;  T.  W.  Williams,  Sr.,  Haskell;  and  John  M. 
Smith,  Jr.,  San  Antonio,  Consultant  from  Council 
on  Medical  Jurisprudence. 

Reference  Committee  on  Medical  Service  and  In- 
surance.— R.  L.  Daily,  Wichita  Falls,  Chairman; 
C.  B.  Sadler,  Amarillo;  Thomas  P.  Kennerly,  Hous- 
ton; Jones  C.  Laughlin,  Eagle  Lake;  Charles  V. 
Bintliff,  Texarkana;  Marvin  C.  Schlecte,  Plainview; 
R.  L.  Campbell,  Corsicana;  Ben  A.  Merrick,  Dallas; 
R.  V.  Brasher,  Fort  Worth;  and  C.  D.  Bussey,  Dal- 
las, Consultant  from  Council  on  Medical  Service  and 
Insurance. 

Reference  Committee  on  Miscellaneous  Business. — 
William  F.  Renfrow,  Houston,  Chairman;  I.  E. 
Lamberth,  Tyler;  Woodrow  M.  Avent,  Waco;  A.  Lee 
Hewitt,  Lubbock;  Thomas  B.  Matlock,  Port  Arthur; 
Francis  Hood,  Sweetwater;  Richard  G.  Granbery, 
Marshall;  Hilburn  D.  Gilliam,  McAllen;  and  F. 
Spencer  Stubbs,  Karnes  City. 

Reference  Committee  on  Reports  of  Officers  and 
Committees. — A.  Rex  Kirkley,  Temple,  Chairman; 
Jack  L.  Eidson,  Weatherford;  A.  F.  Clark,  Jr.,  San 
Antonio;  Edward  D.  McKay,  Amarillo;  J.  M.  Rid- 
dell, Fort  Worth;  Byron  W.  Wright,  Dumas;  Joe 
Bill  Stephens,  Bangs;  Dan  C.  Gill,  Dallas;  and 
Wendell  H.  Hamrich,  Houston. 

Reference  Committee  on  Scientific  Work. — G.  V. 
Launey,  Dallas,  Chairman ; Edward  J.  Lefeber,  Gal- 
veston; Charles  D.  Reece,  Houston;  Joseph  F.  Pet- 
ers, Alvarado;  Gerald  S.  Ahern,  Coi-pus  Christi; 
Stanley  E.  Thompson,  Richmond;  Frederick  C.  Low- 
ry, Austin;  Leland  M.  Salinger,  Brownsville;  John 
L.  Dean,  Crockett;  and  J.  E.  Miller,  Dallas,  Consult- 
ant from  Council  on  Scientific  Advancement. 

Board  of  Councilors  as  a Reference  Committee. — 
Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman; 
Walter  Walthall,  San  Antonio,  Vice  Chairman;  Hen- 
rie E.  Mast,  Midland;  Julian  M.  Key,  Pampa;  S. 
Braswell  Locker,  Brownwood;  Harold  E.  Griffin, 
Corpus  Christi;  David  Wade,  Austin;  Carlos  E. 
Fuste,  Jr.,  Alvin;  James  H.  Sammons,  Highlands; 
Stephen  B.  Tucker,  Nacogdoches;  R.  H.  Bell,  Pal- 
estine; Tom  M.  Oliver,  Waco;  Travis  Smith,  Abi- 
lene; B.  E.  Parks,  Dallas;  Walter  C.  Barnes,  Tex- 
arkana. 
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Board  of  Trustees  as  a Reference  Committee. — 
Troy  A.  Shafer,  Harlingen,  Chairman;  Byron  P. 
York,  Houston,  Vice  Chairman;  James  A.  Hallmark, 
Fort  Worth,  Secretary;  J.  B.  Copeland,  San  An- 
tonio; C.  P.  Hardwicke,  Austin;  Elliott  Menden- 
hall, Dallas;  C.  E.  Willingham,  Tyler. 

REMARKS  OF  SPEAKER 

Speaker  Murphy:  Mr.  President,  officers  and  dele- 
gates and  members  of  the  Texas  Medical  Associa- 
tion. As  a member  of  the  Fort  Worth  Chamber  of 
Commerce,  I would  like  to  welcome  you  to  Dallas  to 
the  96th  Annual  Session.  I have  a telegram  here 
from  Dallas  that  says  that  everything  is  bright  and 
shiny  in  Fort  Worth.  Wish  you  were  there,  (laugh- 
ter) 

1.  Results  of  Questionnaire  to  Delegates 

Shortly  before  our  meeting  ended  last  year  in 
Austin,  Dr.  Cole  and  I prepared  a questionnaire, 
and  this  was  sent  out  to  all  the  delegates  and  ex- 
officio  delegates.  And,  of  some  200  people  (doctors) 
that  this  was  sent  to,  we  received  about  110  of  these 
questionnaires  back — which  beats  most  ordinary 
polls.  Usually,  if  you  get  back  about  a third,  you  get 
more  than  you  spent.  But,  anyway,  the  first  question 
that  was  asked  was  “Do  you  have  any  suggestions  to 
improve  the  House  of  Delegates  and  their  sessions?” 
The  large  majority  of  you  delegates  indicated  that 
you  approved  of  the  streamlining  that  has  taken 
place  in  this  House  of  Delegates  during  the  past 
four  or  five  years.  But,  I would  like  for  you  to 
listen  to  a few  worthy  suggestions: 

Number  One : It  was  suggested  that  table  placards 
be  placed  on  the  table  so  that  the  delegations  could 
be  identified.  Each  delegation  would  have  a placard 
and  the  delegates  would  sit  near  their  placards.  I 
have  asked  Mr.  Williston  to  check  in  on  this  and 
we  think  that  this  is  very  likely  and  an  easily  pro- 
vided proposal  and  we  hope  that  next  year  this  will 
be  one  of  the  recommendations  you  will  agree  to. 

Number  Two:  Another  suggestion  was  that  reso- 
lutions not  appearing  in  the  Handbook  must  have 
a two-thirds  majority  of  the  House  of  Delegates  be- 
fore being  referred  to  a Reference  Committee.  As 
you  know,  we  have  many  problems  in  trying  to  get 
all  this  material  to  you.  I think  perhaps  this  year 
it  has  run  a little  bit  smoother,  mainly  for  several 
reasons — we  have  more  help,  the  help  is  more  famil- 
iar with  our  particular  problems  and,  besides  that, 
we  don’t  have  quite  as  many  resolutions  submitted 
at  the  last  moment  as  we  have  had  in  the  past  few 
years.  And,  I hope  that  each  and  every  one  of  you 
received  a packet  as  you  came  through  the  line  which 
contains  all  the  supplemental  reports  and  also  all 
the  resolutions  and  all  the  information  that  is  not 
contained  in  the  Handbook. 

Number  Three:  A few  of  the  delegates  objected 
to  meeting  on  Sunday,  particularly  Sunday  morning, 
and  a few  others  disliked  the  conflict  between  the 
House  of  Delegates  and  Scientific  Sessions.  I am 
sure  you  are  all  aware  of  these  problems.  Perhaps 
next  year,  with  the  change  in  the  days  of  the  week 
that  the  meeting  will  be  held,  we  will  be  able  to  work 
out  some  of  these  problems. 

Number  Four:  Some  of  my  best  friends  recom- 
mended that  I should  appoint  a parliamentarian, 
and  I agreed,  and  a little  later  I’ll  appoint  one. 


I believe  you  will  agree  some  of  these  suggestions 
are  well  worthwhile  if  you  discount  the  last  one. 

a.  Proposal  to  Create  Rules  Committee  for  House 
of  Delegates.- — Chapter  VI,  of  your  Constitution,  and 
Section  7 of  the  By-Laws,  reads:  The  House  of  Dele- 
gates shall  have  authority  to  appoint  committees  ; 
and  commissions  not  mentioned  in  the  Constitution 
and  By-Laws  and  such  officials  as  may  be  necessary  ! 
to  conduct  its  business  and  its  own  affairs  that  are 
not  prohibited  by  the  Constitution  and  By-Laws.  It  I 
shall  have  the  authority  to  establish  rules  of  conduct, 
and  so  forth.  End  of  quote.  [ Reporter’s  Note:  The  ; 
wording  of  Chapter  VI,  Section  7 reads:  “The  House 
of  Delegates  shall  have  authority  to  appoint  com- 
mittees and  commissions  not  mentioned  in  this  Con-  | 
stitution  and  By-Laws,  and  such  officials  as  may  be 
necessary  for  the  conduct  of  its  own  affairs  and  not  j 
prohibited  by  this  Constitution  and  By-Laws  . . . .”.]  j 
I would  like  to  propose  to  this  House  of  Delegates 
that  we  appoint  a Rules  Committee  which  would  act 
from  year  to  year,  consisting  of  three  to  five  mem-  j 
bers,  or  authorize  the  Speaker  to  appoint  such  a 
committee,  whose  duty  it  would  be  to  evaluate  sug- 
gestions for  improvement  of  the  sessions  and  the 
conduct  of  this  House  of  Delegates.  At  the  opening 
session  of  the  House  of  Delegates,  this  Rules  Com- 
mittee would  report  each  year.  All  rules  would  re- 
quire only  a majority  vote  for  passage,  and  any  rule 
could  be  revoked  or  suspended  at  any  time  during 
any  session  by  a simple  majority  vote. 

b.  Questionnaire,  Regarding  Reference  Commit- 
tees.— 

The  second  question  on  the  questionnaire  was, 
“If  you  return  as  a delegate  next  year,  would  you 
care  to  serve  on  a Reference  Committee?  If  so,  which 
Reference  Committee  would  you  like  to  serve  on?” 

Well,  insofar  as  possible,  the  Reference  Commit- 
tees this  year  have  been  selected  in  a manner  to 
give  each  man  his  choice  to  serve  on  the  Reference 
Committee  that  he  would  most  like  to  serve  on.  I 
think  you’ll  understand  that  it  wasn’t  possible  in  all 
cases  but,  in  general,  this  was  the  main  way  of 
choosing  the  Reference  Committees.  However,  in 
order  to  meet  the  deadline  for  the  publication  of  the 
Handbook  which  was  March  25,  all  Reference  Com- 
mittees had  to  be  made  prior  to  that  time.  Well, 
about  20  per  cent  of  your  county  medical  societies 
had  not  turned  your  name  in  to  the  Headquarters 
Office  and  if  your  name  is  not  on  the  list,  then  you 
could  not  be  appointed  to  one  of  the  committees.  For 
that  reason,  I would  like  to  implore  to  each  and 
every  one  of  you  who  are  Delegates  and  seated  to 
be  sure  that  your  county  medical  societies  have 
turned  your  name  in  to  the  Austin  office  before 
Jan.  31  next  year. 

c.  Questionnaire,  Regarding  Nominating  Commit-  j 
tee. — 

The  third  questioru  posed  in  this  questionnaire 
was,  “Would  you  favor  a Nominating  Committee  for 
the  Texas  Medical  Association?”  Well,  needless  to 
say,  there  were  many  who  voiced  their  opinions  in 
very  strong  terms.  The  final  result  was  somewhat 
interesting.  It  showed  that  51  of  the  people  who 
voted  were  in  favor  of  the  Nominating  Committee;  j 
45  were  against  the  Nominating  Committee,  and 
there  were  10  who  didn’t  wish  to  commit  them- 
selves. So,  I think,  as  you  see  in  your  Handbook,  the 
idea  of  a Nominating  Committee  has  been  referred 
to  the  Reference  Committee  on  Constitution  and  By- 
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Laws  and  perhaps  that  should  be  a very  interesting 
place  for  many  of  us  to  attend. 

d.  Questionnaire,  Regarding  Debate  in  Reference 
Committees. — 

Well,  the  fourth  question  was  “Do  you  feel 
that  enough  time  was  given  for  full  debate  in  the 
Reference  Committees?”  Well,  with  two  exceptions 
the  answer  was  “yes”.  One  member  expressed  that 
he  thought  there  was  a lack  of  dignity  among  some 
of  our  members  when  debating  controversial  issues 
in  the  Reference  Committees.  And,  too  many  of  our 
delegates  said  that  they  had  attended  no  Reference 
Committees. 

e.  Questionnaire,  Regarding  Attendance  at  Refer- 
ence Committees.' — 

Well,  the  fifth  question  asked  was,  “Do  you  have 
any  other  comments  that  might  be  connected  with 
this  session  in  any  way?”  There  were  many  com- 
ments which  I would  like  to  pass  on  to  a Rules  Com- 
mittee if  you  all  authorize  one,  but  the  most  fre- 
quent comments  came  from  societies  with  only  a 
single  delegate.  These  small  societies  have  a real 
problem  when  it  comes  to  Reference  Committees. 
Many  feel  that  because  there  is  only  one  of  them 
and  they  cannot  attend  all  the  Reference  Committees 
that  their  voice  is  lost  to  the  large  societies  and  large 
delegations.  There  are  three  solutions  to  this  problem 
which  I would  like  to  point  out  to  the  members  of 
small  societies. 

First  of  all,  you  need  to  get  your  alternate  dele- 
gate and  your  county  medical  society  officers  to 
help  you  with  attendance  at  these  Reference  Com- 
mittees; or,  two,  these  small  areas  and  small  county 
medical  societies  should  caucus  with  neighboring 
or  district  societies  or  groups  and  assign  someone 
to  attend  each  separate  Reference  Committee; 
or,  three,  it  might  be  possible  to  stagger  the  Ref- 
erence Committees  so  that  three  or  four  will  meet 
in  the  morning,  say,  and  three  or  four  would  meet 
in  the  afternoon,  and  in  that  way  you  would  be  able 
to  attend  more  Reference  Committees  where  you 
would  be  able  to  take  a greater  part  in  the  activities 
of  the  Texas  Medical  Association. 

2.  Changes  in  Reference  Committees 

I have  one  or  two  last  minute  changes  to  make  in 
the  Reference  Committees  themselves,  and  I would 
like,  is  Dr.  Gossett  here?  If  not,  on  the  Reference 
Committee  on  Miscellaneous  Business,  I would  like 
to  ask  Dr.  Lee  S.  Foreman  of  Tulia  to  serve  on  that 
Committee.  Is  Dr.  Foreman  here?  If  he  isn’t,  why 
I’ll  find  somebody  else  somewhere.  I would  also  like 
to  ask  the  following  Delegates  to  serve  as  Tellers: 
Dr.  Albert  L.  Delaney  will  act  as  Chairman  of  the 
Tellers  Committee,  Dr.  E.  T.  Crim,  Dr.  Choice  Mat- 
thews, Dr.  H.  J.  Bonnstetter,  and  Dr.  Albert  Mc- 
Culloh. 

3.  Parliamentarian 

I would  like  to  ask  Dr.  Carlos  Fuste  who  is  the 
Secretary  of  the  Board  of  Councilors  to  act  as  Par- 
liamentarian. 

4.  Summary  Remarks 

I hope  that  most  of  the  debate  in  the  Reference 
Committees  will  take  place  tomorrow  morning,  but 
a delegate  has  every  right  to  discuss  any  question 


before  this  House  of  Delegates.  You  must  realize 
that  we  are  working  under  considerable  pressure 
and  that  we  have  a very  tight  time  schedule.  If  there 
is  any  question  in  your  minds,  or  if  you  do  not  under- 
stand clearly  the  subject  you  are  being  asked  to 
vote  on,  be  sure  and  stop  us.  We’re  here  to  officiate 
in  a fair  way  and  to  be  sure  that  you  understand 
exactly  what  you  are  voting  on. 

In  closing,  I would  like  to  give  you  a little  food 
for  thought. 

The  average  world’s  great  civilizations  have  been 
200  years.  These  nations  have  been  described  as 
progressing  through  a sequence,  and  this  is  the  se- 
quence : 

From  Bondage  to  Spiritual  Faith, 

From  Spiritual  Faith  into  Great  Courage, 

From  Courage  into  Liberty, 

From  Liberty  to  Abundance, 

From  Abundance  to  Selfishness, 

From  Selfishness  to  Complacency, 

From  Complacency  to  Apathy, 

From  Apathy  to  Dependency,  and 
From  Dependency  back  to  Bondage. 

In  16  years,  the  United  States  will  be  200  years 
old.  This  cycle  is  not  inevitable.  It  depends  on  us. 
May  all  our  efforts  be  directed  towards  improving 
our  profession,  helping  others,  honoring  our  coun- 
try and  serving  our  Lord.  Thank  you.  (applause) 

REPORTS  OF  REFERENCE  COMMITTEES 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Remarks  of  Speaker,  except 
for  Section  l.a. — The  Reference  Committee  com- 
mends the  questionnaire  which  was  sent  to  all  dele- 
gates by  the  Speaker.  The  answers  to  this  question- 
naire can  certainly  help  in  providing  for  improve- 
ment in  the  operations  of  the  House  of  Delegates  of 
the  Texas  Medical  Association. 

The  Committee  would  also  like  to  commend  the 
manner  in  which  the  Speaker  and  the  Vice  Speaker 
at  all  times  conduct  the  business  of  the  House  of 
Delegates  of  the  Texas  Medical  Association. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Constitution  and  By-Laws 

Dr.  Howard  T.  Barkley:  Remarks  of  Speaker, 
Section  l.a.  only. — The  Speaker  cites  the  need  for 
a rules  committee  to  evaluate  suggestions  for  the 
improvement  of  sessions  and  conduct  of  the  House 
of  Delegates.  The  committee  would  submit  rules  of 
conduct  and  procedure  at  the  opening  session  of 
the  House  of  Delegates  each  year.  All  rules  would 
require  majority  vote  for  passage,  and  any  rule 
could  be  revoked  or  suspended  at  any  time  during 
the  session  by  a simple  majority  vote. 

The  Reference  Committee  recommends  that  this 
portion  of  the  Speaker’s  Remarks  be  approved,  and 
that  the  By-Laws  be  amended  as  follows: 

In  Chapter  II,  Section  8,  insert  after  the  third  sen- 
tence, “He  may  appoint  such  committees  as  are 
necessary  to  assist  him  in  the  performance  of  his 
duties.” 

[The  report  of  the  Reference  Committee  was 
adopted.] 
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ADDRESS  OF  PRESIDENT 

Dr.  Waldron:  Mr.  Speaker,  Officers,  Delegates, 
Members,  Guests,  and  especially  the  President  of 
our  Woman’s  Auxiliary. 

During  the  year  of  1962-1963,  there  has  been  am- 
ple progress  in  the  work  of  the  TMA  to  rate  the 
classification  “good  year”.  The  implementation  of 
the  first  part  of  the  Kerr-Mills  Act  has  brought 
satisfactory  help  to  over  220,000  of  our  needy  citi- 
zens. Though  the  second  portion  of  the  Act  is  not 
yet  established  in  Texas  by  law,  it  is  in  the  legisla- 
tive mill  in  Austin  and  will  be  useful  in  the  care  of 
borderline  cases  if  passed.  Our  Blue  Cross  arrange- 
ment has  already  accomplished  much  in  the  vital 
field  of  the  most  needy  and  has  made  the  possibility 
of  a Medical  Care  Program  a useless  socialistic 
dream  in  Texas,  if  you  are  considering  Medicare 
in  that  statement.  We  must  never  be  forced  into 
that  dreamland. 

The  presidency  has  been  represented  on  all  re- 
quested occasions  during  the  year.  The  burden  on 
the  President  has  not  been  excessive,  physically  or 
financially,  and  the  position,  believe  it  or  not,  has 
been  greatly  enjoyed. 

The  posts  of  all  other  officers,  trustees,  councilors, 
council  members,  committee  members,  and  scientific 
section  officers  have  been  filled  admirably. 

The  Central  Office  Staff  and  the  Legal  Staff  are 
not  excelled  anywhere.  Our  present  standard  of 
public  relations  is  at  a high  point.  It  has  been  said 
recently  that  the  State  Legislature  is  more  inter- 
ested in  the  opinions  of  the  TMA  than  ever  before. 

There  have  been  many  innovations  during  the  past 
year.  A number  of  them  are  extremely  noteworthy. 
Time  will  not  permit  me  to  comment  fully,  but  I do 
want  to  cite  one  that  I am  most  proud  of.  At  this 
Annual  Session,  the  Association  is  offering  scientific 
programming  in  the  evening  for  the  first  time.  Ten 
informal,  unrehearsed,  round-table  discussions  will 
be  presented  on  Monday  night  in  this  Ballroom.  I 
feel  confident  that  these  Curbstone  Consultations 
will  prove  popular,  and  will  become  a regular  part 
of  our  expanding  Annual  Session  program. 

The  Association  has  received  an  additional  be- 
quest through  the  death  of  Mrs.  Sam  E.  Thompson. 
Gifts  to  the  Association  by  Dr.  and  Mrs.  Thompson 
have  now  exceeded  one  million  dollars.  Our  Associa- 
tion is  extremely  grateful  to  these  distinguished 
leaders  who  have  contributed  so  much  to  Texas  medi- 
cine. 

The  President’s  Pages  have  reflected  my  views  on 
many  subjects  and  the  various  responses  have  been 
among  the  most  delightful  events  for  me  throughout 
the  whole  year. 

Recommendations 

1.  Increase  the  Council  on  Annual  Session,  the 
Council  on  Constitution  and  By-Laws,  and  the  Coun- 
cil on  Medical  Jurisprudence  to  seven  members  each. 
These  Councils  are  now  comprised  of  five  members. 
Although  they  are  made  up  of  dedicated  physicians, 
it  is  frequently  difficult  for  some  of  the  members 
to  be  present  at  these  meetings.  Enlargement  of 
Councils  to  seven  members  will  insure  that  impor- 
tant decisions  will  be  made  by  a more  representative 
group  of  Texas  physicians. 

2.  It  should  be  recognized  that  boards,  councils, 
and  committees  represent  the  heart  of  the  Texas 


Medical  Association.  I am  extremely  proud  of  our 
committees  and  the  350  physicians  who  have  con- 
tributed so  much  during  the  past  year.  Unfortu- 
nately, however,  there  are  just  a few  committees 
which  have  not  been  active.  I respectfully  recom- 
mend that  committees  which  have  not  met  during 
the  year  be  discharged.  If  there  is  a continued  need 
for  the  services  which  these  committees  were  charged 
to  perform,  the  incoming  President  should  have  the 
prerogative  of  appointing  an  entirely  new  commit- 
tee. 

3.  Reimburse  the  President  for  actual  trip  ex- 
penses, including  hotel,  food,  and  so  forth,  as  well 
as  transportation  rather  than  give  him  an  allowance 
of  $2500  a year.  I have  no  intent  that  this  might  be 
retroactive. 

4.  It  is  urged  that  a more  realistic  figure  be  al- 
lowed for  travel  and  per  diem  expenses  of  delegates 
to  the  AM  A.  Texas  delegates  and  alternates  pres- 
ently receive  $250  for  each  national  meeting.  That 
flat  stipend  is  inadequate  for  such  distant  meetings 
as  Atlantic  City,  New  Jersey,  and  Portland,  Ore. 

5.  Reimburse  the  President-Elect  and  Vice  Presi- 
dent on  the  same  basis  as  delegates  and  alternates 
for  official  trips  to  meetings  of  the  American  Medi- 
cal Association. 

Please  know  that  I am  grateful  to  each  one  of 
you  for  your  contributions  to  Texas  medicine,  and 
for  allowing  me  to  serve  as  your  President,  (ap- 
plause) 

REPORTS  OF  REFERENCE  COMMITTEES 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Address  of  President,  except 
for  Recommendations  1,  3,  4,  and  5. — The  Commit- 
tee approves  the  address  of  the  President  and  would 
like  to  commend  him  for  a very  energetic  and  suc- 
cessful year  as  head  of  the  Texas  Medical  Associa- 
tion. 

Dr.  Waldron  recommends  that  committees  which 
have  not  met  at  all  during  the  past  year  be  dis- 
charged. The  Reference  Committee  agrees  with 
this  but  would  like  to  amplify  this  further  as  fol- 
lows: Committees  which  have  not  met  at  all  during 
the  past  year  or  which  have  not  given  evidence  of 
performance  be  discharged. 

We  concur  with  Dr.  Waldron  that  the  incoming 
President  should  have  the  prerogative  of  appointing 
new  committees  if  there  is  a continued  need  for  the 
services  which  these  committees  are  charged  to  per- 
form. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Constitution  and  By-Laws 

Dr.  Howard  T.  Barkley:  Address  of  President, 
Recommendation  1 only. — The  Reference  Committee 
approves  the  suggestion  of  the  President,  and  rec- 
ommends that  membership  be  increased  from  five 
to  seven  on  the  Council  on  Annual  Session  (Chapter 
VIII,  Section  3),  Council  on  Constitution  and  By- 
Laws  (Chapter  VIII,  Section  9),  and  Council  on 
Medical  Jurisprudence  (Chapter  VIII,  Section  4), 
and  that  the  appropriate  changes  be  made  in  each  of  ! 
the  cited  sections  of  the  By-Laws.  This  is  in  con-  1 
formity  with  the  other  various  councils  which  al-  I 
ready  have  been  raised  from  five  to  seven  members.  1 
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[The  report  of  the  Reference  Committee  was 
adopted.] 


Board  of  Trustees 

Dr.  Troy  A.  Shafer:  Address  of  the  President, 
Recommendations  3,  U,  and  5. — Dr.  George  Waldron 
has  recommended  that  future  presidents  be  reim- 
bursed for  official  travels  on  the  basis  of  actual 
expenses  rather  than  be  allotted  the  basic  annual 
stipend  of  $2,500  which  currently  prevails. 

Your  Board  of  Trustees  fully  recognizes  the  great 
demands  which  are  placed  upon  our  President.  In 
view  of  these  increasing  responsibilities,  we  concur 
with  this  recommendation.  The  Board  of  Trustees 
believes  that  Dr.  Waldron’s  proposal  will  be  a more 
equitable  way  to  reimburse  the  President.  We  ap- 
prove the  reimbursement  of  the  President  for  actual 
travel  expenses  including  transportation,  lodging, 
and  food. 

Dr.  Waldron  also  has  recommended  that  Texas 
delegates  and  alternates  be  reimbursed  more  ade- 
quately for  representing  our  Association  at  meetings 
of  the  American  Medical  Association.  It  is  evident 
that  the  flat  stipend  of  $250  per  meeting  which 
presently  is  set  aside  for  our  AMA  delegates  and 
alternates  is  inadequate.  Some  delegates,  for  exam- 
ple, will  be  required  to  spend  $300  alone  for  trans- 
portation to  the  AMA  Clinical  Meeting  in  Portland, 
Ore.,  later  this  year.  The  Board  of  Trustees  concurs 
with  the  recommendation  of  Dr.  Waldron.  We  rec- 
ommend that  delegates  and  alternates  be  granted 
first-class  transportation  expenses  plus  a per  diem 
allowance  of  $25  for  attendance  and  travel  to  AMA 
meetings. 

A third  recommendation  of  Dr.  Waldron  would 
underwrite  the  travel  expenses  of  the  TMA  Presi- 
dent-Elect and  Vice  President  to  meetings  of  the 
American  Medical  Association  and  reimburse  them 
on  the  same  basis  as  AMA  delegates  and  alternates. 
The  Board  of  Trustees  agrees  that  leaders  of  our 
state  Association  should  be  reimbursed  for  attending 
meetings  of  the  American  Medical  Association  and 
its  House  of  Delegates.  After  deliberate  study,  the 
Board  of  Trustees  believes  that  the  President  and 
the  President-Elect  can  profit  most  by  attending 
these  national  meetings.  In  those  instances  when  the 
President  may  not  be  in  a position  to  attend  an 
AMA  meeting,  we  believe  that  the  Vice  President 
can  well  represent  him.  The  Board  of  Trustees  also 
concurs  that  these  Association  officers  should  be 
reimbursed  on  the  same  basis  as  AMA  delegates 
and  alternates. 

The  Board  of  Trustees  is  grateful  to  Dr.  Waldron 
for  bringing  these  recommendations  to  the  attention 
of  this  House  of  Delegates.  We  also  wish  to  add  our 
commendations  to  him  for  a great  year  of  service 
to  the  Association. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


ADDRESS  OF  AUXILIARY  PRESIDENT 

Mrs.  R.  C.  L.  Robertson:  Mr.  Speaker,  Dr.  Wal- 
dron, Members  of  the  House  of  Delegates,  and 
Guests. 

The  Woman’s  Auxiliary  to  the  Texas  Medical  As- 


sociation, the  second  largest  Auxiliary  in  the  United 
States  with  a membership  of  6,044  members  has 
worked  diligently  this  year  to  carry  out  our  theme 
of  “Seek  to  Serve”.  We  have  worked  for  the  health 
and  safety  of  our  people  and  to  preserve  the  best 
possible  public  relations  for  the  medical  family. 

1.  Public  Relations — Sabin  Vaccine 

In  the  area  of  public  relations  we  feel  our  greatest 
contribution  was  the  aid  our  members  gave  in  the 
distribution  of  the  Sabin  oral  vaccine.  Auxiliary 
members  assisted  in  every  town  and  city  in  which 
the  project  was  undertaken.  In  many  areas  auxiliary 
members  assumed  full  responsibility  for  securing  lo- 
cations and  volunteers  for  distribution  of  the  vac- 
cine. In  other  cities  women  staffed  information  cen- 
ters that  saved  the  time  of  physicians  and  gave 
reassurance  to  the  public. 

2.  Legislation 

We  have  continued  our  work  in  the  area  of  legis- 
lative information.  It  has  been  our  purpose  to  keep 
our  members  informed  on  pertinent  legislative  mat- 
ters not  only  for  their  own  use,  but  so  that  they  can 
inform  others  intelligently  and  effectively.  With  the 
aid  of  the  Texas  Medical  Association,  a very  inform- 
ative legislative  seminar  was  held  in  Austin  in 
January.  Thousands  of  pamphlets  have  been  distrib- 
uted concerning  medical  care  for  the  aged  under 
social  security.  Almost  all  county  auxiliaries  each 
month  gave  their  members  information  regarding 
legislation.  The  public  has  been  invited  to  hear  im- 
portant speakers  and  panel  discussions.  One  auxil- 
iary alone  had  4,500  persons  in  attendance  to  hear 
Paul  Harvey,  nationally  known  commentator,  and 

3.000  to  hear  Dr.  Annis.  Hundreds  of  telegrams  and 
letters  have  been  sent  to  Congressmen.  Our  greatest 
achievement  in  this  field  of  endeavor  has  been  the 
awakening  of  an  awareness  in  each  individual  mem- 
ber of  her  responsibility  in  the  management  of  our 
nation. 

3.  Recruitment 

We  are  justly  proud  of  our  recruitment  of  stu- 
dents for  medical  careers.  In  Texas  there  are  over 

6.000  high  school  students  belonging  to  197  medical 
careers  clubs.  Twenty-five  of  these  are  new  clubs 
organized  this  year.  The  Woman’s  Auxiliary  assumed 
complete  responsibility  for  the  annual  convention  of 
the  Texas  Association  of  Future  Nurses.  This  was 
held  in  San  Antonio  with  600  high  school  girls  and 
their  sponsors  in  attendance.  Through  these  medi- 
cal career  clubs  county  auxiliaries  have  made  avail- 
able to  students  over  $14,000  in  scholarships  and 
loans. 

4.  Science  Fair 

The  auxiliary  members  have  assisted  with  many 
local  science  fairs  and  have  contributed  over  $1500 
for  use  of  participants. 

5.  Safety 

Our  safety  chairman  stressed  the  installation  and 
use  of  seat  belts  in  all  physician-owned  cars.  Be- 
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cause  of  our  efforts  many  sets  of  seat  belts  were 
installed  and  auxiliary  members  have  become  aware 
of  the  necessity  of  using  them  whenever  a car  is  in 
motion. 


6.  Other  Projects 

We  have  had  projects  on  civil  defense,  mental 
health,  senior  citizens,  and  international  health  ac- 
tivities for  the  medically  underprivileged. 

7.  Funds 

We  have  raised  funds  for  the  Texas  Medical  As- 
sociation library,  the  Auxiliary  Memorial  Fund,  the 
Auxiliary  Student  Loan  Fund,  and  the  American 
Medical  Association  Education  and  Research  Foun- 
dation. 

8.  AMA-ERF 

Our  most  important  fund-raising  project  was  for 
the  AMA-ERF  to  which  we  have  given  over  $20,000. 
We  have  not  only  raised  money  for  this  project  but 
have  endeavored  to  educate  those  outside  of  the 
medical  field  as  to  the  worthiness  of  this  foundation 
by  pointing  out  the  ever  increasing  need  for  doctors, 
and  through  the  example  of  Salk  and  Sabin  vac- 
cines, the  value  to  everyone  of  medical  research.  We 
have  shown  that  this  is  our  way  of  keeping  our 
medical  schools  and  young  people  from  joining  the 
ranks  of  those  who  would  add  to  the  burden  of  our 
government  by  seeking  federal  aid. 

9.  Cookbook  Project 

This  year  we  have  completed  our  cookbook  project. 
I should  at  this  time  like  to  present  to  Dr.  Troy 
Shafer,  Chairman  of  the  Board  of  Trustees  of 
the  Texas  Medical  Association  library,  a check  for 
$861.61.  This  makes  a total  of  over  $3400  from  this 
project  over  a three  year  period,  (applause) 

[Dr.  Shafer  accepted  check  and  thanked  Mrs.  Rob- 
ertson and  the  Auxiliary.] 

10.  Summary 

The  gratitude  of  the  Woman’s  Auxiliary  and  my 
personal  appreciation  go  to  Dr.  George  Waldron, 
Dr.  Thomas  Vanzant,  Chairman  of  the  Advisory 
Committee  to  the  Auxiliary,  Mr.  C.  Lincoln  Willis- 
ton,  Mr.  Philip  Overton,  and  all  members  of  the 
Texas  Medical  Association.  As  a small  token  of  our 
appreciation  we  are  having  a clock  installed  in  the 
Sam  Thompson  Room  of  the  TMA  library. 

As  an  Auxiliary  we  know  our  reason  for  being  is 
“to  give  help,  aid,  assistance,  and  support”  to  the 
Texas  Medical  Association.  We  hope  our  efforts  this 
year  have  justified  your  support  of  our  organiza- 
tion. 

If  I seem  to  have  unduly  stressed  monetary  con- 
tributions in  this  report,  I do  so  with  a purpose.  All 
funds  the  Auxiliary  has  raised  have  been  in  small 
amounts  by  our  dedicated  members.  We  are  as  proud 
of  the  $10  raised  by  a small  auxiliary  as  $1,000 
raised  by  a lai-ge  one.  So  I quote  these  figures  as 
tangible  evidence  of  the  over  one  half  million  hours 
of  community  service  our  members  have  given  this 
year  for  the  good  of  their  fellowman  and  the  glory 
of  the  profession  of  medicine,  (applause) 


REPORT  OF 

EXECUTIVE  SECRETARY 


Services  to  the  profession  and  to  the  public,  as 
well  as  implementation  of  policies  and  programs  of 
the  Texas  Medical  Association,  represent  the  pri- 
mary functions  of  the  headquarters  staff.  This  re- 
port therefore  concerns  those  activities  which  are 
administered  by  the  Executive  Secretary. 


1.  Preparing  for  the  Legislative  Challenge 

Medicine’s  positive  programs  to  provide  medical 
care  for  the  needy  aged  and  the  liabilities  of  na- 
tional compulsory  health  care  continue  to  be  em- 
phasized by  the  headquarters  staff  in  educational 
activities  directed  to  the  general  public  as  well  as 
to  the  profession. 

While  the  proposal  for  a tax  cut  temporarily  has 
attracted  the  primary  attention,  it  is  evident  that 
the  Administration  will  endeavor  to  enact  Medicare 
in  the  88th  Congress.  The  headquarters  staff  has 
been  taking  advantage  of  this  “breather”  to  convey 
Texas  medicine’s  story  to  the  public  and  to  develop 
resources  for  the  difficult  challenge  which  lies 
ahead. 

All  media  of  communication  obviously  must  be 
used.  Speech  material,  newspaper  advertising,  edi- 
torial kits  for  newspapers,  television  and  radio  pres- 
entations, films,  and  pamphlets  and  reprints  will 
be  available  from  the  Texas  Medical  Association 
and  the  American  Medical  Association.  Physicians 
have  a “good  story”  to  tell,  as  evidenced  by  these 
points : 

a.  While  the  Administration  continues  to  try  to 
develop  a favorable  climate  for  Medicare,  the  State 
of  Texas  already  has  implemented  a highly  success- 
ful program  of  hospital,  medical,  surgical,  and 
nursing  home  care  for  the  needy  aged.  The  program 
provides  benefits  for  221,000  recipients  of  Old  Age 
Assistance,  representing  30  per  cent  of  the  Texas 
aged.  The  program  is  operating  effectively  and  ef- 
ficiently. More  than  80,000  aged  have  been  hospital- 
ized since  it  was  placed  into  operation  on  Jan.  1, 
1962.  Approximately  2.8  per  cent  of  all  OAA  recipi- 
ents are  being  hospitalized  each  month.  The  average 
hospital  stay  has  been  9.5  days.  Benefits  paid  on 
behalf  of  patients  have  amounted  to  more  than  $16,- 
394,000  during  the  first  year  of  operation,  including 
$13,406,000  paid  to  hospitals  and  $2,988,000  paid  to 
physicians.  As  a result  of  estimates  of  the  cost  of 
the  program,  which  were  lower  than  expected,  it 
actually  has  been  possible  to  increase  hospital  and 
medical  benefits  which  are  being  paid  on  behalf  of 
patients  this  year. 
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b.  Voluntary  health  insurance  is  an  effective 
mechanism  in  helping  finance  health  care  costs. 

Texas  is  the  first  state  to  employ  the  principle 
of  voluntary  health  insurance  in  providing  hospital 
and  medical  benefits  for  the  needy  aged.  The  State 
Department  of  Public  Welfare  has  used  state  funds 
along  with  federal  funds  made  available  by  the 
Kerr-Mills  Act  to  purchase  insurance  policies  from 
Blue  Cross  for  223,000  persons  who  qualify  for 
OAA. 

An  additional  283,000  aged  Texans  have  purchased 
one  or  more  health  insurance  policies.  Thus,  506,000 
of  745,000  aged  Texans  now  have  voluntary  health 
insurance.  The  percentage  of  the  aged  who  are 
covered  (68  per  cent)  actually  is  higher  than  the 
percentage  of  Texans  65  years  of  age  and  under.  It 
is  noteworthy  that  Blue  Cross-Blue  Shield  of  Texas 
and  164  commercial  companies  offer  policies  to  the 
aged  in  this  state.  Blue  Cross  has  formulated  a 
Texan  Senior  Service  Policy.  To  further  extend 
coverage,  the  Texas  Medical  Association  has  joined 
the  Texas  Life  Convention  in  supporting  a bill  in 
the  State  Legislature.  This  legislation,  if  enacted, 
would  permit  commercial  insurance  companies  to 
pool  resources  for  the  purpose  of  spreading  the  risk 
in  writing  a special  policy  for  the  aged. 

c.  Most  of  the  aged  in  Texas  who  need  help  now 
are  receiving  it  through  the  OAA  program.  This  has 
been  documented  by  Belden  Associates  of  Dallas,  an 
independent  research  firm,  which  conducted  a sig- 
nificant study  of  the  Texas  aged  and  their  attitudes 
on  health  care.  Belden’s  study  was  concentrated  on 
the  aged  who  are  not  in  the  State’s  Old  Age  As- 
sistance program  and  younger  adults  associated  with 
those  individuals.  Of  524,000  aged  Texans  not  on 
OAA,  Belden  reported  that  only  23  per  cent  said 
that  they  did  without  things  in  1961  because  of  lack 
of  money.  Only  3 per  cent  stated  that  they  did 
without  medicine,  4 per  cent  without  medical  care, 
and  1 per  cent  without  surgery. 

With  regard  to  the  attitude  of  older  persons  on 
providing  for  health  care  needs  of  all  aged  persons, 
61  per  cent  said  that  it  was  a responsibility  which 
should  be  borne  by  the  aged  person  or  the  family — 
with  18  per  cent  leaning  toward  the  local  and  state 
government  and  19  per  cent  toward  the  federal  gov- 
ernment. Seventy-two  per  cent  of  the  younger  adults 
associated  with  older  persons  felt  that  the  responsi- 
bility should  be  that  of  the  aged  person  or  the 
family.  Only  12  per  cent  expressed  the  view  that 
it  was  a local  or  state  responsibility,  and  14  per  cent 
a federal  obligation. 

In  view  of  the  221,000  aged  on  OAA,  an  addi- 
tional 283,000  who  have  at  least  one  health  insur- 
ance policy,  those  with  sufficient  savings,  those 
with  sufficient  incomes,  those  who  are  helped  fi- 
nancially by  their  children  and  families,  and  the 
aged  who  have  expressed  the  belief  that  they  should 
take  care  of  themselves,  Belden  Associates  has  con- 
cluded that  there  apparently  remain  only  about 
8,000  (3  per  cent)  of  Texas’  aged  population  who 
need  and  want  outside  help.  Legislation  which  would 
be  the  first  step  in  implementing  the  second  portion 
of  the  Kerr-Mills  Act  in  Texas  has  been  introduced 
in  the  Texas  Legislature.  It  is  designed  to  assist 
those  aged  with  marginal  resources  who  need  and 
want  outside  help. 

d.  With  the  development  of  an  effective  state  pro- 
gram, it  is  evident  that  the  Administration’s  Medi- 
care proposal  is  unwanted  and  not  needed  in  Texas. 


If  enacted,  it  would  impose  federal  regulations  and 
controls  on  medical  services  to  the  patient.  It  would 
result  in  overcrowding  of  Texas  hospitals  and  nurs- 
ing homes,  just  as  it  has  done  in  countries  which 
have  adopted  government  programs  of  compulsory 
health  care.  It  also  would  be  a great  blow  to  volun- 
tary health  insurance  which  has  filled  a great  need 
and  which  is  accepted  widely  by  the  Texas  public. 

The  Medicare  proposal  would  prove  extremely  ex- 
pensive, and  it  could  contribute  further  to  the  finan- 
cial difficulties  of  the  Social  Security  trust  fund 
which  already  has  incurred  future  obligations  total- 
ing $360  billion.  Not  too  many  people  are  aware 
that  Social  Security  taxes  have  been  raised  seven 
times  in  the  past  nine  years.  Additional  increases 
already  have  been  voted  for  1966  and  1968.  Even 
without  the  King-Anderson  proposal,  this  tax  is 
scheduled  to  reach  9.25  per  cent  of  the  first  $4,800 
of  payroll  funds  by  1968,  to  be  paid  jointly  by 
employees  and  employers.  Medicare  would  add  an- 
other one-half  per  cent  to  Social  Security  taxes, 
and  would  increase  the  tax  base  from  $4,800  to 
$5,200.  At  a time  when  the  Administration  has 
advocated  a reduction  in  monies  paid  to  the  govern- 
ment, Medicare  would  cost  Texas  residents  an  addi- 
tional $173  million  a year  in  Social  Security  taxes. 

It  is  obvious  that  physicians  have  an  effective 
story  to  tell  to  the  public.  The  headquarters  staff 
pledges  a year  of  energetic  activity  in  conveying 
this  message,  and  in  making  available  resources  and 
materials  to  physicians  in  their  campaign  to  defeat 
the  Administration’s  Medicare  proposal. 

2.  Association  Membership 

a.  Membership  Approaching  9,000. — The  member- 
ship of  the  Texas  Medical  Association  should  exceed 
9,000  in  1963.  This  forecast  is  based  upon  the  rate 
of  growth  of  slightly  more  than  200  annually. 

Association  membership  numbered  8,828  for  the 
year  1962,  a net  increase  of  219.  The  number  of 
regular  members  increased  by  211.  There  was  a 
slight  drop  in  intern  and  resident  members.  How- 
ever, new  highs  were  reported  for  military  and  in- 
active members. 

Regular  members  who  hold  provisional  status  in 
the  Association  number  260. 

It  is  noteworthy  that  the  annual  increase  of 
slightly  more  than  200  regular  members  has  been 
producing  an  additional  dues-income  of  about  $9,000 
each  year. 

A comparison  of  membership  by  types  for  the 
past  five  years  is  shown  in  Table  1. 


Table  1. — Comparison  of  Membership  for  Past  Five  Years. 


Type  of  Member  1962 

1961 

1960 

1959 

1958 

Regular 

8,008 

7,797 

7,602 

7,442 

7,183 

Residents 

306 

326 

288 

255 

254 

Honorary 

208 

215 

238 

240 

252 

Military 

192 

172 

163 

170 

153 

Inactive 

108 

93 

100 

76 

68 

Emeritus 

6 

6 

5 

7 

7 

Totals 

8,828 

8,609 

8,396 

8,190 

7,917 

b.  Texas 

Gains  Ninth  AMA 

Seat.- 

— Texas 

will  be 

entitled  to  a ninth  seat  in  the  American  Medical  As- 
sociation House  of  Delegates  in  1963. 

Texas  has  reported  8,011  active  members  and 
dues-exempt  members  in  the  AMA  for  the  year  1962. 
Although  Texas  membership  in  the  AMA  actually  is 
larger,  only  active  members  count  in  determining 
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representation  in  the  AMA  House  of  Delegates. 
Constituent  state  associations  are  entitled  to  one 
delegate  for  each  1,000,  or  fraction  thereof,  active 
AMA  members. 

It  will  be  the  responsibility  of  the  TMA  House  of 
Delegates  to  elect  the  new  delegate  and  alternate 
at  the  1963  Annual  Session  in  Dallas.  Last  year,  the 
House  elected  a Delegate  Designate  and  an  Alter- 
nate Delegate  Designate. 

At  the  present  rate  of  the  Association’s  member- 
ship growth,  Texas  has  been  entitled  to  an  addition- 
al seat  in  the  AMA  House  of  Delegates  every  fourth 
or  fifth  year. 

Only  four  states  now  have  greater  representation 
in  the  AMA  House  of  Delegates.  They  are  New 
York  24,  California  21,  Pennsylvania  11,  and  Illi- 
nois 11.  Ohio  also  has  9. 

c.  Intern  and  Resident  Membership. — A new  pam- 
phlet, “Benefits  of  Texas  Medical  Association  Intern 
and  Resident  Membership’’,  has  been  published  and 
is  available  for  distribution. 

The  attractive,  12-page,  two-color  brochure  is  de- 
signed to  encourage  physicians  in  training  to  apply 
for  membership  in  the  county  society  and  the  state 
Association.  The  introduction  provides  information 
on  how  to  join,  requirements,  and  costs.  The  text  is 
devoted  to  benefits  of  membership.  It  can  be  read 
in  a few  minutes. 

The  publication  will  be  distributed  at  the  Medical 
Student  Day  Programs  each  year  at  the  three  medi- 
cal schools  in  the  state.  Supplies  have  been  made 
available  to  county  medical  societies.  It  has  been 
suggested  that  presidents  of  county  societies  write 
letters  to  interns  and  residents  in  hospitals  within 
their  jurisdictions,  encouraging  those  who  are  qual- 
ified to  apply  for  membership  in  the  county,  state, 
and  national  medical  societies. 

The  brochure  is  another  by-product  of  a survey  in 
1960  which  reflected  that  only  15  per  cent  of  the 
interns  and  residents  in  Texas  hospitals  at  that 
time  were  members  of  the  Texas  Medical  Associa- 
tion. It  was  estimated  that  there  were  approximately 
650  eligible  interns  and  residents  who  did  not  hold 
membership  in  the  county  and  state  societies. 

TMA  intern  and  resident  memberships  in  1959 
numbered  only  255.  That  number  increased  to  327 
in  1961 — a rise  of  28  per  cent.  However,  intern  and 
resident  membership  dropped  slightly,  to  306,  in 
1962.  It  is  evident  that  our  present  efforts  to  en- 
courage membership  should  be  stepped  up.  The 
availability  of  the  brochure  should  contribute  to 
that  objective. 

3.  Development  ot  Library 

The  Memorial  Library  has  experienced  another 
remarkable  year.  The  Library  staff  is  processing 
more  than  360  reference  requests  and  135  films  each 
month. 

The  Library  ranks  as  one  of  the  finest  of  its  kind 
in  providing  package  materials  to  physicians.  Li- 
brary resources  include  35,000  volumes,  more  than 
800,000  reprints,  including  the  collection  presented 
to  the  Association  by  the  American  College  of  Sur- 
geons five  years  ago,  400  Audio-Digest  tapes,  and 
380  scientific  and  lay  films.  The  Library  presently 
is  receiving  more  than  800  professional  journals. 

Primary  credit  for  the  growth  and  development  of 
the  Library  belongs  to  Miss  Pauline  Duffield,  who 
completed  her  tenth  year  of  service  in  November, 


1962.  During  her  tenure,  the  Library  has  more 
than  doubled  in  size.  The  collection  of  films  has  in- 
creased from  178  to  280.  Significantly,  the  number 
of  reference  requests  has  increased  from  935  to 
4,362.  Significantly,  too,  borrowing  of  films  has 
mounted  from  787  to  1,638.  The  number  of  items 
loaned  in  1952  was  5,353.  Now,  almost  30,000  items 
are  being  circulated  each  year.  The  number  of  jour- 
nals received  in  1952  was  395.  At  present,  the  Li- 
brary is  receiving  800. 

It  is  noteworthy  that  this  attainment  has  been 
achieved  with  little  increase  in  staff.  In  1952,  the 
Library  staff  consisted  of  four  full-time  employees 
and  one  part-time  University  of  Texas  student.  To- 
day the  staff  is  comprised  of  four  full-time  and 
three  part-time  employees. 

Miss  Duffield  has  commented  that  the  growth  of 
the  Library  can  be  attributed  to  several  factors. 
Most  important,  the  Association  continually  has 
endeavored  to  acquaint  physicians  with  services 
which  are  available  to  them.  This  has  been  achieved 
by  writing  letters  directly  to  physicians  inviting 
them  to  use  the  Library,  by  exhibiting  at  medical 
meetings  in  the  state,  and  by  citing  services  at  meet- 
ings of  county  medical  societies.  The  Orientation 
Program  also  has  been  a factor;  many  physicians 
who  visit  the  headquarters  building  become  much 
better  acquainted  with  Association  services. 

4.  Texas  State  Journal  ot  Medicine 

a.  Good  Supply  of  Scientific  Articles.— The  Texas 
State  Journal  of  Medicine  has  a “very  healthy  prob- 
lem”. 

For  the  first  time  in  many  years,  the  Journal  has 
a generous  supply  of  scientific  articles.  The  Journal 
staff  has  on  hand  a complete  set  of  articles  (from 
seven  to  nine  papers  per  set)  for  every  issue 
through  August.  This  does  not  include  articles  which 
currently  are  out  for  review  by  consultants  or  mem- 
bers of  the  Journal  Advisory  Committee. 

This  situation  is  considerably  more  favorable  than 
in  the  past  when  the  Journal  has  had  a compara- 
tively small  reserve  of  accepted  scientific  articles  on 
hand.  It  reflects  the  continued  high  regard  for  the 
Journal  as  a scientific  publication.  As  a result,  it 
may  be  necessary  for  the  Journal  Advisory  Commit- 
tee to  be  even  more  selective  in  evaluating  articles 
for  publication.  However,  it  should  be  emphasized 
that  space  always  will  be  available  for  good  scien- 
tific articles. 

The  Journal  published  105  scientific  articles  in 
1962,  averaging  about  nine  per  issue.  The  Journal 
contained  1,076  pages  of  reading  matter  and  1,022 
pages  of  advertising  for  the  12  issues,  thus  closely 
approaching  an  ideal  ratio  of  50  per  cent  reading 
matter  and  50  per  cent  advertising  established  by 
the  Board  of  Trustees. 

The  staff  does  desire  to  present  one  realistic 
problem  to  the  attention  of  the  House  of  Delegates. 
In  recent  years,  it  has  been  the  policy  of  the  Journal 
to  publish  editorials  written  and  signed  by  physi- 
cians, i-ather  than  staff  prepared  expressions.  Edi- 
torial comments  continually  are  solicited.  Last  sum- 
mer letters  of  invitation  were  sent  to  TMA  officers, 
council  and  committee  chairmen,  presidents  of  15 
large  county  medical  societies,  scientific  section 
chairmen,  and  presidents  of  specialty  societies  and 
related  medical  organizations.  A selected  group  of 
letters  were  sent  last  fall.  Although  some  physicians 
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responded  with  excellent  material,  the  .Journal  needs 
more  editorials. 

The  Executive  Secretary  and  the  Journal  staff 
invite  suggestions  from  the  House  of  Delegates  for 
soliciting  additional  sources  of  editorials. 

b.  Clinicopathologic  Conferences. — For  many  years, 
the  staff  of  the  Texas  State  Journal  of  Medicine 
has  been  seeking  to  obtain  a series  of  clinicopatho- 
logic conferences  from  various  sources. 

Fortunately,  this  objective  now  has  been  attained; 
a highlight  of  the  Journal  year  has  been  the  receipt 
of  clinicopathologic  conferences  from  Southwestern 
Medical  School. 

This  monthly  series  was  started  with  the  April, 
1962,  issue.  Southwestern  Medical  School  agreed  to 
furnish  the  series  for  12  issues. 

The  Journal  staff  has  enjoyed  excellent  coopera- 
tion with  Dr.  C.  T.  Ashworth,  professor  and  chair- 
man of  the  Department  of  Pathology,  Southwestern 
Medical  School.  Dr.  Ashworth  has  served  as  guest 
editor  of  the  new  section  and  has  guided  the  publi- 
cation of  the  monthly  series.  His  correspondence  has 
been  most  gracious,  and  he  has  indicated  that  he  is 
quite  pleased  with  the  display  and  treatment  of 
articles  in  the  Journal.  In  turn,  the  staff  has  found 
the  manuscripts  he  has  submitted  to  be  carefully 
prepared  and  of  superior  quality. 

The  Clinicopathologic  Conferences  have  contrib- 
uted substantially  to  the  Journal’s  editorial  con- 
tent, and  efforts  will  be  made  to  continue  to  publish 
them  in  the  future.  Definite  commitments  for  the 
coming  year  have  been  procured  from  the  Univer- 
sity of  Texas  Medical  Branch  and  Baylor  University 
College  of  Medicine.  Baylor  will  provide  conferences 
for  eight  issues  with  Dr.  S.  H.  Frazier  as  guest 
editor.  The  University  of  Texas  Medical  Branch 
will  provide  conferences  for  four  issues  during  the 
12-month  period  starting  in  April,  1963,  and  contin- 
uing through  March,  1964.  Dr.  Howard  C.  Hopps 
has  consented  to  serve  as  guest  editor  for  these  four 
conferences. 

c.  Personal  Opinions  and  Views. — With  the  objec- 
tive of  complying  more  fully  with  the  intent  of  the 
editorial  feature  designed  to  give  the  Journal  reader 
an  opportunity  to  express  his  opinions  on  any  sub- 
ject considered  worthy  of  publication,  the  advisory 
committee  and  the  editorial  staff  have  initiated  a 
name  change. 

“Personal  Opinions  and  Views”  is  the  new  title  of 
the  feature  which  appears  monthly  in  the  Texas 
State  Journal  of  Medicine.  It  was  formerly  called 
“Pro/Con”. 

Contributions  from  members  of  the  Association 
are  welcomed  on  scientific  and  socioeconomic  sub- 
jects. 

d.  Journal  Readership  Survey. — Physicians  have 
expressed  a favorable  acceptance  of  the  Texas  State 
Journal  of  Medicine  in  a readership  survey  con- 
ducted during  the  past  year.  At  the  same  time,  they 
have  provided  constructive  criticisms  and  helpful 
suggestions  for  developing  an  even  more  effective 
publication  in  the  future. 

Opinions  expressed  by  respondents  reflect  a ma- 
jority of  favorable  interest  in  the  Journal's  contents, 
appearance,  organization,  and  purpose.  Eighty-nine 
per  cent  of  those  who  replied  stated  that  the 
Journal  was  of  value  to  them. 

A sampling  of  606  Texas  physicians,  selected  at 
random  from  the  Association’s  membership,  received 
the  questionnaire.  The  response  was  21  per  cent, 


representing  128  returned  questionnaires,  which  is 
sufficient  to  be  of  statistical  significance.  The  read- 
ership survey  was  undertaken  and  compiled  by  Miss 
Gladys  Barrileaux,  first  recipient  of  the  Harriel 
Cunningham  Memorial  Graduate  Fellowship  in  Med- 
ical Writing,  in  connection  with  her  internship  on 
the  Journal.  The  research  study  earned  her  a grade 
of  “A”  from  the  University  of  Texas  School  of 
Journalism. 

The  majority  of  respondents  cited  four  particular 
aspects  of  the  Journal’s  value:  (1)  interesting  in- 
formation; (2)  news  of  TMA  activities  and  poli- 
cies; (3)  information  on  pending  medical  legisla- 
tion; and  (4)  professional  assistance. 

Among  the  regular  features  of  the  Journal,  the 
highest  readership  interest  was  indicated  in  original 
articles,  editorials,  medicolegal  notes,  coming  meet- 
ings, and  general  news.  Other  regular  features  which 
attracted  more  than  50  per  cent  favorable  interest 
were  the  President’s  Page,  Pro/Con,  postgraduate 
courses,  personals,  deaths,  and  cartoons. 

Fifty-eight  per  cent  of  the  respondents  classified 
the  majority  of  scientific  articles  appearing  in  the 
Journal  as  good.  Sixty-seven  per  cent  rated  the  qual- 
ity of  the  illustrations  as  good.  Ninety-one  per  cent 
approved  original  article  symposiums  devoted  to 
one  subject. 

Sixty-seven  per  cent  of  the  respondents  spent  30 
minutes  or  less  reading  each  issue  of  the  Journal, 
while  30  per  cent  said  that  they  devoted  an  hour  to 
each  issue.  Seventy-nine  per  cent  of  the  physicians 
reported  they  read  the  advertising  which  appears 
in  the  Journal,  and  56  per  cent  stated  they  found 
the  advertising  helpful. 

Features  of  the  Journal  listed  as  “most  liked” 
were  readability,  compactness,  size,  quality,  general 
character  of  news,  and  conciseness.  Among  the  “least 
liked”  aspects  were  lengthy  scientific  articles,  ir- 
relevant scientific  articles,  too  few  scientific  articles 
of  interest  to  general  practitioners,  and  reports  of 
county  medical  societies. 

As  a result  of  expressions  by  physicians  who  par- 
ticipated in  the  survey,  the  Journal  staff  has  moved 
ahead  with  several  changes  and  innovations.  To  il- 
lustrate, changes  are  being  made  in  the  section, 
Memorial  Library  News,  which  was  accorded  the 
least  favorable  rating  of  all  regular  features. 
Changes  in  content  and  typography  are  being  in- 
itiated. 

The  Executive  Secretary  and  the  Journal  staff 
believe  that  the  most  recent  readership  survey  has 
served  a very  useful  purpose.  Recommendations 
such  as  those  reflected  in  the  survey  have  been  in- 
strumental in  assisting  the  staff  in  developing  an 
outstanding  state  journal. 

e.  Journal  Receives  Ninth  Editing  Award. — The 
Texas  State  Journal  of  Medicine  has  received  an- 
other award. 

The  Journal  and  the  late  Ruth  Trahan,  as  former 
Managing  Editor,  received  the  Distinctive  Merit 
Award  at  the  1962  Mid-Continent  Conference  of 
Industrial  Editors  in  Austin  on  Oct.  6,  1962.  The 
award  was  given  in  recognition  of  exceptional  ac- 
complishment in  the  field  of  association  magazine 
editing  in  competition  with  publications  in  11  states. 

The  award  was  based  upon  an  evaluation  of  three 
consecutive  issues  of  the  Journal. 

The  award  was  the  ninth  citation  which  the  Jour- 
nal has  received  since  1957. 
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5.  Journal  Advertising 

a.  1962  Revenue  Down  Slightly. — Advertising  rev- 
enue from  the  Texas  State  Journal  of  Medicine  was 
“down”  again  in  1962,  for  the  third  straight  year, 
but  it  did  attain  the  figure  budgeted  by  the  Board 
of  Trustees. 

Attainment  of  the  budgeted  amount  was  due  pri- 
marily to  an  aggressive  sales  program  at  the  state 
level.  Income  from  Texas  accounts  actually  was 
greater  than  1961.  Nevertheless,  it  was  offset  by 
billings  from  national  companies. 

Gross  revenue  for  1962  amounted  to  $87,057,  just 
slightly  over  the  budgeted  figure  of  $87,000.  It  is 
significant  that  state  advertising  procured  by  the 
staff  of  the  Texas  State  Journal  of  Medicine  ($42,- 
659)  almost  matched  the  national  gross  from  the 
State  Medical  Journal  Advertising  Bureau,  Chicago 
($44,398).  Gross  revenue  actually  was  down  slightly 
from  a year  ago — $87,057  in  1962  as  compared  with 
$87,922  in  1961.  Net  revenue  for  the  year,  following 
discounts  to  advertisers  and  agencies,  amounted  to 
$76,983.  This  is  a drop  of  2.5  per  cent  from  the  pre- 
ceding year. 

A total  of  1,022  pages  of  advertising  were  pub- 
lished in  the  Texas  State  Journal  of  Medicine  in 
1962,  representing  an  actual  increase  of  8 per  cent 
over  1961.  However,  the  most  conservative  use  of 
color  in  advertising  pages  by  pharmaceutical  com- 
panies resulted  in  the  slight  decrease  in  revenue. 

The  downward  trend  in  advertising  appropriations 
by  the  pharmaceutical  industry  has  been  evident 
since  1959  when  the  Congressional  drug  investiga- 
tions were  started.  A second  contributing  factor 
was  the  drop-off  in  the  introduction  of  new  drugs 
in  1962,  according  to  the  publication,  Advertising 
Age.  New  drug  discoveries  were  down,  too,  with 
only  16  introduced  during  the  year,  the  lowest  since 
1957. 

b.  Leader  in  Advertising  Pages. — The  Texas  State 
Journal  of  Medicine  ranks  as  the  leader  in  advertis- 
ing pages  among  journals  published  by  state  medi- 
cal societies. 

A recent  survey  by  the  State  Medical  Journal  Ad- 
vertising Bureau,  Inc.,  shows  that  Texas  is  the  lead- 
er among  36  state  journals  for  number  of  advertis- 
ing pages  for  the  five-month  period,  January-May, 
1962.  The  Texas  State  Journal  of  Medicine  carried 
an  average  of  82.7  advertising  pages  per  issue  dur- 
ing those  five  months.  This  is  25  pages  greater  than 
the  average  of  57  pages  for  the  36  journals.  Virginia 
ranked  second  with  an  average  of  72.3  pages.  At  the 
bottom  was  Delaware  with  46.3  pages. 

Texas’  leading  position  was  due  primarily  to  a 
strong  promotional  program  of  its  own.  The  head- 
quarters staff  has  procured  an  average  of  31  pages 
a month  through  direct  accounts,  with  the  State 
Medical  Journal  Advertising  Bureau  securing  the 
remainder.  The  36  state  publications  are  averaging 
only  9.7  pages  monthly  through  their  own  promo- 
tional efforts— -some  21  pages  fewer  than  Texas. 

6.  Field  Service  Activities 

The  headquarters  staff  has  added  a new  dimen- 
sion to  the  Association’s  visitation  program  this 
year. 

Speaking  activities  are  being  continued,  as  in  the 
past.  In  addition,  business  visits  to  county  societies 
and  depth  interviews  with  physicians  are  contem- 
plated. 


Services  of  Texas  Medical  Association  are  shown  on 
exhibit. 


The  headquarters  staff  participated  in  74  visita- 
tions in  1962.  Speaking  engagements  and  official 
visits  included  33  county  medical  societies,  26  civic 
clubs,  8 district  societies,  and  7 miscellaneous  groups. 
Speaking  engagements  resulted  from  invitations 
from  individual  physicians,  county  medical  societies, 
and  civic  organizations. 

While  liaison  generally  has  been  good  with  many 
county  societies  over  the  years,  it  has  not  been  as 
effective  as  might  be  desired  in  establishing  com- 
munication with  some  societies  which  are  relatively 
inactive  and  quiescent.  Efforts  will  be  continued 
to  reach  these  societies. 

Business  visits  are  planned  with  these  societies 
during  their  regular  meetings.  While  staff  repre- 
sentatives would  not  expect  to  present  the  program, 
they  would  convey  a short  message,  if  invited,  on  the 
services  and  activities  of  the  Texas  Medical  Asso- 
ciation or  on  timely  problems  which  confront  the 
profession.  If  society  meetings  are  not  being  held, 
appointments  will  be  made  with  key  physicians  to 
encourage  interest  and  participation  in  medical  or- 
ganization. 

A third  phase  of  the  program  will  embrace  visits 
with  physicians  selected  at  random  for  the  purpose 
of  conducting  depth  interviews  on  attitudes  toward 
policies  and  programs  of  the  Association.  Informa- 
tion will  be  sought  on  the  physician’s  attitude  to- 
ward medical  organization  and  specifically,  the  per- 
formance of  the  state  Association.  Views  will  be 
solicited  on  TMA  services,  programs  of  which  the 
physician  is  aware  or  unaware,  and  those  which  he 
likes  and  dislikes.  Physicians  will  be  invited  to  give 
their  suggestions  as  to  what  they  expect  or  would 
like  to  receive  in  the  form  of  services  from  the 
state  Association. 

A summary  of  comments  and  suggestions  will  be 
presented  to  Association  officers  and  to  the  appro- 
priate boards,  councils,  and  committees  for  evalu- 
ation and  possible  action  in  drafting  long-range  pro- 
grams. 

7.  Press  Relations 

While  1962  was  a year  marked  by  the  Medicare 
controversy,  and  the  Association’s  position  on  medi- 
cal care  for  the  aged  was  widely  disseminated,  it 
nevertheless  was  possible  to  place  emphasis  on  the 
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Association’s  scientific  programs  and  medical  and 
health  news  in  press  relations  during  the  past  year. 

Monthly  news  releases  based  on  original  articles 
appearing  in  the  Texas  State  Journal  of  Medicine, 
plus  items  such  as  the  Association’s  stand  on  oral 
polio  vaccine,  helmet  blocking,  and  others,  have 
helped  greatly  in  directing  the  attention  of  the  press 
to  the  Association’s  scientific  interests. 

The  operation  of  the  press  room  during  the  An- 
nual Session  continues  to  represent  the  Association’s 
greatest  single  exposure  to  the  communications 
media.  Although  problems  may  arise  and  local  press 
coverage  sometimes  falls  short  of  expectations,  such 
as  in  Austin  dux-ing  the  1962  Annual  Session,  news 
stories  made  possible  by  press  room  services  have 
earned  many  friends  for  the  Association.  Increased 
emphasis  was  placed  during  the  1962  Annual  Session 
on  the  reporters’  requests  to  schedule  interviews 
with  guest  speakers  well  in  advance.  More  medical 
reporters  are  making  these  advance  requests,  result- 
ing in  greater  coverage.  Many  former  problems  as- 
sociated with  the  operation  of  the  press  room  have 
been  overcome,  and  the  atmosphere  still  is  warm 
and  friendly.  The  availability  of  representatives 
from  the  Council  on  Public  Relations  and  Public 
Service  and  the  Council  on  Annual  Session  has 
contributed  to  this  relationship. 

It  is  significant  that  more  reporters,  especially 
those  with  Austin  news  media,  the  Capitol  Press 
Corps,  and  the  wire  services  have  come  to  depend 
upon  the  Texas  Medical  Association  as  a reliable 
source  of  information  and  news. 

The  Association’s  1963  Anson  Jones  Award  has 
attracted  a total  of  20  entries — an  average  response. 
Several  entries  were  in  Category  IV,  a new  division 
for  magazines,  industrial  publications,  and  trade 
journals.  Revisions  made  by  the  Council  on  Public 
Relations  and  Public  Service  three  years  ago  have 
strengthened  the  Anson  Jones  Award.  The  staff 
believes  that  it  continues  to  fulfill  the  purpose  for 
which  it  was  created. 

8.  Physicians  Placement  Service 

Requests  for  information  and  assistance  from  the 
Texas  Medical  Association’s  Physicians  Placement 
Service  continue  to  increase. 

Personal  interviews  were  held  with  63  physicians 
in  1962;  12  conferences  were  held  with  community 
leaders. 

The  Physicians  Placement  Service  corresponded 
with  522  doctors  and  66  communities.  In  addition, 
140  telephone  calls  pertaining  to  physicians  place- 
ment were  received. 

It  is  evident  that  this  activity  represents  an  in- 
tegral service  of  the  Texas  Medical  Association.  It 
is  coordinated  by  Donald  M.  Anderson,  Assistant 
Executive  Secretary. 

9.  Printing  Services  Rise  Sharply 

The  tempo  of  activities  of  the  Texas  Medical  As- 
sociation are  reflected  in  the  report  on  printing  and 
mailing  services  for  1962. 

Printing  activities  almost  doubled.  Dale  R.  Wer- 
ner, Coordinator  of  Printing  Services,  has  reported 
that  1,671,069  impressions  were  recorded  on  the 
Association’s  multilith  printing  equipment  in  1962, 
as  compared  with  915,765  the  previous  year. 

Outside  of  the  Texas  State  Journal  of  Medicine 


and  a few  special  publications,  the  Association  con- 
tinues to  do  most  of  its  own  printing.  This  has  re- 
sulted in  considerable  economy.  The  quality,  effi- 
ciency, and  speed  of  printing  has  been  enhanced 
by  the  availability  of  the  1275  Multilith,  purchased 
by  the  Board  of  Trustees  more  than  a year  ago. 

Similarly,  the  purchase  of  a new  postage  meter 
machine  has  speeded  the  processing  of  mail.  The 
Association  processed  404,270  pieces  of  mail  through 
its  postage  meter  in  1962,  an  increase  of  67  per  cent 
over  the  242,311  pieces  handled  in  1961.  Still,  these 
figures  do  not  reflect  fully  the  amount  of  mail 
processed.  The  Association  continues  to  use  an  in- 
scription of  a postage  imprint  on  envelopes  in  most 
of  its  mass  mailings. 

The  Association  addressed  almost  one  million 
pieces  of  mail  in  1962.  The  number  of  envelopes 
processed  through  the  Association’s  modern  Elliott 
addressing  machine  was  983,116,  an  increase  of  34 
per  cent  over  the  242,311  in  1961. 

10.  Association-Sponsored  Meetings 

a.  1962  Public  Relations  Conference. — Physicians 
must  make  a greater  effort  if  they  are  to  exert  a 
positive  influence  in  community  affairs  and  develop 
a favorable  public  image.  That  theme  was  empha- 
sized repeatedly  throughout  the  Texas  Medical  As- 
sociation’s Eighth  Annual  Public  Relations  Confer- 
ence in  Austin  on  Sept.  22,  1962. 

The  Conference  was  attended  by  a registration  of 
537  which  taxed  the  facilities  of  the  Association’s 
headquarters  building. 

Principal  speakers  included  Melvin  T.  Munn,  pub- 
lic relations  consultant  from  Pampa ; former  Texas 
Governor  Allan  Shivers;  Dr.  Leonard  W.  Larson, 
immediate  Past  President,  American  Medical  Asso- 
ciation; T.  R.  Reid,  Director  of  Civic  and  Govern- 
mental Relations,  Ford  Motor  Company;  and  Dr. 
John  H.  Furbay,  author  and  lecturer  on  interna- 
tional affairs. 

The  Conference  program  included  two  panel  ses- 
sions, one  devoted  to  medical  careers,  “Who  Will  Be 
Your  Replacement,  Doctor?”  and  the  second  on  out- 
standing public  relations  programs,  “The  County 
Society’s  Role  in  Community  Affairs”.  An  Orienta- 
tion Program  presented  simultaneously  attracted  a 
registration  of  137  provisional  members. 

b.  1963  Conference  for  Physicians. — Five  hundred 
twenty-nine  registrants  braved  inclement  weather 
and  poor  driving  and  flying  conditions  to  attend  the 
Texas  Medical  Association’s  1963  Conference  for 
Physicians  in  Austin  on  Jan.  19,  1963.  The  registra- 
tion was  the  second  largest  ever  at  the  Association’s 
winter  meetings. 

At  that  meeting,  participating  physicians  took  a 
look  at  the  internal  structure  of  medical  organiza- 
tion, some  of  its  problems,  and  at  state  and  national 
legislative  issues.  A full  day  of  activities  included 
three  general  meetings  and  three  special  sessions: 
(1)  a Symposium  for  County  Society  Officials  on 
“Current  Problems  and  Recent  Developments”;  (2) 
a Symposium  for  Secretaries  planned  to  assist  them 
in  discharging  their  county  society  responsibilities; 
and  (3)  a Symposium  on  Legislation  designed  to 
inform  physicians  regarding  medical  and  health  is- 
sues in  the  88th  National  Congress  and  the  58th 
Texas  Legislature. 

Featured  guest  speakers  were  Wayne  Poucher, 
Television  and  Radio  Commentator,  Life  Line;  Dr. 
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John  P.  Culpepper,  Jr.,  Vice  President,  American 
Medical  Association;  Walter  R.  McBee,  Executive 
Director,  Blue  Cross-Blue  Shield  of  Texas;  John  T. 
Connor,  President,  Merck  and  Company,  Inc.,  Her- 
bert V.  Prochnow,  President,  First  National  Bank 
of  Chicago;  Aubrey  Gates,  Director  of  Field  Service 
Division,  AM  A;  and  C.  Joseph  Stetler,  Director 
of  the  Legal  and  Socio-Economic  Division,  AMA. 

Eighty-nine  physicians  attended  the  Orientation 
Program  which  was  held  concurrently  with  the  Con- 
ference. In  addition,  the  Woman’s  Auxiliary  pre- 
sented a Legislative  Conference  for  county  officers, 
featuring  addresses  by  Miss  Dorothy  Kassel,  Fort 
Worth  school  teacher,  and  Mrs.  Lawrence  A.  Rapee, 
Legislative  Chairman,  Woman’s  Auxiliary  to  the 
AMA. 

11.  Reports  on  Annual  Sessions 

a.  1963  Annual  Session. — Arrangements  have  been 
completed  to  accommodate  what  is  anticipated  to  be 
the  largest  registration  at  an  Annual  Session  of  the 
Texas  Medical  Association.  An  attendance  of  4,000 
is  expected  for  meetings  of  the  Association  and  25 
specialty  and  related  medical  societies. 

Scientific  sessions  will  be  concentrated  at  the  two 
headquarters  hotels,  the  Adolphus  and  the  Baker. 
Sessions  of  the  House  of  Delegates  will  be  held  at 
the  Baker.  The  96th  Annual  Session  will  feature  28 
guest  speakers,  53  special  speakers,  and  150  member 
speakers.  The  Association  will  present  two  general 
meetings,  two  general  meeting  luncheons,  11  section 
meetings,  13  refresher  courses,  10  Curbstone  Con- 
sultations, a film  program,  and  200  technical  and 
scientific  exhibits. 

Ciba  Pharmaceutical  Company  again  will  present 
closed-circuit  television,  Eidophor,  at  the  Dallas 
meeting.  Television  presentations  are  scheduled  for 
the  General  Meeting  at  11  a.m.,  Monday,  April  29, 
and  for  the  closing  session  of  the  Section  on  General 
Practice  at  4 p.m.,  Tuesday,  April  30,  in  the  Crystal 
Ballroom  of  the  Baker  Hotel. 

Major  change  in  the  format  will  be  the  presenta- 
tion of  scientific  programs  on  Monday  evening.  Ten 
Curbstone  Consultations — informal,  unrehearsed  con- 
ferences— have  been  scheduled  at  8 p.m.  in  the  Ter- 
race Room  of  the  Baker  Hotel.  A panel  consisting 
of  a moderator  and  four  to  six  authorities  will  lead 
the  discussion  of  designated  subjects.  Physicians  at- 
tending the  sessions  will  be  encouraged  to  ask  ques- 
tions, express  their  own  ideas,  and  to  contribute  to 
the  discussion.  They  will  be  invited  to  bring  X-ray 
films  and  electrocardiograms,  and  to  solicit  the 
opinions  of  discussion  leaders.  Participants  may 
move  freely  from  table  to  table.  To  avoid  conflict 
in  programming,  the  traditional  alumni  parties  have 
been  moved  to  Saturday  evening. 

Another  significant  change  will  be  the  dropping 
of  the  name,  “President’s  Party”,  for  the  dinner- 
dance  on  Tuesday  evening.  At  the  request  of  Dr. 
George  W.  Waldron,  it  will  be  called  the  Annual 
Dinner-Dance.  The  Council  on  Annual  Session  has 
agreed  with  the  President  that  the  social  event 
should  be  planned  for  the  entire  membership; 
neither  the  incoming  nor  the  outgoing  President 
should  be  honored;  there  should  be  no  reception 
lines,  no  speeches,  no  head  tables. 

The  General  Meeting  Luncheon  on  Tuesday  will 
be  designated  as  the  Annual  Luncheon  and  Installa- 
tion of  Officers.  The  gavel  will  be  exchanged  at  that 
time. 


Expenditures  for  the  1963  Annual  Session  should 
be  in  line  with  previous  budgets  approved  by  the 
Board  of  Trustees.  Gross  expenditures  will  amount 
to  around  $33,000.  Revenue  should  be  approximately 
$25,000.  In  recent  years,  the  net  cost  of  the  Annual 
Session  has  ranged  from  $6,000  to  $12,000. 

b.  Revenue  from  Exhibits. — Booth  space  for  com- 
mercial exhibits  at  the  Association’s  96th  Annual 
Session  in  Dallas  on  April  28-30  has  been  completely 
sold  out. 

Commercial  exhibits  will  be  displayed  in  the  Ball- 
room and  the  adjoining  Regency  Room  of  the  Adol- 
phus Hotel.  In  addition,  there  will  be  10  exhibits 
on  the  15th  floor  where  sessions  on  eye  and  ear- 
nose-throat  topics  will  be  held. 

Gross  revenue  from  115  commercial  exhibits 
should  produce  a record  high  of  $23,750.  Most  ex- 
hibit spaces  have  been  priced  at  $175. 

Net  revenue  may  exceed  $19,000,  as  compared 
with  $17,000  a year  ago.  Primary  expenditures  will 
be  $1,400  for  decorating  expenses  and  approximately 
$1,000  for  hotel  rental. 

It  is  evident  that  the  Texas  Medical  Association 
has  one  of  the  finest  groups  of  technical  exhibits 
of  any  state  association.  A strong  record  of  attend- 
ance has  been  the  key  factor  in  encouraging  pharma- 
ceutical and  medical  supply  firms  to  exhibit  at  As- 
sociation meetings. 

c.  196U  Annual  Session. — The  House  of  Delegates 
previously  approved  a recommendation  of  the  Coun- 
cil on  Annual  Session  that  days  of  the  meeting  be 
changed  from  Saturday  through  Tuesday  to  Thurs- 
day through  Sunday.  It  is  believed  that  this  change 
may  increase  attendance,  and  most  likely  will  en- 
courage many  physicians  to  remain  until  the  com- 
pletion of  the  meeting.  At  present,  many  physicians 
attend  specialty  society  meetings  or  seminars  on 
Saturday  and  Sunday,  and  then  depart  for  home  in 
order  to  return  to  their  practices  on  Monday  and 
Tuesday.  There  is  good  reason  to  believe  that  many 
physicians  who  attend  meetings  on  Thursday  and 
Friday  will  find  it  possible  to  remain  through  the 
weekend.  The  Inspection  Committee  has  found  it 
possible  to  make  this  change  effective  in  1964  even 
though  the  dates,  Saturday,  April  18,  through  Tues- 
day, April  21,  previously  had  been  adopted.  The  In- 
spection Committee  recommends  that  the  dates  be 
changed  to  April  23-26,  1964  (Thursday  through 
Sunday) . 

After  deliberate  study,  the  Committee  recommends 
that  the  Shamrock-Hilton  and  the  Towers  be  desig- 
nated jointly  as  headquarters  hotels  for  the  Associ- 
ation. This  selection  has  been  made  on  the  basis  of 
(1)  the  quantity  and  quality  of  sleeping  rooms 
available;  (2)  the  greater  number  of  meeting  rooms ; 
(3)  more  adequate  exhibit  facilities;  and  (4)  the 
proximity  to  the  Texas  Medical  Center.  The  Wo- 
man’s Auxiliary  subsequently  selected  the  Sheraton- 
Lincoln  in  downtown  Houston  as  its  choice  for  head- 
quarters hotel. 

An  unique  approach — one  which  should  attract 
considerable  attention — will  be  employed  in  Houston 
with  the  objective  of  accommodating  the  Associa- 
tion’s growing  number  of  technical  and  scientific 
exhibits.  Exhibit  space  always  is  a problem  at  An- 
nual Sessions.  Ideally,  the  Association  needs  space 
to  accommodate  120  technical  exhibits  and  70  scien- 
tific displays.  The  Exhibit  Hall  at  the  Shamrock- 
Hilton  will  provide  space  for  110  technical  exhibits. 
To  accommodate  scientific  displays,  the  Association 
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will  use  the  tennis  courts  across  the  street  from 
the  Exhibit  Hall.  The  Association’s  decorating  firm, 
National  Decorators,  has  advised  us  to  rent  a large 
tent  for  cover.  The  sides  of  the  tent  will  remain  open, 
unless  inclement  weather  occurs.  A covered  walkway 
will  be  constructed  from  the  hotel  to  the  tennis 
courts.  The  tennis  courts  will  provide  the  Associa- 
tion with  the  largest  floor  space  it  ever  has  had  for 
scientific  exhibits.  The  Inspection  Committee  is  en- 
thusiastic about  promoting  “Scientific  Exhibits  Un- 
der the  Big  Top”. 

The  Board  of  Trustees  and  the  Council  on  Annual 
Session  have  approved  the  recommendations  that  the 
dates,  April  23-26,  1964,  be  confirmed,  and  that  the 
Shamrock-Hilton  and  Towers  Hotels  be  designated 
as  co-headquarters  for  the  Association,  with  the 
Sheraton-Lineoln  as  headquarters  for  the  Woman’s 
Auxiliary. 

d.  1965  Annual  Session. — The  Board  of  Trustees 
and  the  Council  on  Annual  Session  have  approved 
the  recommendation  of  the  Inspection  Committee 
that  the  invitation  of  the  Bexar  County  Medical  So- 
ciety be  accepted,  and  that  the  Association  hold  its 
1965  Annual  Session  in  San  Antonio.  The  dates, 
April  29-May  2,  1965,  have  been  selected. 

Two  new  facilities  are  available  since  the  Asso- 
ciation last  met  in  San  Antonio,  and  the  Inspection 
Committee  has  recommended  that  both  be  used  to 
good  advantage.  Exhibits  and  most  scientific  meet- 
ings will  be  held  in  the  Villita  Assembly  Building, 
a new  facility  which  is  located  two  blocks  from  the 
Granada  Hotel  and  within  walking  distance  of  three 
other  downtown  hotels,  the  Menger,  Gunter,  and  St. 
Anthony.  The  Villita  will  satisfy  the  Association’s 
extensive  needs  for  exhibit  space  fairly  well.  It  will 
be  possible  to  place  110  technical  exhibits  on  the 
main  floor.  Scientific  exhibits  will  be  placed  on  the 
lower  floor.  Two  large  meeting  rooms  will  be  con- 
structed on  the  lower  level.  There  are  five  other 
meeting  rooms  on  the  main  floor.  While  this  ar- 
rangement is  not  ideal,  it  will  be  more  satisfactory 
than  in  1959  when  scientific  sessions  and  exhibits 
were  concentrated  at  the  Granada  Hotel.  General 
meetings  and  seven  section  meetings  will  be  held  at 
the  Villita  with  the  remainder  at  the  Granada  Ho- 
tel. The  Granada  has  been  selected  as  the  headquar- 
ters hotel. 

A second  new  facility,  the  El  Tropicano,  has  been 
selected  by  the  Woman’s  Auxiliary  as  its  headquar- 
ters hotel. 

e.  Selection  of  Future  Sites  and  Dates. — The  Tex- 
as Medical  Association  presently  is  selecting  dates 
and  sites  for  its  Annual  Session  three  years  in  ad- 
vance. 

The  Executive  Secretary  respectfully  recommends 
that  authorization  be  granted  to  select  sites  and 
dates  five  years  in  advance.  This  recommendation  is 
tendered  with  the  objective  of  procuring  cities,  ho- 
tels, and  convention  facilities,  and  dates  of  choice. 

In  recent  years,  it  has  become  more  common  for 
associations  to  select  convention  sites  and  dates  well 
in  advance.  The  recent  experience  of  the  Inspection 
Committee  is  a case  in  point  for  selection  five  years 
in  advance. 

Dates  in  late  April  and  early  May  are  extremely 
popular  with  many  associations  and  organizations. 
Meeting  dates  are  somewhat  limited  in  order  to 
avoid  conflicts  with  Easter,  Mother’s  Day,  and  spe- 
cial activities  in  some  cities,  such  as  Fiesta  Week 
in  San  Antonio.  These  latter  considerations  left  the 


Association  with  only  one  choice  for  1965 — April  29- 
May  2.  The  problem  was  accentuated  by  another 
state  association  which  was  seeking  those  same  dates 
in  San  Antonio. 

The  Executive  Secretary  believes  that  the  Associ- 
ation’s convention  interests  could  better  be  served  by 
selecting  sites  and  dates  five  years  in  advance. 

12.  Medical  Student  Day  Programs 

Medical  Student  Day  programs  at  the  three  schools 
in  the  state  continue  to  be  extremely  well  received, 
according  to  a tabulation  of  questionnaires  com- 
pleted by  seniors  who  were  invited  to  give  their 
opinions  of  the  one-day  sessions. 

Questionnaires  were  completed  by  the  students 
immediately  following  the  programs  last  spring  at 
the  University  of  Texas  Medical  Branch,  Baylor 
University  College  of  Medicine,  and  Southwestern 
Medical  School.  The  seniors  were  asked  to  rate  the 
over-all  program  as  well  as  individual  presentations. 

Ninety-eight  per  cent  of  the  students  at  Galveston 
rated  the  program  as  excellent  or  good;  the  remain- 
ing 2 per  cent  listed  it  as  fair.  Ratings  at  Southwest- 
ern were  identical.  At  Baylor,  94  per  cent  felt  the 
program  was  either  excellent  or  good,  with  6 per 
cent  rating  it  as  fair.  The  totals  in  the  excellent  and 
good  categories  at  Baylor  jumped  from  87  per  cent 
in  1961  to  94  per  cent  this  year.  A substantial  effort 
was  made  to  tailor  the  program  to  meet  the  stu- 
dents’ wishes,  using  the  previous  year’s  question- 
naires as  a guide. 

Programs  offered  during  the  past  year  followed 
the  same  basic  format  as  previously.  Presentations 
were  devoted  to  public  relations  and  public  opinion, 
medical  ethics  and  etiquette,  financing  the  new  prac- 
tice, services  of  the  Texas  Medical  Association,  and 
legal  aspects  of  medicine.  The  dinner  program  fea- 
tured an  address  by  a well-known  personality. 

One  new  feature,  a panel  session  of  local  physi- 
cians who  offered  helpful  hints  to  seniors  on  such 
subjects  as  hospital  staff  privileges,  solo  versus 
group  practice,  general  practice  versus  specialty 
practice,  proved  quite  popular.  It  probably  will  be 
incorporated  into  programs  in  the  future  as  a regu- 
lar feature. 

13.  Encouraging  Physicians  to  Use  TMA  Services 

The  headquarters  staff  is  continuing  its  efforts  to 
encourage  Association  members  to  utilize  fully  the 
many  services  which  are  offered. 

A new  exhibit,  “Services  of  the  Texas  Medical  As- 
sociation”, has  been  produced.  The  attractive,  eight- 
foot  exhibit  will  be  displayed  at  meetings  and  con- 
ferences of  the  Texas  Medical  Association,  at  the 
annual  meeting  of  the  Texas  Academy  of  General 
Practice,  and  three  postgraduate  medical  assemblies 
in  Dallas,  Houston,  and  San  Antonio.  At  other 
times,  it  will  be  displayed  in  the  foyer  of  the  head- 
quarters building  in  Austin. 

The  Director  of  Public  Relations  has  produced  a 
new  leaflet  on  benefits  and  services  of  the  Texas 
Medical  Association.  The  leaflet  has  been  developed 
for  enclosure  with  the  1963  membership  card.  It  is 
being  distributed  to  all  members  throughout  the 
state  as  their  dues  are  received. 

The  leaflet  is  a forerunner  of  a more  detailed 
brochure  on  services,  now  in  production.  The  booklet, 
when  completed,  will  be  a companion  piece  to  the 


Volume  59,  JUNE,  1963 


565 


new  TMA  exhibit.  It  also  will  be  distributed  to  all 
new  members  of  the  Association,  as  well  as  to  grad- 
uating seniors,  at  the  three  Medical  Student  Day 
programs. 

The  Association’s  new  membership  directory,  dis- 
tributed early  in  January  through  the  courtesy  of 
Blue  Cross-Blue  Shield,  contains  five  pages  of  in- 
stitutional advertising  on  the  services  of  the  Texas 
Medical  Association. 

Last  fall  letters  were  mailed  to  all  Association 
members,  encouraging  them  to  utilize  the  services  of 
the  Library.  The  letter  was  accompanied  by  a bro- 
chure on  Library  services. 

The  Texas  State  Journal  of  Medicine  recently 
published  a series  of  articles  on  services  available 
through  the  departments  and  divisions  of  the  head- 
quarters. Services  consistently  are  cited  in  the  Jour- 
nal and  the  Association’s  news  bulletin,  TMA  Action. 

Perhaps  the  most  effective  way  of  informing 
physicians  of  Association  services  is  through  oral 
presentation.  An  address,  “Serving  the  Doctors  of 
Texas”,  has  been  included  in  the  Orientation  Pro- 
gram since  it  was  started  in  1957.  A presentation  on 
services  is  given  at  the  three  Medical  Student  Day 
programs  each  year.  The  staff  also  has  been  able 
to  convey  this  information  in  person  through  visita- 
tions to  county  and  district  societies  throughout  the 
state. 

The  Association  can  be  proud  of  the  many  services 
which  it  offers.  The  staff  continues  to  use  all  media 
and  techniques  available  to  encourage  greater  utili- 
zation of  these  services. 

14.  Legislative  Mission  to  Washington 

One  of  the  Association’s  most  significant  activities 
during  the  past  summer  was  the  sponsorship  of  a 
legislative  mission  to  Washington.  Participating  in 
the  trip  on  June  13-15,  1962,  were  22  physicians  rep- 
resenting each  Congressional  District  in  the  state. 
They  were  joined  by  officers  of  the  Association  and 
representatives  of  the  Texas  Hospital  and  Dental 
Associations  and  of  the  health  insurance  business. 

The  objective  of  the  mission  was  to  confer  with 
Texas  Senators  and  Congressmen,  and  to  remind 
them  of  the  Texas  Medical  Association’s  positive 
programs  of  medical  care  for  the  needy  aged.  Group 
calls  were  made  to  Sen.  Ralph  Yarborough  and  the 
two  members  of  the  House  Ways  and  Means  Com- 
mittee, Representative  Bruce  Alger  and  Representa- 
tive Clark  Thompson.  Texas  physicians  conferred 
individually  with  their  own  Congressmen.  During 
those  visits,  the  physicians  recited  sound  reasons 
for  opposing  social  security  medicine  and  presented 
a progress  report  on  the  implementation  of  the  Kerr- 
Mills  Act  in  Texas.  In  the  evening,  the  Texas  dele- 
gation was  host  for  dinner  to  Senators,  Congress- 
men, and  their  wives. 

It  was  generally  agreed  that  the  mission  was 
timely  and  worthwhile,  and  that  the  delegation  was 
most  effective.  While  in  Washington,  the  delegation 
took  stock  of  the  positions  of  Texas  Congressmen  on 
the  King- Anderson  bill.  In  the  event  that  the  issue 
had  reached  the  floor  of  the  House  in  the  87th 
Congress,  it  was  the  consensus  of  the  delegation  that 
15  Texas  Congressmen  probably  would  have  voted 
against  the  proposal,  while  at  least  two  would  have 
supported  it.  The  remaining  five  were  listed  as  un- 
decided. 

In  conferring  with  Texas  Congressmen,  the  dele- 


gation was  impressed  with  the  tremendous  volume 
of  mail  which  Congressmen  were  receiving  from 
physicians,  Auxiliary  members,  and  the  people  back 
home.  Many  reported  that  their  mail  was  running 
20  to  1 against  social  security  medicine.  One  Texas 
Congressman  said  that  95  per  cent  of  the  letters 
from  his  constituents  were  opposed;  yet,  he  frankly 
told  the  physicians  from  his  Congressional  District 
that  he  would  support  the  bill.  The  experience  re- 
minded the  delegation  that  many  issues  are  won  or 
lost  in  political  elections.  Obviously,  it  is  imperative 
to  elect  representatives  who  believe  in  the  American 
way  of  life  and  who  will  listen  to  the  people  back 
home. 

SUPPLEMENTARY  REPORT 
OF  EXECUTIVE  SECRETARY 

1.  Honorary  and  Inactive  Membership 

As  part  of  this  Supplementary  Report,  we  are 
submitting  a list  of  nominees  for  honorary  and  in- 
active membership.  County  medical  societies  have 
nominated  21  physicians  for  honorary  membership. 
Thirteen  others  have  been  nominated  for  inactive 
membership. 

2.  Status  of  King-Anderson  Legislation 

May  I take  this  opportunity  to  present  an  up-to- 
the-minute  report  of  the  status  of  the  President’s 
Medicare  proposal,  and  what  we  might  expect  this 
summer  and  in  1964. 

As  you  are  aware,  the  88th  Congress  has  given 
very  little  attention  so  far  to  the  King-Anderson 
bills. 

The  House  Ways  and  Means  Committee  will  com- 
plete considerations  of  tax  reductions  and  tax  revi- 
sions this  summer.  Although  it  has  not  been  an- 
nounced officially  as  yet,  the  Committee  is  expected 
to  start  hearings  in  mid- July.  We  were  informed 
last  Saturday  at  the  AMA’s  National  Legislative 
Conference  that  hearings  will  be  held  on  the  general 
topic,  health  care  for  the  aged,  rather  than  on  one 
specific  proposal,  such  as  King-Andei'son. 

Evidence  seems  to  indicate  that  a “showdown” 
vote  will  not  be  taken  on  Medicare  this  year.  The 
President  appears  to  be  pacing  himself  on  this  issue, 
and  he  must  wait  for  an  opportune  time  before  mak- 
ing his  move.  It  is  certain,  however,  that  he  will 
push  for  enactment  at  a time  when  he  believes  that 
he  has  the  votes.  Obviously,  it  is  our  responsibility 
to  prevent  the  Administration  from  developing  a 
favorable  climate  in  order  to  pass  this  legislation. 

An  evaluation  of  the  Washington  scene  would  in- 
dicate that  a favorable  climate  presently  does  not 
exist.  The  President  finds  himself  today  in  a diffi- 
cult position  in  advocating  tax  cuts  to  stimulate  the 
economy,  and  at  the  same  time,  in  pushing  Medicare 
which  would  increase  Social  Security  taxes.  This 
incongruous  situation  is  working  to  our  advantage. 
The  tax  cut  issue  has  made  the  American  people 
even  more  conscious  of  the  taxes  they  pay.  They  ap- 
pear to  be  less  enthusiastic  in  supporting  those 
measures  which  will  take  another  tax  bite  from  their 
pay  checks. 

It  also  is  evident  that  the  American  public  is  be- 
ginning to  get  the  facts  on  Medicare  and  Social 
Security  taxes,  and  support  for  them  is  dwindling. 
Many  are  starting  to  realize  that  Social  Security  is 
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not  insurance,  it  is  not  operating  on  a sound  ac- 
tuarial basis,  and  that  these  taxes  have  been  raised 
seven  times  during  the  past  nine  years.  The  younger 
generation  particularly  appears  to  be  developing  a 
greater  awareness  of  the  high  cost  of  Medicare  and 
how  the  financial  burden  will  fall  upon  them.  As 
evidence  of  this  drop  in  public  support,  the  Gallup 
poll  reported  two  years  ago  that  67  per  cent  of  the 
public  favored  King-Anderson  type  legislation.  In 
subsequent  polls,  the  percentage  of  public  support 
has  dropped  to  55  per  cent,  to  48  per  cent,  and  more 
recently  to  44  per  cent. 

While  a Congressional  vote  does  not  seem  to  be 
in  the  cards  this  year,  we  can  count  on  one  in  1964 — 
an  election  year.  It  always  seems  to  be  popular  to 
give  the  people  more  government  benefits  just  prior 
to  a nationwide  campaign  for  votes.  As  evidence, 
Social  Security  benefits  have  been  broadened  in  ev- 
ery election  year  since  1948. 

As  to  Congress  itself,  it  is  obvious  that  we  must 
take  our  stand  in  the  House  of  Representatives.  We 
no  longer  can  anticipate  a favorable  vote  from  the 
Senate  which  last  year  defeated  Medicare,  52  to  48. 
Since  that  time,  our  position  has  been  weakened  by 
several  developments. 

The  most  serious  is  the  loss  of  Senator  Kerr.  The 
Senator  from  Oklahoma  was  co-author  of  the  Kerr- 
Mills  Act,  and  he  was  a staunch  friend  of  medicine. 
As  you  will  recall,  he  was  the  floor  leader  in  the 
Senate’s  defeat  of  Medicare  last  summer. 

Medicine’s  position  in  the  Senate  has  been  further 
weakened  by  the  loss  of  possibly  five  or  six  addi- 
tional votes.  There  is  little  question  that  if  Medicare 
comes  up  for  vote  in  the  Senate,  it  will  pass. 

Our  margin  of  support  where  it  counts  most,  the 
House  Ways  and  Means  Committee,  also  is  more 
precarious  than  a year  ago.  Last  year,  the  Commit- 
tee was  lined  up  15  to  10  against  Medicare.  Since 
then,  the  Committee  has  lost  two  members,  Rep. 
Harrison  of  Virginia  and  Rep.  Frazier  of  Tennessee, 
who  were  opposed  to  the  Administration’s  proposal. 
They  have  been  replaced  by  two  liberals,  Rep.  Jen- 
nings of  West  Virginia  and  Rep.  Bass  of  Tennessee. 
However,  we  were  heartened  by  the  recent  pro- 
nouncement against  Medicare  by  Rep.  Herlong  of 
Florida.  It  is  evident  that  we  must  work  diligently 
to  hold  the  votes  of  Committee  members  who  have 
opposed  Medicare  in  the  past. 

Medicine’s  position  in  the  House  of  Representa- 
tives itself  is  no  worse,  and  perhaps  is  better,  than 
a year  ago.  If  a vote  were  to  be  taken  in  the  House 
of  Representatives  today,  it  would  appear  that 
Medicare  would  be  defeated  by  a narrow  margin.  As 
to  our  own  Texas  Congressmen,  we  list  15  against 
Medicare,  5 doubtful,  and  3 in  favor.  This  align- 
ment could  change  at  any  time,  of  course,  as  the 
Administration  applies  the  pressure. 

It  is  our  assignment  in  the  months  ahead  to  gen- 
erate overwhelming  grass  roots  opposition  to  the 
King-Anderson  bill.  We  must  stress  medicine’s  posi- 
tive programs,  and  point  out  the  weaknesses  and 
the  dangers  of  Medicare.  Fortunately,  we  in  Texas 
have  a wonderful  story  to  tell.  We  have  an  effective 
program  for  225,000  needy  aged  which  is  working 
well.  It  is  far  more  economical  than  King-Anderson 
which  would  force  our  Texas  residents  to  pay  an 
additional  $69  million  dollars  in  Social  Security 
taxes  the  very  first  year.  We  now  have  506,000  aged 
in  Texas  who  are  covered  by  one  or  more  health  in- 
surance policies.  The  68  per  cent  of  the  aged  who 
are  insured  actually  is  higher  than  the  percentage 


of  Texans  under  age  65  who  are  covered.  We  also 
can  cite  the  findings  of  Belden  Associates  which 
has  concluded  that  only  about  3 per  cent  of  the 
Texas  aged  population  need  and  want  outside  medi- 
cal help. 

Let  me  close  with  this  prediction.  While  hearings 
on  health  care  for  the  aged  will  be  held  this  sum- 
mer, the  key  vote  will  be  delayed  until  1964 — an 
election  year.  We  can  anticipate  that  the  President 
will  carry  this  issue  directly  to  the  public.  However, 
after  the  battle  is  over  and  the  88th  Congress  ad- 
journs next  year,  the  most  considered  judgment  is 
that  Medicare  will  not  pass,  at  least  not  in  its  pres- 
ent form.  Perhaps  the  most  dangerous  challenge 
which  we  face  is  a so-called  compromise  embracing 
Social  Security  financing  but  administered  by  com- 
mercial and  nonprofit  insurance  carriers.  Neverthe- 
less, if  you  and  I will  continue  to  speak  out  aggres- 
sively and  effectively,  we  can  defeat  Medicare  in  any 
form.  This  is  a battle  we  can  win,  one  which  we 
have  an  opportunity  to  win,  and  one  which  I believe 
we  will  win. 

REPORTS  OF  REFERENCE  COMMITTEES 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Executive  Secre- 
tary and  Supplementary  Report  except  for  Section 
1. — The  report  of  the  Executive  Secretary  was  pre- 
sented before  the  Reference  Committee.  Items  in- 
cluded were  preparations  for  the  legislative  chal- 
lenge, increase  in  Association  membership,  library 
development,  status  of  the  Texas  State  Journal  of 
Medicine,  Journal  advertising,  field  service  activi- 
ties, press  relations,  Physicians  Placement  Service, 
increase  in  printing  services,  Association-sponsored 
meetings,  report  on  Annual  Session,  medical  student 
day  programs,  encouragement  of  physicians  to  use 
TMA  services,  and  legislative  mission  to  Washing- 
ton. 

This  was  a very  lengthy  report  and  gave  an  ex- 
cellent over-all  survey  of  the  extensive  activities  of 
the  headquarters  staff.  The  Texas  Medical  Associa- 
tion can  be  justly  proud  of  the  accomplishments 
which  have  been  wrought  through  the  efforts  of 
Mr.  Williston  and  other  individuals  in  our  central 
office. 

The  Committee  endorses  all  of  the  report  of  the 
Executive  Secretary. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Board  of  Councilors 

Dr.  C.  E.  Oswalt:  Supplementary  Report  of  the 
Executive  Secretary,  Section  1 only. — Nominees  ap- 
proved for  Honorary  and  Inactive  Membership  in 
the  Texas  Medical  Association: 

HONORARY  MEMBERS 

District  5: 

Bexar  County  Medical  Society — 

Dr.  Charles  J.  Boehs,  San  Antonio 
Dr.  Albert  N.  Champion,  San  Antonio 
Dr.  A.  Fletcher  Clark,  Sr.,  San  Antonio 
Dr.  Clara  G.  Cook,  San  Antonio 
Dr.  Otto  J.  Potthast,  San  Antonio 
Dr.  E.  Meredith  Sykes,  Sr.,  San  Antonio 
(Nine  County)  Medina-Uvalde-Maverick-Val 
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V erde  - Edwards  - Real  - Kinney  - Terrell  -Zavala 
Counties  Medical  Society — 

Dr.  William  P.  Meredith,  Del  Rio 
District  11 : 

Smith  County  Medical  Society — 

Dr.  Roscoe  Etter,  Arp 
District  12: 

Brazos-Robertson  Counties  Medical  Society — 
Dr.  Charles  M.  Cole,  Bryan 
Hill  County  Medical  Society — 

Dr.  Clark  C.  Campbell,  Itasca 
District  13: 

Tarrant  County  Medical  Society — 

Dr.  William  G.  Phillips,  Fort  Worth 
Taylor- Jones  Counties  Medical  Society — 

Dr.  Erie  D.  Sellers,  Abilene 

District  H: 

Collin  County  Medical  Society — 

Dr.  Charles  W.  Castner,  Rusk 
Dallas  County  Medical  Society — 

Dr.  Robert  M.  Barton,  Dallas 
Dr.  Horace  E.  Duncan,  Dallas 
Dr.  William  D.  Jones,  Dallas 
Dr.  Minnie  L.  Maffett,  Dallas 
Dr.  Jay  L.  Touchstone,  Dallas 
Dr.  Albert  B.  Watkins,  Seagoville 
Hunt-Rockwall-Rains  Counties  Medical  Soci- 
ety— 

Dr.  Emmett  P.  Goode,  Terrell 
Ellis  County  Medical  Society — 

Dr.  Herbert  Donnell,  Waxahachie 
Dr.  Miles  E.  Hastings,  Waxahachie  (Died 
March  3,  1963) 

District  15: 

Cass-Marion  Counties  Medical  Society — 

Dr.  Orval  R.  Taylor,  Linden 
Dr.  Herbert  Donnell,  a member  of  the  Texas 
Medical  Association  for  40  years,  was  recommended 
by  the  Ellis  County  Medical  Society  for  Honorary 
Membership  after  the  supplemental  list  which  was 
given  to  the  House  of  Delegates  last  night  was  com- 
piled, and  he  has  been  nominated  by  the  Board  of 
Councilors  to  honorary  membership  in  addition  to 
the  list  in  the  Executive  Secretary’s  report. 

The  Reference  Committee  approves  this  portion  of 
the  report  referring  to  honorary  membership  as 
amended. 

INACTIVE  MEMBERS 

District  1 : 

El  Paso  County  Medical  Society — - 
Dr.  Morris  Davidson,  El  Paso 

District  5 : 

Bexar  County  Medical  Society — - 
Dr.  Sam  Ellis,  San  Antonio 
District  6: 

Nueces  County  Medical  Society — 

Dr.  Arthur  Padilla,  Corpus  Christi 

District  7 : 

Travis  County  Medical  Society — - 
Dr.  Caroline  Crowell,  Austin 
District  8: 

Brazoria  County  Medical  Society — 

Dr.  William  T.  Galloway,  Freeport 
Galveston  County  Medical  Society — 

Dr.  G.  Douglas  Williams,  LaMarque 


District  9 : 

Harris  County  Medical  Society — 

Dr.  Clifford  McCasland,  Highlands 
Dr.  Sol  B.  Weil,  Jr.,  Houston 

District  10: 

Jefferson  County  Medical  Society — 

Dr.  Frank  J.  Beyt,  Port  Arthur 
Dr.  William  H.  Brandau,  Beaumont 

Shelby-San  Augustine-Sabine  Counties  Medical 

Society — 

Dr.  Thomas  L.  Hurst,  Center 
District  13: 

Taylor-Jones  Counties  Medical  Society — 

Dr.  Wayne  V.  Ramsey,  Sr.,  Abilene 

District  1U: 

Van  Zandt  County  Medical  Society — 

Dr.  Raymond  W.  Cozby,  Grand  Saline 
District  15: 

Upshur  County  Medical  Society — 

Dr.  John  G.  Daniels,  Gilmer 

Dr.  Arthur  P.  Black  of  El  Paso  had  been  nomi- 
nated to  inactive  membership  but  is  deceased  as  of 
April  23,  1963.  Dr.  Jerry  D.  Mays  of  Lake  Jackson 
was  erroneously  nominated  to  inactive  membership 
whereas  his  county  society  has  given  him  a leave  of 
absence  to  serve  as  a missionary  in  Africa.  The 
physicians  listed  in  the  Executive  Secretary’s  Report 
have  been  nominated  by  the  Board  of  Councilors  to 
inactive  membership  with  the  exception  of  Dr.  Black 
and  Dr.  Mays. 

The  Reference  Committee  approves  this  portion  of 
the  report  referring  to  inactive  membership  as 
amended. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  TREASURER 

A complete  report  on 
the  financial  positions  of 
the  Texas  Medical  Associ- 
ation and  the  Texas  Me- 
morial Medical  Library 
Association  as  of  Dec.  31, 
1962,  and  the  operations 
of  these  organizations  for 
the  year  ended  Dec.  31, 
1962,  will  be  submitted  to 
the  Board  of  Trustees  by 
our  independent  auditors. 

Dr.  Smith 


The  following  is  a condensed  Statement  of  Cash 
Receipts  and  Disbursements  for  the  year  ended  Dec. 
31,  1962: 

Texas  Texas  Memorial 
Medical  Medical  Library 
Association  Association 


Cash 

Cash 

balances,  Jan.  1,  1962 
receipts  

. . . . 660,278.38 

$ 

2,886.25 

2,111.82 

Cash 

disbursements  

$690,046.02 
...  658.827.02 

$ 

4,998.07 

-0- 

Cash 

balances,  Dec.  31,  1962 

$ 31,219.00 

$ 

4.998.07 
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Cash  on  hand  and  on  deposit  as  of  Dec.  31,  1962, 
is  accounted  for  as  follows : 


Austin  National  Bank — 

regular  account  

American  National  Bank — 
regular  account 
Petty  cash  and  travel  funds 
T otal  


Texas  Texas  Memorial 
Medical  Medical  Library 


Association 

$ 31,310.13 

(1,091.13) 
1,000.00 
$ 31,219.00 


Association 

$ 4,998.07 

-0- 

-0- 

$ 4,998.07 


Respectfully  submitted, 
Howard  O.  Smith,  Treasurer. 

The  information  contained  in  the  above  report  is 
correct. 

SCHIEFFER  AND  LYDA 
Certified  Public  Accountants. 


REPORT  OF  REFERENCE  COMMITTEE 

Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Treasurer.- — The 
report  of  the  Treasurer  was  received  and  approved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

REPORT  OF  BOARD  OF  TRUSTEES 


Troy  A.  Shafer, 
Chairman, 
Byron  P.  York, 

Vice  Chairman, 
James  A.  Hallmark, 
Secretary, 

J.  B.  Copeland, 

C.  P.  Hardwicke, 
Elliott  Mendenhall, 
C.  E.  Willingham. 


Dr.  Shafer 


8,800  members.  The  cost  of  publishing  the  Texas 
State  Journal  of  Medicine  has  increased;  staff  sal- 
aries are  up,  and  we  anticipate  considerably  higher 
expenditures  in  view  of  difficult  legislative  chal- 
lenges in  the  88th  Congress  and  the  58th  State  Leg- 
islature. 

During  this  period  of  rising  costs,  the  Associa- 
tion fortunately  has  been  able  to  increase  its  reve- 
nues. Membership  dues,  revenues  from  exhibits  at 
the  Annual  Session,  and  dividends  from  investments 
are  producing  more  dollars  for  Association  pro- 
grams and  activities.  The  largest  source  of  revenue, 
of  course,  is  membership  dues.  Approximately  $341,- 
000  was  received  in  dues  this  past  year. 

The  Association’s  second  largest  source  of  reve- 
nue is  advertising  in  the  Texas  State  Journal  of 
Medicine.  This  is  the  lone  source  of  Association  rev- 
enue, however,  which  has  not  been  producing  greater 
revenue.  The  downward  trend  in  advertising  by 
pharmaceutical  firms  has  been  evident  since  1959 
when  Congressional  drug  investigations  were  start- 
ed. A second  contributing  factor  was  the  drop  off 
in  the  introduction  of  new  drugs  in  1962.  Net  ad- 
vertising revenue  declined  by  2.5  per  cent  this  past 
year,  amounting  to  $79,000. 

Operating  funds  continue  to  be  expended  to  pro- 
vide services  to  the  Association’s  8,800  members 
and  to  the  public,  to  underwrite  the  programs  of 
councils  and  committees,  to  pay  the  salaries  of  the 
staff,  and  to  maintain  the  headquarters  building. 
In  allocating  these  operating  funds,  the  primary  ob- 
jective of  the  Board  of  Trustees  is  to  make  it  pos- 
sible for  members  to  keep  abreast  of  current  devel- 
opments in  medicine,  and  to  help  each  physician  to 
render  good  medical  care  to  his  patients. 

As  in  the  past,  the  Association’s  major  expendi- 
tures are  in  support  of  scientific  activities.  By  func- 
tion, the  three  top  items  in  the  budget  are  publica- 
tion of  the  Journal  ($110,000),  maintenance  and 
operation  of  the  Library  ($40,000),  and  sponsor- 
ship of  the  Annual  Session  ($35,000).  , . 


The  Board  of  Trustees  devoted  its  primary  atten- 
tion during  the  past  year  to  the  fiscal  affairs  of  the 
Texas  Medical  Association.  Budgeting,  expenditures, 
and  managing  the  Association’s  investment  program 
require  greater  time  and  attention  than  at  any  time 
in  the  past.  The  operation  and  maintenance  of  the 
headquarters  building  and  the  activities  of  the  staff 
also  are  under  the  purview  of  the  Board  of  Trustees. 

1.  Operating  Funds 

The  Board  of  Trustees  is  pleased  to  announce 
that  the  Association’s  financial  report  for  1962 
again  has  been  written  in  black  ink.  The  margin  of 
revenue  over  expenditures  was  satisfactory.  The 
present  Board  never  has  incurred  a deficit  in  any 
year. 

The  Board  has  approved  the  1963  budget  with  the 
same  principle  in  mind.  Nevertheless,  the  margin  of 
revenue  over  expenditures  most  likely  will  be  small- 
er than  the  past  year,  and  it  will  be  necessary  for 
the  Trustees  to  be  deliberate  in  their  appropriations. 

As  is  true  in  the  offices  of  most  physicians,  the 
Association’s  cost  of  doing  business  continues  to 
rise.  Social  security  taxes  were  increased  again  on 
Jan.  1,  1963,  both  for  the  employee  and  the  em- 
ployer. There  has  been  another  boost  in  postage; 
this  is  a significant  item  for  an  Association  of 


2.  Support  of  Councils  and  Committees 

While  it  must  continue  to  be  prudent  in  'the  ex- 
penditure of  funds,  the  Board  of  Trustees  does 
wish  to  reassure  all  councils  and  committees  of  its 
interest  in  their  programs  and  activities.  The  Boaid 
has  endeavored  to  honor  as  many  meritorious  re- 
quests for  funds  during  the  past  year  as  were  pos- 
sible, and  it  will  continue  to  do  so  in  the  future! 
Requests  will  be  evaluated  on  the  basis  of  the  ib?-: 
terests  of  Texas  physicians  and  the  people  of  the 
state,  within  the  budgetary  limits  of  the  Association. 

The  Board  of  Trustees  was  pleased  to  have  had 
an  opportunity  during  the  past  year  to  confer  with 
the  chairmen  of  many  councils  and  committees.  The 
Trustees  were  favorably  impressed  with  most  pro- 
posals; numerous  special  appropriations  were 
awarded  and  further  consideration  will  be  given  to 
others  at  the  time  additional  information  is  re- 
ceived. 

The  Committee  on  Emergency  Medical  Service  re- 
ceived an  appropriation  for  the  underwriting  of  a 
Stateline  Course  on  Medical  Aspects  of  Civil  De- 
fense in  Austin  on  Feb.  22-23.  Similarly,  funds  were 
awarded  in  support  of  the  Sixth  State  Conference  of 
Physicians  and  Schools  at  Midland  and  Andrews  on 
March  29-30.  The  Committee  also  received  funds  for 
the  publication  of  a summary  of  the  1962  Confer- 
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ence.  The  Committee  on  Transportation  Safety  has 
asked  for  funds  for  the  printing  of  a bumper  sticker 
encouraging  the  use  of  seat  belts.  Approval  was 
given  to  the  Committee  on  Nuclear  Medicine  for  its 
Symposium  on  Radiation  Problems  of  Aerospace 
Medicine  to  be  presented  on  Sunday,  April  28,  dur- 
ing the  96th  Annual  Session.  Matching  funds  have 
been  awarded  to  the  Association  of  American  Phy- 
sicians and  Surgeons  once  again  for  prize  money  for 
the  1963  Texas  State  Essay  Contest  for  high  school 
students. 

3.  Association  Investments 

The  Board  of  Trustees  has  the  responsibility  for 
management  of  eight  funds.  They  range  from  the 
Dr.  S.  E.  Thompson  Fund  with  assets  of  more  than 
$800,000  to  three  funds  with  total  assets  of  less 
than  $10,000. 

Total  investments  of  the  Texas  Medical  Associa- 
tion, representing  the  General  Fund,  the  Building 
Fund,  and  the  Contingency  Fund,  amounted  to 
$566,693,  as  of  Dec.  31,  1962.  These  funds  are  in- 
vested with  Investors  Diversified  Services,  the  Re- 
public National  Bank  of  Dallas,  and  in  seven  sav- 
ings and  loans  associations.  Yields  on  investments  in 
1962  ranged  from  3.68  per  cent  for  the  Contingency 
Fund  to  4.86  per  cent  for  the  Building  Fund. 

The  Board  of  Trustees  was  able  to  reinvest  divi- 
dends of  Investors  Diversified  Services  and  savings 
and  loan  accounts  during  the  year,  thus  enhancing 
the  total  value  of  those  funds. 

It  obviously  is  important  that  the  Association 
should  develop  and  maintain  adequate  reserve  funds. 
Authorities  in  Association  management  recommend 
that  the  maintenance  of  reserve  funds  should 
amount  to  two  times  the  annual  operating  budget. 
The  Trustees  will  continue  to  strive  for  this  objec- 
tive. 

4.  Investment  of  Contingency  Fund 

The  Board  of  Trustees  devoted  considerable  time 
at  meetings  during  the  past  year  conferring  with 
authorities  in  investment  management.  Representa- 
tives of  Investors  Diversified  Services,  Scudder, 
Stevens  & Clark,  Lionel  D.  Edie  Company,  Joel  H. 
Clark  & Associates,  Inc.,  Waddell  & Reed,  the  Re- 
public National  Bank  of  Dallas,  and  Merrill  Lynch, 
Pierce,  Fenner  & Smith,  Inc.,  appeared  at  the  meet- 
ings of  the  Board.  The  Trustees  also  had  an  oppor- 
tunity to  counsel  with  other  persons  who  are  charged 
with  investment  responsibilities  in  their  organiza- 
tions, such  as  the  Vice  President  for  Fiscal  Affairs 
of  the  University  of  Texas.  The  Trustees  profited 
from  these  discussions.  In  addition,  information  on 
various  phases  of  investments  has  been  circulated 
among  the  Board  by  mail  during  the  past  year. 

After  deliberate  study,  the  Board  of  Trustees 
voted  in  September,  1962,  to  place  the  assets  of  the 
Association’s  Contingency  Fund  with  the  Republic 
National  Bank  of  Dallas.  The  Bank  was  invited  at 
that  time  to  evaluate  the  Fund’s  securities  and  to 
recommend  changes,  if  indicated,  for  consideration 
of  the  Board.  These  recommendations  were  received 
and  approved  at  the  January,  1963,  meeting  of  the 
Board.  The  recommendations  are  compatible  with 
the  objective  of  the  Contingency  Fund — long-term 
growth — previously  adopted  by  the  Board  of  Trus- 
tees and  approved  by  the  House  of  Delegates. 


Assets  of  the  Contingency  Fund  amount  to  $120,- 
000.  It  is  a “stand-by”  or  “emergency”  fund  to  be 
used  at  the  discretion  of  the  Board  of  Trustees.  The 
Association’s  By-Laws  stipulate  that  the  Trustees 
shall  maintain  a Contingency  Fund  in  the  amount 
of  not  less  than  $100,000  to  meet  emergencies  as 
they  might  develop.  The  Board  of  Trustees  is  com- 
plying with  this  directive  by  the  House  of  Delegates. 

5.  Changes  in  Thompson  Fund  Portfolio 

Changes  in  the  portfolio  of  the  Dr.  S.  E.  Thomp- 
son Fund  were  completed  in  December,  1962,  in  ac- 
cordance with  previous  action  by  the  Board  of  Trus- 
tees. 

The  portfolio  of  the  Thompson  Fund  now  is  fully 
invested  in  Investors  Mutual  Fund  (74,286  shares). 
Investors  Mutual  Fund  is  comprised  of  bonds,  pre- 
ferred stocks,  and  common  stocks. 

The  portfolio  previously  was  divided  between  In- 
vestors Mutual  Fund  and  Investors  Stock  Fund. 
The  latter  has  a heavier  concentration  of  common 
stocks. 

This  conservative  action  is  designed  to  make  the 
investment  portfolio  of  the  Dr.  S.  E.  Thompson 
Fund  even  more  compatible  with  the  Fund  objec- 
tives, as  previously  adopted  by  the  Trustees  and  ap- 
proved by  the  House  of  Delegates.  That  stated  ob- 
jective is  to  maintain  a well-rounded  investment 
portfolio  with  the  aim  of  obtaining  good  income, 
preservation  of  capital,  and  some  long-term  appre- 
ciation. 

The  change  should  result  in  greater  income,  and 
make  it  possible  for  the  Trustees  to  award  more 
loans  to  students,  in  the  event  that  future  demand 
is  greater. 

The  S.  E.  Thompson  Fund  has  a market  value  of 
more  than  $900,000. 

6.  Trustees  Awarded  75  Student  Loans 

A record  number  of  75  loans  totaling  $28,150 
were  awarded  during  the  past  year  under  the  pro- 
visions of  the  Dr.  S.  E.  Thompson  Fund,  primarily 
to  students  at  the  University  of  Texas  Medical 
Branch. 

While  the  number  of  loans  granted  is  a new  rec- 
ord for  one  year,  the  total  amount  of  money  was 
less  than  the  high  of  $35,500  recorded  in  1960.  This 
is  due  to  the  fact  that  Trustees  have  reduced  the 
amount  of  most  individual  loans  from  $500  to  $350. 

Two  hundred  and  fifteen  loans  amounting  to 
more  than  $90,000  now  have  been  made  since  the 
Thompson  program  was  implemented  late  in  1959. 
One  loan  has  been  repaid.  Most  of  the  interest  pay- 
ments are  current,  though  there  are  a few  delin- 
quent accounts.  Collections  may  become  somewhat 
more  difficult  in  the  years  ahead  as  students  com- 
plete training,  pursue  intern  and  residency  training, 
and  relocate.  However,  the  Trustees  do  retain  a 
note  and  an  insurance  policy  as  security  on  each 
loan. 

Investment  income  has  been  sufficient  to  permit 
the  Trustees  to  award  loans  to  all  students  whose 
applications  are  approved.  Income  amounted  to 
$39,874.74  in  1962,  including  $37,549.94  from  In- 
vestors Diversified  Services  and  $2,324.80  in  repay- 
ment of  interest  on  loans.  Investment  income  is  ex- 
pected to  be  even  greater  in  1963  inasmuch  as  the 
Dr.  S.  E.  Thompson  Fund  now  is  invested  in  In- 
vestors Mutual  Fund. 
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7.  Cunningham  Fellowship  in  Medical  Writing 

Miss  Karey  Patterson  of  Houston,  a 1962  gradu- 
ate of  Sam  Houston  State  Teachers  College,  has 
been  selected  by  the  Board  of  Trustees  as  the  sec- 
ond recipient  of  the  Harriet  Cunningham  Memorial 
Graduate  Fellowship  in  Medical  Writing. 

Miss  Patterson,  an  outstanding  young  woman  with 
a record  of  high  scholastic  achievement  and  accom- 
plishment in  campus  activities,  presently  is  pursuing 
the  master  of  journalism  degree  at  the  University 
of  Texas.  She  has  been  awarded  a $250  fellowship, 
and  receives  a stipend  for  half-time  services  to  the 
Texas  State  Journal  of  Medicine  as  part  of  her  in- 
ternship training  in  medical  writing. 

The  Cunningham  Fellowship  is  awarded  annually 
to  a deserving  student  who  desires  to  pursue  gradu- 
ate work  in  journalism  at  the  University  of  Texas, 
with  emphasis  upon  medical  writing.  The  objective 
of  the  program  is  to  produce  competent  medical 
writers  for  lay  media  and  for  scientific  publications. 
It  is  the  first  fellowship  in  medical  writing  to  be 
established  by  a medical  society  in  cooperation  with 
a leading  university. 

The  Fellowship  was  made  possible  by  gifts  from 
more  than  225  relatives,  friends,  and  associates  of 
Miss  Cunningham.  Gifts  to  the  fund  now  total  $6,- 
624.  These  funds  are  invested  in  American  Life  of 
Alabama,  Preferred,  Houston  Natural  Gas  Corpora- 
tion, and  the  Peerless  Insurance  Company.  These 
investments  are  producing  $328  in  dividends  each 
year.  The  Association’s  long-range  objective  is  to 
build  a fund  of  $10,000,  and  to  award  a $500  fel- 
lowship each  year  to  a deserving  graduate  student 
who  wishes  to  pursue  a career  in  medical  writing. 

8.  Headquarters  Building 

As  part  of  the  progressive  maintenance  program 
initiated  several  years  ago,  the  Board  of  Trustees 
approved  special  appropriations  during  the  past 
year. 

Major  expenditures  were  authorized  for  the  re- 
placement of  new  pipelines  from  the  water  tower 
to  the  basement  of  the  headquarters  building.  Pipe- 
lines installed  at  the  time  of  the  construction  of  the 
building  rusted  out.  This  work  also  necessitated  ex- 
tensive repair  work  to  the  parking  lot  at  the  rear 
of  the  building  and  caused  the  loss  of  plants  and 
shrubs. 

Purchase  of  new  shrubs  and  plants  was  author- 
ized for  planting  at  the  north  end  and  in  the  rear 
of  the  building.  Funds  were  authorized  again  this 
spring  for  extensive  work  on  the  entire  grounds. 

Similar  attention  was  given  to  the  interior  of  the 
headquarters  building.  Four  offices  were  painted 
and  refurbished.  New  furniture,  draperies,  and  of- 
fice equipment  were  purchased. 

The  Association  continues  to  spend  approximately 
$29,000  for  operation  and  maintenance  of  the  head- 
quarters building  each  year.  Nevertheless,  this  pro- 
gressive maintenance  program  has  kept  the  head- 
quarters building  in  good  condition,  and  has  added 
appreciably  to  its  attractiveness. 

9.  Distribution  of  Literature 

Over  a period  of  years,  some  literature  of  ques- 
tionable taste  has  been  distributed  during  the  As- 
sociation’s January  and  September  Conferences  in 
Austin  and  during  the  Annual  Session. 


This  literature  has  been  placed  at  the  registration 
desk  and  at  other  areas  for  distribution,  without 
approval. 

It  is  evident  that  some  of  this  literature  has  not 
been  in  good  taste,  and  it  has  surprised  and  offered 
concern  to  some  of  our  physician  members  and  As- 
sociation guests.  Personal  expressions  have  been 
voiced  and  a few  letters  have  been  received. 

The  Board  of  Trustees  believes  that  all  literature 
which  is  to  be  officially  disseminated  at  Association 
meetings  should  be  approved  in  advance  by  an  ap- 
propriate council  or  committee  or  by  the  Board  of 
Trustees.  This  action  was  initiated  by  the  Board. 

10.  Report  on  Fringe  Benefits 

A year  ago,  the  Board  of  Trustees  presented  a 
comprehensive  report  relating  to  personnel  manage- 
ment of  the  headquarters  staff.  Reports  were  sub- 
mitted on  the  size  of  the  staff,  departmental 
strength,  and  staff  salaries.  Statistical  comparisons 
between  1954  and  1962  were  presented. 

The  report  showed  that  expenditures  of  total 
revenue  for  salaries  were  well  within  the  range 
that  is  being  spent  by  other  professional  organiza- 
tions. It  also  reflected  that  Texas  compared  favor- 
ably with  eight  other  large  state  medical  societies 
in  the  expenditure  of  percentage  of  total  revenue  for 
staff  salaries  as  well  as  for  the  number  of  staff 
employees. 

In  order  to  keep  fully  informed  on  all  aspects  of 
personnel  management,  the  Board  of  Trustees  has 
studied  a comprehensive  report  of  fringe  benefits 
for  the  staff  during  the  past  year. 

The  Board  of  Trustees  adopted  a strong  personnel 
program  in  1955.  The  Association  grants  one  week 
of  vacation  for  the  first  year  of  employment;  two 
weeks  starting  with  the  second  year;  three  weeks 
following  ten  years  of  service.  Employees  acquire 
one  day  of  sick  leave  per  month  during  the  first 
year  of  service ; 1 % days  per  month  thereafter. 
The  Association  observes  six  holidays  each  year. 
Staff  members  with  three  years  of  service  are 
protected  by  group  disability  insurance;  all  are  cov- 
ered under  the  Social  Security  and  Workmen’s 
Compensation  Acts.  A pension  program  provides  the 
staff  member  with  one-half  of  salary,  including 
Social  Security  payments,  at  the  time  of  retirement 
at  age  65. 

The  survey  showed  that  fringe  benefits  are  sub- 
stantial, and  that  they  have  contributed  to  an  effec- 
tive personnel  program.  Annual  fringe  benefits  are 
valued  at  $903  per  employee;  total  expenditures  for 
fringe  benefits  amount  to  16.5  per  cent  of  total 
salaries. 

The  Association’s  largest  expenditure  is  for  re- 
tirement, $8,672.  The  Association  contributes  $3,900 
in  Social  Security  taxes  each  year  for  staff  members 
and  $1,600  for  disability  insurance.  Although  they 
do  not  represent  an  actual  outlay  of  cash  by  the 
Association,  vacations  for  26  employees  are  valued 
at  $5,884;  holidays  at  $3,362. 

The  Board  of  Trustees  was  guided  in  the  study 
of  fringe  benefits  by  a survey  prepared  by  the 
Chamber  of  Commerce  of  the  United  States  and  a 
review  of  policies  adopted  by  other  Austin  firms 
and  organizations.  The  U.  S.  Chamber  study  showed 
that  fringe  benefits  vary  widely  among  1,120  re- 
porting companies,  ranging  from  8 per  cent  to 
more  than  70  per  cent  of  payroll.  The  average  pay- 
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ment  was  24.9  per  cent  of  payroll  in  1961,  or  $1,254 
per  year  for  each  employee.  Fringe  benefits  have 
increased  approximately  12  per  cent  since  1947. 
Payments  for  pensions  were  reported  by  86  per  cent 
of  the  companies,  with  payments  averaging  5 per 
cent  of  payroll.  Ninety-eight  per  cent  of  the  com- 
panies reported  payments  for  employee  insurance 
programs. 

The  Texas  Medical  Association,  as  part  of  its 
philosophy  of  personnel  management,  has  endeavored 
to  maintain  its  salary  schedules  in  the  top  quartile 
among  Austin  employers  (actually  at  that  point  be- 
tween the  third  and  fourth  quartiles).  The  policy 
on  fringe  benefits  is  essentially  the  same. 

A comparison  of  benefits  offered  by  some  49 
firms  in  the  Austin  area  reflects  that  the  Associa- 
tion’s present  program  of  fringe  benefits  ranks 
favorably.  Like  the  majority  of  Austin  employers, 
the  Association  grants  one  week  of  vacation  for  the 
first  year  of  employment;  two  weeks  starting  with 
the  second  year.  The  Association’s  other  benefits 
were  comparable  with  those  of  Austin  organizations 
except  perhaps  for  the  Christmas  bonus  and  for 
hospital  and  medical  insurance. 

A survey  of  large  associations  in  Austin  provided 
guidance  in  these  areas.  The  Board  of  Trustees  sub- 
sequently voted  to  award  a Christmas  bonus  of  $10 
to  staff  members  in  their  first  year  of  service,  and 
$25  thereafter.  Hospital  and  medical  insurance 
benefits  were  awarded  to  those  who  have  completed 
three  years  of  service.  They  are  based  on  joint  con- 
tributions. The  Association  now  contributes  50  per 
cent  of  the  premium  of  health  insurance  coverage 
for  the  staff  member.  The  employee  bears  the  re- 
mainder of  the  premium  for  himself,  and  the  full 
amount  for  the  spouse,  family,  or  dependents  who 
may  be  covered  by  the  contract. 

The  U.  S.  Chamber  of  Commerce  has  pointed  out 
that  fringe  benefits  have  contributed  to  the  cost  of 
doing  business;  nevertheless,  the  benefits  reward 
faithful  service  and  contribute  to  employee  well- 
being. The  Board  of  Trustees  believes  that  a strong 


personnel  program  is  vitally  important  in  attracting 
and  in  retaining  effective  and  dedicated  staff  mem- 
bers. 

ADDENDUM  TO  REPORT  OF  BOARD  OF  TRUSTEES 

Report  of  Auditor  to  Texas  Medical  Association 

March  11,  1963 

The  Board  of  Trustees 
Texas  Medical  Association 
Austin,  Texas 

Gentlemen: 

We  have  examined  the  Statement  of  Financial  Po- 
sition of  the  Texas  Medical  Association  as  of  Dec. 
31,  1962,  and  the  Statement  of  Revenues  and  Ex- 
penditures for  the  year  then  ended.  Our  examination 
was  made  in  accordance  with  generally  accepted 
auditing  standards,  and  accordingly  included  such 
tests  of  the  accounting  records  and  such  other  audit- 
ing procedures  as  we  considered  necessary  in  the 
circumstances. 

In  our  opinion,  the  accompanying  Statement  of 
Financial  Position  and  Statement  of  Revenues  and 
Expenditures  fairly  present  the  financial  position  of 
the  Texas  Medical  Association  as  of  Dec.  31,  1962, 
and  the  results  of  operations  for  the  year  then  end- 
ed, in  conformity  with  generally  accepted  accounting 
principles  applied  on  a basis  consistent  with  that  of 
the  preceding  year. 

Respectfully  submitted, 

SCHIEFFER  AND  LYDA 
Certified  Public  Accountants. 

[Note:  Only  the  statement  of  Financial  Position 
and  Statement  of  Revenue  and  Expenditures  for  the 
Journal  are  reproduced  here.  The  other  statements 
and  schedules  are  available  in  the  Association  head- 
quarters office  upon  request  by  members.] 


Texas  Medical  Association 

r.  Statement  of  Financial  Position 

as  OF  Dec.  31,  1962 

. 

Fixed  Assets 


Assets 

Total 

General 

Fund 

Journal 

Fund 

Building 

Fund 

Contingency 

Fund 

and  Fixed 
Liabilities 

Cash  on  hand  and  on  deposit 

$ 31.219.00 

$ 31,219.00 

o 

1 

l 

0 

1 

Aft 

© 

1 

Aft 

© 

1 

Accounts  receivable 

Advertising  

12,175.59 

-0- 

12,175.59 

-0- 

-0- 

-0- 

Reimbursable  expenditures  

2,690.34 

2,690.34 

-0- 

-0- 

-0- 

-0- 

Due  from  General  Fund 

127,939.45 

-0- 

127,939.45 

-0- 

-0- 

-0- 

Prepaid  expenses 

7,253.67 

7,253.67 

-0- 

-0- 

-0- 

-0- 

Investments  (at  cost) 

567,318.39 

391,481.26 

-0- 

55,103.06 

120.734.07 

-0- 

Land  

42,817.10 

-0- 

-0- 

-0- 

-0- 

42,817.10 

Building  

687,544.98 

-0- 

-0- 

-0- 

-0- 

687.544.98 

Other  improvements  

18,542.30 

-0- 

-0- 

-0- 

-0- 

18,542.30 

Furniture  and  equipment 

158,746.44 

-0- 

-0- 

-0- 

-0- 

158,746.44 

Reference  library  (estimated  value)  . . 

208,715.31 

-0- 

-0- 

0- 

-0- 

208,715.31 

Refundable  deposits 

448.40 

448.40 

-0- 

-0- 

—0— 

-0- 

.vT-otal  assets  

$1,865,410.97 

$433,092.67 

$140,115.04 

$55,103.06 

$120,734.07 

$1,116,366.13 
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Liabilities 
Accounts  payable 

Association  expenses  

Due  to  Journal  Fund 

Due  to  Dr.  S.  E.  Thompson 

Scholarship  Fund  

Deferred  revenues 

Exhibit  space — 1963  Annual  Session  . 

Unearned  advertising  revenue 

Unearned  subscription  revenue 

Total  liabilities  

Fund  Balances 

Fund  balances,  Jan.  1,  1962 

Adjustments  pertaining  to 
prior  periods 

Old  outstanding  checks  to  AMA 

delegates  voided  

President’s  expense  reimbursement 
for  Dr.  May  Owen  paid  to  fund 

for  destitute  physicians 

Excess  of  revenues  over  expenditures 
Net  changes  in  fixed  assets 

Furniture  and  equipment 

Reference  library  

Fund  balances,  Dec.  31,  1962 

Total  liabilities  and  fund  balances 


Total 

General 

Fund 

Journal 

Fund 

Building 

Fund 

Contingency 

Fund 

Fixed  Assets 
and  Fixed 
Liabilities 

31,795.90 

$ 25,934.14 

$ 5,861.76 

$ -0- 

$ -0- 

$ -0- 

127,939.45 

127,939.45 

-0- 

-0- 

-0- 

-0- 

3,750.00 

3,750.00 

-0- 

-0- 

-0- 

-0- 

9,431.00 

9,431.00 

-0- 

-0- 

-0- 

-0- 

2,584.65 

-0- 

2,584.65 

-0- 

-0- 

_0- 

109.00 

-0- 

109.00 

-0- 

-0- 

-0- 

$ 175,610.00 

$167,054.59 

$ 8,555.41 

$ -0- 

$ -0- 

$ -0- 

$1,645,535.52 

$224,366.94 

$136,063.65 

$52,506.34 

$123,374.38 

$1,109,224.31 

500.00 

500.00 

-0- 

-0- 

-0- 

-0- 

(2,500.00) 

(2,500.00) 

-0- 

-0- 

-0- 

-0- 

39,123.63 

43,671.14 

(4,504.02) 

2,596.72 

(2,640.21) 

-0- 

(1,522.65) 

-0- 

-0- 

-0- 

-0- 

(1,522.65) 

8,664.47 

-0- 

-0- 

-0- 

-0- 

8,664.47 

$1,689,800.97 

$266,038.08 

$131,559.63 

$55,103.06 

$120,734.07 

$1,116,366.13 

$1,865,410.97 

$433,092.67 

$140,115.04 

$55,103.06 

$120,734.07 

$1,116,366.13 

Texas  Medical  Association 
Journal  Fund 

Statement  of  Revenues  and  Expenditures 
for  the  Year  Ended  Dec.  31,  1962 


Revenues 

Membership  dues  $ 24,269.76 

Journal  advertising  87,101.90 

Subscriptions  1,535.39 

Miscellaneous 171.84 


Total  Revenues $113,078.89 


Expenditures 

Entertainment  10.93 

Printing  journals  67,217.23 

Engraving 3,319.92 

Advertising  commissions  and  discounts  9,272.33 

Mailing  journals  2,500.00 

Copyright  48.00 

Salaries  28,083.54 

Retirement  517.68 

Disability  insurance 230.50 

Payroll  taxes  1,063.02 

Travel  1,181.15 

Part  time  help 69.50 

Miscellaneous  personnel  expense  355.48 

Office  supplies  516.93 

Telephone  and  telegraph  999.71 

Postage  945.28 

Printing  104.60 

Publications  90.77 

Miscellaneous  office  expense 13.46 

Multilithing  and  mimeo  paper  102.05 

Envelopes  54.74 

Typography  22.06 

Lithography  38.86 

Artwork  300.98 

Photography  ....  175.12 

Air  conditioning  contract  48.00 

Utilities  301.07 


Total  Expenditures  $117,582.91 


Excess  of  Expenditures  over  Revenues $ 4,504.02 


Report  of  Auditor  to  Texas  Memorial 
Medical  Library  Association 

March  11,  1963 

Dr.  Troy  A.  Shafer,  President 

Texas  Memorial  Medical  Library  Association 

Harlingen,  Texas 

Dear  Sir: 

We  have  examined  the  Statement  of  Financial  Po- 
sition of  the  Texas  Memorial  Medical  Library  Asso- 
ciation as  of  Dec.  31,  1962,  and  the  Statement  of 
Revenues  and  Expenditures  for  the  year  then  ended. 
Our  examination  was  made  in  accordance  with  gen- 
erally accepted  auditing  standards,  and  accordingly 
included  such  tests  of  the  accounting  records  and 
such  other  auditing  procedures  as  we  considered  nec- 
essary in  the  circumstances. 

In  our  opinion,  the  accompanying  Statement  of 
Financial  Position  and  Statement  of  Revenues  and 
Expenditures  present  fairly  the  financial  position  of 
the  Texas  Memorial  Medical  Library  Association  at 
Dec.  31,  1962,  and  the  results  of  operations  for  the 
year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a basis  con- 
sistent with  that  of  the  preceding  year. 

Sincerely, 

SCHIEFFER  AND  LYDA 

Certified  Public  Accountants. 

Texas  Memorial 
Medical  Library  Association 
Statement  of  Financial  Position 
as  of  Dec.  31,  1962 

Assets 

Cash  on  deposit — Austin  National  Bank  $ 4,998.07 

Investments — at  cost  (Market  value  $98,622.53) 

Investors  Mutual,  Inc. — shares  $44,576.07 

Investors  Stock  Fund,  Inc. — shares  . . 41,575.39 
Mutual  Savings  Institution — 

savings  account  10,896.42  97,047.88 

Total  Assets  $102,045.95 
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Fund  Balances 


Woman's  Auxiliary  to  the  Texas  Medical  Association 

G.  A.  Ray  Memorial  $ 1,000.00 

Romayne  Ray  Memorial 1,000.00 

Mrs.  S.  H.  Watson  Memorial  100.00 

Presidents’  Library  Endowment 1,000.00 

Woman’s  Auxiliary  Library  Endowment 

Balance,  Jan.  1,  1962 $ 8,168.35 

Additional  contribution  received  2,011.82  10,180.17 


Total  Woman’s  Auxiliary  to  TMA  $ 13,280.17 

Mrs.  Clara  Eidson  Buchanan  Memorial  Fund  25.00 

Dr.  and  Mrs.  N.  D.  Buie  1,000.00 

Dr.  and  Mrs.  William  Thomas  Carter  Memorial  1,000.00 

Dr.  Frederick  C.  Coleman  Memorial  10.00 

Dr.  H.  S.  Coleman  Memorial  3.00 

Dr.  J.  M.  Coleman  Endowment  1,628.50 

County  Medical  Society  Library  Endowment  1,688.00 

Mrs.  J.  B.  Copeland  Memorial 10.00 

Dr.  Joe  C.  A.  Eckhardt  Memorial 25.00 

Dr.  Percy  R.  Fayle 10.00 

Dr.  H.  H.  Gallitin  Memorial  Fund  25.00 

Inez  Anthony  Hudgins  Endowment 740.00 

Hattie  Hunt  Memorial 1,000.00 

Dr.  and  Mrs.  V.  R.  Hurst 1,000.00 

Dr.  J.  Edward  Johnson  Memorial  5.00 

Dr.  Karl  John  Karnaky  209.00 

Dr.  Sam  N.  Key,  Sr.,  Memorial 1,060.00 

Mrs.  Alice  Ann  Kimbro  Memorial  Fund 15.00 

Mary  Carter  Owen  and  Mattie  Hanes  Brindley 

Memorial  1,000.00 

Dr.  William  Everitt  Payne  5.00 

Dr.  James  W.  Ranier  Memorial  10.00 

Dr.  Sterling  E.  Russ  Memorial 740.00 

Dr.  J.  Arch  Stephens  Memorial 5.00 

Dr.  Arthur  T.  Talley  Memorial  4.50 

Dr.  Martin  Junius  Taylor  1,000.00 

Dr.  J.  C.  Terrell 1,000.00 

Texas  Pediatric  Society  Library  Endowment 1,000.00 

Dr.  and  Mrs.  Sam  E.  Thompson  Memorial  51,030.00 

Dr.  Sam  E.  Thompson  Memorial  for  Rare  Books  250.00 

Dr.  W.  B.  Weary 13.10 

Warner  E.  Williams  Memorial 1,000.00 

Mrs.  Berenice  Williston  Memorial  20.00 

Father  of  Drs.  Thorne  Memorial 15.00 

T.  L.  Talbert  Memorial  5.00 

Dorinda  Pillow  Memorial 5.00 

United  Cerebral  Palsy  of  Texas 25.00 

Anna  Ruth  Trahan  Memorial  10.00 

Thomas  Herbert  Thomason  Memorial 30.00 

Anonymous  Donors  235.00 

Undistributed  income 

Balance,  Jan.  1,  1962 $17,340.64 

Excess  of  revenues  over  expenditures 

for  the  year  ended  Dec.  31,  1962  . 4,569.04  21,909.68 


Total  Fund  Balances  $102,045.95 


Texas  Memorial 
Medical  Library  Association 
Statement  of  Revenues  and  Expenditures 
for  the  Year  Ended  Dec.  31,  1962 


Revenues 

Investment  income 

Investors  Mutual,  Inc. — dividends  $2,927.38 

Investors  Stock  Fund,  Inc. — dividends  1,218.56 

Mutual  Savings  Institution — interest  423.10 


Total  Revenues  $4,569.04 

Expenditures  -0- 


Excess  of  Revenues  over  Expenditures  $4,569.04 


SUPPLEMENTARY  REPORT 
OF  BOARD  OF  TRUSTEES 

1.  Substantial  Bequest  to  Association 

As  part  of  this  Supplementary  Report,  the  Board 
of  Trustees  is  extremely  pleased  to  announce  that 
the  Texas  Medical  Association  has  received  a be- 
quest which  we  believe  will  be  the  most  substantial 
in  the  Association’s  110-year  history.  The  beloved 
Annie  Lee  Thompson,  a Past  President  of  the  Wo- 
man’s Auxiliary  and  the  wife  of  the  late  Dr.  Sam  E. 
Thompson,  has  left  the  Association  the  residue  of 
her  estate.  As  you  probably  have  read,  Mrs.  Thomp- 
son passed  away  on  Feb.  13  at  her  home  in  Kerrville. 

The  residue  of  her  estate,  following  taxes  and  the 
awarding  of  numerous  other  bequests,  is  expected 
to  amount  to  more  than  $600,000.  Mrs.  Thompson’s 
will  has  directed  the  Board  of  Trustees  to  invest 
the  monies,  and  to  pay  sums  of  $5,000  each  year  to 
her  two  sons  and  her  daughter-in-law  during  their 
lifetimes.  Mrs.  Thompson  has  stipulated  that  re- 
maining income  from  this  trust  estate  is  to  be  used 
for  the  purpose  of  operating  and  maintaining  the 
Memorial  Library  in  Austin.  It  appears  that  the 
Association  can  expect  to  realize  significant  monies 
starting  next  year  for  the  operation  of  the  library, 
and  that  the  annual  income  from  investments  will 
be  even  greater  in  the  future. 

In  recognition  of  this  contribution,  and  in  view  of 
the  gift  made  previously  by  Dr.  Thompson  for  a 
student  loan  fund,  the  Trustees  have  made  provi- 
sions for  appropriate  recognition.  Two  beautiful  oil 
portraits  of  Dr.  Thompson  and  Mrs.  Thompson  will 
be  hung  permanently  in  the  Sam  Thompson  Room 
of  the  Headquarters  Building  in  Austin. 

2.  Reports  of  Committees  Reporting  to  Board  of  Trustees 

Two  Committees  presently  report  to  the  Board  of 
Trustees,  and  the  Board  wishes  to  commend  them 
for  their  activities  during  the  past  year. 

Report  of  Advisory  Committee  to  the  Woman’s 
Auxiliary. — We  are  grateful  to  these  physicians  who 
have  made  available  their  time  to  advise  the  Wo- 
man’s Auxiliary. 

Report  of  Committee  on  Medical  History. — The 
Trustees  particularly  would  like  to  call  your  atten- 
tion to  the  report  of  the  Committee  on  Medical  His- 
tory. This  Committee  has  been  unusually  energetic, 
and  it  is  evident  that  it  enjoys  its  work.  Its  accom- 
plishments have  been  many,  and  the  contribution  of 
historical  articles  to  the  Texas  State  Journal  of 
Medicine  are  particularly  noteworthy.  The  Commit- 
tee will  present  its  Annual  Lectures  on  Medical 
History  at  6:30  p.m.,  Sunday,  April  28,  with  Dr. 
Wendell  G.  Scott  of  St.  Louis  as  guest  speaker. 

REPORT  OF  REFERENCE  COMMITTEE 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Board  of  Trustees 
and  Addendum  and  Supplementary  Report. — The 
Committee  studied  the  report  of  the  Board  of  Trus- 
tees as  regards  operating  funds,  its  support  of  coun- 
cils and  committees,  the  Association  investments, 
changes  in  Thompson  fund  portfolio,  student  loans, 
Cunningham  fellowship  in  medical  writing,  mainte- 
nance program  of  the  Headquarters  Building,  dis- 
tribution of  literature  at  Texas  Medical  Association 
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meetings,  and  report  on  fringe  benefits  to  employees 
of  the  Texas  Medical  Association. 

Also  considered  was  the  addendum  which  consisted 
of  the  status  of  the  financial  position  of  the  Texas 
Medical  Association  to  Dec.  31,  1962.  It  is  well  to 
list  total  assets  of  $1,865,410.97  as  compared  to  total 
liabilities  of  $175,610. 

Approval  of  this  report  is  made  with  the  following 
changes : 

(1)  In  the  Initial  Report,  under  section  1,  para- 
graph 5,  last  sentence,  the  words,  “amounting  to 
$79,000”  should  be  deleted. 

(2)  Initial  Report,  Section  3,  paragraph  1,  line 
4,  the  figure  “$800,000”  should  be  “$900,000”. 

The  Supplementary  Report  of  the  Board  of  Trus- 
tees that  tells  of  the  substantial  bequest  to  the  As- 
sociation from  Mrs.  Thompson  was  discussed.  A deep 
debt  of  gratitude  from  the  Texas  Medical  Associa- 
tion is  recognized,  and  the  oil  portraits  of  Dr.  and 
Mrs.  Thompson  are  appropriate  tribute  to  them. 
This  portion  of  the  report  was  approved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  ADVISORY  COMMITTEE 
TO  WOMAN'S  AUXILIARY 


[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  MEDICAL  HISTORY 


Dr.  Crawford 


William  M.  Crawford, 
Chairman, 

G.  V.  Brindley,  Sr., 
W.  D.  Thames,  Jr., 
Pat  I.  Nixon, 

Morris  Polsky, 

Denton  Kerr, 

Gerald  A.  King, 
Lyman  Blair, 

W.  B.  Russ, 

L.  H.  Reeves, 

H.  Reid  Robinson. 


The  Committee  on  Medical  History  met  three 
times  during  the  past  year. 


1.  Annual  Lecture 


Thomas  J.  Vanzant, 
Chairman, 

Martin  L.  Towler, 
George  W.  Tipton. 

Dr.  Vanzant 

The  main  function  of  this  Committee  is  advisory, 
and  members  stand  ready  to  help  on  the  call  of  the 
President  of  the  Auxiliary. 

The  Chairman  attended  the  first  meeting  of  the 
1962-1963  Auxiliary  Board  on  Sept.  20,  and  also 
the  September  meeting  of  the  Auxiliary,  at  which 
time  he  delivered  a short  address  on  how  the  Auxil- 
iary might  assist  the  Texas  Medical  Association  in 
its  program  of  advancement  of  medicine  and  public 
health. 

There  were  no  other  calls  upon  the  Committee 
during  the  year. 

REPORT  OF  REFERENCE  COMMITTEE 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  the  Advisory  Com- 
mittee to  the  Woman’s  Auxiliary. — The  Committee 
would  like  to  take  this  opportunity  to  commend  the 
Woman’s  Auxiliary  of  the  Texas  Medical  Association 
for  its  efforts  in  behalf  of  organized  medicine.  The 
report  given  by  its  President  last  evening  is  indica- 
tive of  the  work  the  Auxiliary  is  doing.  The  Com- 
mittee approves  the  report. 


On  May  12,  1962,  the  annual  lecture  was  delivered 
by  Dr.  G.  V.  Brindley,  Sr.  His  subject,  “The  Past 
Fifty  Years  of  Surgery  in  Texas”,  was  excellently 
prepared  and  delivered  by  the  author.  Dr.  Brindley 
is  probably  the  best  qualified  man  in  Texas  on  this 
subject,  and  the  6 members  of  the  Committee  and 
18  guests  had  an  enjoyable  and  informative  evening. 
Following  the  dissertation,  the  Committee  unani- 
mously gave  a vote  of  thanks  to  Dr.  Brindley.  This 
paper  is  being  published  in  the  Texas  State  Journal 
of  Medicine  and  we  hope  others  will  enjoy  this  as 
much  as  the  Committee  did.  An  informal  discussion 
on  medical  history  followed  the  lecture  in  which  Dr. 
Hebbel  Hoff  of  Houston  added  to  the  discussion. 

2.  Commendation  of  JAMA  Historical  Articles 

On  Sept.  22,  1962,  the  Committee  met  in  Austin. 
The  excellent  historical  articles  appearing  in  the 
Journal  of  the  American  Medical  Association  were 
discussed  at  length.  It  was  brought  out  that  the 
editor,  Dr.  John  H.  Talbott,  is  responsible  for  this 
new  policy.  The  Committee  voted  unanimously  to 
write  Dr.  Talbott  of  its  appreciation,  suggesting 
that  the  articles  be  published  in  book  form.  In  re- 
ply, Dr.  Talbott  said  the  Committee  was  indeed  kind 
to  comment  upon  his  “amateur  efforts”  and  that 
when  he  had  enough  articles  they  would  be  put  in 
book  form. 


3.  Magazine  To  Honor  Anson  Jones 

A letter  from  Dr.  Morris  Fishbein  requesting  the 
name  of  an  outstanding  early  Texas  physician  to  be 
honored  in  the  magazine  Postgraduate  Medicine,  of 
which  he  is  editor,  was  read.  The  Committee  selected 
Anson  Jones,  and  forwarded  it  with  biographical 
material  to  Dr.  Fishbein  who  said  the  material 
would  be  used  in  an  early  issue  of  his  journal. 
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4.  Journal  Requests  Editorial 

A letter  from  the  editor  of  the  Texas  State  Jour- 
nal of  Medicine  requesting  an  editorial  on  medical 
history  was  read.  The  Committee  decided  that  the 
chairman  should  write  the  article;  this  was  done 
and  it  will  be  published  in  the  Journal.  The  Com- 
mittee hopes  that  members  of  the  Association  will 
read  and  comment  on  this  editorial. 

5.  Journal  Article  on  Anson  Jones 

Dr.  Lyman  Blair  of  Houston  was  requested  by 
the  Committee  to  make  pictures  of  the  grave  of 
Anson  Jones  in  Houston  and  to  write  an  article 
about  Dr.  Jones.  Dr.  Blair’s  excellent  work  was 
published  in  the  December,  1962,  Journal. 

6.  First  Lecturer  Dies 

Regrets  were  expressed  by  the  Committee  at  the 
death  of  Dr.  T.  H.  Thomason  of  Fort  Worth  who 
delivered  the  first  annual  lecture  in  Galveston  in 
April,  1961.  His  subject  was  “The  History  of  Sur- 
gery”, which  was  published  in  the  Journal. 

7.  1963  Lecturer  Selected 

On  Jan.  19,  1963,  the  Committee  met  in  Austin  to 
decide  upon  the  subject  of  the  annual  lecture.  Dr. 
Wendell  G.  Scott  of  Washington  University  School 
of  Medicine,  St.  Louis,  and  President-Elect  of  the 
American  Cancer  Society  was  chosen  to  deliver  a 
lecture  on  “The  History  and  Development  of  the 
Present  Status  of  Radiation  in  the  Treatment  of 
Cancer”.  The  address  will  be  delivered  at  a dinner 
meeting  in  Dallas,  Sunday,  April  28,  1963,  at  6:30 
p.m.  to  members  of  the  Committee  and  their  guests. 

8.  Continued  Support  of  Association 

The  Committee  asks  that  it  receive  the  continued 
support  of  the  Board  of  Trustees,  the  Texas  State 
Journal  of  Medicine,  and  the  members  of  the  As- 
sociation. The  Committee  would  appreciate  any  in- 
formation from  members  of  the  Texas  Medical  As- 
sociation on  Texas  medical  history. 

REPORT  OF  REFERENCE  COMMITTEE 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Committee  on  Med- 
ical History. — This  report  included  the  many  activi- 
ties of  the  Committee  which  have  been  directed  to- 
ward the  past  history  of  the  Association  and  its 
members,  and  is  carrying  out  a continuing  program 
which  will  be  of  historical  significance. 

The  Reference  Committee  approves  this  report. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  SPECIAL  COMMITTEE  ON 
MAY  OWEN  PHYSICIANS  BENEVOLENT  FUND 

Travis  Smith, 
Chairman, 

George  W.  Waldron, 
May  Owen, 

Milford  0.  Rouse, 

G.  V.  Brindley,  Sr., 
James  A.  Hallmark, 
Robert  Mayo  Tenery, 
Denton  Kerr. 

The  House  of  Delegates  in  1962  accepted  an 
amount  of  money  from  Dr.  May  Owen  to  establish 
a benevolent  fund  for  needy  physicians  or  their 
widows. 

Dr.  George  W.  Waldron  appointed  this  Committee 
to  study  the  need  for  and  use  of  this  fund.  The  Com- 
mittee has  established  that  there  is  a need  and  that 
we  should  try  to  take  care  of  our  own  needy.  A 
nucleus  has  been  voluntarily  started  by  Dr.  May 
Owen  and  must  be  increased  to  a workable  sum  if 
we  are  to  fill  this  need. 

Therefore,  in  order  to  implement  this  program, 
we  recommend  the  following: 

1.  A voluntary  contribution  of  $10  or  more  per 
member  for  the  current  year. 

2.  That  we  proceed  to  obtain  the  necessary  char- 
ter and  other  instruments  to  become  a tax  exempt 
fund  in  anticipation  that  larger  contributions  and 
bequeaths  be  obtained. 

3.  That  the  fund  shall  be  known  as  the  Texas 
Medical  Professional  May  Owen  Benevolent  Associa- 
tion and  shall  be  governed  by  the  members  of  the 
Board  of  Trustees  of  the  Texas  Medical  Association, 
who  may  designate  such  committees  as  necessary  for 
the  operation  thereof. 

REPORT  OF  REFERENCE  COMMITTEE 
Board  of  Trustees 

Dr.  Troy  Shafer:  Report  of  Special  Committee  on 
the  May  Owen  Physicians  Benevolent  Fund. — This 
Committee  pointed  out  in  its  report  that  our  be- 
loved Dr.  May  Owen  presented  a $2,500  gift  to  the 
Texas  Medical  Association  a year  ago  for  the  es- 
tablishment of  a benevolent  fund  for  needy  physi- 
cians and  [or]  their  widows.  The  Committee  has 
established  that  there  is  a need  for  this  program, 
and  it  has  reminded  us  that  we  in  medicine  should 
endeavor  to  take  care  of  our  own  who  are  needy. 
The  Committee  has  recommended  ( 1 ) that  voluntary 
contributions  of  $10  or  more  be  sought  from  each 
physician  this  coming  year  to  implement  the  pro- 
gram. The  Committee  has  also  recommended  (2) 
that  we  should  secure  a charter  or  other  necessary 
legal  instruments  to  establish  a tax-exempt  fund; 
(3)  that  the  fund  shall  be  known  as  the  Texas 
Medical  Professional  May  Owen  Benevolent  Associ- 
ation and  that  it  be  governed  by  members  of  the 
Board  of  Trustees  of  the  Texas  Medical  Association 
and  (4)  that  the  fund  be  publicized  through  county 
medical  societies. 

The  Board  of  Trustees  wishes  to  commend  this 
Special  Committee  for  its  thoughtful  deliberations 
during  the  past  year  and  its  sound  determinations 
and  recommendations.  The  Special  Committee  and 
the  Board  of  Trustees  are  in  agreement  that  local 
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physicians  and  county  medical  societies  should  be 
accorded  a primary  role  in  the  implementation  of 
this  program.  We  believe  that  cases  of  hardship 
should  be  screened  and  approved  by  county  medical 
societies,  that  grants  from  this  state  fund  should 
be  matched  by  county  medical  societies  if  and  when 
possible,  and  that  county  societies  should  assume  a 
role  in  promulgating  and  in  publicizing  the  program 
and  the  need  for  perpetuating  the  fund. 

The  Board  of  Trustees  concurs  that  contributions 
to  this  fund  should  be  made  on  a voluntary  basis. 
Solicitations  should  be  separate  and  apart  from  the 
dues  mechanism.  We  further  approve  of  the  Com- 
mittee’s recommendation  for  its  organizational  op- 
eration, and  we  agree  that  procedures  be  initiated 
at  an  early  date  to  procure  a charter  and  other 
necessary  legal  instruments. 

While  agreeing  with  these  recommendations,  the 
Board  of  Trustees  does  believe  that  the  proposed 
name  for  the  fund,  the  Texas  Medical  Professional 
May  Owen  Benevolent  Association,  is  too  long  and 
cumbersome.  We  recommend  that  further  considei'a- 
tion  be  given  to  the  name  by  the  Committee. 

Recognizing  that  operational  and  promotional  de- 
tails of  the  fund  still  must  be  spelled  out,  we  re- 
spectfully recommend  that  the  Special  Committee 
be  continued  for  at  least  another  year,  and  that  the 
incoming  President  reappoint  the  present  Special 
Committee. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  BOARD  OF  COUNCILORS 


Charles  E.  Oswalt,  Jr., 
Chairman, 

Walter  Walthall, 

Vice  Chairman, 
Carlos  E.  Fuste,  Jr., 
Secretary. 


Dr.  Oswalt 


1.  Appointments  and  Resignations  of  Councilors  and  Vice 

Councilors 

At  the  1962  meeting  of  the  House  of  Delegates, 
Dr.  James  E.  Ball  of  Mt.  Pleasant  retired  from  the 
Board  of  Councilors;  and  Dr.  Walter  C.  Barnes,  Jr., 
of  Texarkana  was  elected  as  Councilor  of  the  15th 
District. 

Subsequent  to  the  1962  meeting  of  the  House  of 
Delegates,  Dr.  William  H.  Gordon,  Councilor  of  the 
3rd  District,  resigned;  and  Dr.  Stanley  W.  Bohm- 
falk,  Councilor  of  the  6th  District,  resigned  for  rea- 
sons of  health.  Also,  Dr.  Emory  Davenport  of  Fort 
Worth,  Vice  Councilor  of  the  13th  District,  resigned. 

Dr.  Julian  M.  Key,  formerly  Vice  Councilor  of 
the  3rd  District,  was  appointed  Councilor  of  the 
3rd  District,  by  President  George  Waldron,  for 
the  interim  period  until  the  House  of  Delegates 
meets  April  30,  1963. 

Dr.  Harold  E.  Griffin,  formerly  Vice  Councilor  of 
the  6th  District,  was  appointed  Councilor  of  the  6th 


District  by  President  Waldron  until  the  House  of 
Delegates  meets  on  April  30,  1963. 

Vice  Councilors  nominated  by  their  Councilors 
and  elected  by  the  Board  of  Councilors  are  as  fol- 
lows: James  G.  Morris,  Lubbock,  District  3;  Robert 
L.  Daily,  Wichita  Falls,  District  13;  Horace  A. 
Baker,  Wills  Point,  District  14;  and  William  A. 
King,  Omaha,  District  15. 

All  offices  are  filled  except  that  of  Vice  Coun- 
cilor of  the  6th  District. 

2.  County  Medical  Societies 

Currently,  the  total  number  of  county  medical 
societies  is  114.  Formalities  are  now  underway 
which  will  increase  the  number  of  county  medical 
societies.  Any  county  with  five  or  more  physicians 
who  seeks  to  establish  a separate  society  may  take 
steps  to  accomplish  this  purpose,  and  such  action  is 
now  pending. 

3.  Amendments  to  the  Constitution  and  By-Laws  of  the  Texas 

Medical  Association 

The  Board  of  Councilors  proposed  the  following 
amendments  to  the  By-Laws  of  the  Texas  Medical 
Association,  Ch.  X,  Sec.  6.  Officers: 

a.  Elections. — Component  county  societies  shall 
consist  of  not  less  than  five  members,  and  there 
shall  be  a president,  a secretary-treasurer,  and  a 
board  of  censors  as  set  forth  in  (b),  and  no  mem- 
ber can  hold  more  than  one  of  such  offices  at  one 
and  the  same  time.  There  may  be  such  other  offi- 
cers as  may  be  required,  including  a board  of  direc- 
tors if  the  society  is  incorporated  under  the  laws 
of  the  State  of  Texas.  The  term  of  office  for  all 
officers,  except  the  censors,  shall  be  for  the  As- 
sociation year.  The  term  of  the  censors  shall  be  as 
set  forth  in  (b).  All  officers  and  the  delegates  to 
the  state  Association  shall  be  elected  during  the 
month  of  December,  or  at  the  last  meeting  of  the 
year  in  the  instance  there  is  no  meeting  in  that 
month.  Vacancies  in  the  offices  referred  to  in  this 
By-law  shall  be  filled  in  the  manner  stated  in  the 
society  by-laws;  but  when  no  provisions  are  thus 
made  for  any  such  contingency,  such  vacancies  shall 
be  filled  by  the  component  county  society  president, 
and  until  the  time  for  the  annual  election  of  offi- 
cers. 

b.  Election  of  Censors. 

(1)  In  those  county  societies  of  less  than  200  mem- 
bers, the  Board  of  Censors  shall  be  composed  of 
three  members.  The  term  of  office  of  the  censors 
shall  be  three  years,  and  they  shall  be  so  elected 
that  but  one  vacancy  normally  occurs  each  year. 

(2)  In  those  county  societies  of  more  than  200 
members,  the  Society  may  elect  to  increase  the 
Board  of  Censors  from  not  less  than  three  to  no 
more  than  seven  members.  The  Censors  then  shall 
serve  terms  of  three  years  and  their  election  shall 
be  so  arranged  that  no  more  than  three  shall  be 
elected  in  any  one  year  except  for  the  first  year 
that  the  Society  elects  to  increase  the  size  of  the 
Board.  This  year  the  election  of  the  additional 
members  shall  be  so  arranged  that  the  terms  of 
office  of  the  newly  elected  members  shall  not  con- 
flict with  the  future  election  of  members  as  de- 
scribed above. 

[NOTE:  All  subsequent  paragraphs  in  the  Sec- 
tion then  drop  down  in  number  corresponding  to 
the  previously  cited  renumbering.] 
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4.  District  Societies 

Annual  meetings  of  district  medical  societies 
have  been  undergoing  changes  in  recent  years.  Sev- 
eral societies  continue  to  present  excellent  scientific 
programs.  However,  several  other  district  medical 
societies  have  discontinued  holding  a separate  sci- 
entific program  and  now  have  either  a business 
meeting  held  in  conjunction  with  the  scientific  pro- 
gram of  a separate  organization,  such  as  a heart  or 
cancer  society  meeting,  or  have  a business  meeting 
only.  District  societies  holding  business  meetings 
but  not  scientific  programs  are  as  follows:  District 
2,  District  4,  District  7,  District  10,  District  11, 
District  13,  District  14,  and  District  15. 

5.  County  Medical  Society  Constitutions  and  By-Laws 

The  Board  of  Councilors  reviewed  and  acted 
upon  amendments  to  the  constitutions  and  by-laws 
of  seven  county  medical  societies.  The  societies  in- 
volved were  as  follows:  Comal  County  Medical  So- 
ciety, Harris  County  Medical  Society,  Hidalgo-Starr 
Counties  Medical  Society,  Nueces  County  Medical 
Society,  Taylor-Jones  Counties  Medical  Society, 
Travis  County  Medical  Society,  and  Webb-Zapata- 
Jim  Hogg  Counties  Medical  Society. 

6.  Grievances 

Thirty-seven  grievances  were  received  by  the 
Texas  Medical  Association.  These  were  referred  to 
the  appropriate  county  medical  societies;  however, 
information  on  the  disposition  of  grievances  so 
referred  is  seldom  forthcoming  from  the  county 
medical  societies.  The  Subcommittee  on  Medical 
Discipline  of  the  Board  of  Councilors  is  evaluating 
procedures  which  might  improve  communications 
about  grievances.  Also,  the  Subcommittee  is  survey- 
ing county  medical  societies  about  grievances  and 
grievance  procedures. 

7.  Symposium  on  County  Medical  Society  Administration 

The  annual  Symposium  on  County  Medical  So- 
ciety Administration  was  held  on  Jan.  19,  1963. 
One  hundred  two  representatives  of  county  medi- 
cal societies  attended.  This  year  the  program  was 
divided  into  separate  sessions;  one  for  presidents 
and  other  officials,  and  one  for  secretaries. 

The  session  for  presidents  was  moderated  by  Dr. 
Charles  E.  Oswalt,  Jr.,  Chairman  of  the  Board  of 
Councilors.  Subjects  presented  were  “Medicine — 
Osteopathy  and  Optometry  in  Texas  and  National- 
ly”, Dr.  Walter  Walthall;  “Advertising  and  Solici- 
tation as  a Local  Problem”,  Dr.  Robert  Mayo  Ten- 
ery;  and  “Doctor-Owned  Pharmacies  and  Doctor- 
Owned  Drug  Companies  in  Texas  and  Nationally”, 
Dr.  Travis  Smith. 

Dr.  Carlos  E.  Fuste,  Jr.,  Secretary  of  the  Board 
of  Councilors,  moderated  the  session  for  county 
society  secretaries.  Subjects  presented  were  “The 
Secretary’s  Job”,  Dr.  David  Wade;  “TMA  Forms, 
Reports,  Membership  Classification,  Dues,  and 
Deadlines”,  Dr.  Dick  Cason;  and  “By-Laws — How 
to  Use  Them”,  Dr.  James  H.  Sammons. 

S.  Distinguished  Service  Award 

A Subcommittee  of  the  Board  of  Councilors  is 
studying  methods  of  implementing  the  Distinguished 


Service  Award  adopted  by  the  House  of  Delegates 
in  1962.  A survey  of  awards  of  other  state  associa- 
tions and  large  county  medical  societies  has  been 
made  to  evaluate  good  points  and  problems  en- 
countered by  other  organizations. 

9.  Interprofessional  Relations 

Following  the  adoption  of  the  Code  of  Interpro- 
fessional Relations  for  Physicians  and  Pharmacists 
in  Texas,  the  Subcommittee  on  Relations  with  the 
Texas  Pharmaceutical  Profession  reported  that  sev- 
eral complaints  have  been  received  from  pharma- 
cists about  physician-owned  pharmacies.  The  Board 
of  Councilors  is  of  the  opinion  that,  in  general,  the 
practice  of  physician  ownership  of  pharmacies 
should  be  discouraged.  Such  ownership  in  commun- 
ities where  other  and  adequate  pharmaceutical  serv- 
ice is  available  contributes  nothing  to  the  practice 
of  medicine,  nor  is  it  generally  conducive  to  good 
relationships  with  local  pharmacy  owners.  It  may 
create  a negative  effect  on  patients  unless  it  can 
be  demonstrated  convincingly  to  the  patient  that 
the  physician  is  not  profiting  from  the  drugs  pur- 
chased by  the  patient. 

10.  Field  Service  and  Visitation  Program 

In  1962,  members  of  the  headquarters  staff 
made  74  visitations  to  district  and  county  medical 
societies,  civic  clubs,  Woman’s  Auxiliaries,  and 
allied  health  groups. 

During  1963,  a random  survey  of  members  is 
being  conducted  to  determine  attitudes  toward  Tex- 
as Medical  Association  policies  and  activities. 

11.  Conference  with  Representatives  of  the  Texas  Association 
of  Osteopathic  Physicians  and  Surgeons,  Inc. 

On  Jan.  18,  1963,  the  members  of  the  Subcom- 
mittee on  Osteopathy  and  Optometry  of  the  Board 
of  Councilors  and  Dr.  Waldron  and  Dr.  Tenery  met 
with  the  officer  representatives  of  the  Osteopathic 
Association  at  their  request.  The  purpose  of  the 
meeting  was  to  discuss  the  request  of  the  osteo- 
pathic physicians  that  consultations  between  doctors 
of  medicine  and  doctors  of  osteopathy  be  permitted. 

The  representatives  of  the  Texas  Medical  Asso- 
ciation pointed  out  that  the  over-all  differences  be- 
tween the  two  types  of  practice  would  have  to  be 
resolved  before  any  specific  or  piecemeal  relation- 
ships could  be  undertaken. 

12.  Ethical  Condition  of  the  Membership  of  the  Texas  Medi- 
cal Association 

The  ethical  condition  of  the  Texas  Medical  Asso- 
ciation is  good.  However,  the  Board  of  Councilors 
is  deeply  concerned  with  the  erosion  of  medicine’s 
ethics  in  some  fields.  Conferences  with  the  Judicial 
Council  of  the  American  Medical  Association  reveal 
that  such  erosion  exists  in  other  parts  of  the  coun- 
try. One  of  these  fields  is  the  physician  ownership 
of  pharmacies  and  pharmaceutical  companies.  Your 
Board  of  Councilors  wishes  to  reiterate  that  the 
exploitation  of  the  patient  is  unethical.  It  also  wish- 
es to  point  out  that  there  should  be  no  quibbling 
over  what  constitutes  exploitation.  Whenever  a phy- 
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sician  has  an  interest  in  a drug  store,  pharmaceu- 
tical house,  or  a clinical  laboratory,  undue  influence 
may  be  exerted  on  the  physician;  and  such  tempta- 
tion may  result  in  exploitation  of  the  patient.  The 
selfish  motive  to  excel  in  order  to  realize  more 
material  wealth,  greater  recognition  by  one’s  col- 
leagues, and  adulation  by  the  public  must  be  sub- 
jugated by  the  individual  and  replaced  by  the  un- 
selfish desire  to  excel  in  order  to  render  better  serv- 
ice to  one’s  patients. 

Your  Board  of  Councilors  believes  that  it  is  each 
physician’s  responsibility  to  create  a public  image 
which  is  complimentary  to  the  profession  which  all 
doctors  hold  in  esteem. 

13.  Nomination  to  Emeritus  Membership 

The  Board  of  Councilors,  having  conformed  to 
the  requirements  of  the  By-Laws,  Ch.  X,  Sec.  10 
(c)  of  the  Texas  Medical  Association,  places  in 
nomination  before  the  House  of  Delegates  for  elec- 
tion to  the  status  of  emeritus  membership  the  name 
of  Dr.  John  M.  Travis  of  Jacksonville,  a member  of 
the  Cherokee  County  Medical  Society.  Dr.  Travis 
has  rendered  exceptional  and  distinguished  service 
to  scientific  and  organized  medicine  and  is  deserv- 
ing of  the  honored  status  requested  for  him. 

DR.  JOHN  M.  TRAVIS 

Dr.  John  Maston  Travis  was  born  in  Canton,  Tex. 
He  received  his  medical  education  at  Kentucky  Uni- 
versity Medical  Department  (now  the  University 
of  Louisville  Medical  Department)  and  the  now 
extinct  Southwestern  University  Medical  College  at 
Dallas  and  was  licensed  to  practice  medicine  in  Tex- 
as in  1905.  He  has  been  a member  of  the  Texas 
Medical  Association  for  more  than  50  years,  during 
which  time  he  has  served  as  committee  member, 
scientific  section  member,  Chairman  of  the  Scien- 
tific Section  on  Public  Health,  Councilor  of  the  11th 
District,  and  Vice  President  of  the  Association.  He 
currently  is  serving  as  Secretary  of  the  Texas  Med- 
ical Association,  an  office  he  has  held  for  more  than 
ten  years.  Dr.  Travis  served  as  a delegate  to  the 
Texas  Medical  Association  from  the  Cherokee  Coun- 
ty Medical  Society  for  more  than  40  years  and  has 
attended  45  Annual  Sessions;  his  first  was  in  1910 
and  he  was  absent  from  only  five  meetings  during 
the  half  century  following. 

In  1952,  Dr.  Travis  was  elected  Texas  General 
Practitioner  of  the  Year;  this  distinction  was  fol- 
lowed by  his  election  as  General  Practitioner  of  the 
Year  by  the  American  Medical  Association. 

Dr.  Travis  is  the  father  of  two  sons  and  three 
daughters.  Both  of  his  sons  also  have  entered  the 
practice  of  medicine. 

Dr.  Travis  has  been  for  50  years  a beloved  and 
respected  physician  and  community  leader  in  East 
Texas  in  general,  as  well  as  in  Cherokee  and  Van 
Zandt  counties. 

REPORTS  OF  REFERENCE  COMMITTEES 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Board  of  Council- 
ors, except  Section  3. — The  Committee  studied  the 
report  of  the  Board  of  Councilors  which  consisted  of 
member  changes,  district  society  operations,  changes 
in  county  medical  society  administration,  interpro- 


fessional relations,  and  ethical  conditions  of  the 
Texas  Medical  Association  membership. 

Cognizance  was  taken  of  the  nomination  to  emeri- 
tus membership  of  Dr.  John  M.  Travis. 

[Reference  Committee  chairman  read  Dr.  Travis’ 
biography.] 

The  Reference  Committee  approves  this  report. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Constitution  and  By-Laws 

Dr.  Howard  T.  Barkley:  Report  of  the  Board  of 
Councilors,  Section  3 only.— The  Reference  Commit- 
tee recommends  approval  of  the  proposed  amend- 
ments to  Chapter  X,  Section  6 of  the  By-Laws  as 
published  in  the  Initial  Report.  The  changes  and 
additions  concern  the  election,  composition,  and  terms 
of  office  of  the  Boards  of  Censors  of  county  soci- 
eties. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  CONTRACT  MEDICINE 


E.  Peter  Garber, 
Chairman, 

Robert  C.  Jackson, 
William  M.  Ashe, 
Francis  Hood, 

R.  B.  Johns, 

R.  Paul  Collins, 

H.  W.  Kilpatrick,  III, 
Homer  V.  Hedges. 


The  Committee  on  Contract  Medicine  held  quar- 
terly meetings  during  1962  and  1963,  with  members 
of  Mr.  Philip  R.  Overton’s  General  Counsel  staff 
present  at  each  meeting. 

1.  Physicians  Informed  of  Possible  Legal,  Ethical  Violations 

The  Committee,  through  Mr.  Overton  and  his 
staff,  continued  its  determined  efforts  to  inform 
Texas  physicians  regarding  possible  violation  of 
the  state  laws  and  the  American  Medical  Associa- 
tion Principles  of  Ethics.  Transmission  of  this  in- 
formation was  helpful  in  many  situations. 

2.  Recommendation 

That  this  Committee  remain  active. 

REPORT  OF  REFERENCE  COMMITTEE 
Medical  Service  and  Insurance 

Dr.  R.  L.  Daily:  Report  of  the  Committee  on  Con- 
tract Medicine. — [Item  one  of  the  report  of  the  Com- 
mittee on  Contract  Medicine  was  reviewed  and  ap- 
proved. This  part  of  the  report  concerned  ethical 
violations  on  the  part  of  physicians.] 

Item  two  recommending  that  the  Committee  on 
Contract  Medicine  remain  active  is  approved. 


Dr.  Garber 
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The  report  of  the  Committee  on  Contract  Medicine 
as  a whole  is  approved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE  ON  LIAISON 
WITH  STATE  BAR  OF  TEXAS 


D.  W.  Carter,  Jr., 
Chairman, 

Mylie  E.  Durham,  Jr., 
Robert  F.  Gossett, 
Edward  T.  Driscoll, 
John  W.  Griffin, 
Frederick  C.  Lowry, 
Jesson  L.  Stowe. 

Dr.  Carter 

The  Committee  on  Liaison  with  the  State  Bar  of 
Texas  met  Jan.  19,  1963. 

1.  Implementation  of  Interprofessional  Code 

The  Committee  met  to  decide  upon  the  means  of 
implementing  the  Interprofessional  Code  at  the 
county  society  level.  The  House  of  Delegates  at  its 
1962  meeting  approved  the  recommendation  of  the 
Committee  that  each  county  society  president  ap- 
point a local  committee  to  cooperate  with  a simi- 
lar committee  from  the  local  bar  association.  These 
joint  committees  are  to  discuss  problems  arising 
within  the  regional  areas  with  action  recommended 
by  the  appx-opriate  group. 

A letter  has  been  sent  to  each  county  society 
president  urging  that  such  committees  be  appointed. 

It  is  understood  that  the  bar  associations  will 
also  appoint  committees. 

2.  Recommendation 

That  the  Committee  should  remain  active  and 
continue  efforts  to  implement  the  Interprofessional 
Code  fully. 

REPORT  OF  REFERENCE  COMMITTEE 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Committee  on  Liai- 
son with  State  Bar  of  Texas. — The  implementation 
of  the  interprofessional  code  between  the  Texas 
Medical  Association  and  the  State  Bar  Association 
was  discussed  at  length.  The  report  is  approved  with 
the  following  exception: 

The  Reference  Committee  recommends  that  the 
Committee  should  remain  active  but  that  the  inter- 
professional code  as  now  written  and  being  inter- 
preted in  certain  regions  of  the  state  be  re-evaluated 
by  the  Board  of  Councilors. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  ORIENTATION 


Troy  A.  Shafer, 
Chairman, 

Charles  E.  Oswalt,  Jr., 
Charles  D.  Bussey, 
John  M.  Smith,  Jr., 
Foy  H.  Moody. 

1.  Attendance 

Twenty-five  hundred  and  thirty  physicians,  rep- 
resenting 29  per  cent  of  the  Association’s  member- 
ship, have  attended  an  Orientation  Program  since 
attendance  was  stipulated  as  a requirement  for 
regular  membership  in  the  county  and  state  soci- 
eties by  the  House  of  Delegates  in  1956. 

2.  History  and  Evaluation  of  Programs 

The  first  session  was  offered  in  January,  1957. 
Eighteen  sessions  have  been  offered  since  that  time 
in  connection  with  the  Association’s  January  and 
September  Conferences  in  Austin  and  at  the  An- 
nual Session  at  sites  throughout  the  state. 

The  Orientation  Program  has  been  an  important 
factor  in  developing  a more  effective  state  Asso- 
ciation and  a better  informed  membership.  It  also 
has  been  a contributing  factor  in  increasing  utiliza- 
tion of  Association  services. 

The  program  has  been  continually  evaluated  over 
the  years  by  the  Committee  on  Orientation  and 
officers  of  the  Association.  Questionnaires  were 
mailed  to  physicians  who  attended  programs  during 
the  first  two  years.  They  were  asked  to  give  a frank 
analysis  of  the  subject  matter  which  was  presented, 
along  with  suggestions  and  criticisms,  both  favor- 
able and  unfavorable. 

Another  survey  and  critical  review  was  conducted 
in  1958.  As  a result,  there  have  been  significant 
changes  in  the  program  format.  The  most  signifi- 
cant changes  were  made  after  the  first  year.  At- 
tending physicians  rated  9 of  the  12  presentations 
worthwhile.  Three  presentations  subsequently  were 
dropped;  a fourth  was  combined  with  another  which 
was  highly  rated. 

The  most  recent  evaluation  by  the  Committee 
was  undertaken  during  the  past  year.  The  Com- 
mittee met  on  Sept.  22,  1962,  and  Jan.  18,  1963,  to 
review  the  present  program  and  to  evaluate  re- 
quests from  three  Committees  which  requested  time 
allocations  at  future  "sessions. 

The  Committee  previewed  presentations  by  the 
Committees  on  Military  and  Veterans  Affairs,  Liai- 
son with  Workmen’s  Compensation  Insurance,  and 
Health  Insurance.  The  Committee  on  Orientation 
was  impressed  with  all  of  them. 

The  Committee  subsequently  voted  to  request  the 
Executive  Secretary  to  endeavor  to  work  at  least 
two  of  the  three  presentations  into  the  program. 
This  request  has  been  fulfilled ; two  additional  short 
presentations  were  included  in  the  program  given 
on  Jan.  19;  two  will  be  included  as  part  of  the  Ori- 
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entation  Program  on  Monday,  April  29,  during  the 
96th  Annual  Session  in  Dallas. 

In  reviewing  the  program  over  the  years,  several 
subjects  consistently  have  been  accorded  high  rat- 
ings. They  are  medical  ethics  and  etiquette,  the 
physician’s  dues  dollars  and  how  they  are  spent, 
the  Association’s  public  relations  programs  and  ob- 
jectives, services  of  the  Association,  doctor-patient 
relationships,  and  legal  aspects  of  medical  practice. 

These  regular  features  of  the  Orientation  Pro- 
gram have  been  supplemented  by  addresses  by 
prominent  guest  speakers  at  the  January  and  Sep- 
tember meetings.  During  the  past  year,  for  example, 
the  Orientation  Program  has  included  presenta- 
tions by  Dr.  Leonard  W.  Larson  and  Dr.  J.  P.  Cul- 
pepper, American  Medical  Association;  John  H. 
Furbay,  Lecturer  on  International  Affairs;  Mr. 
Thomas  R.  Reid,  Ford  Motor  Company;  Mr.  John 
T.  Connor,  Merck  and  Company;  Mr.  Walter  R. 
McBee,  Blue  Cross-Blue  Shield  of  Texas;  Wayne 
Poucher,  Life  Line;  Allan  Shivers,  former  Gover- 
nor of  Texas;  Melvin  T.  Munn,  Public  Relations 
Consultant;  and  Herbert  V.  Prochnow,  First  Na- 
tional Bank  of  Chicago. 

The  Committee  on  Orientation  and  officers  who 
have  presided  over  sessions  believe  that  the  pro- 
gram, as  presently  constituted,  is  of  high  quality. 
This  is  reflected  by  favorable  comments  by  those 
who  have  attended.  Many  new  members  and  those 
who  transfer  from  one  county  medical  society  in- 
itially have  expressed  displeasure  over  the  compul- 
sory requirement  of  attendance.  However,  after 
attending  the  program,  most  comment  favorably  on 
a worthwhile  experience. 

The  Committee  on  Orientation  will  continue  to 
strive  to  present  a program  of  high  quality — one 
which  will  be  informative  and  will  be  well  received 
by  those  attending.  Though  Orientees  may  not  re- 
tain specific  information  which  they  have  heard, 
the  objective  is  to  encourage  physicians  to  turn  to 
the  Texas  Medical  Association  for  assistance  for 
services,  and  for  leadership  at  the  state  level. 

REPORT  OF  REFERENCE  COMMITTEE 
Reports  ol  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Committee  on  Ori- 
entation.— The  Committee  read  with  interest  the  re- 
port of  the  Committee  on  Orientation  and  would 
like  to  compliment  it  on  the  excellent  programs 
which  it  has  presented. 

The  Reference  Committee  recommends  that  the 
questionnaire  continue  to  be  sent  to  Orientees  follow- 
ing their  attendance  at  this  program  in  order  to 
continue  to  improve  the  program. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  DELEGATES  TO 
AMERICAN  MEDICAL  ASSOCIATION 


J.  B.  Copeland, 
Chairman, 

Troy  A.  Shafer, 

John  K.  Glen, 

G.  W.  Cleveland, 

-John  L.  Otto, 

T.  C.  Terrell, 

M.  0.  Rouse, 

J.  C.  Terrell, 

Delegate  Designate : 

R.  W.  Kimbro. 

1.  Issues  Presented  at  Recent  AMA  Meetings 

Texas  Delegates  played  a significant  role  in  for- 
mulating policies  of  the  American  Medical  Associ- 
ation at  meetings  of  the  House  of  Delegates  during 
the  1962  Annual  Meeting  on  June  24-29  in  Chicago 
and  the  1962  Clinical  Meeting  on  Nov.  26-28  in 
Los  Angeles. 

Resolutions  related  to  opposition  of  the  King- 
Anderson  bills,  opposition  to  social  security  retire- 
ment coverage  for  physicians,  medical  prepared- 
ness for  disaster,  and  support  of  the  Liberty 
Amendment  were  received  favorably  by  the  AMA 
House  of  Delegates.  Texas  physicians  also  took  an 
active  interest  in  several  other  issues. 

a.  1962  Annual  Meeting,  Chicago 

(1)  Opposition  to  the  King -Anderson  Bills. 
Texas  was  one  of  16  states  which  introduced  reso- 
lutions which  asked  the  House  of  Delegates  to  re- 
indorse the  position  of  active  opposition  to  H.R. 
4222  and  similar  legislation  providing  medical  care 
for  the  aged  through  the  Social  Security  System. 
The  Texas  resolution  pointed  out  that  such  a pro- 
gram was  unnecessary,  it  would  cover  all  benefici- 
aries regardless  of  their  need,  it  would  result  in 
governmental  control  of  medical  practice,  and  it 
would  result  in  the  deterioration  of  the  quality  of 
medical  care,  not  only  for  the  aged  but  for  the  pop- 
ulation as  a whole. 

As  a result  of  the  Texas  resolution  and  those 
presented  by  other  states,  the  House  of  Delegates 
enthusiastically  reaffirmed  the  AMA  position  of 
active  opposition  to  King-Anderson  type  legislation. 

(2)  Social  Security  Retirement  Coverage. — The 
House  of  Delegates  also  acted  favorably  on  a second 
Texas  resolution  and  those  from  nine  supporting 
states  in  reaffirming  the  AMA  position  of  opposi- 
tion to  compulsory  inclusion  of  physicians  under  the 
Social  Security  Act.  Defeated  were  two  resolutions 
in  support  of  coverage  presented  by  the  New  York 
and  Pennsylvania  delegations. 

The  Texas  resolution  pointed  out  that  the  major- 
ity of  members  of  the  medical  profession  would 
prefer  to  finance  their  retirement  programs  and 
benefits  for  their  survivors  through  nongovern- 
mental, voluntary  prepayment  systems.  A majority 
of  state  societies,  including  Texas,  which  have 
conducted  polls  of  their  members,  have  documented 
that  a majority  are  opposed  to  compulsory  coverage 
under  Title  II  of  the  Social  Security  Act.  The  reso- 
lution also  cited  the  fact  that  the  retirement  prac- 
tices of  physicians  indicate  that  they  usually  do  not 
retire  at  age  65. 
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(3)  Council  on  Medical  Education  and  Hos- 
pitals. While  gaining  favorable  consideration  of 
these  resolutions,  the  Texas  delegation  was  unsuc- 
cessful in  its  efforts  to  secure  a more  balanced 
representation  of  membership  on  the  AMA  Council 
on  Medical  Education  and  Hospitals. 

The  Texas  resolution  pointed  out  that  the  AMA 
Council  is  comprised  largely  of  career  academicians 
and  those  holding  medical  school  appointments  (8 
of  10  members).  It  further  stated  that  private  prac- 
ticing physicians  not  affiliated  with  medical  schools 
and  those  in  other  fields  of  medicine  also  have  a 
great  interest  and  responsibility  in  the  broad  realm 
of  matters  pertaining  to  medical  education  and 
to  hospitals. 

In  a parliamentary  move,  Texas  delegates  sup- 
ported a Missouri  resolution  which  stated  that  at 
least  six  members  of  the  Council  should  be  engaged 
primarily  in  the  private  practice  of  medicine  in 
hospitals  that  do  not  have  a medical  school  affilia- 
tion, and  that  not  more  than  four  members  may  be 
salaried  personnel  of  a medical  school  or  university. 

This  resolution  wras  lost,  however,  following  con- 
siderable debate  and  discussion  by  the  House  of 
Delegates.  The  prevailing  majority  supported  the 
principle  that  restrictive  provisions  should  not  be 
placed  upon  membership  of  the  AMA  Council. 

b.  1962  Clinical  Meeting,  Los  Angeles 

(1)  Medical  Preparedness  for  Disaster.— The 
House  of  Delegates  approved  a Texas  resolution 
calling  for  the  AMA  to  provide  maximum  assistance 
possible  to  all  state  societies  in  medical  prepared- 
ness for  disaster.  The  resolution  pointed  out  that 
preparedness  is  most  timely  and  necessary  in  view 
of  international  tensions  in  Cuba,  India,  Berlin, 
and  other  points  around  the  world. 

The  AMA  Council  on  National  Security  and  the 
Committee  on  Disaster  Medical  Care  have  been  en- 
gaged in  programs  designed  to  provide  assistance 
to  state  societies.  Programs  include  a pilot  plan 
involving  visits  to  Texas  and  other  states  for  the 
primary  purpose  of  attending  a regular  meeting  of 
the  state  medical  society’s  committee  on  emergency 
medical  care.  The  House  of  Delegates  commended 
the  Council  on  National  Security  and  the  Commit- 
tee on  Disaster  Medical  Care,  and  encouraged  them 
to  continue  their  important  programs. 

(2)  Support  of  Liberty  Amendment. — Texas 
Delegates  were  persistent  in  asking  the  AMA  House 
of  Delegates  for  support  of  a proposed  Constitu- 
tional amendment,  H.J.R.  23,  known  as  the  Liberty 
Amendment,  presented  in  the  87th  Congress. 

This  legislation  would  prohibit  the  federal  gov- 
ernment from  participating  in  any  business,  pro- 
fessional, commercial,  financial,  or  industrial  en- 
terprise, except  as  specified  in  the  Constitution.  It 
further  provides  that  the  constitution  or  laws  of 
any  state,  or  laws  of  the  United  States,  should  not 
be  subject  to  the  terms  of  any  foreign  or  domestic 
agreements.  The  Liberty  Amendment  also  calls  for 
the  liquidation  of  business  properties  owned  and 
operated  by  the  government  within  three  years.  A 
fourth  section  of  H.J.R.  23  would  repeal  the  16th 
Amendment  to  the  Constitution  dealing  with  the 
federal  income  tax. 

A resolution  was  presented  initially  by  the  Texas 
delegation  at  the  1962  Annual  Meeting  in  Chicago. 
No  action  was  taken  at  that  time;  instead,  it  was 
referred  to  the  Board  of  Trustees  for  consideration 
by  the  Council  on  Legislative  Activities. 


When  the  AMA  Board  of  Trustees  did  not  bring  j 
back  a favorable  report  at  the  1962  Clinical  Meet-  j 
ing,  pointing  out  that  a statement  of  a policy  on 
the  Liberty  Amendment  was  not  within  the  purview 
of  the  AMA,  the  Texas  delegation  introduced  an 
identical  resolution  at  the  1962  Clinical  Meeting  in 
Los  Angeles. 

Testimony  before  the  reference  committee  con- 
cerned the  question  as  to  whether  the  formation  of 
a policy  on  the  Liberty  Amendment  was  properly  ■ 
within  the  purview  and  activities  of  the  AMA.  It 
was  agreed  that  the  AMA  should  express  policy 
on  this  question.  The  Texas  resolution  subsequently 
was  referred  to  the  AMA  Council  on  Legislative 
Activities  for  further  study.  A report  and  recom- 
mendations are  expected  at  the  1963  AMA  Annual 
Meeting  in  June  at  Atlantic  City. 

(3)  Discussion  on  Drug  Relationships. — Texas 
physicians  contributed  significantly  to  a spirited 
debate  in  reference  committee  in  regard  to  physi- 
cian ownership  of  drug  stores,  drug  repackaging 
houses,  and  drug  companies.  The  AMA  Judicial 
Council,  after  deliberation  and  study,  had  expressed 
the  opinion  that  it  is  unethical  for  a physician  to 
participate  in  the  ownership  of  a drug  store  in  his 
medical  practice  area  unless  adequate  drug  store 
facilities  are  otherwise  unavailable.  This  opinion 
represented  a modification  of  the  existing  opinion. 
The  Judicial  Council  previously  had  expressed  the 
view  that  it  does  not  believe  it  can  be  considered 
unethical  for  a physician  to  own  or  operate  a 
pharmacy  provided  that  there  is  no  exploitation  of 
the  patient. 

Texas  physicians  spoke  in  favor  of  the  proposed 
opinion  which  would  make  more  firm  the  ethical 
standards  related  to  ownership  of  pharmacies  by 
physicians.  Dr.  James  H.  Sammons,  Highlands, 
presented  the  views  of  the  TMA  Board  of  Coun- 
cilors. Testimony  also  was  given  by  Dr.  Robert 
Mayo  Tenery,  Waxahachie,  TMA  President-Elect. 

Dr.  Sammons  pointed  out  that  the  ownership  of 
pharmacies  by  physicians  had  increased  significant- 
ly in  recent  years.  He  expressed  the  view  that  it 
is  unethical  for  physicians  to  own  pharmacies  or 
to  be  limited  or  part  owners.  He  further  pointed  out 
that  this  practice  is  not  in  the  public  interest,  and 
that  it  has  adversely  affected  relationships  with 
pharmacists.  He  supported  the  position  that  any 
arrangement  by  which  the  physician  profits  from 
the  remedy  he  prescribes  or  supplies  is  unethical. 

Considerable  opposition  was  voiced  to  the  pro- 
posed stiffening  of  the  opinion,  however.  Points 
cited  in  opposition  included  (a)  the  constitutional 
rights  of  the  physician  would  be  violated  if  he 
were  denied  the  opportunity  to  own  a pharmacy; 
(b)  drug  stores  are  maintained  by  some  physicians 
as  a service  to  their  patients;  and  (c)  questions  of 
ethics  should  be  handled  at  the  local  level  by  county 
medical  societies;  consequently,  no  action  by  the 
AMA  was  needed  or  indicated. 

The  AMA  House  of  Delegates  voted  not  to  take 
any  action  on  that  issue,  but  to  return  it  to  the 
Judicial  Council  for  further  study  and  report. 

Similarly,  no  action  was  taken  on  modifications 
of  opinions  by  the  Judicial  Council  concerning  drug 
repackaging  companies  and  stock  ownership  by 
physicians  in  pharmaceutical  firms.  The  Council 
had  expressed  the  opinion  that  it  is  unethical  for 
a physician  to  own  or  have  an  interest  in  a drug 
repackaging  company  under  any  circumstances,  and 
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that  it  is  unethical  for  a physician  to  own  stock  in 
a pharmaceutical  company  which  he  can  control 
while  actively  engaged  in  the  private  practice  of 
medicine. 

Texas  physicians  also  supported  those  opinions 
at  hearings  before  the  reference  committee.  They 
pointed  out  that  several  state  and  county  societies 
charged  with  enforcing  the  Principles  of  Medical 
Ethics  have  been  confronted  with  complaints  re- 
garding small  pharmaceutical  companies  which  are 
owned  or  partly  owned  by  physicians.  Complaints 
that  physicians  have  formed  corporations  to  re- 
package and  sell  drugs  under  a corporate  name  also 
have  been  received. 

“There  is  ethical  concern  about  the  propriety  of 
physicians  owning  stock  in  pharmaceutical  com- 
panies which  they  can  control  while  in  the  active 
practice  of  medicine,”  Dr.  Sammons  testified.  “A 
physician  who  owns  stock  in  a small  company  may 
not  be  able  to  divorce  this  relationship  from  the 
practice  of  medicine  and  the  treatment  of  patients 
in  prescribing  drugs  supplied  by  a firm  which  sells, 
repackages,  or  manufactures.” 

2.  Appreciation  to  Members 

Texas  Delegates  and  Alternate  Delegates  wish  to 
express  appreciation  to  a large  number  of  physi- 
cians, Auxiliary  members,  and  Executive  Secre- 
taries of  county  medical  societies  who  contributed 
their  time  and  services  at  the  AMA  Annual  and 
Clinical  Meetings.  Without  their  support,  it  would 
have  been  extremely  difficult  for  the  Texas  dele- 
gation to  fulfill  its  responsibilities  fully  at  the 
AMA  meetings. 

REPORT  OF  REFERENCE  COMMITTEE 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Delegates  to  the 
American  Medical  Association. — The  Committee 
would  like  to  heartily  commend  our  delegates  to  the 
American  Medical  Association  for  their  diligent  and 
untiring  efforts  in  representing  Texas  at  the  na- 
tional level. 

The  Reference  Committee  studied  the  issues  pre- 
sented at  recent  American  Medical  Association 
meetings  by  our  delegates  to  the  AMA.  Particular 
attention  was  given  to  the  problems  of  the  Council 
on  Medical  Education  and  Hospitals.  The  Commit- 
tee requests  that  our  delegation  continue  to  observe 
activities  of  the  Council  on  Medical  Education  and 
Hospitals  and  work  diligently  in  the  future  to  at- 
tempt to  get  more  private  practitioners  on  the 
Council. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  EXECUTIVE  BOARD 


George  W.  Waldron, 
President, 

C.  Lincoln  Williston, 

Executive  Secretary. 


1.  Fall  Meeting,  Sept.  23,  1962 

Safety  and  effectiveness  of  the  Sabin  poliomyelitis 
vaccine,  the  dangers  of  helmet  blocking  in  inter- 
scholastic football,  and  legislation  to  be  presented 
in  the  1963  Texas  Legislature  were  just  a few  of 
the  issues  which  were  considered  by  the  Associa- 
tion’s Executive  Board  at  a lengthy  session  in  Aus- 
tin on  Sunday,  Sept.  23. 

The  Executive  Board  took  definitive  positions  on 
those  issues  which  required  action  at  the  time. 
Nevertheless,  it  deferred  action  on  those  questions 
which  did  not  necessitate  immediate  attention,  and 
major  policy  issues  which  more  properly  should  be 
evaluated  by  the  House  of  Delegates. 

At  a time  when  the  issue  was  before  the  public, 
for  example,  the  Executive  Board  concurred  in  the 
recommendation  of  the  Committee  on  Public  Health 
that  the  Sabin  poliomyelitis  vaccine  is  safe  and  ef- 
fective. It  endorsed  and  encouraged  use  of  Type  I 
and  Type  II  on  a community  wide  basis  at  a time 
to  be  determined  by  local  medical  authorities. 

The  Executive  Board  also  supported  the  position 
of  a special  committee  to  study  the  dangers  of  hel- 
met blocking,  and  approved  a resolution  from  the 
Committee  on  Nuclear  Medicine  opposing  proposed 
Federal  Drug  Administration  regulations,  particu- 
larly as  they  related  to  radioactive  drugs,  as  being 
contrary  to  Congressional  intent. 

The  Executive  Board  supported  most  recommen- 
dations of  the  Council  on  Medical  Jurisprudence 
and  Association  committees  on  legislation  scheduled 
to  be  considered  at  the  57th  State  Legislature.  Plans 
for  the  1963  Annual  Session  and  a few  changes  in 
format  from  previous  years  also  were  sanctioned. 

Many  other  progress  reports  from  councils  and 
committees  were  received.  Inasmuch  as  all  recom- 
mendations of  officers,  boards,  councils,  and  com- 
mittees must  be  considered  by  the  House  of  Dele- 
gates, and  are  published  in  this  Handbook  for  Dele- 
gates, it  is  not  advisable  to  cite  the  many  reports 
which  were  brought  to  the  attention  of  the  Execu- 
tive Board. 

2.  Winter  Meeting,  Jan.  20,  1963 

Medical  and  health  legislation  to  be  considered 
during  the  58th  Texas  Legislature  and  voluntary 
professional  association  with  cultists  attracted  top 
consideration  at  the  winter  meeting  of  the  Associa- 
tion’s Executive  Board  in  Austin  on  Sunday,  Jan. 
20. 

The  Executive  Board  approved  support  of  two 
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bills  to  be  authored  by  the  Texas  Medical  Associa- 
tion. One  exempts  physicians  from  liability  for  the 
release  of  information  to  cancer  registries,  boards 
of  censors,  maternal  mortality  committees,  and  other 
organizations  for  scientific  study  and  analysis.  A 
second  bill  to  be  sponsored  by  TMA  will  place  the 
sale  of  paregoric  on  a prescription  basis. 

Association  positions  also  were  expressed  on  the 
second  phase  of  the  Kerr-Mills  Act  providing  medi- 
cal aid  to  the  aged  and  numerous  other  measures. 

At  the  meeting,  the  Board  of  Councilors  repeated 
its  statement  that  voluntary  professional  association 
with  cultists  is  unethical.  The  Committee  on  Profes- 
sional Insurance  announced  plans  to  conduct  another 
survey  of  the  TMA  membership  on  suits,  threats, 
patient  dissatisfactions,  settlements,  and  complaints 
involving  insurance  carriers.  Miss  Pauline  Duffield 
was  honored  for  her  ten  years  of  service  as  Li- 
brarian. 

While  the  Executive  Board  took  a position  on  all 
measures  requiring  immediate  action,  it  merely  re- 
ceived most  reports  submitted  by  boards  and  coun- 
cils. The  Executive  Board  once  again  assumed  the 
position  that  it  should  not  state  policy  on  those  is- 
sues which  do  not  require  immediate  action  and  on 
major  questions  which  properly  should  be  consid- 
ered by  the  House  of  Delegates.  Reports  and  recom- 
mendations of  boards  and  councils  are  contained  in 
the  Handbook.  Therefore,  it  is  not  necessary  to  cite 
the  many  reports  presented  to  the  Executive  Board 
at  the  winter  meeting. 

3.  Quorum  for  Meetings 

Membership  of  the  Association’s  Executive  Board 
has  increased  appreciably  in  recent  years,  from  43 
in  1956  to  54  at  present.  At  least  two  more  will  be 
added  this  year  following  the  election  of  a ninth 
delegate  and  alternate  to  the  American  Medical  As- 
sociation. 

The  Executive  Board  presently  is  comprised  of 
elective  officers,  members  of  the  Board  of  Trustees, 
the  Board  of  Councilors,  all  AMA  delegates  and 
alternate  delegates,  all  members  of  the  Council  on 
Medical  Jurispnidence,  and  the  chairmen  of  all 
councils. 

With  the  increase  in  membership  of  the  Execu- 
tive Board,  there  is  one  provision  of  the  By-Laws 
which  undoubtedly  should  be  reconsidered.  The  By- 
Laws  states  that  12  members  of  the  Executive 
Board  shall  constitute  a quorum. 

The  quorum  of  12  members  seems  unusually  small 
in  view  of  the  responsibility  of  the  Executive  Board 
to  establish  policies  of  the  Association,  subject  to 
affirming  approval  of  the  ensuing  House  of  Dele- 
gates. The  By-Laws  provides  that  the  Executive 
Board  could  approve  a resolution  or  motion  in  con- 
travention with  a policy  adopted  by  the  House  of 
Delegates  on  a vote  of  a majority  of  three-fourths 
of  those  present.  Thus,  it  technically  might  be  pos- 
sible for  nine  physicians,  of  12  remaining  at  a 
lengthy  session,  to  reverse  an  action  of  the  House 
of  Delegates. 

The  question  of  a quorum  for  the  Executive  Board 
has  been  called  to  the  attention  of  the  Council  on 
Constitution  and  By-Laws. 

REPORTS  OF  REFERENCE  COMMITTEES 
Reports  of  Officers  and  Committees 

Dr.  A.  Rex  Kirkley:  Report  of  Executive  Board, 


except  Section  2,  paragraph  2,  and  Section  3. — The 
report  of  the  Executive  Board  was  read  and  the 
following  change  was  made: 

The  title  of  Section  1 should  read  “Fall  Meeting, 
Sept.  23,  1962”  instead  of  “1963”. 

The  Committee  commends  the  Executive  Board  for 
not  taking  action  on  major  questions  which  should 
be  considered  by  the  House  of  Delegates. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Report  of  the  Executive  Board, 
Section  2,  paragraph  2. — The  Committee  approved 
this  portion  of  the  report  of  the  Executive  Board  as 
will  be  shown  later  in  the  report  from  the  Council  on 
Medical  Jurisprudence.  [See  page  605,  bottom  of  col- 
umn 2.] 

[The  report  of  the  Reference  Committee  was 
adopted.] 


Constitution  and  By-Laws 

Dr.  Howard  T.  Barkley:  Report  of  the  Executive 
Board,  Section  3 only;  Supplementary  Report  of 
Council  on  Constitution  and  By-Laws,  Section  3. — 
In  the  Report  of  the  Executive  Board,  it  was  pointed 
out  that  although  the  membership  of  the  Executive 
Board  has  increased  to  56,  the  By-Laws  still  provide 
that  12  members  of  the  Board  shall  constitute  a 
quorum.  Thus,  it  is  technically  possible  for  nine 
physicians  (the  required  three-fourths  majority)  to 
reverse  an  action  of  the  House  of  Delegates. 

The  Executive  Board  reported  that  the  provision 
for  a quorum  should  be  reconsidered,  and  noted  that 
the  situation  had  been  brought  to  the  attention  of 
the  Council  on  Constitution  and  By-Laws. 

The  Council  on  Constitution  and  By-Laws,  in  its 
supplementary  report  (section  3)  recommended  that 
all  references  to  quorums  be  deleted  from  the  Con- 
stitution and  By-Laws.  The  effect  of  such  deletions 
would  be  that  for  any  body  of  the  Association,  50 
per  cent  plus  1 of  that  body’s  membership  would 
constitute  a quorum,  as  provided  in  Robert’s  Rules 
of  Order,  Revised. 

The  Reference  Committee  recommends  the  approv- 
al of  Section  3 of  the  Report  of  the  Executive 
Board,  and  Section  3 of  the  Supplementary  Report 
of  the  Council  on  Constitution  and  By-Laws. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COUNCIL 
ON  ANNUAL  SESSION 


Dr.  Sehested 


Herman  C.  Sehested, 
Chairman, 

Max  E.  Johnson, 
Mavis  P.  Kelsey, 
John  P.  McGovern, 
Dennis  M.  Voulgaris. 
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1.  1963  Annual  Session 

The  Council  on  Annual  Session  has  held  three 
weekend  planning  sessions  in  Austin  with  officers 
of  the  scientific  sections  and  related  organizations 
which  meet  with  the  TMA.  An  outstanding  scien- 
tific program  has  been  assembled.  Ciba’s  closed 
circuit  television,  Eidophor,  again  will  be  used.  In 
addition  to  the  usual  scientific  programs  a series 
of  “Curbstone  Consultations”  will  be  held  Monday 
night. 

Excellent  scientific  and  technical  exhibits  have 
been  secured,  and  social  and  sports  events  have 
been  scheduled. 


2.  Request  for  Section  on  Cardiovascular  Diseases 

The  Council  considered  the  request  of  the  Com- 
mittee on  Cardiovascular  Diseases  that  a new  scien- 
tific section  be  formed.  It  was  the  feeling  of  the 
Council  that  the  Committee  should  first  request 
time  on  the  Section  on  Internal  Medicine  program 
or  some  other  section  and  should  present  a portion 
of  the  program  on  cardiovascular  diseases  for  a 
year  or  two.  This  would  give  an  opportunity  to 
test  the  extent  of  interest  in  such  a program  prior 
to  recommending  the  formation  of  a new  scientific 
section. 


3.  Selection  of  Annual  Session  Sites  Five  Years  in  Advance 

The  Council  approved  the  recommendation  of  the 
Executive  Secretary  that  Annual  Session  sites  and 
dates  be  approved  tentatively  five  years  in  advance. 
The  Executive  Secretary  and  Council  feel  that  this 
could  be  done  without  change  in  the  Constitution 
by  making  fourth  and  fifth  year  selections  tentative 
only. 


SUPPLEMENTARY  REPORT  OF 
COUNCIL  ON  ANNUAL  SESSION 

1.  Recommendation  by  State  AMA-ERF  Committee 

The  Council  on  Annual  Session  has  discussed  and 
considered  the  recommendation  of  the  Committee  on 
AMA-ERF  regarding  the  presentation  of  certificates 
to  county  medical  societies  with  100  per  cent  partici- 
pation. The  Council  agrees  that  the  certificates 
should  be  presented  but  feels  it  would  be  more  ef- 
fective to  present  the  certificates  before  the  House 
of  Delegates.  In  the  House  of  Delegates  all  county 
societies  would  be  represented,  and  delegates  might 
be  encouraged  to  ask  their  societies  to  consider  as- 
sessment programs  or  other  methods  to  stimulate 
participation.  The  Council  also  wishes  to  point  out 
that  the  general  meetings  on  Monday  and  Tuesday 
are  devoted  entirely  to  scientific  papers  and  no 
presentations  of  any  kind  are  scheduled. 

REPORT  OF  REFERENCE  COMMITTEE 
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section  [portion]  of  this  report  and  wishes  to  com- 
mend the  Committee  on  General  Arrangements  for 
the  Annual  Session  and  the  Committee  on  Scientific 
Exhibits. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Section  2 of  Report  of  Council  on  Annual  Session 
and  Section  1,  paragraph  2 of  the  Supplementary 
Report  of  the  Council  on  Scientific  Advancement, 
arid  Section  6 of  Report  of  Committee  on  Cardiovas- 
cular Diseases. — Request  for  Section  on  Cardiovas- 
cular Diseases. 

The  Reference  Committee  reviewed  the  Report  of 
the  Committee  on  Cardiovascular  Diseases  and  the 
Supplementary  Report,  Section  6,  in  which  a re- 
quest is  made  for  a separate  section  on  Cardiovas- 
cular Diseases.  The  Council  on  Scientific  Advance- 
ment in  its  Supplementary  Report  supports  this 
request.  The  Council  on  Annual  Session  feels  that 
before  a separate  section  is  formed  a portion  of  the 
program  of  one  of  the  other  sections  should  be  al- 
lotted to  Cardiovascular  Diseases  for  a year  or  two. 
The  Reference  Committee  recommends  approval  of 
[the  recommendation  of  the  Council  on  Annual  Ses- 
sion]. 

[The  report  of  the  Reference  Committee  as 
amended  by  bracketed  words  was  adopted.] 

Dr.  Launey:  Report  of  Council  on  Annual  Session, 
Section  3. — Selection  of  Annual  Session  Sites  Five 
Years  in  Advance.  The  Reference  Committee  recom- 
mends approval. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Dr.  Launey:  Supplementary  Report  of  Council  on 
Annual  Session. — Recommendation  by  State  AMA- 
ERF  Committee.  The  Reference  Committee  recom- 
mends not  giving  certificates  for  100  per  cent  par- 
ticipation in  AMA-ERF. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  GENERAL  ARRANGEMENTS 
FOR  ANNUAL  SESSION 


Dr.  Quinn 


Lester  H.  Quinn, 
Chairman, 

Guy  T.  Denton,  Jr., 
Vice-Chairman, 
Ben  A.  Merrick, 
Elgin  W.  Ware,  Jr., 
Harold  C.  Boehning. 


1.  Annual  Dinner-Dance 


Dr.  G.  V.  Launey:  Report  of  the  Council  on  An- 
nual Session,  Section  1 ; Report  of  Committee  on 
General  Arrangements  for  Annual  Session;  and  Re- 
port of  Committee  on  Scientific  Exhibits. — The 
Reference  Committee  recommends  approval  of  this 


The  annual  dinner-dance  will  be  held  in  the 
Grand  Ballroom  of  the  Statler  Hilton  Hotel  Tues- 
day, April  30,  at  8 p.m.  The  price  per  ticket  has 
been  set  at  $8.50  per  person.  A1  Nilsen’s  Orchestra 
has  been  secured  for  the  evening.  Tickets  are  being 
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handled  by  the  Texas  Medical  Association  busi- 
ness office.  Dr.  Jabez  Galt  is  chairman  for  the 
event. 

2.  Public  Lectures 

Mr.  Eugene  N.  Beesley,  president  of  Eli  Lilly 
and  Company,  will  speak  to  the  Dallas  Kiwanis 
Club  at  noon  Tuesday,  April  30. 

Dr.  George  M.  Fister,  president  of  the  American 
Medical  Association,  will  speak  to  the  Dallas  Rotary 
Club  on  Wednesday,  May  1,  at  noon.  Rotarian  doc- 
tors will  attend  the  luncheon  and  sit  in  a group. 
Other  speaking  engagements  for  Association  guests 
are  being  arranged.  Dr.  Tom  E.  Smith  is  chairman 
for  the  public  lectures  subcommittee. 

3.  Sports 

A golf  tournament  has  been  arranged  for  Mon- 
day, April  29,  at  Glen  Lakes  Country  Club.  A skeet 
shoot  will  be  arranged  if  desired  by  enough  mem- 
bers. Dr.  B.  C.  Halley,  Jr.,  is  in  charge  of  sports 
events,  and  Dr.  M.  M.  Scurry  is  chairman  for  the 
skeet  shoot. 

4.  First  Aid 

A first  aid  station  will  be  set  up  in  the  Adolphus 
Hotel.  Bolton  Boone,  D.D.,  Administrator  of  the 
Methodist  Hospital,  has  offered  the  services  of  the 
chief  nurse  from  emergency  and  the  use  of  a Ben- 
nett intermittent  pressure  machine.  Dr.  Boone  will 
also  supply  linens,  if  necessary.  Aloe  Company  is 
furnishing  equipment  for  the  station.  The  supply 
of  drugs  for  emergency  use  will  be  supplied  by  one 
of  the  local  drug  stores.  A committee  of  seven  doc- 
tors will  man  the  station  full  time  during  the  meet- 
ing. Chairman  is  Dr.  Samuel  R.  Brown. 


Jacob  H.  Robbins,  Phi  Delta  Epsilon;  Donald  A. 
Sutherland,  Phi  Rho  Sigma;  James  K.  Peden,  Theta 
Kappa  Psi;  and  Tom  M.  Nash,  Alpha  Kappa  Kappa. 

7.  Women  Physicians 

Texas  Women  Physicians  will  meet  at  7:30  a.m., 
Tuesday,  April  30,  in  the  English  Room,  Baker  Ho- 
tel, for  breakfast. 

Tickets  will  be  on  sale  in  registration  area.  Dr. 
Katharine  Bennett  is  chairman. 

8.  Class  Reunions 

Several  class  reunions  have  been  planned  on 
Saturday  and  Sunday  evenings. 

9.  Memorial  Services 

Memorial  Services  will  be  held  in  Embree  Hall, 
First  Baptist  Church,  Ervay  Street  at  San  Jacinto, 
5-5:30  p.m.,  Sunday,  April  28  (5  to  6 blocks  from 
Adolphus  and  Baker  Hotels).  Chairman  is  Dr.  T. 
Haynes  Harvill. 

10.  Other  Committees 

The  following  committees  are  ready  to  work  with 
the  appropriate  state  committees  at  the  time  of 
the  Annual  Session : Information,  Dr.  Allen  Cren- 
shaw, Jr.,  Chairman;  Publicity,  Dr.  Don  G.  Harrel, 
Chairman;  Technical  Exhibits,  Dr.  Kenneth  Foree, 
III,  Chairman;  Scientific  Exhibits,  Dr.  Wallace  H. 
Bassett,  Chairman. 

REPORT  OF  REFERENCE  COMMITTEE 

[See  Report  of  Reference  Committee  on  Scientific 
Work,  page  585,  column  1.] 


5.  Alumni  Banquets 

Baylor  University  College  of  Medicine  has  sched- 
uled no  meeting. 

Tulane  University  School  of  Medicine  alumni 
group,  with  chairman  Dr.  Jack  B.  Griffin,  will 
meet  in  the  Silver  Room,  Statler  Hilton  for  cock- 
tails at  7 p.m.  with  dinner  at  8 p.m.  on  Saturday, 
April  27. 

The  University  of  Texas  Medical  Branch  will  meet 
in  the  Roof  Garden,  Adolphus  Hotel  at  6:30  p.m., 
Saturday,  April  27.  Arrangements  are  being  made 
by  Miss  Mildred  M.  Robertson,  University  of  Texas 
Alumni  Association  and  Dr.  William  H.  Pickett. 

The  University  of  Texas  Southwestern  Medical 
School  of  Dallas  will  meet  in  the  Century  Room  of 
the  Adolphus  Hotel  at  7 p.m.,  Saturday,  April  27. 
Chairman  is  Dr.  Allen  M.  Fain.  Although  not  an 
official  function  of  the  alumni  association,  South- 
western alumni  are  cordially  invited  to  attend. 

6.  Fraternity  Parties 

Fraternity  parties  are  set  for  6:30  to  7:30  p.m., 
Tuesday,  April  30,  in  the  Statler-Hilton  Hotel,  im- 
mediately preceding  the  Annual  Dinner-Dance  (food 
will  not  be  served  at  the  fraternity  parties).  Tickets 
will  be  on  sale  in  the  registration  area. 

Chairmen  are  James  Holman,  Phi  Chi;  George  A. 
Balia,  Nu  Sigma  Nu;  Charles  L.  Bloss,  Phi  Beta  Pi; 


REPORT  OF  COMMITTEE 
ON  SCIENTIFIC  EXHIBITS 


Jasper  H.  Arnold, 
Chairman, 

John  A.  Welty, 

John  E.  Johnson,  Jr., 
J.  Frank  Beall, 
Thomas  U.  Taylor,  II, 
Walter  Long, 

Olin  B.  Gober, 

Nathan  Cedars, 

James  G.  Morris. 


Dr.  Arnold 

The  Committee  has  met  twice  since  the  last  An- 
nual Session  with  excellent  attendance. 

1.  Classification  of  Exhibits 

On  Sept.  22,  classification  of  exhibits  was  re- 
viewed and  the  status  remains  unchanged. 

2.  Popularity  Poll  To  Be  Dropped 

It  was  voted  to  drop  the  popularity  poll. 
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3.  Judging  Basis  Changed 

The  basis  for  judging  the  exhibits  was  changed. 
Point  value  allocated  to  each  category  is  as  follows : 

a.  Clarity,  effectiveness,  and  personal  presenta- 
tion, 40  per  cent. 

b.  Practical  value,  20  per  cent. 

c.  Contribution  to  basic  knowledge,  20  per  cent. 

d.  Miscellaneous  (newness,  originality),  20  per 
cent. 

4.  New  Application  Form 

A new  application  form  was  approved. 

5.  Selection  of  Exhibits 

At  the  meeting  on  Jan.  19,  1963,  the  floor  plan  of 
the  Dallas  Exhibition  Hall  was  reviewed  and  38 
applications  for  scientific  exhibits  were  acted  upon. 

Other  items  discussed  were  health  fair  type  ex- 
hibits for  the  public  and  books  on  scientific  ex- 
hibits. It  was  agreed  that  space  would  be  allocated 
to  Texas  Medical  Association  members  before  out- 
of-state  exhibitors  are  selected.  It  was  also  decided 
that  all  out-of-state  exhibitors  would  be  screened 
for  AMA  membership  or,  if  the  application  is  from 
a hospital  group,  for  accreditation  of  the  hospital. 
Promotion  and  publicity  effort  on  securing  worth- 
while scientific  exhibits  was  discussed  and  Dale 
Werner’s  actions  in  this  matter  were  approved. 

Since  the  last  meeting,  approximately  one  dozen 
additional  applications  have  been  reviewed  and 
acted  upon  by  mail. 

REPORT  OF  REFERENCE  COMMITTEE 

[See  Report  of  Reference  Committee  on  Scientific 
Work,  page  585,  column  1.] 

REPORT  OF  COUNCIL  ON 
CONSTITUTION  AND  BY-LAWS 


Dr.  Billups 


J.  T.  Billups, 
Chairman, 
Stephen  R.  Lewis, 
J.  J.  Andujar, 
George  M.  Jones, 
M.  D.  Thomas. 


1.  State  Medicine 

In  the  interest  of  less  offensive  phraseology,  the 
following  change  in  the  Constitution  has  been  pro- 
posed. In  Art.  I,  Sec.  2,  change  lines  13  and  14  to 
read  “.  . . in  regard  to  the  great  problems  of  medi- 
cine in  Texas”,  etc. 

As  provided  in  the  Constitution  concerning 
amendments,  this  proposed  change  must  lay  over 
until  the  next  Annual  Session. 


2.  Annual  Session  Attendance  Requirement  Rule  on  Eligibility 

for  Election  to  Office 

The  By-Laws  were  changed  in  1961  deleting  the 
requirement  that  persons  elected  to  office  must  be 
in  attendance  at  the  Annual  Session.  The  provision 
was  overlooked  in  the  Constitution  and  should  be 
removed. 

Change  Art.  Ill,  Sec.  3,  by  deleting  “who  is  not 
in  attendance  on  that  annual  session,  and  . . .”. 

Being  a Constitutional  amendment,  this  also  must 
lay  over  until  the  next  Annual  Session. 

3.  Change  of  Name  of  the  Committee  on  American  Medical 

Education  Foundation 

At  the  last  Annual  Session,  the  Council  on  Medi- 
cal Education  and  Hospitals  recommended  changing 
the  name  of  the  “Committee  for  American  Medical 
Education  Foundation”  to  the  “Committee  for  the 
American  Medical  Association  Education  and  Re- 
search Foundation”.  The  change  was  approved  by 
action  of  the  House  of  Delegates,  but  specific  By- 
Law  changes  have  not  been  voted  upon.  To  imple- 
ment this  the  following  By-Laws  change  is  pro- 
posed : 

Change  Ch.  VIII,  Sec.  6(a)  to  read  “Committee 
for  the  American  Medical  Association  Education 
and  Research  Foundation”,  etc. 

The  Council  recommends  this  change. 

4.  Nominating  Committee 

For  the  past  two  years  the  Council  on  Constitu- 
tion and  By-Laws  has  studied  the  problem  of  more 
properly  selecting  our  best  talent  for  certain  posi- 
tions in  the  official  family  of  the  Texas  Medical 
Association.  Many  proposals  have  been  studied  and 
discarded.  The  best  solution  at  this  time  appears  to 
be  the  election  of  a nominating  committee  by  the 
House  of  Delegates  at  each  Annual  Session.  To  im- 
plement this  the  following  By-Law  amendments 
are  proposed: 

Change  Ch.  VI  by  adding  Sec.  16  which  would 
read : 

“The  House  of  Delegates  shall  elect  a nomina- 
tions board  of  five  members  from  ten  or  more  nomi- 
nated from  the  floor,  none  of  whom  hold  an  elective 
office  by  the  Texas  Medical  Association  House  of 
Delegates.  The  board  shall  be  elected  at  the  annual 
session  after  other  elections  have  been  completed. 

“The  duty  of  the  nominations  board  shall  be  to 
study  the  record  of  available  members,  particularly 
with  regard  to  their  performance  in  assignments  in 
the  Texas  Medical  Association,  and  to  nominate  one 
or  more  candidates  for  President-Elect,  Vice  Pres- 
ident, Secretary,  Treasurer,  Speaker,  and  Vice 
Speaker  when  vacancies  occur,  and  to  nominate  two 
or  more  candidates  for  each  vacancy  in  the  Board 
of  Trustees,  delegates  and  alternate  delegates  of 
the  American  Medical  Association.” 

Amend  Ch.  7,  Sec.  1,  after  the  first  sentence  to 
read : 

“Nominations  shall  be  made  by  the  nominations 
board  in  accordance  with  Chapter  6,  Section  16,  of 
these  By-Laws,  and  from  the  floor  of  the  house  by 
members  of  the  house.” 

The  Council  strongly  recommends  the  adoption  of 
this  proposal. 
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SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  CONSTITUTION  AND  BY-LAWS 

1.  Annual  Session  Attendance  Requirement 

It  has  been  pointed  out  to  the  Council  that  the 
deletion  referred  to  in  the  Council’s  Initial  Report 
may  well  involve  a matter  of  interpretation  that  the 
House  of  Delegates  intended  that  the  deletion  in 
1961  include  the  Constitution,  that  the  subject  was 
intended  to  be  automatically  tabled  for  the  year’s 
requirement  before  being  voted  upon,  and  that  the 
proposed  deletion  from  the  Constitution  can  now  be 
voted  upon  at  this  session. 

Recommendation:  The  Council  concurs  in  this 
opinion  and  recommends  the  change  at  this  session. 

2.  Nominations  Board 

The  Council  unanimously  agreed  that  the  nomi- 
nating committee  referred  to  in  the  Initial  Report 
be  called  a Nominating  Board,  and  that  the  first 
sentence  of  the  change  in  Chapter  VI,  Section  16, 
recommended  in  the  Initial  Report  should  read : 

“The  House  of  Delegates  shall  elect  a nominations 
board  of  five  members  of  the  Association  from  ten 
or  more  nominated  from  the  floor,  none  of  whom 
hold  any  elective  position  by  the  Texas  Medical  As- 
sociation House  of  Delegates.” 

Recommendation:  The  Council  recommends  ap- 
proval of  these  changes. 

3.  Quorums 

The  Council  has  for  some  time  been  aware  of  the 
unrealistic  quorum  requirement  of  the  Executive 
Board,  the  House  of  Delegates,  and  other  bodies  of 
the  Association. 

Recommendation : It  is  recommended  that  all  refer- 
ences to  quorum  be  deleted  from  the  Constitution  and 
By-Laws. 

4.  Attendance  at  Annual  Session 

As  pointed  out  in  the  Executive  Board  Report, 
poor  attendance  at  Executive  Board  meetings  occa- 
sionally has  been  serious,  and  it  is  always  a potential 
hazard.  In  this  regard,  a change  in  the  By-Laws  is 
indicated.  Change  Chapter  VI,  Section  13,  by  adding 
a paragraph  following  the  second  paragraph  of  that 
Section  to  read : 

“If  any  member  of  the  Executive  Board  fails  to 
attend  two  regular  meetings  of  the  Board  in  suc- 
cession without  extremely  important  excuse,  the  of- 
fice shall  be  declared  vacant.” 

Recommendation : The  Council  is  unanimous  in  its 
strong  recommendation  of  this  change. 

5.  Memorial  Services 

It  has  been  brought  to  our  attention  that  there  is 
only  one  Memorial  Service  annually,  and  that  the 
By-Laws  be  corrected  to  conform.  Change  Chapter 
VIII,  Section  3(c)  by  deleting  the  “s”  from  “Serv- 
ices” and  in  line  7,  following  the  word  “conduct”, 
add  the  word  “an”. 

Recommendation:  The  Council  recommends  this 
change. 

6.  Amendments 

In  the  interests  of  good  grammar,  Chapter  XVII, 


Section  1 of  the  By-Laws  should  be  corrected  by 
substituting  the  word  “lain”  instead  of  “laid”  so  that 
the  Section  would  read: 

“These  By-Laws  may  be  amended  at  any  annual 
session  by  a majority  vote  of  the  House  of  Delegates, 
after  the  amendment  has  lain  on  the  table  one  day.” 

Recommendation:  The  Council  recommends  that 
this  change  be  made. 

REPORT  OF  REFERENCE  COMMITTEE 
Constitution  and  By-Laws 

Dr.  Howard  T.  Barkley:  Report  of  Council  on  Con- 
stitution and  By-Laws,  Sections  1 and  3. — The  Ref- 
erence Committee  approves  the  recommendation  that 
in  Article  I,  Section  2 of  the  Constitution,  lines  13 
and  14  be  changed  to  read:  “.  . . in  regard  to  the 
great  problems  of  medicine  in  Texas,  . . .”.  Since  this 
is  a constitutional  change,  no  action  can  be  taken 
until  the  1964  Annual  Session. 

The  Reference  Committee  recommends  that  the 
name  of  the  “Committee  for  American  Medical  Edu- 
cation Foundation”  be  changed  to  “Committee  for  the 
American  Medical  Association  Education  and  Re- 
search Foundation”,  and  that  the  indicated  change 
be  made  in  Chapter  VIII,  Section  6(a)  of  the  By- 
Laws. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Dr.  Barkley:  Report  of  Council  on  Constitution 
and  By-Laws,  Section  2;  Supplementary  Report  of 
Council  on  Constitution  and  By-Laws,  Section  1. — 
The  Council,  in  its  Initial  Report,  pointed  out  that 
although  the  By-Laws  were  changed  in  1961  deleting 
the  requirement  that  persons  elected  to  office  must 
be  in  attendance  at  the  Annual  Session,  the  same 
provision  in  the  Constitution  was  overlooked,  and 
should  be  removed.  Article  III,  Section  3,  should  be 
changed  by  deleting  the  phrase,  “.  . . who  is  not  in 
attendance  on  that  annual  session  . . .”.  Technically, 
this  change  in  the  Constitution  could  not  be  effected 
until  the  1964  Annual  Session. 

In  its  Supplementary  Report,  the  Council  stated 
that  the  intent  of  the  House  of  Delegates,  in  ap- 
proving the  deletion  in  the  By-Laws  in  1961,  might 
be  interpi’eted  to  include  the  Constitution,  that  the 
subject  was  intended  to  be  held  over  automatically 
for  one  year  (until  1962)  before  being  voted  upon, 
and  that  the  proposed  deletion  can  be  voted  upon  at 
this  Annual  Session. 

The  Reference  Committee  requested  that  the 
Board  of  Councilors  rule  upon  the  intent  of  the 
House  and  the  legality  of  such  an  action,  and  the 
Board  ruled  that  this  deletion  can  be  voted  upon 
and,  if  passed,  effected  at  this  time. 

The  Committee  approves  this  poi’tion  of  the  Re- 
port of  the  Council  on  Constitution  and  By-Laws 
and  of  its  Supplementary  Report,  and  recommends 
that  the  words  “who  is  not  in  attendance  on  that 
annual  session”  be  deleted  from  Article  III,  Section 
3 of  the  Constitution. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Dr.  Barkley:  Report  of  the  Council  on  Consti- 
tution and  By-Laws,  Section  i;  Supplementary  Re- 
port of  the  Council  on  Constitution  and  By-Laws, 
Section  2. — For  the  past  several  years,  the  Council 
on  Constitution  and  By-Laws  has  studied  the  prob- 
lem of  setting  up  the  most  democratic  and  effective 
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method  possible  for  selecting  the  best  available 
talent  for  elective  positions  in  the  Texas  Medical 
Association.  It  has  considered  and  rejected  many 
proposals. 

In  its  Initial  Report,  the  Council  proposes  an 
amendment  to  the  By-Laws  which  would  call  for  the 
establishment  of  a nominating  board.  Minor  changes 
in  the  proposed  amendment  (regarding  the  composi- 
tion of  the  nominations  board)  were  recommended  in 
the  Council’s  Supplementary  Report. 

The  Reference  Committee  approves  the  idea  of  a 
nominations  board  in  principle,  but  recommends  that 
it  be  referred  back  to  the  Council  on  Constitution 
and  By-Laws  for  study  and  more  detailed  recom- 
mendations regarding  the  composition  of  the  pro- 
posed nominating  board.  The  Committee  further 
recommends  that  the  Council  present  this  matter  at 
the  next  Annual  Session  for  consideration. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Dr.  Barkley:  Supplementary  Report  of  Council  on 
Constitution  and  By-Laws,  Sections  U,  5,  and  6. — Be- 
cause poor  attendance  at  Executive  Board  meetings 
always  constitutes  a potential  hazard,  the  Council 
recommends  the  following  change  in  the  By-Laws, 
Chapter  VI,  Section  13. 

Insert  after  the  paragraph  (second  paragraph), 
“If  any  member  of  the  Executive  Board  fails  to 
attend  two  regular  meetings  of  the  Board  in  succes- 
sion without  an  extremely  important  excuse,  the 
office  shall  be  declared  vacant.” 

The  Reference  Committee  recommends  the  approv- 
al and  addition  of  this  paragraph. 

Since  there  is  only  one  Memorial  Service  annually, 
the  By-Laws  should  be  corrected  in  Chapter  VIII, 
Section  3(c)  by  deleting  the  “s”  from  “Services”, 
and  following  the  word  “conduct”  in  line  7,  adding 
the  word  “an”. 

The  Reference  Committee  recommends  this  change. 
This  means  that  there  is  one  service  and  that  we 
conduct  it  annually. 

The  Committee  approves  Section  6 of  the  Coun- 
cil’s Supplementary  Report  with  the  addition  of  the 
words  “at  least”.  The  item  should  read,  “These  By- 
Laws  may  be  amended  at  any  annual  session  by  a 
majority  vote  of  the  House  of  Delegates  after  the 
amendment  has  lain  on  the  table  at  least  one  day.” 

The  word  “laid”  has  been  substituted  by  “lain” 
which  one  of  our  English  students  suggested  and 
the  Committtee  thought  that  at  least  one  day  should 
be  added  because  they  had  proposed  just  one  day, 
and  therefore  if  it  laid  over  two  days,  it  wouldn’t  be 
eligible.  The  Reference  Committee  recommends  this 
revision  of  Chapter  XVII,  Section  1,  of  the  By-Laws. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

[For  Reference  Committee  report  on  Section  3, 
Supplementary  Report  of  Council  on  Constitution 
and  By-Laws,  see  page  584,  column  2.] 


REPORT  OF  COUNCIL  ON 

MEDICAL  EDUCATION  AND  HOSPITALS 


G.  V.  Brindley,  -Jr., 
Chairman, 

John  W.  Lanius, 

Jack  B.  Lee, 

James  A.  Greene, 

A.  J.  Gill, 

M.  H.  Crabb, 

Weldon  G.  Kolb. 

Dr.  Brindley 

The  Council  on  Medical  Education  and  Hospitals, 
with  all  of  its  members  present,  rrtet  in  Austin, 
Sept.  22,  1962,  and  Jan.  19,  1963.  It  will  meet 
again  on  April  27,  1963. 

1.  Committee  on  American  Medical  Association  Education  and 

Research  Foundation 

[See  also  Committee  report  on  page  591.] 

The  Committee  expressed  the  opinion  that  funds 
collected  from  physicians  in  Texas  were  grossly  in- 
adequate. The  Committee  recommended  that  an  an- 
nual invoice  be  prepared  including  a statement  for 
a contribution  of  $25  for  AMA,  TMA,  and  county 
medical  society  dues,  with  a notice  that  it  is  a vol- 
untary contribution  and  that  the  physician  could 
specify  whether  this  money  could  be  utilized  for 
the  loan  fund  or  for  a specific  medical  school.  This 
invoice  would  be  utilized  in  the  1964  dues  billing. 
It  was  recommended  that  the  mechanism  of  this 
billing  should  be  through  the  Executive  Secretary 
of  TMA  who  will  distribute  forms  to  secretaries 
and  treasurers  of  county  medical  societies. 

The  Committee  recommended  that  the  TMA  com- 
mend the  State  Legislature  for  its  wise  appropria- 
tions in  the  past  for  medical  education,  and  recom- 
mended increasing  support  as  needed  in  the  future. 


2.  Report  of  Texas  Medical  Association  Members  to  Texas 

Commission  on  Patient  Care 

The  Texas  Commission  on  Patient  Care  unani- 
mously recommended  opposition  to  the  proposed 
Nurse  Practice  Act  as  submitted  by  the  Texas 
Graduate  Nurses  Association.  Major  objections  to 
the  proposed  law  include: 

a.  The  mandatory  aspect  of  the  law. — This  would 
make  illegal  the  use  of  many  personnel  in  hospitals 
who  are  now  valuable  in  supplementing  the  short 
supply  of  registered  nurses.  This  would  necessitate 
closing  many  hospital  beds  in  cities  and  towns  in 
Texas. 

b.  The  definition  of  nursing. — -The  leaders  of 
the  Texas  Graduate  Nurses  Association  insist  that 
a definition  of  nursing  be  included  in  the  new  law. 
Any  definition  submitted  was  so  broad  that  it 
overlapped  all  other  paramedical  groups  in  the 
hospitals.  Under  a literal  interpretation  of  the  defi- 
nition, it  could  be  applied  to  the  activities  of  tech- 
nologists, technicians,  dietitians,  and  all  of  the 
other  paramedical  professional  groups  in  the  hos- 
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pitals  who  are  not  required  by  law  to  be  licensed 
separately. 

c.  The  Organization  and  Composition  of  the  Tex- 
as Board  of  Professional  Nursing. — The  propos- 
al that  only  nurses  with  a baccalaureate  or  higher 
degree  in  nursing  be  appointed  to  the  board  would 
eliminate  from  consideration  90  per  cent  or  more 
of  those  licensed  by  the  board.  The  Commission  be- 
lieves that  all  nurses  licensed  should  be  eligible  to 
serve  on  the  Board. 

3.  Committee  on  Hospital  Accreditation 

[See  also  Committee  report  on  page  592.] 

There  were  43  requests  for  hospital  surveys  last 
year.  Twenty-four  of  these  hospitals  were  surveyed 
and  five  are  pending.  Of  the  24  hospitals  surveyed, 
12  have  been  accredited,  with  four  more  to  be  in- 
spected by  the  Joint  Commission  on  Accreditation 
of  Hospitals.  Hospitals  under  25  beds  are  not  eli- 
gible for  surveys  by  the  Joint  Commission  and  are 
therefore  ineligible  for  accreditation  by  the  Joint 
Commission.  Since  Texas  has  191  hospitals  with 
less  than  25  beds,  there  is  a need  to  develop  a meth- 
od of  inspecting  and  accrediting  these  institutions. 
The  Committee  will  submit  a supplementary  report 
in  this  regard  to  the  Council  during  the  Annual 
Session. 

4.  Committee  on  Medical  Careers 

[See  also  Committee  report  on  page  593.] 

This  Committee  continues  to  do  an  excellent  job 
in  encouraging  capable  young  students  to  elect  ca- 
reers in  medicine.  Each  county  medical  society 
should  have  an  active  Committee  on  Medical  Ca- 
reers. 

5.  Committee  on  Liaison  with  Medical  Schools 

[See  also  Committee  report  on  page  593.] 

This  Committee  was  to  meet  in  Houston  on  March 
22,  1963,  with  representatives  of  the  Postgraduate 
School  of  Medicine,  and  the  M.  D.  Anderson  Hos- 
pital. A report  of  this  meeting  is  to  be  submitted 
during  the  Annual  Session. 

6.  Recommendations 

a.  The  Council  recommends  that  an  annual  in- 
voice be  prepared,  including  a statement  for  AMA, 
TMA,  and  county  medical  society  dues  and  a state- 
ment for  contribution  of  $25,  with  information  that 
it  is  a voluntary  contribution.  The  physician  could 
specify  whether  this  money  could  be  used  for  the 
loan  fund  or  for  a specific  medical  school.  This 
invoice  would  be  utilized  in  the  1964  dues  billing. 
It  was  recommended  that  the  mechanism  of  this 
billing  should  be  implemented  by  the  Executive 
Secretary  of  Texas  Medical  Association  who  would 
distribute  forms  to  secretaries  and  treasurers  of 
county  medical  societies.  [See  also  recommendation 
of  Committee  on  AMA-ERF,  Section  2,  page  592, 
column  1.] 

b.  The  Council  also  recommends  opposition  to 
the  pi-esent  Nurse  Practice  Act,  as  submitted  by 
Texas  Graduate  Nurses  Association. 


SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  EDUCATION  AND  HOSPITALS 

1.  S.  B.  41,  H.B.  509 

This  bill  authorizes  the  establishment  of  residen- 
tial hospital  institutions  for  the  severely  handi- 
capped. 

Recommendation:  The  Council  recommends  that 
this  bill  not  be  approved  for  the  following  reasons: 
It  was  the  opinion  of  the  Council  that  existing  in- 
stitutions should  be  enlarged  if  necessary.  Ideally, 
it  would  be  better  for  these  handicapped  individuals 
to  be  cared  for  by  their  communities,  cities,  or  coun- 
ties. 

2.  S.B.  155,  H.B.  500 

This  bill  authorizes  the  establishment  of  a Gradu- 
ate School  of  Biomedical  Sciences  for  the  University 
of  Texas  in  Houston. 

Recommendation:  The  Council  recommends  ap- 
proval of  this  bill. 

3.  Consideration  of  Resolution:  Improving  Medical  Careers 

The  following  resolution,  submitted  by  Dr.  J.  C. 
Terrell,  was  discussed  and  approved  by  the  Council: 

RESOLUTION:  IMPROVING  MEDICAL 
CAREERS 

Whereas,  It  takes  eight  to  twelve  years  to  be  able 
to  earn  a living  during  the  period  from  high  school 
to  medical  practice,  and 

Whereas,  There  is  now'  great  competition  from 
other  fields  of  endeavor  for  the  apt  students  finish- 
ing high  school,  and 

Whereas,  Many  patients  have  third  party  pay- 
ments for  medical  care  in  teaching  hospitals  w'hich 
have  interns  and  residents;  now',  therefore  be  it 

Resolved,  That  interns  and  residents  be  paid  a 
w'age  adequate  to  maintain  them  during  the  terms 
of  their  internships  and  residencies  thus  making 
careers  in  medicine  more  inviting  and  more  competi- 
tive with  other  fields. 

It  w’as  thought  that  the  method  of  establishing  an 
adequate  stipend  for  interns  and  residents  should  be 
the  prerogative  and  responsibility  of  the  local  insti- 
tution in  view'  of  the  wddely  differing  organizational 
structures  in  training  programs  throughout  the 
country. 

4.  Reports  of  Committees  Reporting  to  Council 

Report  of  Committee  on  AMA-ERF . — Sections  1-4. 
Initial  Report  approved. 

Supplementary  Report  of  Committee  on  AMA- 
ERF. — The  Council  approved  the  Supplementary  Re- 
port. 

Report  of  Committee  on  Hospital  Accreditation. — 
Sections  1-3.  Initial  Report  approved. 

Report  of  Committee  on  Medical  Careers. — Sec- 
tions 1-7.  Initial  Report  approved. 

Report  of  Committee  on  Liaison  with  Medical 
Schools. — Sections  1-4.  Initial  Report  approved. 

Supplementary  Report  of  Committee  on  Liaison 
with  Medical  Schools. — The  Council  approved  the 
recommendations  of  the  Supplementary  Report,  with 
the  exception  of  deleting  the  words  “with  12  mem- 
bers” from  Section  4. a.  of  the  report. 
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REPORTS  OF  REFERENCE  COMMITTEES 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Council  on  Medical 
Education  and  Hospitals,  except  for  Section  2 and 
Section  6.b. — 1.  Committee  on  American  Medical  As- 
sociation Education  and  Research  Foundation.  The 
report  of  the  Committee  on  American  Medical  Asso- 
ciation Education  and  Research  Foundation  Sections 
2,  3,  and  4 were  reviewed.  The  Reference  Committee 
recommends  disapproval  of  paragraph  1 of  this  sec- 
tion of  the  Council’s  Report  regarding  routine  billing 
of  $25  with  AMA,  TMA,  and  county  medical  society 
dues.  We  likewise  disapprove  Section  6. a.  of  this 
report  regarding  similar  billing  procedures. 

The  Reference  Committee  recommends  approval 
of  the  second  paragraph,  item  1,  Council’s  Report 
concerning  commendations  to  the  State  Legislature 
for  its  wise  appropriations  in  the  past  for  medical 
education. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Report  of  the  Council  on  Medical 
Education  and  Hospitals,  Section  2 and  Section  6.b. 
— This  portion  of  the  Council’s  report  deals  with 
a proposed  Nurse  Practice  Act,  which  had  at  least 
three  objectionable  aspects: 

(a)  The  mandatory  aspect  of  the  law  would  have 
necessitated  closing  many  hospital  beds  in  Texas  due 
to  the  lack  of  legally  qualified  personnel; 

(b)  It  contained  a definition  of  nursing  so  broad 
that  it  overlapped  all  other  paramedical  groups  in 
the  hospitals; 

(c)  The  proposal  would  have  barred  appointment 
to  the  Board  of  Professional  Nursing  of  approxi- 
mately 90  per  cent  of  those  licensed  by  the  Board. 

In  its  opposition  to  this  proposed  Nurse  Practice 
Act,  the  Council  on  Medical  Education  and  Hospitals 
was  joined  by  the  Council  on  Medical  Jurisprudence. 
Although  the  proponents  of  this  proposal  were  un- 
able to  find  legislators  who  would  submit  it  (and 
hence  it  is  not  a threat  in  this  Legislature) , the 
attention  of  the  House  of  Delegates  is  called  to  this 
repeated  threat  and  the  House  is  warned  that  the 
same  or  similar  proposals  may  be  expected  in  suc- 
ceeding Legislatures. 

Recommendation:  Because  of  the  repeated  threat, 
the  Committee  recommends  that  the  Council  on 
Medical  Education  and  Hospitals  assume  a more 
active  role  in  promoting  adequate  understanding 
among  nurses  of  the  problems  involved. 

Dr.  Rumph:  Supplementary  Report  of  the  Council 
on  Medical  Education  and  Hospitals,  Section  1. — 
This  recommends  disapproval  of  S.B.  41-H.B.  509 
(bills  which  authorize  the  establishment  of  resi- 
dential hospital  institutions  for  the  severely  handi- 
capped). The  Committee  agrees  with  the  Council  on 
Medical  Education  and  Hospitals  that  existing  insti- 
tutions should  be  enlarged  and  brought  up  to  a com- 
mendable status  of  operation  before  additional  in- 
stitutions are  considered,  and  that,  where  possible, 
handicapped  individuals  should  be  cared  for  locally 
rather  than  in  State  institutions. 

Dr.  Rumph:  Section  2 of  the  Supplementary  Re- 
port.— S.B.  155-H.B.  500  which  authorize  the  estab- 
lishment of  a Graduate  School  of  Biomedical  Sci- 
ences for  the  University  of  Texas  in  Houston  are 


discussed.  These  bills  were  approved  by  the  Council 
on  Medical  Education  and  Hospitals  and  this  ap- 
proval was  sustained  by  the  Council  on  Medical  Jur- 
isprudence. Basically,  this  proposal  is  combining 
existing  segments  of  the  University  of  Texas  sys- 
tem in  Houston  under  one  umbrella.  Favorable  ac- 
tion by  the  Legislature  is  in  process  and  this  Refer- 
ence Committee  sustains  both  Councils  in  their  rec- 
ommendations. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE  FOR 
AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 


Herbert  A.  Bailey, 
Chairman, 
Edward  S.  Crocker, 
E.  M.  Addison, 
Douglas  B.  Black, 
H.  E.  Whigham, 
Nelson  L.  Schiller, 
J.  C.  Terrell, 
Edward  D.  McKay, 
John  C.  Meadows. 


This  Committee  met  in  September,  1962,  and 
January,  1963,  with  100  per  cent  member  participa- 
tion. 

1.  Recognition  for  AMA-ERF  Donors 

For  the  year  1962,  Texas  physicians  and  auxil- 
iary members  contributed  a record  $77, 000-plus  to 
AMA-ERF.  The  Committee  wishes  expressly  that 
recognition  be  given  to  the  Woman’s  Auxiliary  for 
its  outstanding  fund  raising  program  which  con- 
tributed approximately  one-third  of  this  amount. 

As  a result  of  AMA-ERF  activity,  it  was  possible 
for  217  loans  to  be  made  to  medical  students,  50 
loans  to  residents,  and  27  loans  to  interns  in  1962. 

The  Committee  recommends  that  county  medical 
societies  with  100  per  cent  physician  participation 
in  the  AMA-ERF  program  be  given  a certificate 
of  recognition  at  the  Annual  Session  of  the  Texas 
Medical  Association  by  the  House  of  Delegates,  and 
that  this  presentation  be  made  by  the  President  of 
the  Texas  Medical  Association,  before  the  General 
Assembly  and  that  photographers  be  present  to  take 
pictures  of  the  presentation.  These  pictures  should 
be  sent  to  local  newspapers  for  release,  and  the 
Council  on  Public  Relations  and  Public  Service  is 
asked  to  check  upon  publication  after  two  weeks. 

Much  effort  was  made  by  the  Committee  to  find 
a method  of  improving  Texas  physician  participa- 
tion in  AMA-ERF  activity.  It  is  recommended  that 
the  campaign  for  collection  of  monies  for  AMA- 
ERF  for  1963  be  conducted  in  a manner  similar 
to  the  campaigns  in  prior  years. 

The  Committee  called  to  the  attention  of  the 
Council  on  Medical  Education  and  Hospitals  the 
fact  that  physician  contributions  are  distributed 
specifically  to  the  student  loan  fund  or  to  medical 
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schools  unless  otherwise  specified.  It  was  recom- 
mended to  the  Council  that  this  information  on  the 
distribution  of  AMA-ERF  funds  should  be  dissemi- 
nated widely  to  Texas  physicians. 

2.  Proposed  Statement  with  Dues 

To  attempt  to  improve  physician  participation, 
the  Committee  recommends  that  an  annual  invoice 
be  prepared,  including  a statement  for  the  AMA, 
TMA,  and  county  medical  society  dues,  along  with 
a statement  for  a contribution  for  $25  for  AMA- 
ERF  with  a notice  that  it  is  a voluntary  contribu- 
tion and  that  the  physician  could  specify  whether 
this  money  be  utilized  for  the  loan  fund  or  for  a 
specific  medical  school.  This  invoice  is  recommended 
for  1964  dues  billing. 

It  is  recommended  that  the  mechanism  of  the  bill- 
ing procedure  should  be  implemented  by  the  Execu- 
tive Secretary  who  would  distribute  forms  to  secre- 
taries and  treasurers  of  county  medical  societies 
for  their  use  if  desired. 

3.  Exhibit  at  Annual  Session 

The  Committee  recommended  that  exhibit  space 
be  provided  at  the  1963  Annual  Session  of  the  Tex- 
as Medical  Association  for  the  purpose  of  enhanc- 
ing the  physician’s  knowledge  of  AMA-ERF  and  its 
function. 

4.  Resolution 

The  Committee  wishes  to  submit  the  following 
resolution  for  consideration  of  the  House  of  Dele- 
gates, said  resolution  having  been  acceptable  to 
the  Council  on  Medical  Education  and  Hospitals: 

COMMENDATION  OF  STATE  LEGISLATURE 
FOR  SUPPORT  OF  MEDICAL  SCHOOLS 

Whereas,  The  Texas  Legislature  has  supported 
medical  schools  of  Texas  and  provided  monies  for 
education  and  research  in  the  past,  and 

Whereas,  The  TMA  has  been  active  in  soliciting 
this  support  in  the  past,  and 

Whereas,  The  competitiveness  of  medical  schools 
in  Texas  may  be  beginning  to  suffer  from  budg- 
etary limitation;  therefore  be  it 

Resolved,  That  the  Texas  Medical  Association  go 
on  record  as  commending  the  State  Legislature  for 
its  wise  appropriations  in  the  past,  and  be  it 
further 

Resolved,  That  the  Texas  Medical  Association 
recommend  to  the  State  Legislature  that  continued 
vigilance  be  given  to  the  support  of  medical  schools 
in  Texas  with  an  awareness  to  increasing  needs  if 
Texas  medical  schools  are  to  keep  abreast  of  medi- 
cal schools  in  other  areas. 


SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 

1.  AMA-ERF  County  Chairmen 

In  response  to  a letter  written  to  county  society 
presidents  we  have  27  chairmen  for  the  AMA-ERF 
campaigns  for  1963.  The  Committee  wishes  to  re- 


quest that  the  Texas  Medical  Association  appoint 
county  society  presidents  of  the  remaining  counties 
as  campaign  chairmen  for  AMA-ERF  for  1963. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

[See  report  of  Reference  Committee  on  Scientific 
Work,  page  591,  column  1.] 


REPORT  OF  COMMITTEE 
ON  HOSPITAL  ACCREDITATION 


Ray  L.  Shepperd, 
Chairman, 
Maynard  Hart, 
Dean  Dimmitt, 
Dan  Spivey, 

Hugh  F.  Rives, 

R.  E.  Speegle, 
William  F.  Ross. 


The  Committee  on  Hospital  Accreditation  met 
on  Jan.  19,  1963,  with  Dr.  John  W.  Lanius  from  the 
Council  on  Medical  Education  and  Hospitals  and 
with  Mr.  0.  Ray  Hurst  of  the  Texas  Hospital  As- 
sociation. 

1.  Requests  for  Dry-Run  Surveys 

Activities  of  the  Committee  during  the  past  year 
were  reviewed,  and  it  was  noted  that  requests  for 
dry-run  surveys  numbered  43 ; 24  hospitals  have 
been  surveyed  with  5 pending  at  this  time.  Of  the 
24  surveyed,  12  have  been  accredited  with  4 more 
yet  to  be  surveyed  by  the  Joint  Commission. 

The  Committee  has  finished  three  programs  for 
medical  societies’  meetings  on  hospital  accreditation. 

2.  Inspection  of  Hospitals  with  Less  Than  25  Beds 

It  was  recognized  by  the  Committee  that  hospitals 
with  less  than  25  beds  are  not  eligible  for  surveys  by 
the  Joint  Board  and  are  therefore  ineligible  for  ac- 
creditation by  the  Joint  Board.  Three  other  states 
have  implemented  a program  of  inspecting  and  rat- 
ing hospitals  with  less  than  25  beds.  These  state 
medical  associations  have  felt  that  this  program  was 
most  worthwhile  and  did  not  require  an  appreciable 
financial  outlay.  Since  Texas  has  191  hospitals  of 
less  than  25  beds  it  was  the  consensus  of  the  Com- 
mittee members  that  a similar  program  be  insti- 
tuted in  Texas  under  the  sponsorship  of  the  Texas 
Medical  Association,  the  Texas  Hospital  Associa- 
tion, and  the  Association  of  Medical  Record  Li- 
brarians. The  chairman  was  instructed  to  meet  with 
representatives  of  those  organizations  to  work  out 
such  a program  and  set  up  standards.  It  was  recog- 
nized that  this  might  require  assumption  of  addi- 
tional responsibility  by  Committee  members. 

3.  Request  for  Additional  Committee  Members 

The  Committee  has  requested  that  the  President- 
Elect,  Dr.  Tenery,  increase  the  size  of  the  Commit- 
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tee  from  seven  to  nine  members,  with  consideration 
of  wider  geographical  distribution  so  that  the  Com- 
mittee can  perform  more  adequately  its  services. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Hos- 
pital Accreditation. — The  Reference  Committee  re- 
viewed the  report  of  the  Committee  on  Hospital 
Accreditation.  We  recommend  approval  of  this  re- 
port and  this  section  of  the  Council’s  report.  We 
recommend  approval  of  accreditation  and  inspec- 
tion of  hospitals  under  25  beds  on  voluntary  and 
optional  basis. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  MEDICAL  CAREERS 


Albert  McCulloh, 

Chairman, 

Harry  M.  Shytles, 

Russell  Scott, 

A.  Fletcher  Clark,  Jr., 

G.  Thomas  Shires, 

John  B.  Truslow, 

Walter  A.  Brooks, 

Gordon  Black. 

Dr.  McCulloh 

The  Committee  has  met  three  times  during  the 
past  year.  A great  deal  of  interest  in  the  activities 
of  the  Committee  has  been  aroused  in  many  county 
societies. 

1.  Career  Days  Sponsored 

Many  societies  have  sponsored  career  days,  sci- 
ence fairs,  and  other  activities  to  encourage  young 
people  to  become  interested  in  the  field  of  medicine. 
The  Committee  has  been  requested  to  assist  in  ca- 
reer days’  programs  in  schools,  and  assistance  has 
been  given  in  several  instances. 

2.  Career  Promotional  Pamphlets 

The  Committee  contacted  the  independent  public 
school  districts  of  the  state  and  sent  pamphlets  and 
brochures  on  careers  in  medicine,  prepared  by  the 
AMA,  to  interested  schools.  The  response  was  en- 
thusiastic. 

3.  List  of  Pre-Medical  Students 

A partial  list  of  pre-medical  students  in  Texas 
colleges  and  universities  has  been  compiled  and  sent 
to  medical  careers  committees  of  each  society.  The 
societies,  in  turn,  have  been  encouraged  to  contact 
and  counsel  with  these  young  people.  It  is  the  Com- 
mittee’s belief  that  personal  contact  at  this  level 
will  result  in  many  more  interested,  highly  quali- 
fied medical  students. 


4.  Panel  Discussion  at  September  Conference 

A panel  discussion  on  medical  careers  was  held 
at  the  September  Public  Relations  Conference.  In- 
terest was  high  and  the  program  was  well  received. 

5.  Position  on  High  School  Counselors'  Program 

It  is  planned  to  have  a spot  on  the  program  of 
the  Texas  Association  of  High  School  Counselors  in 
the  spring,  regarding  medical  careers. 

6.  Board  of  Councilors  Asked  To  Assist 

The  Board  of  Councilors  has  been  requested  to 
promote  the  work  of  medical  careers  committees  at 
the  local  level  and  to  encourage  more  societies  to 
set  up  such  a committee. 

7.  Texas  Has  No  Shortage  of  Medical  Students 

The  overall  results  of  the  Committee’s  work  has 
been  difficult  to  evaluate,  but  interest  has  been 
high,  and  it  can  be  stated  that  presently  there  is 
no  shortage  of  qualified  medical  students  as  in 
other  states. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Medi- 
cal Careers. — The  Reference  Committee  recommends 
approval  of  this  section  of  the  Council  on  Medical 
Education  and  Hospitals  Report  and  the  Report  of 
the  Committee  on  Medical  Careers. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE  ON 
LIAISON  WITH  MEDICAL  SCHOOLS 

Russell  L.  Deter, 

Chairman, 

Wendell  H.  Hamrick, 

Frank  Harrison, 

John  Hundley, 

L.  Bonham  Jones, 

Weldon  G.  Kolb, 

Stephen  R.  Lewis, 

Stanley  W.  Olson, 

May  Owen, 

M.  O.  Rouse. 

Dr.  Deter 
1.  Meetings 

This  Committee  met  on  Jan.  19,  1963.  Several 
attempts  have  been  made  to  hold  meetings  in  Hous- 
ton with  representatives  of  the  Harris  County 
Medical  Society,  the  Postgraduate  School  of  Medi- 
cine, and  the  M.  D.  Anderson  Hospital,  but  the 
Committee  has  been  unable  to  set  up  a date  that 
was  mutually  agreeable.  A meeting  tentatively  was 
planned  in  Houston  on  March  22,  if  agreeable  to 
the  groups  mentioned.  A supplementary  report  is  to 
be  submitted  regarding  the  meeting  in  Houston. 
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2.  Selection  of  Medical  Students 

One  of  the  major  basic  problems  with  medical 
schools  today  is  the  method  of  selecting  medical 
students  for  their  freshman  classes  and  the  accept- 
ance of  these  methods  by  doctors,  businessmen,  and 
legislators.  If  the  high  standards  of  medical  prac- 
tice are  to  be  maintained,  careful  selection  of  med- 
ical students  must  continue.  If  widespread  confi- 
dence between  medical  communities  in  the  methods 
of  selecting  students  is  not  continued,  physicians 
and  patients  are  going  to  be  in  trouble. 

The  premedical  student  must  be  impressed  with 
the  fact  that  the  important  thing  is  not  “who  you 
know,  but  how  good  you  are”  that  is  important.  The 
deans  of  all  medical  schools  are  being  vilified  and 
even  threatened  because  their  student  selection  com- 
mittees have  turned  down  certain  individuals.  With 
the  limited  places  available  in  medical  schools,  if 
deans  permit  students  to  be  admitted  for  political 
or  financial  reasons  and  pressures,  a more  quali- 
fied student  without  these  influences  would  be 
eliminated. 

3.  Preceptorship  Programs 

It  is  the  opinion  of  the  Committee  members  that 
preceptor  training  of  medical  students  under  well- 
controlled  programs  is  advantageous  to  the  student 
in  preparing  him  to  practice  medicine. 

4.  Recommendations 

a.  The  Committee  recommends  that  documents 
be  prepared  by  this  Committee  directed  to  Texas 
physicians,  legislators,  and  pre-medical  advisors. 
These  documents  should  point  out  the  problems  of 
medical  school  acceptance  committees  and  the  fact 
that  these  committees  cannot  succumb  to  pressures 
that  would  lower  their  standards.  These  documents 
will  be  prepared  and  submitted  to  the  Council  for 
their  approval  prior  to  distribution. 

b.  The  Committee  recommends  that  all  medical 
schools  give  serious  consideration  to  the  preceptor 
training  program  in  all  fields  of  medicine,  includ- 
ing the  specialties  as  well  as  general  practice. 


SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  LIAISON  WITH  MEDICAL  SCHOOLS 

1.  Meeting  in  Houston  on  March  22,  1963 

The  Committee  on  Liaison  with  Medical  Schools 
now  has  had  an  opportunity  to  visit  personally  the 
state’s  three  medical  schools  as  well  as  other  insti- 
tutions engaged  in  medical  education.  The  Commit- 
tee met  in  Houston  on  March  22,  1963,  and  profited 
from  an  informative  visit  at  the  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute  and 
the  University  of  Texas  Postgraduate  School  of 
Medicine. 

The  Committee  was  briefed  by  Dr.  H.  Grant  Tay- 
lor, Dean  of  the  Postgraduate  School  of  Medicine, 
and  by  Dr.  R.  Lee  Clark,  Dr.  Murray  M.  Copeland, 
and  Dr.  Robert  C.  Hickey  of  M.  D.  Anderson. 

2.  Proposed  University  of  Texas  Graduate  School  of 

Biomedical  Sciences  in  Houston 

Primary  consideration  was  given  to  the  proposed 


University  of  Texas  Graduate  School  of  Biomedical 
Sciences  in  Houston.  The  school  would  offer  gradu- 
ate and  post-doctoral  programs  at  the  master’s  and 
doctoral  levels  in  the  sciences  and  related  academic 
areas  pertinent  to  medical  education  and  research. 
The  school  would  affiliate  with  science  programs  at 
the  main  University  in  Austin  and  with  medical 
units  of  the  University  of  Texas  as  well  as  with 
other  institutions.  The  present  operation  of  the  Uni- 
versity of  Texas  Postgraduate  School  of  Medicine 
would  be  suspended;  in  its  place,  a division  of  con- 
tinuing education  would  be  established  as  part  of 
the  Graduate  School  of  Biomedical  Sciences.  The  pro- 
posal is  embodied  in  S.B.  155,  now  pending  before 
the  Texas  State  Legislature. 

3.  Enthusiastic  Response  to  Committee's  Work  by  Deans  of 

Medical  Schools  and  by  Council 

Now  that  the  Committee  has  visited  all  of  the 
medical  schools  in  the  state,  and  has  gained  a greater 
understanding  of  the  problems  in  medical  education 
today,  it  is  in  better  position  to  endeavor  to  contrib- 
ute to  their  solution.  The  deans  of  the  medical  schools 
in  the  state  have  attended  all  meetings  since  the 
Committee  was  established  in  1961.  The  deans  have 
pointed  out  that  the  Committee  is  the  first  formal 
group  of  the  Texas  Medical  Association  to  visit  the 
schools.  They  unanimously  have  urged  that  the 
Committee  be  continued. 

Committee  members  share  the  same  enthusiasm. 
They  have  been  joined  by  the  Chairman  and  mem- 
bers of  the  Council  on  Medical  Education  and  Hos- 
pitals. The  latter  have  pointed  out  that  it  is  not 
possible  for  the  Council  to  meet  routinely  three  times 
each  year  to  consider  its  business  and  to  receive 
reports  from  Committees  responsible  to  it  and  to 
conduct  additional  visits  to  the  medical  schools. 

4.  Recommendations 

a.  It  is  recommended  that  the  Committee  on  Liai- 
son with  Medical  Schools  be  continued  as  a Standing 
Committee  with  12  members.  The  objective  of  the 
Committee  should  be  to  establish  better  liaison  and 
understanding  between  practicing  physicians  and 
the  medical  schools.  The  Committee’s  sphere  will  be 
state-wide  in  scope;  it  will  not  be  its  responsibility 
to  enter  into  problems  at  the  local  level  which  might 
exist  and  which  more  properly  should  be  resolved  by 
the  county  medical  society  and  the  medical  school. 

b.  The  Committee  recommends  approval  of  the 
proposed  establishment  of  the  University  of  Texas 
Graduate  School  of  Biomedical  Sciences  in  Houston. 

c.  The  Committee  also  wishes  to  commend  medical 
schools  in  the  state  for  their  graduate  programs  in 
the  biomedical  sciences  and  urges  them  to  continue 
to  expand  and  enhance  existing  programs. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  and  Supplementary  Re- 
port of  Committee  on  Liaison  with  Medical  Schools. 
— The  Reference  Committee  recommends  approval  of 
Section  1 regarding  meetings  and  Section  2 regard- 
ing selection  of  medical  students.  The  Reference 
Committee  recommends  approval  of  Recommenda- 
tion 4.a.  of  the  Initial  Report  regarding  preparation 
of  documents  directed  to  Texas  physicians,  legisla- 
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tors,  and  pre-medical  advisors.  The  Reference  Com- 
mittee also  recommends  that  all  medical  schools  be 
encouraged  to  establish  preceptorship  training  pro- 
grams in  all  fields  of  medicine  (Recommendation  4.b. 
of  Initial  Report) . The  Reference  Committee  recom- 
mends approval  of  the  Supplementary  Report  of  the 
Committee  on  Liaison  with  Medical  Schools  as  writ- 
ten with  the  exception  of  Recommendation  4. a.  The 
Committee  recommends  that  the  Council  on  Medical 
Education  and  Hospitals  decide  as  to  the  perpetua- 
tion and  size  of  the  Committee  on  Liaison  with  Med- 
ical Schools.  [See  revision  in  Reference  Committee 
report.]  The  Reference  Committee  has  been  in- 
formed that  Recommendation  4.b.  of  the  Supple- 
mentary Report  regarding  the  University  of  Texas 
Graduate  School  of  Biomedical  Sciences  in  Houston 
has  been  established  by  law.  The  Committee  rec- 
ommends approval  of  commending  medical  schools 
in  the  state  for  their  graduate  programs  in  the  bio- 
medical sciences  and  urges  them  to  continue  to 
expand  and  enhance  existing  programs. 

[The  report  of  the  Reference  Committee  was 
adopted  with  the  exception  of  the  sentence  which 
reads,  “The  Committee  recommends  that  the  Coun- 
cil on  Medical  Education  and  Hospitals  decide  as 
to  the  perpetuation  and  size  of  the  Committee  on 
Liaison  with  Medical  Schools.”  Instead,  delegates 
approved  a motion  that  the  Committee  on  Liaison 
with  Medical  Schools  be  established  as  a standing 
committee  of  the  Texas  Medical  Association  and 
that  the  strength  of  this  new  standing  committee 
be  established  at  nine  members.] 


REPORT  OF  COUNCIL  ON 
MEDICAL  JURISPRUDENCE 


John  M.  Smith,  Jr., 
Chairman, 

Joe  T.  Nelson, 

Floyd  A.  Norman, 
Haden  E.  McKay, 

N.  L.  Barker. 

Dr.  Smith 

With  the  Texas  Legislature  now  in  session,  the 
Council  on  Medical  Jurisprudence  has  been  extreme- 
ly busy  keeping  informed  as  to  all  bills  of  interest 
to  the  medical  profession.  Such  bills  are  presented 
in  this  report  and  if  action  has  been  taken  by  this 
Council  or  the  Executive  Board,  it  is  so  indicated. 

The  supplementary  report  to  the  House  of  Dele- 
gates will  include  any  additional  bills  introduced 
since  the  publication  of  this  handbook  as  well  as  the 
current  status  of  each  bill. 

Because  of  the  number  of  bills  listed,  it  was  nec- 
essary to  limit  the  description  of  each  bill.  However, 
should  any  member  wish  additional  information,  this 
Council  shall  be  pleased  to  furnish  it. 

1.  Aged,  Handicapped,  Public  Assistance,  Rehabilitation,  Wel- 
fare Bills 

S.J.R.  10. — Provides  for  direct  or  vendor  pay- 


ments for  medical  care  on  behalf  of  needy  individu- 
als 65  years  of  age  or  over  who  are  not  recipients 
of  Old  Age  Assistance,  and  who  are  unable  to  pay 
for  needed  medical  services. 

S.C.R.  18. — Requests  the  Legislative  Council  to 
study  services  for  and  rehabilitation  of  the  blind. 

S.J.R.  21. — Provides  that  the  Legislature  shall 
have  the  power  to  provide  assistance  to  certain 
needy  people. 

H.J.R.  23. — Gives  the  Legislature  power  to  pro- 
vide medical  care  on  behalf  of  needy  persons  65  or 
over  who  are  not  recipients  of  Old  Age  Assistance. 

H.J.R.  U2. — Provides  payments  for  medical  care 
of  persons  65  or  over. 

H.J.R.  53. — Provides  assistance  to  the  needy  aged, 
totally  disabled,  blind,  and  needy  children. 

It  should  be  noted  that  the  previously  mentioned 
resolutions  proposing  constitutional  amendments  are 
similar  in  subject  matter.  For  informational  pur- 
poses, it  should  also  be  noted  that  the  Executive 
Board  of  the  Texas  Medical  Association  is  already 
on  record  in  support  of  legislation  implementing  the 
second  phase  (MAA)  of  the  Kerr-Mills  Act  on  the 
basis  of  need.  At  this  time  it  is  not  finalized  as  to 
which  of  the  medical  assistance  resolutions  will  ac- 
complish the  implementation. 

S.B.  2k,  H.B.  96.— Provide  for  vocational  rehabil- 
itation of  mentally  and  physically  handicapped. 

The  Executive  Board  of  the  Association  concurred 
in  the  Council’s  recommendation  that  this  bill  be 
supported  unless  the  TMA  Committee  on  Rehabili- 
tation should  have  objections. 

S.B.  41,  H.B.  509. — Authorize  the  establishment 
of  residential  hospital  institutions  for  severely  han- 
dicapped persons. 

The  Executive  Board  concurred  in  this  Council’s 
recommendation  that  this  legislation  be  referred  to 
the  Council  on  Medical  Education  and  Hospitals, 
along  with  two  recommendations  received  from  the 
TMA  Committee  on  Rehabilitation. 

H.B.  167,  S.B.  91. — Establish  rehabilitation  dis- 
tricts to  provide  education,  training,  and  so  forth 
for  handicapped  persons. 

As  to  these  bills  and  the  previously  listed  bill,  the 
principle  fostered  by  the  medical  profession  is  that 
of  utilizing  existing  facilities  where  feasible  before 
creating  or  building  additional  facilities. 

S.B.  224,  H.B.  210. — Would  include  emotionally 
disturbed  children  as  exceptional  children  for  school 
purposes. 

The  Executive  Board  concurred  in  the  Council’s 
recommendation  that  this  legislation  be  referred  to 
the  Committee  on  Mental  Health. 

H.B.  70. — Creates  a lien  in  favor  of  the  State  of 
Texas  on  all  real  property,  including  homesteads, 
belonging  to  applicants  for,  or  recipients  of,  public 
assistance  if  the  appraised  value  is  in  excess  of 
$1,000;  such  lien  shall  be  limited  to  the  amount  of 
assistance  granted  to  the  recipient. 

H.B.  121.- — Provides  Old  Age  Assistance  and  aid  to 
totally  disabled  as  well  as  monetary  contributions 
to  the  support  of  certain  recipients  of  Public  Assist- 
ance by  certain  relatives  of  the  recipient. 

H.B.  123. — Establishes  a Medical  Assistance  Pro- 
gram for  certain  recipients  of  Old  Age  Assistance, 
Aid  to  Dependent  Children,  Aid  to  the  Blind,  and 
Aid  to  the  Permanently  and  Totally  Disabled  and 
provides  for  financial  responsibility  of  relatives, 
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counties,  and  other  governmental  subdivisions,  for 
medical  costs  of  welfare  recipients. 

H.B.  182. — Establishes  a State  Home  for  depend- 
ent and  neglected  children. 

H.B.  327. — Sets  up  eligibility  requirements  of 
persons  who  may  receive  public  welfare  funds  and 
admission  to  eleemosynary  institutions. 

H.B.  433. — Provides  for  the  extension  of  Child 
Welfare  Services  to  include  foster  care  and  day 
care  services. 

2.  Air  Pollution 

H.B.  211. — Relates  to  the  carrying  on  of  any 
trade,  business  or  occupation  injurious  to  health  and 
increasing  the  maximum  fine  from  $100  to  $250. 

H.B.  434 — Amplifies  the  duties  of  the  county 
health  officer  and  provides  the  right  of  inspection 
in  regard  to  air  pollution. 

3.  Alcoholics 

H.B.  265.- — Relates  to  commitment  and  treatment 
of  alcoholics  in  State  institutions. 

Under  such  rules  as  it  may  prescribe,  the  Texas 
Commission  on  Alcoholism,  or  its  authorized  repre- 
sentative, may  receive  as  a patient  for  treatment, 
any  alcoholic  resident  of  this  state  against  whom 
no  criminal  charges  are  pending,  and  who  shall 
voluntarily  apply  for  treatment,  and  may  retain  for 
not  more  than  90  days  and  treat  and  restrain  such 
person  in  the  same  manner  as  if  committed  by  order 
of  court;  provided,  however,  that  such  person  must 
be  released  within  15  days  after  receipt  in  writing 
of  notice  from  such  person  of  his  or  her  intention 
or  desire  to  leave.  The  Commission  may  refuse  ad- 
mittance to  any  applicant  who  has  been  a patient 
receiving  treatment  solely  for  alcoholism  in  any 
State  hospital  and  who  has  been  released  therefrom 
within  12  months  immediately  preceding  his  applica- 
tion for  admittance,  if,  in  the  opinion  of  the  Com- 
mission, no  useful  purpose  would  be  served  by 
the  admission  of  such  applicant.  It  is  the  recom- 
mendation of  this  Council  that  support  be  given  to 
this  legislation. 

4.  Automobiles 

S.B.  275.— Relates  to  presumptions  from  the 
amount  of  alcohol  in  defendant’s  blood  in  DWI 
(driving  while  intoxicated)  prosecution. 

H.B.  505. — Pertains  to  implied  consent  of  driver 
of  motor  vehicle  to  submit  to  chemical  testing  to 
determine  alcoholic  content  of  blood. 

It  should  be  noted  that  the  two  bills  previously 
outlined  are  in  line  with  the  recommendations  of  the 
Committee  on  Transportation  Safety  and  have  been 
approved  previously  by  this  House  of  Delegates. 
The  Council  on  Medical  Jurisprudence  suggested 
certain  amendments  to  these  bills  and  recommends 
that  this  legislation  be  supported. 

H.B.  270. — Provides  that  passenger  cars  be 
equipped  with  seat  belt  anchorage  units. 

This  bill,  too,  is  in  line  with  the  recommendations 
of  the  Committee  on  Transportation  Safety.  The 
Council  recommends  support  of  this  legislation. 

5.  Cancer  Registry,  Tissue  Bill 

H.B.  418  states  that  any  person,  hospital,  sani- 
torium,  nursing  or  rest  home,  medical  society,  can- 


cer registry,  or  other  organization  may  provide  in- 
formation, interviews,  reports,  statements,  memo- 
randa, or  other  data  relating  to  the  condition  and 
treatment  of  any  person  to  the  State  Department 
of  Health,  medical  organizations,  hospitals  and  hos- 
pital committees,  to  be  used  in  the  course  of  any 
study  for  the  purpose  of  reducing  morbidity  or  mor- 
tality, and  no  liability  of  any  kind  or  char- 
acter for  damages  or  other  relief  shall  arise  or  be 
enforced  against  any  person  or  organization  by 
reason  of  having  provided  such  information  or  ma- 
terial, or  by  reason  of  having  released  or  published 
the  findings  and  conclusions  of  such  groups  to  ad- 
vance medical  research  and  medical  education,  or 
by  reason  of  having  released  or  published  generally 
a summary  of  such  studies. 

The  Executive  Board  of  Texas  Medical  Associa- 
tion as  well  as  the  Texas  Hospital  Association  are 
on  record  in  support  of  this  legislation. 

6.  Chiropody 

S.B.  162,  H.B.  333. — Identification  to  be  used  by 
those  licensed  by  the  Board  of  Chiropody  Examiners. 

S.B.  163,  H.B.  334- — Authorize  the  Board  of 
Chiropody  Examiners  to  recognize  both  the  degree 
of  doctor  of  podiatry  as  well  as  doctor  of  surgical 
chiropody. 

The  Council  on  Medical  Jurisprudence  has  no 
objections  to  this  legislation  as  it  is  confined  to 
the  practice  of  chiropody. 

7.  Clinical  Laboratories 

S.B.  64,  H.B.  354. — Provide  for  the  licensing  of 
clinical  laboratories  (excludes  X-ray  laboratories) 
as  well  as  the  clinical  laboratory  director. 

In  addition,  any  person  who  is  actively  engaged  in 
the  operation  of  a clinical  laboratory  and  who  has 
been  so  engaged  for  a period  of  12  months  may  be 
licensed  as  a clinical  laboratory  director  upon  the 
payment  of  the  licensing  fee  under  this  grandfather 
clause. 

A similar  bill  was  introduced  at  the  last  session 
of  the  Legislature,  but  failed  to  pass.  Many  of  the 
procedures  performed  in  laboratories  can  only  be 
performed  by  persons  trained  in  medicine. 

The  Executive  Board  is  on  record  in  opposition  to 
this  type  of  legislation.  The  Council  would  appreci- 
ate the  active  participation  of  members  in  opposi- 
tion to  this  legislation  licensing  lay-owned  labora- 
tories. 

8.  Contracting  for  Medical  Care 

H.  B.  266,  S.B.  195. — Authorize  the  Board  for 
Texas  State  Hospitals  and  Special  Schools  to  con- 
tract for  medical  care  and  treatment. 

During  the  last  session  of  the  Legislature,  a bill 
confined  to  the  El  Paso  area  was  passed.  Since 
that  time  it  has  become  apparent  that  allowing  the 
Board  to  contract  for  medical  care  and  treatment 
with  facilities  near  to  where  patients  reside,  rather 
than  removing  them  from  their  locality  and  family 
to  State  institutions,  has  proved  successful.  Not 
only  has  it  resulted  in  a saving  to  the  State,  but 
in  addition,  especially  in  the  care  of  tuberculosis 
cases,  it  has  resulted  in  care  being  received  sooner 
and  the  patients  being  less  inclined  to  leave  before 
treatment  is  completed.  Heretofore,  many  patients 
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left  State  institutions  because  they  did  not  desire 
to  be  so  far  away  from  their  families  and  com- 
munities. The  Council  on  Medical  Jurisprudence 
recommends  approval  of  this  legislation. 

9.  Drugs  & Narcotics 

S.B.  262  and  H.B.  162,  though  not  companion  bills, 
both  pertain  to  the  placing  of  paregoric  on  the  list 
of  narcotic  drugs  to  be  sold  by  prescription  only. 
As  the  law  previously  was  written,  those  addicted 
to  narcotics  were  known  to  be  buying  this  prepara- 
tion in  the  legalized  quantities  from  numerous  drug 
stores,  boiling  the  preparations  down  whereby  the 
active  ingredients  were  left,  and  then  using  these 
concentrated  amounts  of  morphine  to  satisfy  their 
addiction.  In  recent  months,  the  problem  has  become 
acute  in  the  larger  cities  of  the  State.  The  Execu- 
tive Board  is  already  on  record  in  favor  of  this 
legislation. 

H.B.  183. — Provides  for  voluntary  and  involun- 
tary commitment  for  hospitalization  and  care  of  per- 
sons addicted  to  narcotics. 

The  U.S.  Supreme  Court  has  held  that  to  treat 
narcotics  addiction  as  a crime  is  cruel  and  unusual 
punishment  and  thus  unconstitutional.  Such  deci- 
sions have  left  a void  in  Texas  law  affording  no 
provisions  to  deal  with  the  problems  of  narcotics 
addiction.  This  is  the  basis  for  the  introduction  of 
this  legislation.  The  Council  recommends  support 
of  this  legislation. 

H.B.  250. — Exempts  the  sale  of  all  drugs  and 
medicines  from  the  State  sales  tax. 

10.  Education 

S.B.  155,  H.B.  500. — Establish  a Graduate  School 
of  Biomedical  Sciences  which  would  suspend  the 
Postgraduate  School  of  Medicine  and  establish  it  as 
a separate  division  of  continuing  education  for  phy- 
sicians. 

The  staffs  and  laboratories  of  the  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute and  the  University  of  Texas  Dental  Branch  at 
Houston  have  for  many  years  been  used  for  gradu- 
ate teaching  and  research  in  various  scientific  areas 
related  to  medical  research  and  training.  Students 
who  take  advantage  of  these  researchers  and  lab- 
oratory resources  have  been  required  to  register 
through  the  Main  University  in  Austin  and  have 
been  subject  to  long  distance  supervision  of  their 
over-all  programs.  In  addition,  basic  scientists 
whose  reputations  have  attracted  these  students 
have  not  been  accorded  academic  rank  or  title.  There 
appears  to  be  a need  for  coordination  of  the  gradu- 
ate and  postdoctoral  programs  in  the  component 
institutions  of  the  University  of  Texas  at  Houston. 

This  legislation  was  referred  to  the  Council  on 
Medical  Education  and  Hospitals  and  the  Council 
on  Medical  Jurisprudence  has  conferred  with  that 
Council,  for  any  suggestions  they  might  have.  In 
addition,  the  Council  on  Medical  Jurisprudence  rec- 
ommends support  of  this  legislation. 

S.B.  198,  H.B.  351. — Change  the  name  of  South 
Texas  Medical  School  to  “The  University  of  Texas 
South  Texas  Medical  School”.  This  bill  passed  the 
House  on  Feb.  12,  1963. 

The  Council  on  Medical  Jurisprudence  recom- 
mends support  of  this  legislation. 


11.  Employment 

S.B.  13. — Creates  an  Occupational  Safety  Board 
to  make  and  enforce  occupational  safety  rules. 

H.B.  268. — Pertains  to  agreement  between  em- 
ployer and  employee  certifying  the  nature  of  any 
pre-existing  disability  of  employee. 

12.  Gunshot  Wounds 

S.B.  37. — Provides  for  the  reporting  to  police 
authorities  medical  treatment  of  gunshot  or  other 
wounds  indicating  violence. 

The  Executive  Board  is  on  record  in  support  of 
this  legislation. 

13.  Hospitals,  Hospital  Districts 

S.B.  29,  H.B.  57. — Provide  tax  exemption  of  prop- 
erty passing  to  religious,  educational,  or  charitable 
organizations. 

S.B.  170. — Corrects  the  enacting  legislation  deal- 
ing with  hospital  districts. 

S.B.  228. — Validates  creation  of  Sweeny  Hospital 
District  in  Brazoria  County. 

S.B.  278. — Relates  to  establishment  of  hospital 
districts  coterminous  with  the  Sweeny,  West  Colum- 
bia-Brazoria,  and  Damon  Independent  School  Dis- 
tricts. 

H.B.  295. — Creates  hospital  district  for  Stonewall 
County. 

H.B.  330. — Creates  hospital  district  for  Wheeler 
County. 

H.B.  336. — Creates  hospital  district  for  Wheeler 
County,  precincts  3 and  4. 

H.B.  377. — Creates  hospital  district  coterminous 
with  commissioner  precincts  1 and  2 of  Jasper  Coun- 
ty. 

H.B.  U79. — Requires  that  each  commissioner’s  pre- 
cinct be  represented  on  the  Board  of  Hospital  Man- 
agers. 

14.  Insurance 

S.B.  273,  H.B.  31f9. — Amend  Workmen’s  Compen- 
sation law  relating  to  employer’s  liability  and  work- 
men’s compensation. 

15.  Medical  Examiner  System 

H.B.  m. — Provides  for  a medical  examiner  sys- 
tem in  counties  having  a population  of  more  than 
500,000,  and  in  all  counties  having  a population  of 
not  less  than  120,000. 

16.  Mentally  III 

S.B.  50. — Establishes  a State  mentally  retarded 
school  in  Corpus  Christi. 

S.B.  5J. — Establishes  a State  mentally  retarded 
school  (west  of  the  100th  meridian,  or  within  any 
county  through  which  the  100th  meridian  passes). 

H.B.  90. — Establishes  the  Gulf  Coast  Hospital  and 
School  for  Mentally  Retarded  Children. 

The  Council  has  taken  no  action  on  the  three 
previously  mentioned  bills  but  expresses  its  belief 
in  the  philosophy  of  adequately  supporting  exist- 
ing facilities  before  building  additional  ones,  unless 
there  is  an  acute  need. 

H.B.  156. — Allows  the  Board  for  Texas  State  Hos- 
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pitals  and  Special  Schools,  with  funds  available 
for  such  purpose  from  any  source,  to  do  research 
to  determine  the  causes,  proper  treatment,  and  di- 
agnosis of  mental  retardation  and  allows  the  Board 
to  use  any  personnel  and  facilities  under  its  control 
and  management  for  carrying  out  such  research. 

It  has  been  pointed  out  that  existing  research 
facilities  under  the  control  and  management  of  the 
Board  for  Texas  State  Hospitals  and  Special  Schools 
would  be  of  greater  benefit  to  the  people  of  Texas  if 
research  on  mental  retardation  could  also  be  carried 
on  in  such  facilities.  The  Council  recommends  sup- 
port of  this  legislation. 

17.  Nursing  Homes 

S.B.  251. — Amends  present  statutes  relating  to 
the  issuing  of  bonds  by  the  county  to  include  bonds 
to  establish  a nursing  home. 

18.  Per  Diem  Poy 

H.B.  537. — Raises  the  per  diem,  pay  of  members 
of  the  Board  of  Vocational  Nurse  Examiners  from 
$10  to  $20. 

H.B.  538. — Raises  the  per  diem  from  $20  to  $30 
for  members  of  the  Board  of  Medical  Examiners. 

The  Council  on  Medical  Jurisprudence  recommends 
support  of  both  of  the  per  diem  bills. 

19.  Pharmacy 

S.B.  276. — Amends  the  Pharmacy  Act  to  allow  the 
cancellation  of  a store  permit  for  the  violation  of 
the  Act  by  a nonregistered  owner  or  employee.  (At 
the  present  time,  the  Board  has  to  first  revoke  the 
pharmacist’s  license  before  it  can  cancel  the  store 
permit.)  Wholesalers  and  distributors  are  placed 
under  the  licensure  provisions  of  the  Act  requiring 
a license  from  the  Board  before  they  can  operate  in 
Texas.  The  license  fee  is  $25.  Further,  it  provides 
for  cancellation  of  a store  permit  or  wholesaler  or 
distributor  license  when  the  licensee  has  been  guilty 
of  selling  counterfeit  drugs  or  legend  item  drugs 
without  a prescription  to  persons  not  entitled  to 
legend  item  drugs.  The  renewal  fee  of  the  pharma- 
cist is  raised  from  $5  to  not  to  exceed  $10. 

The  Council  on  Medical  Jurisprudence  recommends 
support  of  this  legislation. 

20.  Poisons 

H.B.  284. — Makes  it  unlawful  to  sell,  or  offer  for 
sale,  any  rat  poison,  or  any  other  preparation  which 
contains  thallium  sulphate,  or  any  other  thallium 
compound. 

Children  in  our  state  have  died  during  the  past 
few  years  from  accidental  poisoning  resulting  from 
eating  or  handling  preparations  containing  thallium 
sulphate  and  other  thallium  compounds,  which  are 
now  available  in  grocery  stores,  drug  stores,  and 
other  retail  establishments.  The  Council  recommends 
that  support  be  given  to  this  legislation. 

21.  Polio 

H.B.  486. — Requires  inoculation  for  polio  as  a 
prerequisite  for  registration  of  first-grade  students 
in  public  schools. 


22.  Records 

S.B.  36,  H.B.  263. — Pertain  to  the  introduction 
and  admissibility  in  court  of  business  records. 

H.B.  329. — Provides  that  information  concerning 
recipients  of  certain  payments  from  the  State  shall 
be  public  records. 

H.B.  389. — Clarifies  the  child  adoption  procedure 
and  safeguards  the  confidentiality  of  certain  rec- 
ords. 


SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  JURISPRUDENCE 

The  members  of  the  Council  wish  to  reiterate 
that  if  there  is  specific  information  desired  by  any 
member  as  to  legislation  pending  at  this  time,  please 
contact  us  and  we  shall  be  happy  to  furnish  it  to  you. 

STATUS  OF  LEGISLATION  IN  INITIAL  REPORT  (PLUS 
ADDITIONAL  BILLS  INTRODUCED  ON  THESE  SAME  SUB- 
JECTS) 

1.  Aged,  Handicapped,  Public  Assistance,  Rehabilitation,  Wel- 
fare 

S.J.R.  10. — Providing  for  direct  or  vendor  pay- 
ments for  medical  care  on  behalf  of  needy  individu- 
als 65  years  of  age  or  over  who  are  not  recipients 
of  Old  Age  Assistance,  and  who  are  unable  to  pay 
for  needed  medical  services.  Two  floor  amendments 
April  16,  1963;  two  other  floor  amendments  adopted 
April  23,  1963,  and  passed  Senate.  It  is  now  pending 
in  House  Constitutional  Amendments  Committee. 

Action:  The  Association  is  on  record  in  support  of 
this  type  of  legislation  on  the  basis  of  need.  This 
would  be  the  constitutional  amendment  to  imple- 
ment the  second  phase  of  the  Kerr-Mills  Act. 

S.C.R.  18. — Requesting  the  Legislative  Council  to 
study  services  for  and  rehabilitation  of  the  blind. 
Committee  report  favorable. 

Action:  For  informational  purposes.  This  Council 
will  continue  to  follow  this  study  carefully. 

S.J.R.  21. — Providing  that  the  Legislature  shall 
have  the  power  to  provide  assistance  to  old  age  re- 
cipients, totally  disabled,  needy  blind,  and  dependent 
children.  Passed  Senate;  in  Constitutional  Amend- 
ments Committee  of  House. 

Action:  For  informational  purposes. 

H.J.R.  23. — Giving  the  Legislature  power  to  pro- 
vide medical  care  on  behalf  of  needy  persons  65  or 
over  who  are  not  recipients  of  Old  Age  Assistance 
and  unable  to  pay  for  needed  medical  services.  No 
hearing. 

Action:  For  informational  purposes. 

H.J.R.  42. — Providing  payments  for  medical  care 
of  persons  65  or  over  who  are  not  recipients  of  Old 
Age  Assistance  and  who  do  not  receive  an  income  in 
excess  of  $125  per  month  with  the  first  $10  medical 
expense  incui'red  being  paid  by  the  individual. 

Action:  For  informational  purposes. 

H.J.R.  53. — Providing  assistance  to  the  needy  aged, 
totally  disabled,  blind,  and  needy  children.  No  hear- 
ing. 

Action:  For  informational  purposes. 

S.B.  24,  H.B.  96. — Vocational  rehabilitation  of 
mentally  and  physically  handicapped.  No  hearing  in 
Senate;  House  Committee  report  favorable. 

Action:  For  informational  purposes. 
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S.B.  41,  H.B.  509. — Authorizing  the  establishing 
of  residential  hospital  institutions  for  severely  handi- 
capped persons.  No  hearing  in  Senate  or  House,  and 

S.B.  91,  H.B.  167. — Establishing  rehabilitation  dis- 
tricts to  provide  education  and  training  for  handi- 
capped persons.  Passed  House;  reported  favorably 
by  Senate. 

Action:  As  to  these  bills  establishing  residential 
hospital  institutions  and  rehabilitation  districts,  the 
principle  fostered  by  the  medical  profession  is  that 
of  utilizing  existing  facilities  where  feasible  before 
creating  or  building  additional  facilities. 

S.B.  224,  H.B.  210. — Including  emotionally  dis- 
turbed children  as  exceptional  children  for  school 
purposes.  No  hearing  in  Senate;  reported  favorably 
by  Plouse. 

Action:  Securing  additional  information  from  the 
Committee  on  Mental  Health. 

S.B.  306. — Providing  an  appropriation  for  the  re- 
habilitation of  severely  physically  disabled  citizens. 
No  hearings  yet. 

Action:  For  informational  purposes. 

S.B.  418.— Making  an  appropriation  to  the  Voca- 
tional Rehabilitation  Division  of  the  Education 
Agency  for  rehabilitation  of  disabled  citizens.  No 
hearings  yet. 

Action:  For  informational  purposes. 

S.B.  419,  H.B.  936. — Amending  the  Insurance  Code 
authorizing  association  of  insurance  companies  re- 
garding a medical  plan  for  residents  65  or  older. 
This  bill  is  what  we  refer  to  as  the  “Over  65  Plan” 
and  would  allow  insurance  companies  to  pool  them- 
selves in  writing  an  over-65  plan  of  insurance  for 
our  elderly  citizens.  Passed  Senate;  House  Commit- 
tee report  favorable. 

Action:  Support. 

H.B.  70. — Creating  a lien  in  favor  of  the  State  of 
Texas  on  all  real  property,  including  homesteads, 
belonging  to  applicants  for  or  recipients  of  public 
assistance  if  the  appraised  value  is  in  excess  of 
$1,000;  such  lien  shall  be  limited  to  the  amount  of 
assistance  granted  to  the  recipient.  No  hearings  yet. 

Action:  Support. 

H.B.  121. — Providing  old  age  assistance  and  aid 
to  totally  disabled  as  well  as  providing  for  monetary 
contributions  to  the  support  of  certain  recipients  of 
public  assistance  by  certain  relatives  of  the  recipient. 
No  hearings. 

Action:  For  informational  purposes. 

H.B.  123. — Establishing  a Medical  Assistance  Pro- 
gram for  certain  recipients  of  Old  Age  Assistance, 
Aid  to  Dependent  Children,  Aid  to  the  Blind  and  Aid 
to  the  Permanently  and  Totally  Disabled  and  pro- 
viding for  financial  responsibility  of  relatives,  coun- 
ties, and  other  governmental  subdivisions  for  medi- 
cal costs  of  welfare  recipients.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  182. — Establishing  a State  home  for  depend- 
ent and  neglected  children.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  327. — Setting  up  eligibility  requirements  of 
persons  who  may  receive  public  welfare  funds  and 
admission  to  eleemosynary  institutions.  No  hearings. 

Action:  For  informational  purposes.  The  Council 
will  continue  to  watch  this  particular  legislation. 

H.B.  433. — Providing  for  the  extension  of  Child 
Welfare  Services  to  include  foster  care  and  day  care 
services.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  540. — Providing  for  medical  assistance  for 


the  permanently  and  totally  disabled  on  behalf  of 
recipients  of  public  assistance.  No  hearings. 

Action:  For  informational  purposes.  The  Council 
will  continue  to  follow  this  legislation. 

H.B.  604. — Authorizing  a special  pre-school  edu- 
cation program  for  severely  handicapped  children. 
No  hearings. 

Action:  For  informational  purposes. 

H.B.  740. — Authorizing  residential  institutions  for 
custodial  care  of  the  severely  handicapped.  No  hear- 
ings. 

Action:  For  informational  purposes.  The  princi- 
ple fostered  by  the  medical  profession  is  that  of 
utilizing  existing  facilities  where  feasible  before 
creating  or  building  additional  ones. 

H.B.  966. — Amends  the  statutes  relating  to  eligi- 
bility requirements  for  Old  Age  Assistance.  No 
hearings. 

Action:  For  informational  purposes. 

2.  Air  Pollution 

H.B.  211. — Relating  to  the  carrying  on  of  any 
trade,  business,  or  occupation  injurious  to  health  and 
increasing  the  n^aximum  fine  from  $100  to  $250. 
No  hearings. 

Action:  For  informational  purposes. 

H.B.  434- — Amplifying  the  duties  of  the  county 
health  officer  and  providing  the  right  of  inspection 
in  regard  to  air  pollution.  No  hearings. 

Action:  Support. 

H.B.  770.— Relating  to  the  creation  of  the  Texas 
Air  Pollution  Control  Commission.  No  hearings. 

Action:  For  informational  purposes. 

3.  Alcoholics 

H.B.  265. — Relating  to  commitment  and  treatment 
of  alcoholics  in  State  institutions.  Committee  report 
favorable. 

Action:  Support. 

4.  Automobiles 

S.B.  275,  H.B.  764. — Relating  to  presumptions  from 
the  amount  of  alcohol  in  the  defendant’s  blood  in 
DWI  prosecution.  No  hearings  in  Senate  or  House. 

Action:  Support. 

H.B.  505. — Pertaining  to  implied  consent  of  driver 
of  motor  vehicle  to  submit  to  chemical  testing  to  de- 
termine the  alcoholic  content  of  blood.  No  hearings. 

Action:  Support. 

H.B.  270. — Providing  that  passenger  cars  be  equip- 
ped with  seat  belt  anchorage  units.  Committee  hear- 
ing favorable. 

Action:  Support.  The  bills  listed  previously  in  this 
action  are  in  line  with  the  recommendations  of  the 
Committee  on  Transportation  Safety  and  the  Texas 
Medical  Association. 

5.  Cancer  Registry,  Tissue  Bill 

H.B.  418  is  of  special  interest  to  physicians  as  it 
allows  any  person,  hospital,  sanitorium,  nursing  or 
rest  home,  medical  society,  cancer  registry,  or  other 
organization  to  provide  information  relating  to  the 
condition  and  treatment  of  any  person  where  such 
study  is  for  the  purpose  of  reducing  morbidity  or 
mortality,  and  no  liability  of  any  kind  or  character 
for  damages  or  other  relief  shall  arise  or  be  enforced 
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against  any  person  by  reason  of  having  provided 
such  information.  House  Committee  report  favorable. 

Action:  Support. 

6.  Chiropody 

S.B.  162,  H.B.  333.— Identification  to  be  used  by 
those  licensed  by  the  Board  of  Chiropody  Examiners, 
and 

S.B.  163,  H.B.  3 3 If. — Authorizing  the  Board  of  Chi- 
ropody Examiners  to  recognize  both  the  degree  of 
Doctor  of  Podiatry  as  well  as  Doctor  of  Surgical 
Chiropody.  These  bills  have  passed  both  houses  and 
were  signed  by  the  Governor  on  March  28,  1963. 

Action:  For  informational  purposes. 

7.  Clinical  Laboratories 

S.B.  6 U,  H.B.  3 5 If. — Providing  for  the  licensure  of 
clinical  laboratories  as  well  as  the  clinical  laboratory 
director.  We  are  of  the  opinion  (upheld  by  the  At- 
torney General  of  Texas  in  December,  1962)  that 
tests  and  studies  performed  by  clinical  laboratories 
constitute  the  practice  of  medicine  and  should  only 
be  done  by  those  trained  in  medicine  or  under  their 
direct  supervision.  The  bill  is  in  the  subcommittee  of 
Public  Health  Committee  of  Senate. 

Action:  Oppose. 

8.  Contracting  for  Medical  Care 

H.B.  266,  S.B.  195. — Authorizes  the  Board  of  Tex- 
as State  Hospitals  and  Special  Schools  to  contract 
for  medical  care  and  treatment.  A similar  bill  was 
passed  during  the  last  session  of  the  Legislature  but 
was  confined  to  the  El  Paso  area.  The  bill  passed 
both  houses  and  was  signed  by  the  Governor  on 
April  4,  1963. 

Action:  For  informational  purposes. 

9.  Drugs  and  Narcotics 

S.B.  262,  H.B.  162. — Both  pertain  to  the  placing 
of  paregoric  on  the  list  of  narcotic  drugs  to  be  sold 
by  prescription  only.  The  bill  was  amended  and 
passed  in  the  Senate  and  in  the  Criminal  Jurispru- 
dence Committee  of  the  House;  likewise,  the  house 
version  was  amended,  passed  the  House,  and  in 
Criminal  Jurisprudence  Committee  of  Senate. 

Action:  Support. 

H.B.  183. — Providing  for  voluntary  and  involun- 
tary commitment  for  hospitalization  and  care  of  per- 
sons addicted  to  narcotics.  No  hearings  yet. 

Action:  Support. 

H.B.  250. — Exempts  the  sale  of  all  drugs  and  med- 
icines from  the  State  Sales  Tax.  No  hearings  yet. 

Action:  For  informational  purposes. 

10.  Education 

S.B.  155,  H.B.  500.  — Establishing  a Graduate 
School  of  Biomedical  Sciences  which  would  suspend 
the  Postgraduate  School  of  Medicine  and  establish 
it  as  a separate  division  of  continuing  education 
for  physicians.  Reported  favorably  by  Senate;  no 
hearings  in  House.  (Reported  favorably  April  24, 
1963.) 

Action:  Support. 

S.B.  198,  H.B.  351. — Changing  the  name  of  South 
Texas  Medical  School  to  “The  University  of  Texas 
South  Texas  Medical  School”  in  San  Antonio.  This 


bill  passed  both  houses  and  was  signed  by  the  Gov- 
ernor on  March  28,  1963. 

Action:  For  informational  purposes. 

S.B.  305. — Increasing  the  age  eligibility  for  ex- 
ceptional children  program  benefits.  Passed  Senate; 
in  Education  Committee  of  House. 

Action:  For  informational  purposes. 

11.  Employment  and  Labor 

S.B.  13. — Creating  an  Occupational  Safety  Board 
to  make  and  enforce  occupational  safety  rules.  No 
hearings. 

Action:  For  informational  purposes. 

H.B.  268. — Pertaining  to  agreement  between  em- 
ployer and  employee  certifying  the  nature  of  any 
pre-existing  disability  of  employee.  No  hearings. 

Action:  For  informational  purposes. 

S.B.  351f,  S.B.  358,  H.B.  753  and  H.B.  860  all  per- 
tain to  hours  of  work  and  wages  for  certain  female 
employees.  No  hearings  have  been  held  on  any  of 
these  bills. 

Action:  For  informational  purposes. 

H.B.  869. — Providing  that  the  cost  of  physical  ex- 
amination of  employee  and  loss  of  time  involved 
shall  be  borne  by  employer.  No  hearings. 

Action:  For  informational  purposes. 

12.  Gunshot  Wounds 

S.B.  37. — Providing  for  the  reporting  to  police  au- 
thorities medical  treatment  of  gunshot  or  other 
wounds  indicating  violence.  Committee  reports  fa- 
vorable. 

Action:  Support. 

13.  Hospitals,  Hospital  Districts 

S.B.  29,  H.B.  57. — Providing  tax  exemption  of 
property  passing  to  religious,  educational,  or  charita- 
ble organizations.  Passed  House  and  Senate. 

Action:  For  informational  purposes. 

S.B.  170. — Correcting  the  enacting  legislation  deal- 
ing with  hospital  districts.  Passed  Senate;  in  Coun- 
ties Committee  of  House. 

Action:  For  informational  purposes. 

S.B.  228. — Validating  creating  of  Sweeny  Hospital 
District  in  Brazoria  County.  Passed  Senate;  in  State 
Affairs  Committee  of  House. 

Action:  For  informational  purposes. 

S.B.  278. — Relating  to  establishing  of  hospital  dis- 
tricts coterminous  with  the  Sweeny,  West  Columbia- 
Brazoria  & Damon  Independent  School  District. 
Passed  Senate;  reported  favorably  by  House. 

Action:  For  informational  purposes. 

S.B.  356. — Expressing  certain  powers  of  certain 
hospital  districts.  Passed  Senate;  in  Counties  Com- 
mittee of  House. 

Action:  For  informational  purposes. 

S.B.  If22. — Providing  Tor  the  creation  of  Mid-Cros- 
by  County  Hospital  District.  Amended  and  passed 
Senate;  in  Counties  Committee  of  House. 

Action:  For  informational  purposes. 

S.B.  U73,  H.B.  101f6. — Amending  H.B.  377  relat- 
ing to  validation  of  Jasper  County  Hospital  District 
and  election  of  directors.  Committee  hearing  favor- 
able in  Senate. 

Action:  For  informational  purposes. 

H.B.  295. — Creating  hospital  district  for  Stone- 
wall County.  Passed  both  houses  and  signed  by  the 
Governor  on  April  12,  1963. 
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Action:  For  informational  purposes. 

H.B.  330. — Creating  hospital  district  for  Wheeler 
County.  Passed  House;  in  State  Affairs  Committee 
of  Senate. 

Action:  For  informational  purposes. 

H.B.  336. — Creating  hospital  district  for  Wheeler 
County,  Precincts  3 & 4.  Passed  House;  in  State  Af- 
fairs Committee  of  Senate. 

Action:  For  informational  purposes. 

H.B.  377. — Creating  hospital  district  coterminous 
with  precincts  1 and  2 of  Jasper  County.  Passed 
House  and  Senate,  signed  by  the  Governor  on  April 
12,  1963. 

Action:  For  informational  purposes. 

H.B.  479. — Requiring  that  each  commissioners  pre- 
cinct be  represented  on  the  Board  of  Hospital  Mana- 
gers. No  hearings. 

Action:  For  informational  purposes. 

H.B.  716. — Creating  the  Archer  County  Hospital 
District.  Passed  House  and  Senate. 

Action:  For  informational  purposes. 

H.B.  717,  S.B.  324. — Enabling  each  county  to  cre- 
ate a County  Hospital  Authority  without  taxing 
power.  Passed  House  and  Senate. 

Action:  For  informational  purposes. 

H.B.  768.- — Creating  a hospital  district  comprising 
all  of  Hardin  County.  Passed  House;  in  State  Af- 
fairs Committee  of  Senate. 

Action:  For  informational  purposes. 

H.B.  781. — Creating  a hospital  district  comprising 
all  of  Tyler  County.  Passed  House  and  Senate. 

Action:  For  informational  purposes. 

H.B.  783. — Creating  Public  Hospital  District  in  a 
portion  of  Jefferson  County.  Passed  House;  in  State 
Affairs  Committee  of  Senate. 

Action:  For  informational  purposes. 

H.B.  786. — Creating  hospital  district  comprising 
all  of  Titus  County.  Passed  House ; in  Counties  Com- 
mittee of  Senate. 

Action:  For  informational  purposes. 

H.B.  849.— Authorizing  a hospital  district  coexten- 
sive with  boundaries  of  Brooks  County.  Committee 
report  favorable. 

Action:  For  informational  purposes. 

H.B.  900. — Creating  the  Nixon  Hospital  District 
to  be  located  in  parts  of  Wilson,  Karnes,  and  Gon- 
zales Counties.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  924. — Making  it  unlawful  to  misrepresent 
place  of  residence  when  applying  for  medical  aid 
from  state  or  county  hospital.  No  hearings. 

Action:  Support. 

H.B.  992. — Authorizes  establishment  in  Brazoria 
County  of  the  ‘Sweeny  Hospital  District’  and  the 
‘West  Coumbia-Brazoria  & Damon  Hospital  District’. 
House  Committee  report  favorable. 

Action:  For  informational  purposes. 

H.B.  1013. — Creating  the  West  Coke  County  Hos- 
pital District.  Committee  report  favorable. 

Action:  For  informational  purposes. 

H.B.  1024- — Creating  the  Booker  Hospital  District 
in  Lipscomb  County.  No  hearings. 

Action:  For  informational  purposes. 

14.  Insurance  (Workmen's  Compensation) 

S.B.  273,  H.B.  349. — Amends  present  statutes  re- 
lating to  employer’s  liability  and  workmen’s  com- 
pensation. No  hearings  in  Senate  or  House. 

Action:  For  informational  purposes. 


H.B.  912,  S.B.  223. — Relating  to  right  of  actions 
of  subscribers.  No  hearings. 

Action:  For  informational  purposes. 

15.  Medical  Examiner  System 

H.B.  1 44.— Providing  for  a medical  examiner  sys- 
tem in  counties  having  a population  of  more  than 
500,000,  and  in  all  counties  having  a population  of 
not  less  than  120,000.  Passed  House;  in  Counties 
Committee  of  Senate. 

Action:  Support. 

16.  Mentally  III 

S.B.  50. — Establishing  a State  mentally  retarded 
school  in  Corpus  Christi.  Passed  Senate  and  reported 
favorably  by  House. 

S.B.  54. — Establishing  a State  mentally  retarded 
school  in  West  Texas.  Passed  Senate;  in  House  State 
Affairs  Committee. 

H.B.  90.- — Establishing  the  Gulf  Coast  Hospital 
and  School  for  mentally  retarded  children.  No  hear- 
ings. 

S.B.  426. — Establishing  the  Southeast  Texas  State 
School  for  mentally  retarded.  No  hearings. 

Action  on  four  preceding  bills:  The  Council  has 
taken  no  action  on  these  bills  but  expresses  its  be- 
lief in  the  philosophy  of  adequately  supporting  ex- 
isting facilities  before  building  additional  ones,  un- 
less there  is  an  acute  need. 

H.B.  156. — Authorizes  the  Board  for  Texas  State 
Hospitals  and  Special  Schools  to  do  research  to  de- 
termine the  causes,  proper  treatment,  and  diagnosis 
of  mental  retardation  and  allows  the  Board  to  use 
any  personnel  and  facilities  under  its  control  and 
management  for  carrying  out  such  research.  The 
bill  passed  the  House  and  Senate  and  was  signed  by 
the  Governor  on  April  4,  1963. 

Action:  For  informational  purposes.  The  Council 
supported  this  legislation. 

S.B.  364,  H.B.  703. — Authorizing  contracts  for 
community  mental  health  service  programs.  No  hear- 
ings yet  in  either  house. 

Action:  Oppose. 

S.B.  383,  H.B.  815. — Providing  for  contracts  in 
the  conducting  of  research.  Committee  report  favor- 
able. The  contracts  would  be  limited  to  Aug.  31, 1966. 

Action:  For  informational  purposes. 

S.B.  401. — Authorizing  entry  into  the  Interstate 
Compact  on  Mental  Health.  In  subcommittee.  This 
matter  was  referred  to  the  Committee  on  Mental 
Health  which  approved  the  bill  in  principle  but  not 
as  introduced. 

Action:  The  Council  feels  that  adequate  safe- 
guards should  be  written  into  this  bill  before  it  is 
enacted  into  law.  The  bill  will  be  considered  again 
by  the  full  committee  (Public  Health)  of  the  Senate 
on  Monday,  April  28,  1963,  at  9:30  a.m. 

H.B.  634- — Relating  to  application  for  and  right 
to  appeal  from  orders  of  temporary  hospitalization, 
observation,  and  treatment.  No  hearings. 

Action:  Support. 

17.  Nursing  Homes 

S.B.  251. — Amending  present  statutes  relating  to 
the  issuing  of  bonds  by  the  county  to  include  bonds 
to  establish  a nursing  home.  Passed  Senate;  in 
Counties  Committee  of  House. 

Action:  For  informational  purposes. 
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18.  Per  Diem  Pay 

H.B.  537. — Raising  the  per  diem  of  members  of 
the  Board  of  Vocational  Nurse  Examiners  from  $10 
to  $20.  No  hearings. 

Action:  Support. 

H.B.  538. — Raising  the  per  diem  from  $20  to  $30 
for  members  of  the  Board  of  Medical  Examiners. 
No  hearings. 

Action:  Support. 

19.  Pharmacy 

S.B.  276,  H.B.  552. — Amending  the  Pharmacy  Act 
to  allow  the  cancellation  of  a store  permit  for  the 
violation  of  the  Act  by  a nonregistered  owner  or  em- 
ployee. At  the  present  time,  the  Board  has  to  revoke 
the  pharmacist’s  license  first  and  then  cancel  the 
store  permit.  In  subcommittee  of  Senate.  Amended 
and  reported  favorably  by  House. 

Action:  Support. 

H.B.  1006. — Requiring  the  registration  for  whole- 
salers and  distributors  of  drugs  and  medicines  under 
State  Department  of  Health.  In  subcommittee  of 
House  Public  Health  Committee. 

Action:  Support. 

20.  Poisons 

H.B.  284.- — Making  it  unlawful  to  sell,  or  offer 
for  sale,  any  rat  poison,  or  any  other  preparation 
which  contains  thallium  sulphate,  or  any  other  thal- 
lium compound.  In  subcommittee. 

Action:  Support. 

21.  Polio 

H.B.  486.- — Requiring  inoculation  for  polio  as  a 
prerequisite  for  registration  of  first-grade  students 
in  public  schools.  In  subcommittee. 

Action:  For  informational  purposes. 

22.  Records 

S.B.  36,  H.B.  263.— Pertaining  to  the  introduction 
and  admissibility  in  court  of  business  records.  Sen- 
ate committee  report  favorable ; no  hearing  in  House. 

Action:  Oppose. 

H.B.  329.- — Providing  that  information  concerning 
recipients  of  certain  payments  from  the  State  shall 
be  public  records.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  389. — Clarifying  the  child  adoption  proce- 
dures and  safeguarding  the  confidentiality  of  cer- 
tain records.  House  Committee  report  favorable. 

Action:  For  informational  purposes. 


NEW  SUBJECTS  OF  LEGISLATION  INTRODUCED 

1.  Central  Licensing  and  Transfer  of  Funds 

H.B.  699. — Creating  a central  licensing  agency  in 
Texas  and  giving  it  authority  over  numerous  pro- 
fessions, including  the  medical  profession.  It  would 
be  responsible  for  the  conducting  of  examinations, 
grading  of  papers,  and  collecting  fees.  No  hearings. 

Action:  While  this  legislation  is  being  urged  in 
the  name  of  economy,  with  a profession  such  as 
medicine,  it  is  the  opinion  of  the  Council  that  a lay 
group  could  not  function  as  efficiently  as  the  pres- 


ent Board  of  Medical  Examiners  which  is  doing  a 
good  job.  We  recommend  opposition. 

H.B.  491. — Creating  a State  General  Licensing 
and  Certifying  Agency  for  painters  and  contractors 
(which  could  be  amended  to  include  all  professions). 
Committee  report  favorable;  on  April  8,  1963,  failed 
to  suspend  the  rules  to  take  up. 

Action:  Oppose. 

H.B.  962. — Creating  a Central  Licensing  & Ex- 
amination Department;  no  hearings. 

Action:  Oppose. 

H.B.  819. — Providing  that  the  expenses  of  the 
Board  of  Nurse  Examiners  would  be  paid  out  of  the 
General  Revenue  Fund.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  820. — Optometry  Board  of  Examiners.  No 
hearings. 

Action:  For  informational  purposes. 

H.B.  826. — Abolishes  the  Vocational  Nurse  Ex- 
aminers Fund.  No  hearings. 

Action:  Oppose. 

H.B.  829. — Transfers  various  funds  to  the  Gen- 
eral Revenue  Fund.  No  hearings. 

Action:  Oppose. 

H.B.  830. — Abolishes  the  Medical  Registration 
Fund.  No  hearings. 

Action:  Oppose. 

H.B.  833. — Abolishes  the  Basic  Science  Examina- 
tion Fund.  No  hearings. 

Action:  Oppose. 

H.B.  835. — Expenses  of  Board  of  Medical  Ex- 
aminers from  the  General  Revenue  Fund.  No  hear- 
ings. 

Action:  Oppose. 

H.B.  837. — Expenses  of  Board  of  Pharmacy  from 
the  General  Revenue  Fund.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  846. — Expenses  of  Tuberculosis  Nurse  Ex- 
aminers Board  from  General  Revenue.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  851. — Expenses  of  Board  of  Chiropody  Ex- 
aminers from  General  Revenue  Fund.  No  hearings. 

Action:  For  informational  purposes. 

H.B.  862. — Abolishes  special  funds  and  accounts 
for  the  deposit  of  State  monies.  No  hearings. 

Action:  Oppose. 

H.B.  934 • — Abolishes  special  funds  in  State  Treas- 
ury. No  hearings. 

Action:  Oppose. 

2.  Certification 

S.B.  319,  H.B.  593. — Authorizes  the  Board  for 
Texas  State  Hospitals  and  Special  Schools  to  grant 
certificates  to  graduates  of  Technician  Training  Pro- 
gram. Such  certificate  would  entitle  the  holder  to 
practice  as  a psychiatric  technician  or  tuberculosis 
technician.  The  bills  set  up  no  standards  but  simply 
provide  that  these  individuals,  when  certified,  would 
have  a right  to  practice.  Senate  Committee  favor- 
able; no  hearings  in  House. 

Action:  The  Council  is  of  the  opinion  that  the 
Board  at  this  time  can  grant  these  certificates  with- 
out legislation.  We  recommend  opposition. 

3.  H.B.  667,  Texas  Professional  Corporation  Act 

This  matter  has  been  before  the  Council  on  Med- 
ical Jurisprudence  on  several  occasions.  In  1961, 
H.B.  48  and  S.B.  119,  known  as  the  Texas  Uniform 
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Partnership  Act,  was  pending  in  the  Legislature. 
The  Council  on  Medical  Jurisprudence  and  our  Gen- 
eral Counsel  actively  supported  amendments  pre- 
pared by  Mr.  George  Ray,  a tax  attorney  from  Dal- 
las, Texas,  who  had  been  working  with  numerous 
physicians  in  setting  up  associations  which  would 
qualify  for  pension  retirement  programs,  following 
decisions  by  federal  courts  in  the  Kintner  Case  and 
the  Galt  case,  the  Galt  case  being  tried  in  Federal 
Court  in  Dallas.  Through  the  efforts  of  our  Asso- 
ciation, the  amendments  prepared  by  Mr.  Ray  were 
enacted  by  the  Legislature  and  is  the  law  at  the 
present  time. 

Your  Council  has  attempted  to  cooperate  with  all 
groups  interested  in  the  setting  up  of  pension  re- 
tirement plans  but  has  been  unwilling  to  support 
legislation  which  would  authorize  corporations  to 
practice  medicine  in  our  State. 

H.B.  667  was  introduced  in  the  House  of  Repre- 
sentatives this  year  which  authorizes  the  formation 
of  professional  corporations.  The  bill  was  prepared 
by  a committee  from  the  Trust  Division  of  the  Texas 
Banking  Association  and  has  been  actively  supported 
by  Mr.  George  Ray.  It  has  seemed  unusual  to  this 
Council  that  outside  groups  have  not  attempted  to 
meet  with  proper  committees  from  the  Texas  Medi- 
cal Association  before  preparing  legislation  of  this 
kind  and  having  it  presented  to  the  Legislature 
when  it  affects  every  physician  in  Texas. 

H.B.  667  also  includes  lawyers,  dentists,  account- 
ants, and  other  professional  groups  and  it  is  our 
information  that  there  is  dissension  among  other 
groups  over  this  bill.  Several  groups  are  planning 
to  appear  in  opposition  to  the  bill. 

Your  Council  on  Medical  Jurisprudence  is  quite 
concerned  where  members  of  our  Association  have 
taken  an  active  position  in  support  of  this  bill  when 
the  policy  of  this  Association  has  been  set  by  action 
of  the  House  of  Delegates  in  opposition  to  the  cor- 
porate practice  of  medicine.  In  1962,  the  House  of 
Delegates,  on  recommendation  of  the  Council  on 
Medical  Jurisprudence,  went  on  record  in  opposing 
this  type  of  legislation.  This  matter  has  also  been 
considered  by  the  Committee  on  Contract  Medicine, 
and  it,  too,  has  expressed  opposition  to  this  type  of 
legislation  and  recommended  that  the  Council  on 
Medical  Jurisprudence  maintain  its  previous  posi- 
tion. While  this  Council  is  cognizant  of  the  advan- 
tages to  be  gained  from  a tax  point  of  view,  it  is 
also  aware  of  legal  and  ethical  problems  involved. 

At  the  present  time,  approximately  30  states  have 
enacted  either  professional  associations  or  profes- 
sional corporations,  and  from  the  information  avail- 
able to  this  Council,  the  Internal  Revenue  Service 
has  made  no  official  ruling  on  whether  such  forms 
of  organization  are  entitled  to  be  treated  as  corpora- 
tions for  federal  income  tax  purposes. 

In  the  State  of  California,  there  is  one  group  that 
employs  550  doctors,  and  certainly,  your  Council 
does  not  feel  that  our  membership  would  support 
a similar  type  of  practice  in  Texas.  We  are  aware 
that  there  are  groups  that  would  welcome,  and  in 
fact  have  tried,  to  set  up  corporations  in  Texas  to 
employ  physicians  and  sell  their  professional  serv- 
ices to  third  parties. 

We  welcome  any  members  of  this  Association  who 
wish  to  discuss  this  matter  further  with  the  Council. 
This,  we  feel,  is  much  more  desirable  than  to  ap- 
proach the  problem  through  a third  party.  We  wish 
to  reaffirm  our  position  of  opposition  to  this  prin- 


ciple and,  in  particular,  to  H.B.  667.  The  best  in- 
terest of  the  patient  is  served  through  the  personal 
physician  of  the  patient’s  choice — not  through  em- 
ployees of  coi’porations. 

HERLONG-BAKER  TAX  RATE  REFORM  LEGISLATION 

The  Council  wishes  to  call  attention  to  the  favor- 
able support  of  the  House  of  Delegates  in  1960  of 
the  Herlong-Baker  bill  and  recommends  continuing 
active  support  of  this  legislation  still  pending  in 
Congress. 

RESOLUTION 

The  Council  recommends  the  following  resolution 
for  adoption  by  the  House  of  Delegates: 

SUPPORT  OF  LEGISLATION  DESIGNED  TO 

EASE  THE  TAX  BURDEN  ON  THE  AGED 

AND  THOSE  WHO  ASSIST  THEM 

Whereas,  The  Texas  Medical  Association  consist- 
ently has  supported  measures  which  are  designed  to 
assist  the  aged  to  help  themselves;  and 

Whereas,  The  Congress  of  the  United  States  pres- 
ently is  giving  consideration  to  tax  rate  deductions 
and  tax  revisions;  now  therefore  be  it 

Resolved,  That  the  House  of  Delegates  support  in 
pi’inciple  four  measures  which  are  designed  to  ease 
the  burden  on  the  aged  and  those  who  support  them, 
to  wit: 

1.  Tax  Deduction  for  Medical  Expenses  of  Depend- 
ents Over  Age  65. 

It  is  recommended  that  the  Internal  Revenue  Code 
be  amended  to  permit  a taxpayer  to  deduct  in  full 
the  amounts  paid  for  the  medical  care  of  those  who 
have  reached  age  65.  A taxpayer  now  may  deduct 
all  medical  expenses  paid  on  behalf  of  his,  or  his 
spouse’s  65  year  old  father  or  mother.  Payment  of 
medical  expenses  for  other  persons  who  fall  within 
the  class  of  dependents  is  limited  to  the  amount 
which  exceeds  3 per  cent  of  the  taxpayer’s  adjusted 
gross  income.  It  is  proposed  that  taxpayers  should 
be  permitted  to  deduct  any  medical  expenses  paid 
by  them  for  dependents  over  age  65,  without  regard 
to  the  3 per  cent  limitation  and  parental  limitation, 
and  without  regard  to  the  amount  or  percentage  of 
support  contributed  by  the  taxpayer. 

2.  Removal  of  the  1 Per  Cent  Drug  Limitation 
and  the  Inclusion  of  Ding  and  Medical  Expenses. 

It  is  proposed  that  the  cost  of  drugs  be  considered 
the  same  as  any  other  medical  expense  in  computing 
the  medical  deduction  based  upon  the  payment  of 
medical  expenses  of  a person  over  age  65.  Under 
present  law,  the  total  amount  paid  for  drugs  must 
first  be  reduced  by  1 per  cent  of  the  taxpayer’s 
gross  income  by  computing  the  deductible.  Costly 
drags  are  just  as  vital  to  medical  care  as  bedpans 
and  heating  pads,  yet  drugs  are  subject  to  a 1 per 
cent  limitation  while  appliances  are  classed  simply 
as  medical  expenses.  This  provision  is  difficult  to 
justify  for  anyone,  but  especially  for  those  over  65. 

3.  Permitting  Taxpayers  Over  Age  65  to  Receive 
Full  Tax  Benefit  for  Medical  Expenses  by  Use  of 
Carry-Forward  and  Carry-Back  Principles. 

The  Internal  Revenue  Code  permits  businesses  to 
offset  losses  in  one  year  against  profits  in  another 
year.  The  corporation  with  a current  year  profit 
may  apply  the  prior  year  loss  to  offset  part  or  all 
of  that  profit.  This  principle  might  well  be  applied 
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to  medical  expenses  of  the  elderly.  If  an  aged  per- 
son has  unusually  high  medical  expenses  in  one  year 
he  or  she  should  be  permitted  to  carry  back  (or  for- 
ward) the  “excess”  so  that  the  tax  benefit  will  not 
be  lost  to  him.  It  is  therefore  recommended  that  the 
Internal  Revenue  Code  be  amended  to  authorize  a 
three-year  carry  back  and  a five-year  carry  forward, 
of  excessive  medical  expenses. 

U.  Provide  a Tax  Credit  for  Medical  Expenses 
Paid  by  the  Over  Age  65  Taxpayer,  with  the  Credit 
Related  to  Income  and  Medical  Expenses. 

It  can  be  demonstrated  that  added  personal  ex- 
emption for  age  provides  greatest  tax  relief  where 
it  is  least  needed.  The  same  applies  with  even  great- 
er emphasis  to  medical  expense  deductions  for  older 
people.  It  is  therefore  recommended  that,  for  per- 
sons who  have  attained  age  65,  a credit  against  tax 
liability  should  be  used  instead  of  a medical  expense 
deduction.  The  tax  credit  should  be  related  to  the 
amount  of  income  and  to  medical  expenses  so  that 
a taxpayer  who  has  medical  expenses  which  are 
large  in  proportion  to  his  income  will  receive  the 
greater  amount  of  tax  relief;  and  be  it  further 

Resolved,  That  the  Texas  Medical  Association  lend 
its  support  to  the  passage  of  legislation  embracing 
the  previously  mentioned  principles,  and  that  copies 
of  this  resolution  be  transmitted  to  Texas  Senators 
and  Congressmen,  and  to  all  members  of  the  House 
Ways  and  Means  Committee. 

REPORT  OF  COMMITTEE  REPORTING  TO  COUNCIL 

Initial  Report  of  the  Committee  on  Military  and 
Veterans  Affairs  is  approved. 

In  addition,  the  Chairman  of  the  Committee  on 
Military  and  Veterans  Affairs  appeared  before  the 
Council  on  Medical  Jurisprudence  Saturday  morning. 

The  Committee  reported  to  the  Council  that  recent 
proposals  for  new  VA  hospital  construction  in  Texas 
had  come  under  the  Committee’s  study.  The  follow- 
ing facts  were  ascertained: 

1.  Under  existing  federal  law,  the  President  and 
the  Administrator  of  Veterans  Affairs  can  designate 
existing  VA  hospitals  for  alteration,  repairs,  or  re- 
placement, and  can  order  the  construction  of  new 
VA  hospitals. 

2.  Appropriations  to  implement  such  orders  are 
effected  by  Congressional  approval  of  the  President’s 
annual  budget,  including  an  appropriation  for  the 
proposed  new  construction. 

3.  The  previous  three  administrators  of  Veterans 
Affairs  have  all  stated  before  Congressional  commit- 
tees that  any  new  construction  of  VA  hospitals 
would  be  only  to  provide  non-service-connected  cases 
with  care,  since  we  already  have  more  beds  than  we 
need  for  the  care  of  all  the  service-connected  pa- 
tients projected  past  the  year  2000. 

4.  Eighty-five  per  cent  of  all  patients  treated  in 
VA  hospitals  and  discharged  were  non-service-con- 
nected illnesses.  Only  15  per  cent  of  patients  dis- 
charged were  service-connected.  This  percentage  va- 
ries little  from  year  to  year. 

5.  The  “Hoover  Commission”  in  its  1955  report  to 
the  Congress  advised  among  other  things,  (a)  clos- 
ure of  surplus  VA  hospitals,  surplus  determination 
being  on  the  basis  of  service-connected  case  load,  and 
(b)  ceasing  all  plans  to  construct  new  VA  hospitals. 

6.  Nearly  all  of  the  new  VA  hospital  construction 
in  the  past  decade  has  placed  the  newly  constructed 
VA  hospital  adjacent  to  a medical  school. 


7.  In  1940,  approximately  four  per  cent  of  medi- 
cal graduates  took  internships  and  residencies  in 
federal  institutions.  In  1963,  over  30  per  cent  of 
our  graduates  are  taking  postgraduate  training  in 
federal  institutions. 

8.  The  Veterans  Affairs  Committee  of  the  U.  S. 
House  of  Representatives  has  expressed  concern  over 
transference  of  constitutional  Congressional  author- 
ity for  new  VA  hospital  construction  to  the  Execu- 
tive Branch.  As  a result  of  their  studies,  the  Com- 
mittee has  introduced  H.R.  4347,  a bill  to  provide 
for  a review  of  any  proposed  VA  hospital  construc- 
tion by  the  Committee  on  Veterans  Affairs  of  the 
U.  S.  House,  before  contracts  for  construction  are 
let.  This  bill  was  favorably  reported  by  the  Com- 
mittee on  Veterans  Affairs  on  March  28,  1963,  and 
referred  for  action  by  the  “Committee  of  the  Whole 
House”. 

The  Committee  on  Military  and  Veterans  Affairs 
of  the  TMA  has  studied  this  bill  carefully,  along 
with  the  committee  report  of  the  House.  The  Com- 
mittee recommended  that  the  Council  on  Medical 
Jurisprudence  recommend  approval  of  this  bill  by 
the  Texas  Medical  Association.  Further,  the  Com- 
mittee recommends  active  support  of  this  bill  by 
constituents  all  over  the  state  to  our  Congressmen. 

The  Committee  further  recommends  dissemination 
among  Texas  doctors  of  factual  information  regard- 
ing the  VA  hospital  program  and  the  statutory  au- 
thority for  new  hospital  construction.  This  could  be 
accomplished  by  placing  a “fact  sheet”  in  the  hands 
of  the  delegates  and  officers  at  this  meeting. 

The  proposal  by  the  President  of  the  U.  S.  to  con- 
struct a new  VA  hospital  in  Bexar  County,  Texas, 
has  come  under  the  scrutiny  of  the  Committee  on 
Military  and  Veterans  Affairs  of  the  TMA.  The 
Bexar  County  Medical  Society  held  a special  called 
meeting  on  April  17,  1963,  and  invited  a representa- 
tive from  the  Committee  on  Federal  Medical  Serv- 
ices of  the  AMA  and  from  the  Committee  on  Mili- 
tary and  Veterans  Affairs  of  the  TMA.  The  dele- 
gates from  the  Bexar  County  Medical  Society  will 
meet  with  the  Committee  on  Military  and  Veterans 
Affairs  in  Dallas  during  the  1963  Annual  Session. 

It  becomes  apparent  that  the  ability  of  doctors 
to  influence  members  of  the  Congress  is  limited  by 
the  relatively  small  number  of  doctors  as  compared 
with  other  groups.  Also,  the  Committee  has  found 
on  repeated  occasions  that  placement  of  a new  VA 
hospital  in  a community  exerts  a profound  impact 
upon  the  community  as  a whole.  The  Committee 
therefore  recommended  to  the  Council  the  dissemi- 
nation of  factual  information  to  certain  key  non- 
medical people  who  are  in  opinion-forming  positions 
in  our  communities.  These  would  include  such  people 
as  members  of  allied  professions,  hospital  boards  of 
trustees,  active  public  groups  such  as  the  Texas 
Farm  Bureau  and  others,  chambers  of  commerce, 
and  governing  boards  of  educational  institutions. 
The  Committee  feels  that  any  contacts  made  within 
a given  locality  should  be  made  by  the  responsible 
members  of  the  county  medical  society  organization, 
with  advice  and  counsel  from  the  Council  on  Medical 
Jurisprudence  and  Committee  on  Military  and  Vet- 
erans Affairs  when  requested  by  the  local  people. 

Summary  of  Recommendations  made  by  Commit- 
tee on  Military  and  Veterans  Affairs: 

1.  That  the  Texas  Medical  Association  approve 
H.R.  4347  and  urge  its  members  and  their  friends 
to  actively  support  this  measure. 
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2.  That  a “fact  sheet”  to  assist  members  in  dis- 
cussions and  letter-writing  be  provided  each  mem- 
ber of  the  House  of  Delegates. 

3.  That  efforts  be  made  to  apprise  certain  key 
people  in  our  communities  regarding  the  total  com- 
munity impact  of  a veterans  hospital. 

The  report  of  the  Committee  on  Military  and  Vet- 
erans Affairs  was  approved  by  the  Council  on  Med- 
ical Jurisprudence  which  recommends  its  adoption 
and  implementation. 

The  Council  commends  the  Committee  for  its  ex- 
cellent work  and  commends  more  utilization  of  its 
facts  and  findings  to  the  component  societies  of  the 
Association. 

COMMENDATION 

The  Council  on  Medical  Jurisprudence  wishes  to 
express  its  sincerest  appreciation  to  Mr.  Philip  R. 
Overton  and  his  staff  for  his  diligent,  untiring  ef- 
forts in  behalf  of  the  medical  profession  of  this  state. 

REPORT  OF  REFERENCE  COMMITTEE 
Legislation  and  Public  Relations 

Dr.  Rumph : Report  of  the  Council  on  Medical 
Jurisprudence,  the  Supplementary  Report  of  the 
Council  on  Medical  Jurisprudence,  and  Resolution 
B which  was  the  Texas  Research  League  Pro- 
posal from  Lubbock-Crosby. — Since  the  reports  of 
this  Council  from  time  to  time  are  in  the  nature  of 
progress  reports  and  the  Supplementary  Report  is 
the  more  recent,  consideration  of  both  the  Initial 
Report  and  the  Supplementary  Report  will  be  on  the 
basis  of  the  Supplementary  Report. 

Discussion  is  grouped  by  classes  of  legislation  in 
the  Supplementary  Report  and  is  so  presented  to  the 
House  of  Delegates  by  this  Reference  Committee. 

Under  the  general  heading  of  aid  to  the  aged,  the 
handicapped,  the  disabled,  and  welfare  recipients  are 
listed  a large  number  of  bills  whose  mere  listing  re- 
quires three  pages.  The  first  important  group  of 
these  legislative  proposals  is  typified  by  S.J.R.  10 
which  is  proposed  as  a constitutional  amendment  to 
make  possible  implementation  in  Texas  of  the  MAA 
section  of  the  Kerr-Mills  Law.  It  is  called  to  the  at- 
tention of  the  delegates  that  passage  of  S.J.R.  10 
would  submit  the  question  of  this  constitutional 
amendment  to  the  voters  in  the  general  election  of 
November,  1964.  Should  this  amendment  be  endorsed 
by  popular  vote,  then  subsequent  enabling  legisla- 
tion will  be  required,  and  probably  will  be  under- 
taken by  the  next  Legislature.  The  proposed  amend- 
ment states  no  qualifications  for  anticipated  recipi- 
ents of  the  help,  nor  details  of  actual  implementa- 
tion of  such  a program.  These  details  are  matters 
for  concern  at  the  time  of  introduction  of  enabling 
legislation,  should  such  an  amendment  be  endorsed 
by  the  voters. 

Objections  to  implementation  of  MAA  voiced  by 
Lubbock-Crosby  Counties  Medical  Society  in  Resolu- 
tion 15.  B.  were  considered  at  the  same  time.  The 
Committee  heard  full  exposition  of  the  Lubbock- 
Crosby  stand  and,  while  in  sympathy  with  the  phi- 
losophy expressed,  felt  that  at  this  late  date,  the 
judgment  of  the  Council  on  Medical  Jurisprudence 
in  planning  to  confine  its  endorsement  of  MAA  im- 
plementation, as  provided  in  S.J.R.  10,  on  a basis  of 
need  should  be  sustained.  On  the  basis  of  the  Texas 
experience  with  OAA  implementation,  this  Reference 


Committee  felt  hopeful  that  similar  implementation 
of  MAA  would  work  out  in  an  equally  acceptable 
manner. 

S.B.  419-H.B.  936  would  amend  the  insurance  code 
to  permit  pooling  of  risks  by  insurance  companies 
in  devising  an  Over  65  Plan  for  elderly  Texans,  and 
is  endorsed  by  the  Council  which  reports  the  prob- 
ability of  passage  of  the  proposal.  The  Reference 
Committee  agrees  with  the  Council  in  support  of 
S.B.  419-H.B.  936. 

The  Reference  Committee  agrees  with  the  Council 
on  Medical  Jurisprudence  in  support  of  H.B.  70, 
which  is  a bill  creating  a lien  in  favor  of  the  State 
of  Texas  on  all  real  property  belonging  to  the  recipi- 
ents of  public  assistance.  The  Reference  Committee 
is  sorry  to  report  that  due  to  the  legislative  back- 
log, there  is  little  chance  of  passage  of  this  excellent 
bill. 

Since  most  other  bills  in  this  category  of  aid  show 
little  chance  of  passage  (due  to  the  lack  of  progress 
through  the  legislative  mill  this  late  in  the  session), 
the  Reference  Committee  skips  discussion  of  these 
measures  at  this  time. 

[It  was  the  intent  of  the  Reference  Committee 
that,  if  the  bills  were  reported  out,  the  stand  of  the 
council  on  Medical  Jurisprudence  would  be  sup- 
ported.] 

H.B.  211,  434,  and  770,  are  bills  dealing  with  air 
pollution.  Since  there  have  been  no  hearings  on  these 
bills,  these  bills  probably  will  die  and  the  Reference 
Committee  deems  no  further  discussion  of  them  as 
pertinent  at  this  time.  And,  along  the  lines  sug- 
gested by  the  Speaker,  I would  state  that  we  would 
endorse  the  action  of  the  Council  on  Medical  Juris- 
prudence should  they  come  to  action.  (I  would  like 
it  understood  that  where  I do  not  make  this  paren- 
thetical statement  just  made  that  it  is  included 
about  these  bills  that  probably  will  not  come  to 
action. ) 

Under  the  question  of  Alcoholics,  H.B.  265  would 
give  legal  status  to  the  present  commitment  and 
treatment  of  alcoholics  in  State  institutions.  This 
Committee  joins  the  Council  in  recommending  sup- 
port of  the  proposal,  the  present  status  of  which 
seems  favorable. 

Under  Automobiles,  the  Committee  commends  the 
Council  in  support  of : 

S.B.  275,  H.B.  764  relating  to  the  presumptions 
based  on  the  amount  of  alcohol  in  the  defendant’s 
blood  in  DWI  prosecution. 

H.B.  505  pertaining  to  implied  consent  of  driver 
to  submit  to  blood  test  for  alcoholic  content. 

H.B.  270  providing  for  car  seat  belt  anchorage 
units.  This  Reference  Committee  regrets  to  pass  on 
to  the  House  of  Delegates  the  information  that  none 
of  these  three  bills  is  likely  of  passage.  Since  these 
bills  are  in  line  with  the  recommendations  of  the 
Committee  on  Transportation  Safety  of  this  Associ- 
ation, it  is  hoped  that  in  the  future  such  bills  will 
carry  the  endorsement  and  active  support  of  the 
Department  of  Public  Safety  and  various  citizens 
groups  so  that  favorable  action  may  be  obtained. 

Under  Cancer  Registry  and  Tissue  Committee 
bills.  Referred  to  in  the  Report  of  the  Executive 
Board  is  H.B.  418  which  would  provide  immunity 
to  hospitals,  physicians,  nursing  homes,  medical  so- 
cieties, cancer  registries  or  other  organizations  in 
the  furnishing  of  information  relating  to  the  con- 
dition and  treatment  of  any  person  where  such 
study  is  for  the  purpose  of  reducing  morbidity  and 
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mortality.  Both  the  Executive  Board  and  the  Coun- 
cil on  Medical  Jurisprudence  support  this  bill,  and 
we  agree  wholeheartedly  in  their  endorsement. 

Under  Chiropody,  S.B.  162,  H.B.  333,  S.B.  163, 
and  H.B.  334  recognize  the  degrees  of  Doctor  of 
Podiatry  and  Doctor  of  Surgical  Chiropody.  Since 
these  bills  have  been  passed  and  signed  by  the  Gov- 
ernor, we  feel  no  further  comment  is  necessary. 

Clinical  Laboratories.  This  Committee  joins  the 
Council  on  Medical  Jurisprudence  in  opposition  to 
S.B.  64  and  H.B.  354  providing  for  the  licensure  of 
clinical  laboratories  as  well  as  clinical  laboratory 
directors.  We,  too,  are  of  the  opinion  (sustained  by 
the  Attorney  General  of  Texas  in  December,  1962) 
that  tests  and  studies  by  clinical  laboratories  con- 
stitute the  practice  of  medicine  and  should  be  done 
only  by  those  trained  in  medicine  or  under  the  direc- 
tion or  supervision  of  those  trained  in  medicine. 

The  Committee,  the  Reference  Committee,  is  dis- 
turbed to  find  that: 

1.  There  are  over  1,400  lay-owned  laboratories  in 
Texas; 

2.  That  there  are  several  large  scale  commercial 
organizations  now  operating  in  Texas; 

3.  That  many  more  such  establishments  owned  by 
out-of-state  corporations  (and  I might  add  on  a chain 
basis)  are  contemplated. 

4.  That  there  is  widespread  lack  of  information 
among  both  physicians  and  hospitals  as  to  the  prin- 
ciples involved. 

In  view  of  this  recurrent  problem,  which  promises 
to  become  more  acute,  the  Reference  Committee 
makes  these  recommendations: 

1.  That  the  Board  of  Councilors  take  cognizance 
of  this  problem  from  an  educational  viewpoint 
among  the  members  of  the  TMA  and  take  steps  to 
correct  this  educational  deficiency. 

2.  That  the  Council  on  Medical  Jurisprudence  call 
on  the  Texas  Society  of  Pathologists  for  active  as- 
sistance in  formulating  an  acceptable  set  of  stand- 
ards for  clinical  laboratories. 

Proposed  legislation  on  Drugs  and  Narcotics.  S.B. 
262  and  H.B.  162  provide  implementation  for  the 
recommendation  of  the  Executive  Board  relative  to 
the  placing  of  paregoric  on  the  list  of  narcotic  drugs 
to  be  sold  by  prescription  only.  This  Reference  Com- 
mittee joins  the  Council  in  support  of  this  proposed 
legislation. 

Under  Education.  S.B.  155  and  H.B.  500  establish 
a Graduate  School  of  Biomedical  Sciences  and  have 
already  been  discussed. 

5. B.  198  and  H.B.  351,  signed  into  law  by  the  Gov- 
ernor on  March  28th  (1963),  changed  the  name  of 
the  medical  school  in  San  Antonio  to  the  University 
of  Texas  South  Texas  Medical  School. 

Employment  and  Labor.  Numerous  bills  dealing 
with  occupational  safety,  waiver  of  disability,  wages 
and  hours  of  female  employees,  cost  of  physical  ex- 
aminations of  employees  appear  dead  at  this  time 
and  no  further  report  is  offered. 

Gunshot  Wounds.  S.B.  37  simply  makes  statutory 
the  reporting  to  police  authorities  medical  treat- 
ments of  gunshot  wounds  or  other  wounds  indicat- 
ing violence.  Like  most  other  Texas  physicians,  the 
members  of  this  Reference  Committee  had  thought 
this  provision  already  existed  and  join  the  Council 
in  support  of  the  bill. 

Hospitals  and  Hospital  Districts.  There  are  a large 
number  of  proposals  which  are  simply  permissive 
bills  allowing  action  by  local  hospital  districts  and 


are  not  reported  in  detail  at  this  time  since  they  are 
the  primary  responsibility  of  the  areas  involved  and 
would  require  local  elections  for  implementation. 

On  the  Mentally  111.  There  are  four  bills  (S.B. 
50,  54,  426,  and  H.B.  90)  which  would  establish  new 
State  institutions  for  the  mentally  retarded.  The 
Council  on  Medical  Jurisprudence  has  taken  no 
action  on  these  bills.  The  Council  does  express  itself 
in  the  philosophy  that  no  new  institutions  of  such 
category  should  be  established  until  the  existing 
facilities  in  this  field  are  brought  up  to  a level  of 
staffing  and  operation  deserving  of  full  commenda- 
tion. The  Council  indicates  that  such  commendable 
status  has  not  yet  been  attained  in  the  existing  fa- 
cilities. This  Reference  Committee  joins  the  Council 
in  this  viewpoint  and  would  answer  questions  which 
arise  as  to  acute  need  for  any  new  institution  by 
requesting  that  this  need  be  established  by  the  Com- 
mittee on  Mental  Health. 

This  Reference  Committee  joins  the  Committee  on 
Mental  Health  and  the  Council  on  Medical  Juris- 
prudence in  their  attitude  toward  S.B.  401  which 
would  authorize  Texas  entry  into  the  Interstate  Com- 
pact on  Mental  Health.  Like  the  Committee  and  the 
Council,  this  Reference  Committee  recognizes  that 
there  should  be  some  mechanism  for  returning  the 
mentally  ill  to  the  proper  family  area  geographical- 
ly, but  cannot  agree  to  details  of  implementation 
which  would  deny  the  constitutional  rights  of  the 
patient  or  would  give  unwarranted  power  to  the 
Board  for  Texas  State  Hospitals  and  Special  Schools. 
This  Reference  Committee  is  disturbed  by  the  re- 
peated willingness  of  the  Board  for  Texas  State  Hos- 
pitals and  Special  Schools  to  sponsor  legislation 
written  in  full  by  agencies  outside  this  State  with- 
out regard  to  the  prevailing  feelings  of  Texas  physi- 
cians or  of  the  Texas  public.  Bills  for  needed  legis- 
lation should  embody  proposals  tailored  to  these  pre- 
vailing views. 

Pharmacy.  S.B.  276  and  H.B.  552  would  close  a 
loophole  in  the  Pharmacy  Act  by  making  a store 
owner  responsible  for  violation  of  the  Act.  H.B.  1006 
closes  another  loophole  by  requiring  registration  of 
wholesalers  and  distributors  under  the  State  Depart- 
ment of  Health.  The  Reference  Committee  joins  the 
Council  on  Medical  Jurisprudence  in  support  of  these 
bills. 

Poisons.  H.B.  284  would  make  it  unlawful  to  sell 
or  to  offer  for  sale  any  rat  poison,  or  any  other 
preparation  which  contains  thallium  sulphate  or  any 
other  thallium  compound.  The  Reference  Committee 
commends  the  Council  on  Medical  Jurisprudence  for 
support  of  this  legislation  and  joins  the  Council  in 
regret  that  once  more  such  legislation  is  dead  in 
the  subcommittee.  Like  the  Council,  this  Reference 
Committee  feels  that  there  is  a real  need  for  such 
legislation  and  that  the  public  must  be  aroused  to  a 
realization  of  this  need.  In  support  of  this  view,  the 
Reference  Committee  recommends  to  the  House  of 
Delegates  that  more  active  means  be  sought  to  pro- 
mote this  public  education  through  the  efforts  of  the 
Woman’s  Auxiliary  and  through  the  efforts  of  the 
legislative  and  public  relations  committees  of  the 
various  county  medical  societies. 

Under  the  heading  of  New  Subjects  of  Legisla- 
tion Introduced,  the  Council  on  Medical  Jurispru- 
dence discusses  several  classes  of  bills.  The  first  of 
these  classes  regards: 

Central  Licensing  and  Transfer  of  Funds.  There 
are  a large  number  of  bills  in  this  category,  the 
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principal  ones  being  H.B.  699,  491,  and  962.  These 
bills  would  create  a central  licensing  agency  in  Texas 
over  all  professions  and  trades  now  requiring  li- 
censure. This  agency  would  be  responsible  for  con- 
duction of  examinations,  grading  of  papers,  and  col- 
lecting of  fees.  Naturally,  this  would  remove  all 
real  authority  of  the  present  boards  such  as  our 
own  Texas  State  Board  of  Medical  Examiners.  A 
number  of  satellite  bills  would  abolish  the  special 
funds  of  the  various  boards  and  transfer  the  money 
involved  to  the  General  Fund  of  the  State. 

In  view  of  the  outstanding  performance  of  the 
Texas  State  Board  of  Medical  Examiners,  which  has 
received  widespread  national  acclaim  for  the  excel- 
lence of  its  work,  and  knowing  of  no  valid  criticism 
of  the  work  of  other  boards,  this  Committee  cannot 
be  willing  to  risk  the  continuance  of  such  excellence 
for  an  alleged  improvement  in  the  efficiency  of  the 
various  State  boards  and  strongly  commends  the 
Council  on  Medical  Jurisprudence  for  its  opposition 
to  these  bills.  Despite  the  fact  that  this  particular 
set  of  bills  now  seems  dead,  this  Committee  recom- 
mends to  the  House  of  Delegates  that  efforts  be  en- 
couraged on  the  local  level  to  prepare  against  simi- 
lar future  problems  by  the  “mistaken”. 

Certification.  This  Reference  Committee  joins  the 
Council  on  Medical  Jurisprudence  in  its  opposition 
to  S.B.  319  and  H.B.  593  which  authorizes  the  Board 
for  Texas  State  Hospitals  and  Special  Schools  to 
grant  certificates  to  graduates  of  Technician  Train- 
ing Programs. 

H.B.  667. — The  Texas  Professional  Corporation 
Act.  The  Reference  Committee  commends  the  Coun- 
cil on  Medical  Jurisprudence  for  its  full  notes  of 
opposition  to  this  Act.  The  Committee  sympathizes 
with  all  of  those  who  would  follow  the  Kintner  Case 
in  Montana  and  the  Galt  Case  in  Dallas  in  seeking 
more  equitable  tax  treatment.  However,  the  Com- 
mittee wonders  if  seeking  such  corporate  status 
might  not  be  chasing  the  rainbow  in  view  of  the 
fact  that  there  are  some  200  cases  of  attempted 
qualification  still  pending  without  affirmative  action 
by  the  Bureau  of  Internal  Revenue.  The  Committee 
wonders  still  further  that  a line  of  procedure  of 
such  purported  value  has  not  been  followed  by  law- 
yers’ groups. 

It  is  hard  for  the  Committee  to  believe  that  the 
tax  advantages  of  corporate  practice  can  be  attained 
without  running  a real  and  severe  risk  of  suffering 
all  the  evils  of  corporate  medicine.  At  present,  there 
are  persistent  rumors  of  proposed  corporate  practice 
in  this  State  involving  groups  of  doctors  ranging 
from  10  up.  They  have  550  in  one  in  California. 
This  Committee  would  urge  the  members  of  the 
House  of  Delegates  and  their  colleagues  at  home  to 
consider  the  risk  of  ruining  the  private  practice  of 
medicine  in  Texas  for  a potentially  relatively  small 
sum  of  tax  money.  In  view  of  these  feelings,  the 
Reference  Committee  reiterates  its  strong  support  of 
the  Council  on  Medical  Jurisprudence  in  opposition 
to  H.B.  667,  the  Texas  Professional  Corporation  Act, 
and  reminds  the  House  of  Delegates  that  in  1962  it 
went  on  record  as  opposing  this  type  of  legislation. 

There  was  a resolution  submitted  to  your  Refer- 
ence Committee  by  the  Council  on  Medical  Jurispru- 
dence. The  Resolution  was  entitled  “ Support  of  Leg- 
islation Designed  to  Ease  the  Tax  Burden  on  the 
Aged  and  Those  Who  Assist  Them”.  This  legislation 
supports  in  principle  four  measures,  to  wit: 


1.  Tax  deduction  for  medical  expenses  of  depend- 
ents over  age  65.  This  is  a federal  proposition. 

2.  Removal  of  the  1 per  cent  drug  limitation  and 
inclusion  of  drugs  and  medical  expenses. 

3.  Permitting  taxpayers  over  age  65  to  receive 
full  tax  benefits  for  medical  expenses  by  use  of  the 
carry-forward  and  the  carry-back  principles. 

4.  Provide  a tax  credit  for  medical  expenses  paid 
by  the  over  age  65  taxpayer,  with  the  credit  related 
to  income  and  medical  expenses. 

The  Reference  Committee  recommends  adoption  of 
this  resolution. 

[The  report  of  the  Reference  Committee  was 
adopted,  with  the  additional  approval  of  Section  15 
of  the  Initial  Report  of  the  Council  on  Medical  Jur- 
isprudence (page  601,  column  2).] 


REPORT  OF  COMMITTEE  ON 
MILITARY  AND  VETERANS  AFFAIRS 

Milton  V.  Davis, 
Chairman, 

Dickson  K.  Boyd, 

Vice  Chairman, 
Norman  L.  West, 

Vice  Chairman, 

M.  E.  Malakoff, 

Philip  T.  Williams, 

James  C.  Whittington, 
Richard  H.  Harrison,  III, 
Paul  R.  Meyer, 

W.  L.  Lirette. 


The  Committee  on  Military  and  Veterans  Affairs 
met  three  times  during  1962. 

1.  Selective  Service 

The  Committee  received  as  guests  at  one  of  its 
meetings  the  Advisory  Committee  to  the  Selective 
Service  System  in  the  State  of  Texas,  and  discussed 
problems  of  mutual  interest.  The  two  committees 
were  in  full  agreement  on  the  following  general 
basic  policy: 

“That  while  there  are  circumstances  in  which 
physicians  should  be  deferred  from  entry  on  active 
duty  in  the  military  service  by  virtue  of  service 
in  training  capacities  or  as  teachers  and  investi- 
gators, that  such  should  always  be  temporary  de- 
ferments and  that  no  permanent  deferments  should 
be  based  solely  on  the  fact  that  a doctor  fills  a 
teaching  or  a research  position.” 

2.  Presentation  of  Information  at  Orientation  Programs 

The  Committee  also  petitioned  the  Committee  on 
Orientation  for  time  on  the  Orientation  Program, 
which  is  held  three  times  annually,  so  that  factual 
information  about  the  Veterans  ' Hospital  System 
might  be  disseminated  to  the  Orientees  and  to  the 
Texas  physicians.  This  is  in  keeping  with  previous 
actions  by  the  House  of  Delegates  directing  the 
Committee  to  make  this  information  available  to 
Texas  physicians.  The  Committee  on  Orientation 
included  a presentation  by  the  Committee  on  Mili- 
tary and  Veterans’  Affairs  at  the  Orientation  Pro- 
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gram  in  January,  1963,  in  Austin,  and  is  consider- 
ing inclusion  of  this  material  on  future  Orientation 
programs. 

3.  Congress  To  Review  Selective  Service  Act  This  Year 

The  Basic  Selective  Service  Act  of  1959  will  die 
June  30,  1963,  or  be  renewed  by  the  present  Con- 
gress. The  Texas  Medical  Association,  its  appropri- 
ate officers,  councils,  and  committees  should  be 
alert  to  the  fact  that  those  provisions  of  the  Act 
relating  to  the  drafting  of  physicians  will  be  up 
for  consideraion  before  the  Congress  this  year. 

REPORT  OF  REFERENCE  COMMITTEE 
Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Report  of  the  Committee  on  Mili- 
tary and  Veterans  Affairs  and  Resolution  15.  E. 
( Opposing  Veterans  Hospital  in  San  Antonio-Bexar 
County  Medical  Society). 

The  last  pages  of  the  Supplementary  Report  of 
the  Council  on  Medical  Jurisprudence  are  in  actu- 
ality a supplementary  report  of  the  Committee  on 
Military  and  Veterans  Affairs. 

Section  1 of  the  Initial  Report.  The  Reference 
Committee  agrees  with  the  Committee  on  Military 
and  Veterans  Affairs  that  military  deferment  of 
physicians  by  virtue  of  service  in  training  capacities 
or  as  teachers  and  investigators,  should  always  be 
temporary  deferments  and  that  no  permanent  defer- 
ments should  be  based  solely  on  the  fact  that  a doc- 
tor fills  a teaching  or  a research  position. 

Section  2 of  the  Initial  Report.  This  Reference 
Committee  commends  the  Committee  on  Military  and 
Veterans  Affairs  for  its  presentations  on  the  Orien- 
tation Program  and  recommends  that  the  Commit- 
tee on  Orientation  continue  to  utilize  these  valuable 
presentations  and  further  recommends  utilization 
of  these  presentations  by  the  component  county 
medical  societies. 

Section  3 of  the  Initial  Report.  Things  have 
changed  a little  bit  since  it  [the  report]  was  writ- 
ten and  our  feelings  are  of  no  concern  at  the  mo- 
ment in  this  matter  since  Congress  already  has  re- 
newed the  Selective  Service  Act. 

In  the  Supplementary  Report  of  the  Committee  on 
Military  and  Veterans  Affairs,  which  was  included 
in  the  Supplementary  Report  of  the  Council  on  Med- 
ical Jurisprudence,  the  Committee  published  an  ex- 
tremely valuable  fact  sheet  which  it  recommends  for 
distribution  widely  to  the  profession.  This  Reference 
Committee  enthusiastically  commends  the  Commit- 
tee on  Military  and  Veterans  Affairs  for  the  pro- 
duction of  this  fact  sheet  and  concurs  with  its  rec- 
ommendation that  the  fact  sheet  be  provided  to  each 
member  of  the  House  of  Delegates  and  all  compo- 
nent county  medical  societies.  This  Reference  Com- 
mittee further  recommends  that  a good  supply  of 
this  fact  sheet  be  kept  on  hand  at  TMA  Headquar- 
ters, available  upon  request  to  all  members  of  the 
state  Association  and  its  Auxiliary. 

The  Committee  on  Military  and  Veterans  Affairs 
calls  attention  to  expressed  concern  of  the  Veterans 
Affairs  Committee  of  the  U.  S.  House  of  Repre- 
sentatives over  transference  to  the  Executive 
Branch  of  constitutional  Congressional  authority 
for  new  VA  hospital  construction.  As  a result  of 
their  studies,  the  Veterans  Affairs  Committee  of 


the  Congress,  of  the  House  of  Representatives, 
through  its  chairman,  the  Honorable  Olin  Teague, 
has  introduced  H.R.  4347.  This  bill  would  provide 
for  the  review  of  proposed  new  VA  hospital  con- 
struction by  the  Veterans  Affairs  Committee  of  the 
House  before  appropriations  are  authorized. 

This  Reference  Committee  concurs  with  the  Com- 
mittee on  Military  and  Veterans  Affairs  of  the  TMA 
and  the  Council  on  Medical  Jurisprudence  in  recom- 
mending approval  of  H.R.  4347.  This  Reference 
Committee  joins  also  in  the  recommendation  that  all 
feasible  methods  be  used  to  acquaint  both  the  profes- 
sion and  the  public  in  this  State  of  our  endorsement 
of  this  bill  written  by  Mr.  Teague.  Among  the  means 
suggested  are  editorials  and  news  items  in  the  Jour- 
nal of  the  TMA,  action  by  the  appropriate  commit- 
tees of  the  various  county  medical  societies  and  their 
auxiliaries. 

This  recommendation  by  the  Committee  and  the 
Council  in  which  the  Reference  Committee  concurs 
is  highlighted  by  the  proposal  of  the  President  of 
the  United  States  to  construct  a new  VA  hospital 
in  Bexar  County. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COUNCIL  ON 
MEDICAL  SERVICE  AND  INSURANCE 


Charles  D.  Bussey, 
Chairman, 
William  E.  Sharp, 
John  E.  Ballard, 
Gail  Medford,  Jr., 
David  0.  Johnson, 
C.  F.  Jorns, 

J.  G.  Rodarte. 


The  Council  on  Medical  Service  and  Insurance 
met  in  Austin  in  September,  1962,  and  in  January, 
1963.  Activities  of  each  committee  were  reviewed. 

1.  Investment  Program 

In  October,  1962,  a new  law  (Keogh-Smathers 
bill,  H.R.  10)  which  allows  physicians  and  other 
self-employed  persons  to  participate  in  tax  deferred 
retirement  plans  was  signed  by  President  Kennedy. 
The  law,  however,  was  stripped  by  amendments  and 
compromises  of  most  of  the  tax  benefits  that  were 
originally  contained  in  the  bill.  Although  the  Keogh 
Law  is  now  effective  it  may  be  several  months  be- 
fore the  Internal  Revenue  Service  spells  out  the 
regulations  under  which  the  law  will  be  imple- 
mented. 

It  is  recommended  by  the  Council  on  Medical  Serv- 
ice and  Insurance  that  individuals  proceed  slowly  in 
consideration  of  any  investment  program  until  all 
facts  and  regulations  regarding  this  complicated  bill 
are  available. 

2.  Commendation  of  Committees 

The  Council  on  Medical  Service  and  Insurance 
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wishes  to  commend  the  chairmen  and  members  of 
the  various  committees  related  to  the  Council  on 
Medical  Service  and  Insurance  which  have  fulfilled 
their  duties  faithfully  throughout  the  year. 

SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  SERVICE  AND  INSURANCE 

1.  Initial  Reports  of  Committees 

The  Council  recommends  the  approval  of  the  Ini- 
tial Reports. 

2.  Supplementary  Report  of  Committee  on  Association  Insur- 
ance Programs 

The  Council  approves  the  Supplementary  Report 
of  the  Committee  on  Association  Insurance  Pro- 
grams. 

REPORT  OF  REFERENCE  COMMITTEE 
Medical  Service  and  Insurance 


ance  of  the  20  per  cent  bonus,  and  the  adoption  of 
a dividend  program  which  will  provide  the  eventual 
payout  of  unused  reserves  to  the  policy  holders  were 
instituted  effective  Nov.  1,  1962.  The  payment  of  a 
dividend  rather  than  a reduction  in  premium  was 
selected  so  that  the  need  to  raise  premiums  in  the 
future  will  be  less  likely  should  there  be  unfavor- 
able experience  with  losses. 

The  dividend  will  be  determined  under  an  aver- 
aging formula  so  that  there  will  be  a relatively 
constant  dividend  return.  Under  this  formula  $154,- 
000  was  paid  to  our  policy  holders  of  Oct.  31,  1962. 

2.  Accidental  Death  and  Dismemberment  Insurance  Program 

Approximately  580  Association  members  are  en- 
rolled in  this  program.  The  loss  experience  remains 
unfavorable.  The  latest  figures  available  show  that 
losses  are  197  per  cent  of  premium  income.  This  is 
a decrease  of  approximately  17  per  cent  in  an  eight- 
month  period,  showing  the  effect  of  the  increase  in 
premiums  in  1960  when  the  loss  ratio  was  241  per 
cent.  It  is  felt  that  further  passage  of  time  will 
bring  this  ratio  down  to  an  acceptable  level. 


Dr.  R.  L.  Daily:  Report  of  the  Council  on  Medi- 
cal Service  and  Insurance. — The  report,  regarding 
the  investment  program  and  commendation  of  com- 
mittees, was  approved. 

[Item  one  of  the  Report  of  the  Council  on  Medical 
Service  and  Insurance  in  regard  to  the  Keogh- 
Smathers  bill,  H.R.  10,  and  the  recommendation  of 
this  Council  that  individuals  proceed  slowly  in  con- 
sideration of  any  investment  program  was  ap- 
proved.] 

Supplementary  Report  of  the  Council  on  Medical 
Service  and  Insurance. — The  report  regarding  the 
approval  of  component  committees’  reports  was  ap- 
proved as  was  the  Council’s  approval  of  a Supple- 
mentary Report  of  the  Committee  on  Association 
Insurance  Programs. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


3.  Life  Insurance  Program 

At  present  there  are  more  than  1,615  policies  is- 
sued under  this  program,  with  a guaranteed  face 
amount  of  insurance  in  excess  of  $27,573,500.  With 
the  added  25  per  cent  death  benefit  first  granted  in 
1961  and  continued  for  subsequent  years,  including 
the  present,  the  total  death  benefit  potential  is  in 
excess  of  $34,466,877. 

4.  Major  Medical  Program 

At  present  there  are  1,225  Association  members 
enrolled  in  this  program.  The  current  loss  ratio  is 
39.7  per  cent.  However,  this  program  has  been  op- 
erating for  such  a short  period  of  time  that  no 
long-range  prognostication  can  be  made.  Neverthe- 
less, with  hospital  costs  rising,  it  will  probably  be 
necessary  at  some  time  in  the  future  for  the  premi- 
um on  this  program  to  be  raised. 


REPORT  OF  COMMITTEE  ON 
ASSOCIATION  INSURANCE  PROGRAMS 


Dr.  Hazzard 


A.  R.  Hazzard, 
Chairman, 

G.  J.  Pruitt, 

A.  L.  Hewitt, 

C.  C.  Shotts, 
John  R.  Douglas. 


5.  General 

During  the  past  year  only  one  case  was  referred 
for  arbitration. 

The  Investment-Retirement  Program  was  re- 
viewed, with  the  subsequent  disapproval  of  the 
Council  on  Medical  Service  and  Insurance  and  the 
House  of  Delegates.  The  passage  of  the  Keogh- 
Smathers  bill  in  the  last  Congress  of  the  United 
States  was  noted.  It  was  also  noted  that  no  changes 
in  the  proposed  program  would  be  necessary  to  qual- 
ify, but  because  of  the  previous  disapproval  of  the 
Texas  Medical  Association,  no  further  action  has 
been  taken  nor  is  contemplated. 

No  changes  in  any  present  program  nor  the  adop- 
tion of  any  new  program  are  planned  at  the  pres- 
ent time. 


1.  Disability  Insurance  Program 

Approximately  3,350  Texas  Medical  Association 
members  are  enrolled  in  this  program  at  the  pres- 
ent time.  The  loss  experience  on  the  combined  five 
and  ten  year  disability  program  continues  favorable; 
so  favorable,  in  fact,  that  the  adoption  of  a perma- 
nent $1,000  per  month  classification,  the  discontinu- 


SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  ASSOCIATION  INSURANCE  PROGRAMS 

1.  Life  Insurance  Program 

Subsequent  to  printing  of  the  Initial  Report  of 
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the  Committee  on  Association  Insurance  Programs 
in  the  Handbook  for  Delegates,  1963,  the  Committee 
was  notified  by  Mr.  Charles  Scott,  President  of  the 
Great  American  Reserve  Insurance  Company  of  Dal- 
las, that  the  Company  has  agreed  to  incorporate  into 
our  life  insurance  program  on  a permanent  basis 
the  current  temporary  25  per  cent  bonus  death  bene- 
fit first  granted  in  1961.  This  increase  in  the  value 
of  the  policy  would  be  made  without  any  increase  in 
rates  or  other  change  in  the  policy. 

Under  this  proposal,  the  amount  of  life  insurance 
under  Plan  A,  with  a uniform  $100  annual  pre- 
mium, would  read: 


Up 

to  age  35  

. $32,500 

36-45 

18,750 

46-55 

9,375 

56-65 

4,375 

66-70 

2,200 

Plan  B 

would  be  changed  to 

the  following: 

Ages 

Amount  Insurance 

Annual  Premium 

46-55 

$12,500 

$133.33 

56-65 

9,375 

214.28 

66-70 

6,250 

244.95 

REPORT  OF  COMMITTEE 
ON  HEALTH  INSURANCE 


H William  M.  Sherrill, 

L.  Eidson, 

JrA  Mario  E.  Ramirez, 

George  L.  Walmsley, 

Marvin  Schlecte, 

MM  Bill  B.  Markette. 

Dr.  Kirkley 

The  Committee  on  Health  Insurance  of  the  Texas 
Medical  Association  met  Sept.  21,  1962,  and  Jan.  18, 
1963. 

1.  Positive  Policies  and  Programs  of  Voluntary  Health  Insur- 
ance 


This  increase  makes  the  Texas  Medical  Associa- 
tion life  insurance  program  one  of  the  best  of  its 
kind  in  the  country.  The  Committee  on  Association 
Insurance  Programs  unanimously  recommends  to  the 
Council  on  Medical  Service  and  Insurance  that  the 
policy  change  in  benefits  be  adopted. 

2.  General 

The  Committee  is  concerned  about  certain  under- 
writing, claims,  and  administrative  practices  occur- 
ring in  all  programs,  and  at  the  present  time  is  re- 
viewing all  programs  to  determine  how  to  improve 
them. 

REPORT  OF  REFERENCE  COMMITTEE 
Medical  Service  and  Insurance 

Dr.  R.  L.  Daily:  Report  of  the  Committee  on  As- 
sociation Insurance  Programs. — The  report  in  regard 
to  Disability  Insurance  Program,  Accidental  Death 
and  Dismemberment  Insurance  Program,  Life  Insur- 
ance Program,  Major  Medical  Program,  and  General 
Statements  was  approved. 

Supplementary  Report  of  the  Committee  on  Asso- 
ciation Insurance  Programs  in  regard  to  Permanent 
25  per  cent  Bonus  in  Death  Benefit  under  Life  In- 
surance Program  and  General  Statements  was  ap- 
proved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


The  Committee  continues  to  operate  under  the 
following  positive  policies  and  programs  as  previ- 
ously reported,  but  which  should  be  restated. 

a.  Preservation  of  the  philosophy  of  voluntary 
health  insurance  as  part  of  free  competitive  enter- 
prise. 

b.  The  extension  of  voluntary  health  insurance 
as  an  effective  mechanism  of  financing  health  care 
costs  for  as  many  residents  of  Texas  as  is  practical 
and  possible. 

c.  Active  support  of  Blue  Cross-Blue  Shield  of 
Texas  and  commercial  carriers  of  health  insurance 
which  are  dedicated  to  work  with  doctors  in  the 
objective  of  providing  the  highest  quality  of  medical 
care  for  the  people  of  Texas  and  whose  policies  and 
programs  foster  such  basic  principles  as  free  choice 
of  physician  and  maintenance  of  traditional  doctor- 
patient  relationships. 

d.  Continuation  of  Association  sponsored  educa- 
tional programs  designed  for  the  public,  doctors, 
and  hospitals  on  the  proper  use,  and  not  abuse,  of 
voluntary  health  insurance. 

e.  Full  support  of  mechanisms  such  as  public 
grievance  committees  of  county  societies  and  the 
Hospitals-Insurance-Physicians  Joint  Advisory  Com- 
mittee of  Texas,  which  are  designed  to  resolve  ques- 
tions and  problems. 

f.  Extension  of  voluntary  health  insurance  cover- 
age for  persons  over  age  65.  Encouragement  of  all 
of  those  who  are  gainfully  employed  to  purchase 
voluntary  health  insurance  which  will  extend  beyond 
age  65.  Development  of  health  insurance  and  pre- 
payment policies  tailored  to  meet  the  needs  of  the 
aged  for  long-time  nursing  home  care. 


2.  OAA  Phase  of  Kerr-Mills  Act 

The  Committee  on  Health  Insurance  has  kept  in- 
formed on  the  Vendor’s  Medical  Care  Program  un- 
der the  Kerr-Mills  Act.  All  evidence  at  this  date 
points  to  an  extremely  successful  program.  It  is  felt 
that  the  story  of  success  should  be  publicized  wide- 
ly, and  with  this  in  mind,  the  Committee  endorsed 
a resolution  to  the  Executive  Board  requesting  that 
the  Board,  the  Trustees,  and  the  administrative  staff 
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of  the  Texas  Medical  Association  publicize,  through 
all  means  available,  the  story  of  success,  and  that 
all  members  of  appropriate  legislative  bodies  receive 
full  information  on  the  program.  The  Committee 
will  continue  to  cooperate  with  Blue  Cross  and  the 
Department  of  Public  Welfare  in  helping  to  work 
out  any  problems  which  might  arise. 

3.  MAA  Phase  of  Kerr-Mills  Act 

The  Committee  realizes  that  there  are  people  in 
Texas  over  65  who  do  need  help  with  their  health 
care  costs,  and  who  are  not  eligible  for  Old  Age 
Assistance.  Since  a constitutional  amendment  and 
enabling  legislation  are  needed  in  Texas  to  imple- 
ment the  Medical  Assistance  Act  phase  of  the 
Kerr-Mills  Act,  a resolution  was  adopted  at  the 
September,  1962,  meeting  recommending  that  the 
Texas  Medical  Association,  through  the  proper  chan- 
nels, prepare  and  promote  such  a constitutional 
amendment  and  legislation  as  necessary  to  enact  the 
MAA  phase  of  the  Kerr-Mills  Act.  This  was  ap- 
proved subsequently  by  the  Executive  Board  and  is 
in  the  process  of  being  earned  out. 

4.  Texas  65  Plan 

Insurance  companies  domiciled  in  the  state  of 
Texas  are  considering  pooling  their  resources  with 
the  objective  of  offering  a special  program  of  vol- 
untary health  insurance  to  individuals  65  years  of 
age  or  older.  The  Committee  on  Health  Insurance 
has  been  most  impressed  by  this  development,  and 
has  encouraged  the  Texas  Life  Convention  to  pur- 
sue actively  a project  of  developing  a Texas  65 
Plan.  The  Committee  has  pledged  its  assistance  in 
any  way  possible. 

5.  Committee  Activities 

Members  of  the  Committee  on  Health  Insurance 
have  been  very  active.  Attendance  and  participation 
in  meetings  have  been  excellent.  Members  have, 
from  time  to  time  during  the  year,  submitted  edi- 
torials for  possible  use  in  the  Texas  State  Journal 
of  Medicine,  and  some  have  been  accepted  and  pub- 
lished. 

Numerous  programs  have  been  presented  to  vari- 
ous civic  and  service  clubs  and  county  medical  so- 
cieties over  the  state  on  voluntary  health  insurance. 
These  speaking  engagements  have  been  arranged 
through  the  efforts  of  the  Speaker’s  Bureau  of  the 
Texas  Medical  Association. 

6.  Orientation  Program 

The  Committee  has  requested  a spot  on  the  Ori- 
entation Program  for  a ten-minute  presentation  on 
health  insurance.  This  was  allotted  at  the  January, 
1963,  program.  It  is  hoped  that  the  Committee  on 
Orientation  will  see  fit  to  continue  this.  Discussed  in 
this  brief  presentation  were  points  on  the  growth  of 
voluntary  health  insurance,  some  factors  affecting 
the  cost,  some  problems  encountered  with  health 
insurance,  and  a challenge  to  the  medical  profes- 
sion to  strive  to  do  those  things  which  will  not  only 
protect  the  voluntary  health  insurance  industry, 
but  strengthen  it  for  further  growth  and  extension 


of  coverage,  and  the  preservation  of  the  voluntary 
way  of  life. 

7.  Recommendations 

a.  The  Committee  on  Health  Insurance  should 
remain  active  and  continue  to  effect  positive  policies 
and  programs  on  voluntary  health  insurance. 

b.  The  Committee  would  like  to  commend  Blue 
Cross  of  Texas,  the  Department  of  Public  Welfare, 
and  the  physicians  of  Texas  for  the  effective  way  in 
which  they  have  all  had  a part  in  making  the  OAA 
phase  of  the  Kerr-Mills  Act  work. 

REPORT  OF  REFERENCE  COMMITTEE 
Medical  Service  and  Insurance 

Dr.  R.  L.  Daily:  Report  of  the  Committee  on 
Health  Insurance. — The  report  concerning  positive 
policies  and  programs  of  voluntary  health  insur- 
ance, OAA  phase  of  Kerr-Mills  Act,  medical  assist- 
ance to  the  aged  phase  of  the  Kerr-Mills  Act,  Texas 
65  Plan,  committee  activities,  the  orientation  pro- 
gram, and  recommendations  was  approved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE  ON 
LIAISON  WITH  BLUE  SHIELD 


Everett  C.  Fox, 
Chairman, 
R.  W.  Kimbro, 
Harvey  Renger, 
Olin  B.  Gober, 
R.  H.  Bell, 

J.  B.  Copeland, 
E.  A.  Rowley, 
Denton  Kerr, 
Tom  Bond. 


The  Committee  had  no  special  meetings  during 
the  past  year  but  each  of  the  members  participated 
in  several  meetings  of  the  Board  of  Directors  of 
Blue  Shield,  of  which  all  are  elected  members. 

1.  Launching  OAA  Health  Benefits  Program 

The  major  work  of  the  Committee  was  involved 
in  launching  the  program  of  health  benefits  for 
recipients  of  Old  Age  Assistance  in  Texas  (OAA 
phase  of  Kerr-Mills  Act).  This  program  became 
effective  Jan.  1,  1962,  and  many  conferences  were 
held  with  Department  of  Public  Welfare  officials 
and  county  medical  societies  during  the  early  days 
of  this  program. 

Texas  medicine  has  responded  enthusiastically  to 
this  program  and  because  of  the  careful  use  of  the 
benefits,  it  was  possible  to  increase  some  of  them 
effective  Jan.  1,  1963.  Several  members  of  your 
Committee  were  involved  in  these  negotiations. 

Statistics,  particularly  those  relating  to  the  OAA 
program,  are  presented  in  Table  1. 

This  is  the  first  attempt  in  the  United  States  to 
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underwrite  these  benefits  in  a voluntary  prepayment 
program  and  the  public  welfare  officials  of  the  state 
are  to  be  congratulated  for  following  this  course. 

Table  1. — Quick  Facts  on  Texas  Blue  Cross-Blue  Shield  and 
Group  Life  & Health  Insurance  Company. 


From  date  of  organization  to  Dee.  31,  1962 
Total  benefits  paid 

Payments  to  hospitals  by  Blue  Cross $305,989,(99 

Payments  to  doctors  by  Blue  Shield  111,775,183 

Payments  by  Group  Life  & Health  2,880,170 


Total  benefits  paid  $420,645,152 

OAA  in  1962 

Paid  to  hospitals  $ 13,406,754 

Paid  to  doctors  2,988,280 


Total  OAA  benefits  paid  $ 16,395,034 

C.I.E.-E.B.E.  payments 

By  Blue  Cross $ 17,852,618 

By  Blue  Shield  12,986,254 

By  Group  Life  and  Health  781,757 


Total  C.I.E.-E.B.E.  payments  $ 31,620,629 

Funds  transferred  from  expense  to  benefit  funds 

By  Blue  Cross  S 32,420,202 

By  Blue  Shield 32,860,179 


Total  funds  transferred  from  expense 

to  benefit  funds $ 65,280,381 

Financial  position  as  of  Dec.  31,  1962 
Total  current  investments — government  bonds, 
certificates  of  deposits  and  savings  and 
loan  associations  $ 23,500,961 

Total  current  reserves $ 14,067,564 

Membership  as  of  Dec.  31,  1962  Contracts  Participants 

Hospitalization  750,369  1,657,426 

Medical  and  surgical 741,735  1,639,833 

Endorsements — C.I.E.  & E.B.E.-  .416,136  1,144,408 


REPORT  OF  REFERENCE  COMMITTEE 
Medical  Service  and  Insurance 

Dr.  R.  L.  Daily:  Report  of  the  Committee  on 
Liaison  with  Blue  Shield. — The  report,  regarding 
launching  OAA  Health  Benefits  Program,  was  ap- 
proved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  APPOINTEES  TO 
HOSPITALS- INSURANCE- PHYSICIANS 
JOINT  ADVISORY  COMMITTEE  OF  TEXAS 


C.  D.  Bussey, 

A.  Rex  Kirkley, 
G.  W.  Cleveland. 


1.  Letter  Informs  County  Societies  of  Committee  Services 

During  the  past  year  a letter  was  sent  to  each 
county  medical  society  president  explaining  the  func- 
tions of  this  Committee  and  asking  that  members  of 
each  society  be  informed  of  the  Committee  and  en- 
couraged to  make  use  of  its  services. 

2.  Problems  Before  Committee 

As  in  the  past,  most  of  the  problems  which  come 
before  the  Committee  relate  to  professional  charges 
where  major  medical  charges  are  involved,  prolonged 
hospitalization,  hospitalization  for  diagnostic  studies 
without  evidence  of  disease,  inadequate  health  in- 
surance policies,  and  policies  which  have  been  issued 
in  spite  of  questionable  insurability. 

3.  Members  Encouraged  To  Ask  For  Committee's  Services 

The  members  of  the  Hospitals-Insurance-Physi- 
cians  Joint  Advisory  Committee  representing  the 
Texas  Medical  Association  wish  to  encourage  Texas 
Medical  Association  members  to  avail  themselves, 
in  the  interest  of  their  patients,  of  this  Committee’s 
services. 

The  Committee  meets  in  Austin  each  September 
and  January,  at  the  time  of  the  Texas  Medical  As- 
sociation’s fall  and  winter  conferences.  The  Com- 
mittee would  be  pleased  to  have  any  interested  phy- 
sician attend  these  meetings. 

REPORT  OF  REFERENCE  COMMITTEE 
Medical  Service  and  Insurance 

Dr.  R.  L.  Daily:  Report  of  the  Appointees  to 
H-I-P  Joint  Advisory  Committee. — The  report  re- 
garding the  letter  informing  county  societies  of 
Committee  services,  problems  before  the  Committee, 
and  the  subject  of  Committee  services  available  to 
members  on  request  was  approved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  PROFESSIONAL  INSURANCE 


D.  0.  Johnson, 
Chairman, 

R.  E.  Read, 

A.  W.  Bronwell, 
Bill  Robins, 

Patrick  H.  Pappas. 


The  Hospitals-Insurance-Physicians  Joint  Advis- 
ory Committee  of  Texas  has  met  every  two  months 
throughout  the  year.  Cooperation  between  the  par- 
ticipating organizations  continues  to  be  excellent. 


No  specific  information  regarding  possible  or 
pending  law  suits  within  our  membership  or  knowl- 
edge of  pertinent  changes  in  liability  insurance  cov- 
erage was  available  earlier  in  the  year,  or  even 
at  the  time  of  the  formal  meeting  on  Jan.  19,  1963. 

Mr.  C.  Joseph  Stetler,  then  director  of  the  Legal 
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and  Socio-Economic  Division  of  the  AMA,  and  Mr. 
Philip  R.  Overton,  Legal  Counsel  of  TMA,  met  with 
the  Committee  and  discussed  trends  in  the  state  and 
across  the  nation. 

1.  Professional  Insurance  Rates  Favorable 

Professional  insurance  rates  in  Texas  continue  to 
be  favorable.  Relatively  few  members  of  TMA  jeop- 
ardize their  positions  and,  therefore,  the  positions 
of  all  physicians  with  regal’d  to  improprieties  in 
patient-physician  relationship  (such  as  informed 
consent,  adequate  explanations,  unduly  enthusiastic 
promises  or  assurance,  and  so  on).  Accident  inci- 
dence for  members  is  low! 

The  importance  of  continued  thoughtfulness  by 
all  members  in  order  to  maintain  our  favorable  sit- 
uation was  impressed  upon  the  members  of  this  Com- 
mittee by  TMA  legal  advisors. 

2.  Recommendations 

As  a result  of  the  discussion,  and  after  enthusi- 
astic reception  by  TMA  and  AMA  legal  counsels, 
the  Committee  approved  the  following  recommenda- 
tions: 

a.  Inasmuch  as  the  primary  function  of  this  Com- 
mittee is  educational,  summaries  of  cases  that 
have  been  reported,  filed,  threatened,  settled,  or 
pending  during  the  interim  between  meetings  should 
be  reported  to  this  Committee.  Without  such  infor- 
mation, the  Committee  does  not  feel  that  it  can 
serve  the  membership  of  the  Texas  Medical  Associ- 
ation intelligently.  The  information  requested  would 
not  be  expected  to  include  names,  dates,  or  locations. 
The  Committee  is  aware  that  only  a portion  of  this 
information  gets  to  the  TMA  central  offices.  If  the 
Committee  receives  more  information,  short  releases 
or  editorials  will  be  sent  to  the  Journal  for  publica- 
tion. 

b.  As  it  has  been  a number  of  years  since  the 
last  malpractice  poll  was  conducted,  it  is  imperative 
that  another  survey  of  the  membership  of  TMA 
regarding  suits,  threats,  patient  dissatisfactions, 
settlements,  and  complaints  regarding  insurance  car- 
riers be  conducted. 

Each  recommendation  was  accepted  by  the  Coun- 
cil on  Medical  Service  and  Insurance;  and  a request 
for  an  appropriation  of  funds  for  the  survey  was 
referred  by  the  Council  to  the  Board  of  Trustees 
for  its  consideration. 

The  results  of  the  investigative  poll  will  be  for- 
warded to  the  membership  as  a part  of  this  Commit- 
tee’s responsibility  in  exploring  the  field  of  profes- 
sional liability  in  order  to  follow  current  trends,  per- 
form indicated  educational  campaigns  and  cooperate 
with  the  members  of  the  Association  when  confront- 
ed with  and  informed  about  problems  that  arise. 


REPORTS  OF  REFERENCE  COMMITTEES 


Board  of  Trustees 

Dr.  Troy  Shafer:  Report  of  the  Committee  on  Pro- 
fessional Insurance,  Section  2.  b. — The  Committee 
has  proposed  to  conduct  a state-wide  survey  on  mal- 
practice among  the  membership  of  the  Association. 
The  Committee  plans  to  circulate  a questionnaire 
among  Texas  physicians  to  procure  information  on 
actual  malpractice  suits  which  have  been  filed, 
threats  of  suits,  settlements,  expressions  of  patient 
dissatisfaction,  and  relationships  between  doctors 
and  underwriters  of  professional  liability  insurance. 
The  Committee  has  requested  an  appropriation  of 
funds  for  the  survey. 

The  Board  of  Trustees  wishes  to  take  this  oppor- 
tunity to  reassure  the  House  of  Delegates  of  its 
continued  support  of  all  councils  and  committees. 
The  Board  is  pleased  to  underwrite  those  programs 
and  activities  which  are  meritorious  and  which  are 
within  the  Association’s  budgetary  limits. 

In  this  instance,  the  Board  heartily  approves  this 
request  for  funds  by  the  Committee  on  Professional 
Insurance.  The  Board  believes  that  data  produced 
by  the  survey  will  prove  extremely  valuable  to  the 
Committee  in  ascertaining  trends  in  malpractice  and 
in  planning  educational  programs  in  professional 
liability  for  our  Texas  physicians. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COUNCIL  ON 

PUBLIC  RELATIONS  AND  PUBLIC  SERVICE 


Foy  H.  Moody, 
Chairman, 

John  H.  Bohmfalk, 
Glenn  D.  Carlson, 
Courtney  M.  Townsend, 
J.  T.  Ainsworth, 

Van  D.  Goodall, 

O.  Edward  Egbert,  Jr. 


Three  meetings  have  been  held  by  the  Council 
on  Public  Relations  and  Public  Service  since  the 
printing  of  the  1962  Handbook  for  Delegates. 

1.  Capable  Auxiliary  Representatives 

Representatives  of  the  Auxiliary  were  present  at 
each  meeting.  These  women  have  shown  devotion  to 
their  objectives  and  have  proved  themselves  thor- 
oughly capable  in  their  handling  of  the  many  re- 
sponsibilities delegated  to  them  or  originated  by 
them. 


Medical  Service  and  Insurance 

Dr.  R.  L.  Daily:  Report  of  the  Committee  on  Pro- 
fessional Insurance,  except  section  2.  b. — The  re- 
port, regarding  professional  insurance  rates  favor- 
able and  the  recommendation,  was  approved. 

[The  report  of  the  • Reference  Committee  was 
adopted.] 


2.  Governmental  Infringement 

During  this  past  year  we  have  become  more  aware 
of  the  governmental  infringement  on  the  practice 
of  medicine.  The  loss  of  some  members  of  the  Con- 
gressional House  Ways  and  Means  Committee  has 
opened  the  way  for  their  replacement  by  new  faces. 
The  King-Anderson  bill  will  no  doubt  have  a bigger 
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battle  than  ever  before.  Some  think  the  many  facet- 
ed tax  bill  may  keep  Congress  too  busy  to  consider 
the  bill  this  year.  This  would,  of  course,  be  only  a 
postponement  and  would  allow  it  to  become  an  elec- 
tion issue.  This  Council  still  believes  that  the  best 
public  image  of  the  doctor  is  created  when  the  doc- 
tor individually  makes  a good  image.  The  Council 
urges  genuine  and  sincere  participation  in  commun- 
ity and  civic  affairs.  More  leadership  in  political 
education  and  support  is  recommended.  Each  mem- 
ber of  Texas  Medical  Association  must  be  a good 
citizen  as  well  as  a good  physician. 

In  submitting  the  following  report,  the  gratitude 
of  this  Committee  is  extended  to  the  Executive  Sec- 
retary, the  Director  of  Public  Relations,  the  TMA 
staff,  including,  particularly,  our  efficient  secre- 
tary. 

3.  1963  Annual  Session 

Proposed  pamphlets,  brochures,  reminders,  infor- 
mational folders,  and  extensive  layout  material  have 
been  reviewed  and  approved.  Here  economy  is  al- 
ways a consideration,  but  not  at  the  expense  of  con- 
veying less  adequate  information.  The  aim  is  to  in- 
form all  TMA  members  of  the  Annual  Session,  to 
remind  them  repeatedly  of  this  meeting,  and,  if 
possible,  to  lend  some  stimulus  to  greater  attend- 
ance. Information  is  disseminated  regarding  guest 
speakers  and  scientific  presentations. 

4.  Press  Room 

One  of  the  most  important  functions  of  the  Coun- 
cil is  to  recommend  policies  about  the  operation  of 
the  press  room.  Each  Council  member  is  rewarded 
by  acquaintance  with  the  great  medical  and  science 
writers,  local  reporters,  television  representatives, 
and  radio  announcers.  Interviews  are  arranged  with 
the  guest  speakers,  and  public  information  depends 
to  a great  extent  on  how  well  the  press  room  func- 
tions. Each  Council  member  devotes  time  to  the 
press  room  to  help  it  function  more  smoothly  and 
efficiently. 

5.  Press  Relations  in  General 

The  year  round  relationship  between  the  doctor 
and  the  press  is  also  important.  Included  in  this,  of 
course,  are  all  media  of  communication.  We  should 
try  to  cooperate  with  the  press  rather  than  ob- 
struct it.  Members  of  the  medical  profession  and 
the  press  should  become  better  acquainted.  Friendli- 
ness is  necessary.  The  Texas  State  Journal  of 
Medicine  is  doing  a fine  job  regarding  news  releases 
and  medical  information. 

6.  Anson  Jones  Award 

Increased  interest  has  been  shown  as  the  seventh 
year  for  this  award  is  entered.  Metropolitan  daily 
newspapers,  dailies  in  smaller  cities,  the  weeklies, 
and  the  trade  journals  are  treated  separately.  Other 
state  medical  associations  have  shown  an  interest 
in  this  program  and  are  following  the  example  of 
the  Texas  Medical  Association.  The  effect  of  this 
is  twofold.  Many  medical  writers  seem  to  feel  re- 
warded by  the  competition  and  the  cash  award  or 
plaque.  Medicine  is  rewarded  by  more  and  better 
writing.  Winners  of  the  Anson  Jones  Awards  are 
determined  as  follows: 


Three  judges  screen  all  medical  and  scientific 
writing  submitted  for  the  contest.  The  judges  are  a 
professor  of  the  University  of  Texas  School  of 
Journalism,  the  editor  of  the  Texas  State  Journal 
of  Medicine,  and  the  previous  year’s  Anson  Jones 
Award  winner  in  the  metropolitan  daily  newspaper 
classification.  Their  recommendations  are  submitted 
to  the  Council.  The  final  decision  is  made  by  doctors 
on  this  Council. 

7.  Medical  Students  Day  Program 

This  year  the  senior  medical  students  again  were 
presented  programs  by  selected  physicians  and  TMA 
staff  members.  All  Texas  medical  schools  held  such 
programs.  The  administrative  and  teaching  staff 
members  of  the  medical  schools  were  most  coopera- 
tive. Local  county  medical  societies  assisted  greatly 
in  carrying  the  information  about  TMA  services 
and  activities  to  these  seniors.  Other  subjects  dis- 
cussed included  medical  ethics,  medicolegal  matters, 
public  relations,  socioeconomic  topics,  and  medical 
etiquette. 

8.  Other  Considerations 

Included  here  were  consideration  of  various  liai- 
son functions  such  as  relations  with  the  clergy,  the 
Texas  Bar  Association,  the  Texas  Pharmaceutical 
Association,  the  Texas  Dental  Association,  and  oth- 
ers. The  work  of  the  various  committees  was  re- 
viewed and  reported.  Information  about  these  com- 
mittees will  not  be  reiterated  here,  but  this  Council 
is  grateful  to  the  chairmen  and  members  of  these 
committees  for  their  thoroughness  and  their  effi- 
ciency in  performing  these  committee  functions. 


SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  PUBLIC  RELATIONS  AND  PUBLIC  SERVICE 

1.  AMA  Institutional  Advertising  Series 

The  Council  unanimously  endorsed  the  institution- 
al advertising  layouts  provided  by  the  American 
Medical  Association  for  use  by  county  medical  so- 
cieties, and  feels  that  this  would  be  an  excellent 
opportunity  to  improve  press  relations  as  well  as 
provide  a dignified  method  of  medical  instruction 
to  the  public. 

2.  1963  Annual  Session  Promotion  and  Publicity 

All  of  the  advance  publicity  and  promotion  for 
the  1963  Annual  Session  was  reviewed  and  the  staff 
of  the  Texas  Medical  Association  was  complimented 
by  the  Council  for  preparing  this  excellent  informa- 
tional material.  Nine  advance  mailings  were  made. 

3.  Reports  of  Committees  Reporting  to  Council 

All  of  the  reports  in  the  Handbook  (Initial  Re- 
ports of  Committees)  were  reviewed  and  approved. 
Only  the  following  Supplementary  Report  was  made: 

In  connection  with  the  Supplementary  Report  of 
the  Committee  on  Public  Health,  the  Council  feels 
that  Section  5 in  the  Supplementai'y  Report  does 
not  reveal  the  true  picture  of  the  extent  of  immuni- 
zation which  was  accomplished  in  the  polio  cam- 
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paigns  using  Sabin  vaccine.  The  information  submit- 
ted contains  only  those  cases  which  were  reported 
and  does  not  approach  the  adequate  coverage  which 
was  provided  by  the  campaigns. 

REPORT  OF  REFERENCE  COMMITTEE 
Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Report  of  the  Council  on  Public 
Relations  and  Public  Service  and  the  Supplementary 
Report  of  that  Council. — This  Reference  Committee 
commends  the  Council  on  Public  Relations  and 
Public  Service  for  its  accomplishments  during  the 
year  and  for  its  report  in  which  special  emphasis 
is  placed  on  the  promotion  of  the  1963  Annual  Ses- 
sion, the  press  room,  the  news  releases  and  medical 
information  from  the  Texas  State  Journal  of  Medi- 
cine, the  Anson  Jones  Award,  and  the  Medical  Stu- 
dents Day  programs.  This  Reference  Committee  is 
particularly  impressed  with  the  potential  value  of 
the  Medical  Students  Day  programs  and  encourages 
the  Council  on  Public  Relations  and  Public  Service 
to  seek  to  extend  its  work  in  this  field  by  a continu- 
ing program  throughout  the  school  year  through  the 
cooperation  of  the  county  medical  societies  in  those 
areas  in  which  medical  schools  are  located. 

In  its  Supplementary  Report,  the  Council  en- 
dorses the  use  of  institutional  advertising  layouts 
provided  by  the  AMA.  This  Reference  Committee 
concurs  in  that  endorsement  for  those  county  medi- 
cal societies  whose  finances  will  permit  such  activity. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


3.  Revision  of  Survey  Scheduled 

A revision  of  the  Survey  of  Facilities  and  Services 
Available  to  Elderly  People  in  Texas  is  being  under- 
taken by  the  Committee  as  a project  for  the  coming 
year. 

4.  Two  Groups  Commended 

The  Committee  commends  the  El  Paso  Hospital 
District  for  its  work  with  the  aged,  and  also  the 
Board  for  Texas  Hospitals  and  Special  Schools  for 
its  efforts. 

5.  Recommendations 

The  following  recommendations  have  been  sent  to 
the  Council  on  Public  Relations  and  Public  Service: 

a.  It  is  recommended  that  local  and  regional  con- 
ferences emphasize  the  need  of  community  facilities 
such  as  home  care  and  nursing  home  care  to  prevent 
older  people  from  being  admitted  to  state  mental 
hospitals  because  of  the  lack  of  local  facilities  and 
services. 

b.  It  is  recommended  that  Texas  Medical  Associ- 
ation further  explore  the  problems  of  the  Vendor’s 
Medical  Care  Program  in  nursing  homes,  and  it  is 
suggested  that  the  Association  continue  to  work 
with  the  Department  of  Public  Welfare  in  an  ad- 
visory capacity. 

c.  It  is  recommended  that  the  Association  oppose 
the  setting  up  of  a licensing  body  for  geriatric 
nurses  but  cooperate  with  nursing  schools  in  offer- 
ing graduate  and  postgraduate  courses  in  geriatric 
nursing  locally. 


REPORT  OF 

COMMITTEE  ON  AGING 


F.  G.  Dorsey, 
Chairman, 

C.  J.  Ruilmann, 
John  Dupre, 
Edward  J.  Lefeber, 
Elizabeth  Gentry, 
Vance  Terrell, 

W.  D.  Gingrich, 
Ernest  W.  Keil, 
Roy  H.  Morris. 


The  Committee  on  Aging  held  three  meetings, 
May  12,  1962,  Sept.  22,  1962,  and  Jan.  19,  1963. 


Dr.  Dorsey 


1.  Meeting  with  Nursing  Home  Groups 

During  the  September  meeting  representatives  of 
the  nursing  home  groups  were  invited  to  meet  with 
the  Committee  for  the  purpose  of  discussing  their 
mutual  problems  in  the  care  of  the  aging. 

2.  Kerr-Mills  Law 

The  Committee  discussed  the  Kerr-Mills  Law  in 
regard  to  its  extension  to  cover  home  nursing  serv- 
ice, homemakers  services,  supplies  and  medication, 
nutrition,  rehabilitation,  and  physicians’  fees. 


REPORTS  OF  REFERENCE  COMMITTEES 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Aging, 
except  for  Sections  5.b.  and  5.c. — The  Reference 
Committee  recommends  adoption  of  this  portion  of 
the  Report  of  the  Committee  on  Aging. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Medical  Service  and  Insurance 

Dr.  R.  L.  Daily:  Report  of  the  Committee  on  Ag- 
ing, section  5.b.  only. — Section  5.b.  of  the  Report  of 
the  Committee  on  Aging  was  reviewed.  The  Refer- 
ence Committee  concurs  with  the  recommendation 
that  the  Texas  Medical  Association  further  explore 
the  problems  of  the  Vendor’s  Medical  Care  Program 
in  nursing  homes,  and  approves  of  this  portion  of 
the  report. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Report  of  Committee  on  Aging, 
Section  5.c.  only. — This  Reference  Committee  agrees 
with  the  Committee  on  Aging  in  its  recommendation 
of  opposition  to  the  setting  up  of  a licensing  body 
for  geriatric  nurses.  This  Reference  Committee  fur- 
ther supports  the  recommendation  for  cooperation 
with  nursing  schools  in  offering  graduate  and  post- 
graduate courses  and  seminars  in  geriatric  nursing. 
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[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  EMERGENCY  MEDICAL  SERVICE 


Dr.  Merrick 


Ben  A.  Merrick, 
Chairman, 
Joseph  R.  Shaeffer, 
T.  June  Melton, 

W.  D.  Nicholson, 

C.  J.  McCollum, 

J.  L.  Johnson, 
Ralph  A.  Munslow. 


1.  Committee  Name  Change 

The  name  of  the  Committee  on  Emergency  Medi- 
cal Service  was  changed  to  the  Committee  on  Disas- 
ter Medical  Care,  with  approval  of  the  Executive 
Board,  to  conform  with  the  name  of  the  correspond- 
ing AMA  committee.  It  was  suggested  for  purposes 
of  uniformity,  that  each  county  medical  society 
make  a similar  name  change  for  its  committee. 


2.  State-Wide  Coordination  tor  Disaster  Care 

The  major  effort  initiated  in  the  past  year  has 
been  to  better  coordinate  and  implement  the  state- 
wide plan  for  disaster  medical  care.  The  State  Com- 
missioner of  Health  and  his  representatives  met 
with  this  Committee  to  discuss  the  State  plans,  and 
to  formulate  a two-day  course  on  medical  aspects 
of  civil  defense.  This  seminar,  held  in  Austin  on 
Feb.  22  and  23,  1963,  was  jointly  sponsored  by 
the  State  Department  of  Health  and  the  Texas  Med- 
ical Association.  Members  of  TMA  with  civil  de- 
fense responsibilities  received  information  on  mass 
casualty  care  problems  and  the  state-wide  emer- 
gency medical  organization.  A member  from  each 
county  medical  society  was  invited  to  attend  this 
seminar,  as  well  as  representatives  from  allied 
health  fields. 

The  chairman  of  the  TMA  Committee  on  Emer- 
gency Medical  Service  has  been  appointed  as  the 
Associate  State  Director  of  Emergency  Medical 
Services,  to  work  with  Dr.  James  E.  Peavy,  the 
State  Commissioner  of  Health,  who  will  be  the 
Medical  Director.  They  will  coordinate  medical 
services  during  major  disasters. 

Regional  plans  for  disaster  medical  care  to  con- 
form with  the  existing  subdivisions  of  the  state  by 
the  Department  of  Public  Safety  are  now  being 
studied.  It  is  planned  to  appoint  a member  of  TMA 
as  an  associate  emergency  medical  director  for  each 
of  the  17  civil  defense  districts  of  Texas,  this  mem- 
ber to  work  with  the  full-time  public  health  physi- 
cian who  is  the  emergency  medical  director  of  each 
civil  defense  district. 

Dr.  Joseph  R.  Shaeffer,  a member  of  this  Commit- 
tee, was  appointed  to  represent  TMA  on  the  Texas 
Emergency  Resources  Planning  Committee,  a joint 


committee  utilizing  all  the  major  groups  in  the  state 
vital  to  civil  defense  needs. 

The  Medical  Self-Help  Training  pilot  programs 
were  evaluated  and  judged  to  be  definitely  helpful. 
It  was  recommended  that  this  program  be  enlarged 
progressively  so  that  an  increasing  segment  of  our 
population  might  learn  some  basic  elements  of 
emergency  medical  self  care. 

Representatives  from  the  AMA  Committee  on  Dis- 
aster Medical  Care  met  with  the  TMA  Committee 
and  offered  some  helpful  suggestions. 

SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  EMERGENCY  MEDICAL  SERVICE 

1.  State-Wide  Plan  for  Disaster  Medical  Care 

The  Committee  on  Emergency  Medical  Service  is 
actively  working  in  close  cooperation  with  the  State 
Department  of  Public  Health  and  the  State  Depart- 
ment of  Public  Safety  in  the  development  and  co- 
ordination of  an  effective  state-wide  plan  for  dis- 
aster medical  care. 

The  current  objectives  are:  (1)  Stimulation  of  in- 
terest in  this  problem,  (2)  education  of  the  public 
and  the  medical  profession  to  include  the  Medical 
Self-Help  Program,  (3)  development  of  a state  and 
local  medical  communications  system,  and  (4)  the 
stimulation  of  procurement  of  supplies  for  disaster 
care. 

This  Committee  believes  that  the  House  of  Dele- 
gates should  be  made  familiar  with  these  objectives. 
In  order  to  accomplish  these  objectives  it  is  impera- 
tive that  the  House  of  Delegates  lend  its  active  sup- 
port. It  is  anticipated  that  ultimately  every  member 
of  the  Texas  Medical  Association  will  have  a spe- 
cific duty  assignment  in  this  endeavor. 

REPORTS  OF  REFERENCE  COMMITTEES 
Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Report  of  Committee  on  Emer- 
gency Medical  Service  except  Section  1,  and  Sup- 
plementary Report. — This  Reference  Committee  com- 
mends the  reporting  committee  on  its  efforts  to  co- 
ordinate and  implement  the  state-wide  plan  for  dis- 
aster medical  care  and  joins  in  the  recommendation 
that  the  Medical  Self-Help  Training  programs  be 
enlarged  so  that  an  increasingly  large  segment  of 
our  population  may  learn  some  basic  elements  of 
emergency  medical  self  care.  This  Reference  Com- 
mittee hopes  that  the  Committee  on  Disaster  Medical 
Care  will  be  able  to  achieve  its  ultimate  goal  with 
every  member  of  the  Texas  Medical  Association 
having  a specific  duty  assignment. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


Constitution  and  By-Laws 

Dr.  Howard  T.  Barkley:  Report  of  Committee  on 
Emergency  Medical  Service , Section  1 only. — The 
change  of  the  name  of  this  committee,  which  requires 
a By-Laws  change,  has  never  been  voted  upon  by 
the  House  of  Delegates.  The  Reference  Committee 
recommends  that  this  portion  of  the  Report  of  the 
Committee  on  Emergency  Medical  Service  be  re- 
worded as  follows,  and  approved  as  revised. 

The  first  sentence  of  the  section  should  read,  “It 
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is  recommended  that  the  name  of  the  Committee  on 
Emergency  Medical  Service  be  changed  to  ‘Com- 
mittee on  Disaster  Medical  Care’  to  conform  with 
the  name  of  the  corresponding  AMA  committee, 
and  that  this  change  be  made  in  Chapter  VIII,  Sec- 
tion 5(c)  of  the  By-Laws.” 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  INDUSTRIAL  HEALTH 


Dr.  Potts 


Robert  J.  Potts, 
Chairman, 
Robert  A.  Wise, 
G.  V.  Launey, 
Carl  A.  Nau, 
Jesse  G.  Burdick, 
Kurt  Lekisch, 

F.  W.  Wilson, 

E.  E.  Baden. 


1.  Invitation  for  National  Convention  Accepted 

During  1962,  the  Committee  on  Industrial  Health 
met  with  the  Texas  Industrial  Medical  Association 
and,  jointly  with  the  Texas  Medical  Association,  ex- 
tended an  invitation  to  the  Council  on  Occupational 
Health  of  the  American  Medical  Association  to  hold 
its  convention  in  Houston  in  1964.  This  invitation 
was  accepted  and  the  Committee  is  looking  forward 
to  having  this  important  meeting  of  leaders  in  the 
industrial  health  field  in  this  state  next  year. 


2.  Joint  Committee  Meeting 

On  May  13,  1962,  the  members  of  the  Committee 
on  Industrial  Health  met  with  the  Committee  on 
Nuclear  Medicine  to  attend  a program  under  the 
chairmanship  of  Dr.  Herbert  C.  Allen.  This  con- 
sisted of  a symposium  on  facts  and  fallacies  of  local 
fallout  following  nuclear  detonation.  Our  Committee 
plans  to  keep  in  touch  with  the  Committee  on  Nu- 
clear Medicine  and  to  make  available  to  it  any  of 
the  knowledge  that  we  have  at  our  disposal  through 
our  many  industrial  hygienists  and  specialized  men 
in  occupational  medicine. 

3.  Legislation 

Also,  during  1962,  the  Committee  members  acted 
unofficially  as  consultants  and  gave  opinions  rela- 
tive to  proposed  legislation  that  may  be  introduced 
in  the  State  Legislature  this  year,  regarding  some 
changes  in  compensation  laws  to  make  possible  the 
employment  of  handicapped  individuals  with  cardiac 
deficiencies. 

Legislation  is  now  pending  and  increased  activity 
in  the  field  of  air  and  stream  pollution  is  antici- 
pated in  the  years  to  come.  The  Texas  Medical  As- 
sociation is  urged  to  use  the  services  of  the  Commit- 
tee on  Industrial  Health  when  it  can  help  with  these 
growing  problems. 


4.  Assistance  with  Organization  of  Company  Medical  De- 
partments 

During  the  year,  most  of  the  members  of  the 
Committee  who  are  on  a full-time  or  majority-time 
basis  in  occupational  medicine  have  been  called  upon 
to  help  with  the  establishment  of  ethical  programs 
in  the  industries  which  are  coming  into  the  state  or 
growing  larger,  thereby  necessitating  new  medical 
programs.  The  Committee  serves  a valuable  purpose 
by  offering  information  to  those  companies  who  wish 
to  set  up  a medical  department  to  function  along 
the  lines  and  within  the  framework  that  has  been  set 
up  by  the  Council  on  Occupational  Health  of  the 
American  Medical  Association.  Many  of  the  guide- 
books that  have  been  published  by  the  Council  are 
now  the  approved  plans  for  the  operation  of  ethical- 
type  medical  departments.  The  Committee  believes 
that  the  Texas  Medical  Association  should  give  full 
support  to  the  American  Medical  Association’s  publi- 
cation entitled,  “Scope,  Objectives,  and  Functions  of 
Occupational  Health  Programs”.  Endorsement  of 
the  publication  will  help  to  set  standards  in  local 
county  societies  that  are  desirable  for  the  conduct  of 
industrial  physicians  and  for  the  operation  of  in- 
dustrial medical  departments  throughout  the  state. 

5.  Occupational  Health  Programs  for  Hospital  Employees 

The  Committee  has  noted  during  the  year  the 
growth  of  occupational  health  programs  among  hos- 
pital employees.  In  the  past,  these  groups  have  been 
neglected  and  the  very  hazards  of  their  environment 
were,  for  a long  time,  disregarded  as  a health  hazard 
factor.  However,  in  1962,  hospitals  have  been  active 
in  inaugurating  programs  for  hospital  employees, 
including  inoculation  and  protection  against  com- 
municable and  infectious  disease,  the  use  of  routine 
chest  X-ray  and  periodic  check-ups  in  order  to 
safeguard  both  employees  and  patients. 

The  Committee  recommends  continued  support  of 
occupational  health  programs  for  hospital  employ- 
ees, and  continued  urging  of  hospitals  to  make  this 
a part  of  their  administrative  program  for  hospital 
employees. 

6.  Local  Committees  on  Occupational  Health 

During  1962,  Jefferson  County  Medical  Society 
(through  Dr.  John  M.  White,  Jr.,  President,  Jeffer- 
son County  Medical  Society)  called  upon  the  chair- 
man of  the  Committee  to  help  it  to  set  up  a commit- 
tee on  occupational  health  in  this  heavily  industrial- 
ized area.  Technical  information  was  furnished  on 
how  the  local  county  committees  on  industrial  health 
have  functioned  in  other  areas. 

Each  county  medical  society  is  encouraged  to  have 
a committee  on  occupational  health  for  educational 
purposes.  This  committee  would  be  active  in  helping 
to  set  the  standards  for  occupational  health  in  that 
area.  It  is  believed  that  this  need  is  even  greater 
now  because  of  the  growing  industrialization  of 
our  state. 

County  medical  societies  which  are  in  areas  of 
sufficient  industrial  population  are  encouraged  to 
include  in  their  yearly  program  one  meeting  devot- 
ed to  occupational  medicine  or  some  aspect  thereof, 
and  to  invite  an  occupational  physician  to  give  an 
address. 

It  is  hoped  that  the  House  of  Delegates,  council 
chairmen,  and  committee  members  will  be  made 


Volume  59,  JUNE,  1963 


617 


aware  that  the  Committee  on  Industrial  Health  is 
a repository  for  information  regarding  the  estab- 
lishment of  ethical  industrial  health  programs  with- 
in the  state,  and  that  Committee  members’  services 
may  be  used  when  questions  arise  as  to  the  scope 
and  proper  functions  of  industrial  medical  depart- 
ments within  the  state. 

The  Committee  has  at  its  disposal  qualified  ex- 
perts in  toxicology  and  radiology  and  these  special- 
ists can  be  made  available  to  appropriate  commit- 
tees within  the  Association  for  help  with  problems 
in  these  fields. 

7.  Liaison  with  Industrial  Nurses 

Committee  work  with  the  industrial  nurses  has 
been  fruitful,  and  this  energetic  and  reputable  group 
serves  as  a valuable  adjunct  to  the  activities  within 
the  industrial  health  field.  Liaison  with  the  nurses 
has  been  and  continues  to  be  good  and  it  is  the 
feeling  of  the  Committee  that  the  activities  in  which 
the  nurses  are  engaged  and  the  programs  which  they 
are  supporting  have  the  full  endorsement  of  the 
Committee.  Encouragement  of  medical  supervision 
of  all  industrial  nursing  activities  is  also  advised. 

8.  More  Full-Time  Physicians  Requested  for  Committee 

Lastly,  it  is  suggested  that  in  the  composition  of 
the  Committee  in  the  future  more  attention  be  given 
to  the  adding  of  full-time  physicians  in  occupational 
medicine,  as  well  as  to  enlarging  the  number  of 
members  who  are  not  full-time.  Occupational  medi- 
cine is  now  a recognized  specialty  and  a sub-board 
of  the  American  Board  of  Preventive  Medicine.  The 
chairman  believes  that  the  time  has  come  in  Texas 
when  sufficient  numbers  of  physicians  are  engaged 
in  the  full-time  practice  of  occupational  medicine  to 
give  more  specialized  information  and  knowledge  to 
those  groups  who  turn  to  the  Committee  for  help. 
This  in  no  way  detracts  from  those  who  are,  in 
general,  not  engaged  in  industrial  practice  but  who 
are,  in  reality,  in  compensation  medicine.  The  Com- 
mittee should  be  larger  in  order  to  offer  the  full 
scope  of  occupational  medicine,  toxicology,  and  the 
various  other  activities  that  individuals  in  the  field 
feel  are  foundation  stones  of  this  specialized  prac- 
tice. 

9.  Tetanus  Toxoid  Immunizations 

Where  medical  programs  and  departments  exist 
in  industry  and  under  the  direction  of  physicians, 
it  is  recommended  that  tetanus  toxoid  immunizations 
be  urged  because  of  the  diminishing  level  of  protec- 
tive immunity  that  is  now  present  in  our  popula- 
tion. Whether  by  active  participation  or  by  the  use 
of  informational  media,  programs  should  be  under 
the  direction  of  physicians  in  charge  of  industrial 
activities  in  the  various  plants  to  which  they  are 
assigned. 

10.  Lay  Programs  Approved 

The  Committee  endorses  and  approves  health  edu- 
cation programs  when  they  are  ethically  promoted 
and  presented  to  the  lay  public.  Programs  making 
the  laity  aware  of  early  cancer  detection,  techniques 
in  preventive  medicine,  new  lifesaving  techniques, 
first  aid  techniques,  driving  safety,  and  home  safety 


[including  poisoning]  have  the  unqualified  endorse- 
ment of  the  Committee,  and  members  of  the  Com- 
mittee will  work  with  industry  to  help  disseminate 
these  programs  to  the  public. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Report  of  Committee  on 
Industrial  Health. — [Sections  1-9  were  approved.] 

Section  10.  Lay  Programs  Approved.  The  Commit- 
tee approves  this  section  with  the  exception  of  the 
second  sentence  being  changed  to  read  “.  . . home 
safety  including  poisoning”. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  PUBLIC  HEALTH 


Sam  A.  Nixon, 
Chairman, 

J.  C.  Ellington, 
Lorence  W.  Feller, 
Charles  A.  Pigford, 
Bruce  H.  Johnson, 

A.  L.  Delaney, 

Ben  Primer,  Sr., 

W.  V.  Bradshaw,  Jr., 
J.  E.  Peavy. 


The  Committee  on  Public  Health  held  three  meet- 
ings this  past  year.  Full  and  free  discussion  of  each 
item  considered  contributed  to  understanding  of  the 
problems  and  mutual  agreement  on  action,  if  any, 
to  be  taken. 

1.  Phenylketonuria  (PKU) 

At  the  1962  Annual  Session,  the  Committee  was 
instructed  to  publicize  the  problem  of  PKU  and  to 
encourage  physicians  and  hospitals  to  test  for  this 
condition  at  the  proper  times.  Through  the  coopera- 
tion and  generosity  of  the  Texas  Hospital  Associa- 
tion and  the  Ames  Company,  Inc.,  Elkhart,  Ind.,  a 
pilot  study  in  various  sized  hospitals  in  Texas  will 
be  started  this  year.  A PKU  detection  kit  will  be 
given  the  parents  of  each  newborn  child  on  dis- 
charge from  the  hospital.  This  kit  contains  an  in- 
formational insert,  instructions  for  using  the  two 
Phenistix  test  papers  at  three  weeks  and  six  weeks, 
and  an  addressed  postal  card  to  report  the  results 
to  the  participating  hospital.  These  results  will  be 
compiled  by  the  Texas  Medical  Association.  It  is 
hoped  to  stimulate  interest  in  PKU  detection  by 
demonstrating  the  ease  of  the  test  to  as  many 
parents  and  physicians  as  possible.  The  cost  of  the 
kits  should  be  reasonable  enough  to  encourage  hos- 
pitals to  continue  the  study  after  the  initial  period, 
and  for  other  hospitals  and  physicians  to  join  the 
program  at  any  time. 

2.  Venereal  Disease 

Venei-eal  disease  is  as  prevalent  in  Texas  as  it  is 
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nationwide.  The  Committee  on  Public  Health  urges 
private  physicians  to  be  aware  of  this  situation 
and  avail  themselves  of  the  services  of  venereal  dis- 
ease epidemiological  investigators.  This  Committee 
believes  it  would  be  in  the  interest  of  public  health 
for  county  medical  societies  to  have  programs  for 
themselves  and  the  public  on  venereal  diseases  and 
associated  problems. 

3.  Oral  Polio  Virus  Vaccines 

The  Committee  and  its  individual  members  spent 
a great  deal  of  time  studying  the  various  problems, 
both  real  and  imagined,  which  arose  following  the 
introduction  of  the  Sabin  vaccines.  The  Committee 
worked  closely  with  the  Texas  State  Department  of 
Health,  which  should  be  commended  for  its  rational 
approach  to  changing  situations,  and  for  its  support 
of  local  county  medical  societies  in  their  successful 
efforts  to  immunize  the  people  of  Texas  with  these 
vaccines  in  mass  voluntary  programs.  The  final 
statement  of  the  Committee  on  Jan.  19,  1963,  is  self- 
explanatory: 

“The  Committee  on  Public  Health  continues  to  en- 
dorse the  use  of  oral  polio  virus  vaccine  and  recom- 
mends that  community  immunization  programs  be 
accomplished  under  the  guidance  of  local  medical 
authorities.  The  Committee  on  Public  Health  com- 
mends local  medical  societies  which  have  conducted 
complete  oral  polio  immunization  campaigns  using 
all  three  types  of  vaccine.  The  Executive  Secretary 
will  be  requested  to  poll  county  society  secretaries 
for  the  number  of  people  who  have  taken  the  oral 
vaccine,  by  type,  and  compile  this  information  for 
use  by  Texas  Medical  Association.” 

4.  Smallpox  Vaccination 

The  American  Medical  Association  has  warned 
that  the  nation’s  protection  against  smallpox  has 
reached  a “dangerous  low”,  and  has  started  an  edu- 
cational campaign  among  physicians  and  the  public 
in  an  effort  to  maintain  protection  against  this 
serious  epidemic  disease. 

The  Committee  on  Public  Health  endorses  the 
statement  of  the  American  Medical  Association  con- 
cerning smallpox  immunization  and  urges  Texas 
physicians  to  follow  through  and  implement  the 
American  Medical  Association  program.  It  also 
urges  local  medical  societies  to  furnish  leadership 
and  publicity  for  the  American  Medical  Association 
campaign. 

5.  Other  Immunizations 

The  Committee  recommends  that  polyvalent  influ- 
enza vaccine  be  given  to  high  risk  groups,  especially 
the  chronically  ill  and  debilitated,  the  aged,  and 
pregnant  women. 

The  Committee  reaffirms  the  continuing  use  of 
tetanus  toxoid  and  urges  physicians  to  encourage 
patients  to  be  immunized  with  this  product,  and 
maintain  that  immunization  through  the  use  of 
booster  doses  at  proper  intervals,  or  when  indi- 
cated following  trauma. 

6.  Seat  Belts 

The  Public  Health  Committee  notes  there  have 
been  news  reports  that  all  1964  model  automobiles 


may  be  equipped  by  manufacturers  with  seat  belts. 
The  Committee  recommends  that  the  Texas  Medical 
Association  endorse  the  equipping  of  autos  with  seat 
belts  and  inform  all  auto  manufacturers  of  this 
endorsement. 

7.  Fluoridation  (Resolution  Included) 

The  Committee  has  continued  its  study  of  this 
public  health  measure,  and  believes  that  adjustment 
of  fluoride  content  of  public  water  supplies  is  a 
simple,  safe,  effective  measure  for  the  prevention  of 
dental  caries.  A resolution  on  this  subject  follows: 

FLUORIDATION  OF  WATER  SUPPLIES 

Whereas,  Fluoridation  of  municipal  water  supplies 
has  been  proven  beyond  doubt  to  be  beneficial  in 
the  reduction  of  dental  caries  and  has  been  approved 
and  recommended  by  the  American  Dental  Associa- 
tion and  other  nationally  recognized  dental  organi- 
zations; and 

Whereas,  The  Council  on  Drugs  of  the  American 
Medical  Association  has  stated  that  chronic  inges- 
tion of  water  containing  one  part  per  million  of 
fluoride  does  not  have  a harmful  effect  on  any 
organ  or  structure  of  the  human  body;  and 

Whereas,  The  American  Medical  Association,  Unit- 
ed State  Public  Health  Service,  National  Research 
Council,  Commission  on  Chronic  Illness,  and  many 
other  national  health  organizations  have  endorsed 
the  principle  of  fluoridation;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Texas  Medical  Association  endorse  the  adjustment 
of  fluoride  content  of  community  water  supplies  to 
the  proper  level. 

SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  PUBLIC  HEALTH 

1.  Measles  Vaccine 

The  Committee  on  Public  Health  will  make  no 
statement  or  recommendation  concerning  measles 
vaccine  at  this  time,  preferring  to  wait  until  more 
evidence  relating  to  the  length  of  immunity  is  avail- 
able. 

2.  Salk  and  Sabin  Polio  Vaccine  as  Routine  Procedures 

The  Committee  on  Pulic  Health  feels  that  both 
Sabin  and  Salk  vaccines  are  effective  and  that  their 
use  on  a routine  basis  should  be  left  to  the  discre- 
tion of  the  individual  physician. 

3.  Hale-Floyd-Briscoe  Counties  Medical  Society  Resolution 

"Informing  Public  of  Dangers  to  Health  from  Smoking 

Tobacco" 

The  Committee  on  Public  Health  endorses  and 
supports  the  resolution  (Resolution  C,  page  633, 
column  2). 

4.  Emergency  Medical  Identification  Cards 

On  the  request  of  the  Council  on  Public  Relations 
and  Public  Service  the  Committee  on  Public  Health 
investigated  and  found  that  the  Texas  Medical  As- 
sociation has  a wallet  card  which  the  Committee 
feels  answers  the  need  for  such  an  item.  Texas 
Medical  Association  has  distributed  over  one  million 
in  the  past  five  years. 
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5.  Texas  Medical  Association  Survey  of  County  Polio  Cam- 
paigns 

Reports  from  county  societies  to  date  show  these 
figures: 

3,496,850  type  I polio  vaccine  in  101  counties 
1,561,609  type  II  polio  vaccine  in  74  counties 
984,427  type  III  polio  vaccine  in  30  counties 
Figures  indicate  that  36.5  per  cent  of  the  Texas 
population  (based  on  the  April,  1960,  census  of 
9,579,677)  are  now  protected  against  type  I virus; 
15.3  per  cent  against  type  II  virus;  and  10.3  per  cent 
against  type  III.  The  Committee  feels  that  these 
totals  are  low  because  not  all  counties  in  the  state 
have  reported. 

6.  Commendation  of  Texas  Medical  Association  Staff 

The  Committee  on  Public  Health  wishes  to  com- 
mend Mr.  C.  Lincoln  Williston,  Executive  Secretary, 
and  the  staff  of  Texas  Medical  Association  for  its 
cooperation  in  the  Public  Health  Surveys  and 
through  the  past  year. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Report  of  Committee  on 
Public  Health  and  Supplementary  Report. — [Sec- 
tions 1-6  of  the  Initial  Report  were  approved.] 

Section  7 of  the  Initial  Report.  Fluoridation  with 
Resolution  included.  The  Committee  approves  this 
section  and  Resolution,  and  also  approves  the  Sup- 
plementary Report  of  the  Committee  on  Public 
Health. 

[The  report  of  the  Reference  Committee  was 
adopted  with  the  exception  of  Section  7.  The  follow- 
ing substitute  resolution  submitted  by  Dr.  Carlos 
Fuste  was  approved  instead: 

Whereas,  scientific  facts  are  not  changed  by  any 
number  of  endorsements  or  testimonials,  and 

Whereas,  endorsement  of  the  fluoridation  of  water 
should  come  only  after  intensive,  unbiased  scientific 
investigation,  and 

Whereas,  the  Texas  Medical  Association  has  not 
actively  or  independently  participated  in  a thorough 
scientific  investigation  of  this  entire  problem,  and 
Whereas,  a refusal  to  endorse  the  fluoridation  of 
public  water  supplies  does  not  deny  the  use  of  this 
element  by  anyone,  therefore  be  it 

Resolved,  that  the  Texas  Medical  Association  does 
not  engage  in  the  approval,  endorsement,  or  guar- 
antee of  either  unfluoridated  water  or  fluoridated 
water.] 


REPORT  OF  COMMITTEE 
ON  RURAL  HEALTH 


1.  Joint  Scholarship 

Primary  concern  of  the  Committee  on  Rural 
Health  during  1962  was  establishment  of  a loan 
scholarship  program  in  conjunction  with  the  Texas 
Farm  Bureau.  At  the  time  of  the  last  meeting,  the 
Farm  Bureau  still  had  not  taken  action  and  its  in- 
tentions in  regard  to  the  program  are  still  unknown. 
If  the  program  is  organized,  it  is  to  be  administered 
by  the  Board  of  Trustees  or  other  appointed  offi- 
cials of  the  Texas  Medical  Association. 

2.  Called  Meeting  Planned 

The  Committee  agreed  not  to  meet  in  January  due 
to  the  lack  of  business  to  transact.  A called  meeting 
in  the  future  is  planned  instead. 

3.  Recommendation 

Recommendation  was  made  that  members  absent 
without  excuses  be  dropped  from  membership  on 
the  Committee  if  they  miss  more  than  two  meetings 
straight. 

REPORTS  OF  REFERENCE  COMMITTEES 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Report  of  Committee 
on  Rural  Health,  except  Section  3. — The  Committee 
approves  this  portion  of  the  Report  of  the  Commit- 
tee on  Rural  Health. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

Constitution  and  By-Laws 

Dr.  Howard  T.  Barkley:  Report  of  the  Committee 
on  Rural  Health,  Section  3 only. — The  Committee  on 
Rural  Health  recommends  that  its  members  be 
dropped  from  the  committee  if  they  are  absent  with- 
out excuse  from  more  than  two  consecutive  meetings. 

The  Reference  Committee  recommends  that  this 
section  of  the  report  not  be  approved,  in  that  the 
situation  is  covered  adequately  by  the  present  By- 
Laws  in  Chapter  VI,  Section  13,  paragraph  3;  and 
in  Chapter  VIII,  Section  2(b). 

[The  report  of  the  Reference  Committee  was 
adopted.] 


Curtis  Haley, 
Chairman, 

J.  G.  Sanders, 

John  B.  Miller, 

Sam  R.  Barnes, 
Lloyd  Sherrill, 

A.  E.  Mgebroff, 
George  V.  Pazdral, 
Clifford  R.  Haynes, 
Vernon  Polk. 


Dr.  Haley 
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REPORT  OF  COMMITTEE 
ON  SCHOOL  HEALTH 

Edwin  L.  Rippy, 
Chairman, 

Zenas  W.  Hutcheson,  Jr., 
Paul  H.  Mitchell, 

R.  K.  Arnett, 

H.  C.  Chancellor, 

M.  A.  Childers, 

M.  T.  Braswell, 

R.  L.  Penn, 

J.  C.  Holsomback. 

1.  Committee  Policy 

The  Committee  on  School  Health  has  continued 
to  represent  the  Texas  Medical  Association  in  its 
manifestation  of  interest  in,  and  its  desire  to  co- 
operate in,  all  matters  pertaining  to  the  education 
of  youth. 

The  Committee  meetings  are  well-attended  by 
members  who  show  considerable  interest  in  commun- 
ity schooling.  It  discusses  and  renders  advice  on  any 
matters  presented  regarding  problems  which  pertain 
to  the  health  of  the  child  in  the  public  school  system, 
or,  problems  which  involve  decisions  of  school  ad- 
ministrators and  physicians.  On  the  other  hand,  it 
recognizes  the  autonomy  of  a school  district  and 
makes  no  effort  to  dictate  policy  or  to  interfere. 

2.  School  Health  Conferences 

Its  most  important  project  is  its  yearly  presenta- 
tion of  a state  conference  in  which  local  representa- 
tives of  county  medical  societies  and  school  districts, 
with  the  assistance  of  representatives  from  the  Tex- 
as Medical  Association,  produce  a program  of  inter- 
est to  school  administrators,  teachers,  counselors, 
school  nurses,  Parent-Teacher  Associations,  and 
other  segments  of  the  local  community,  such  as  the 
clergy  and  law  enforcement  personnel. 

The  Conference,  now  in  its  sixth  year,  was  first 
held  in  Austin  and  later  moved  to  Dallas  and  Hous- 
ton. At  press  time  for  the  “Handbook  for  Delegates” 
the  last  meeting  held  was  in  Fort  Worth  on  March 
18-19,  1962.  (However,  the  seventh  Conference  was 
scheduled  for  March  29-30,  1963.)  The  topic  used 
for  the  third  time,  “The  Emotional  Growth  of  the 
Child”,  has  been  found  to  have  a wide  appeal. 

Chairman  of  the  Conference  in  Fort  Worth  was 
Dr.  I.  P.  Barrett,  Director  of  School  Health  Serv- 
ice, who  was  ably  assisted  by  associates  of  the  Fort 
Worth  Independent  School  District  and  members  of 
the  Tarrant  County  Medical  Society.  The  Conference 
was  highly  successful,  well-attended,  and  solvent. 
A summary  report  of  the  Conference  (2,000  copies) 
has  been  widely  distributed  and  is  in  high  demand. 
Credit  for  this  report  should  go  to  Mr.  Gene  R. 
Dillard,  Advertising  Manager  of  the  Texas  State 
Journal  of  Medicine. 

The  1963  Conference  was  presented  in  Midland 
and  Andrews  on  March  29-30,  1963.  The  theme  was 
“Some  Mutual  Problems  in  the  Health  of  School 
Children”.  Excellent  cooperation  has  been  received 
from  the  superintendents  of  schools  of  this  area  and 
credit  for  this  Conference  is  due  to  the  work  of 
Dr.  Zenas  W.  Hutcheson,  Jr.,  and  Dr.  R.  L.  Penn, 
members  of  this  Committee.  It  is  felt  that  a great 
deal  of  local  interest  and  enthusiasm  on  the  prob- 


lems of  physicians  and  schools  is  generated  as  a 
consequence  of  these  meetings  and  it  is  to  be  pointed 
out  that  the  public  relations  for  the  medical  profes- 
sion are  self-evident. 

REPORTS  OF  REFERENCE  COMMITTEES 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Report  of  Committee  on 
School  Health. — [Sections  1-2  were  approved.] 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  TRANSPORTATION  SAFETY 


Heinrich  Lamm, 
Chairman, 

Otto  Lippmann, 
William  H.  Neil, 

D.  R.  Knapp, 
Linwood  H.  Denman, 
Boyd  D.  Alexander, 
William  T.  Payne, 
William  A.  O’Quin, 
Mario  Palafox. 


The  Committee  on  Transportation  Safety  met  at 
the  time  of  the  1962  Annual  Session  in  Austin. 

1.  Legislative  Procedure 

Following  the  recommendations  of  the  Council  on 
Medical  Jurisprudence,  the  Committee  decided  that 
its  members  should  discuss  the  legislative  proposals 
accepted  by  the  House  of  Delegates  at  the  1961 
Annual  Session  in  Galveston,  with  their  legislator 
friends  rather  than  take  any  official  action. 

2.  Jaycee  Campaign 

The  Texas  Jaycees  had  a state-wide  seat  belt 
drive  in  which  members  of  the  Committee  acted  as 
speakers  in  several  cities. 

3.  Automobile  Safety 

Two  projects  before  the  Committee  include  the 
production  of  an  educational  moving  picture  on 
automobile  safety  by  a firm  in  Austin  which  has 
asked  for  professional  advice  by  the  Committee,  and 
a project  to  make  available  bumper  stickers  identi- 
fying automobiles  with  seat  belts.  This  project  will 
probably  be  carried  out  jointly  with  the  Texas  Auto- 
mobile Dealers  Association. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Report  of  Committee  on 
Transportation  Safety. — [Sections  1-3  were  ap- 
proved.] 

[The  report  of  the  Reference  Committee  was 
adopted.] 
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REPORT  OF  COUNCIL  ON 
SCIENTIFIC  ADVANCEMENT 


J.  E.  Miller, 

Chairman, 

Herbert  C.  Allen,  Jr., 

John  W.  Middleton, 

Howard  R.  Dudgeon, 

P.  C.  Talkington, 

Robert  E.  Leslie, 

William  J.  McGanity. 

Dr.  Miller 

The  Council  on  Scientific  Advancement  during  the 
past  year  has  considered  and  evaluated  the  reports 
of  nine  committees  which  regularly  serve  under 
its  jurisdiction  and  of  one  special  committee.  It  has 
not  given  specific  attention  to  any  special  projects. 
Recommendations  on  committee  reports  are  pre- 
sented below: 


The  Council  approves  the  Committee’s  endorse- 
ment of  the  Interstate  Compact  on  Mental  Illnesses 
and  its  recommendation  that  the  State  of  Texas 
enact  legislation  to  enter  into  the  Compact.  The 
Compact  provides  for  discretionary  power  of  physi- 
cians as  opposed  to  mandatory  legal  transfer  of  psy- 
chiatric patients  to  the  state  of  residence. 

5.  Committee  on  Nucleor  Medicine 

[See  also  Committee  report  on  page  628.] 

The  Council  commends  the  Committee  for  its  work 
in  establishing  the  Radiation  Advisory  Board  under 
the  Texas  State  Department  of  Health.  Further,  the 
Council  recognizes  the  results  of  the  Committee’s 
efforts  in  opposing  increased  federal  controls  on 
clinical  testing  of  radioactive  new  drugs. 

6.  Committee  on  Nutrition 

[See  also  Committee  report  on  page  630.] 

The  Council  acknowledges  the  efforts  of  the  Com- 
mittee to  study  the  status  of  the  teaching  of  nutri- 
tion in  medical  schools. 


1.  Committee  on  Cancer 

[See  also  Committee  report  on  page  623.] 

The  Council  approves  the  Committee’s  opposition 
to  mandatory  reporting  of  malignant  diseases  and 
its  plan  to  consider  sending  the  American  College 
of  Surgeons’  Packet  on  Cancer  Service  Record  to 
the  presidents  of  county  medical  societies  and  to 
the  chiefs  of  surgery  of  major  hospitals. 

2.  Committee  on  Cardiovascular  Diseases 

[See  also  Committee  report  on  page  624.] 

The  Council  commends  the  Committee’s  continu- 
ing outlook  for  the  health  of  doctors  in  sponsoring 
a booth  at  the  Annual  Session  to  check  electrocardio- 
grams, blood  sugar,  and  blood  cholesterol  levels  of 
physicians  attending  the  meeting.  The  Council  sup- 
ports the  Committee  in  its  effort  to  establish  a 
Section  on  Cardiovascular  Diseases  as  a part  of  the 
scientific  program  of  the  Texas  Medical  Association. 

The  Council  recommends  deletion  of  the  following 
paragraph  from  section  7 of  the  Committee’s  report: 

“When  a private  facility  is  not  available,  this 
should  be  a part  of  the  hospital.  This  department 
should  be  under  the  supervision  of  the  medical  sec- 
tion of  the  hospital,  and  the  director  should  receive 
his  compensation  from  the  hospital.  The  patient 
should  be  billed  for  this  service  by  the  hospital,  and 
the  evaluation  repoxi;  should  be  given  to  the  refer- 
ring physician  who  will  then  advise  his  patient.” 

3.  Committee  on  Maternal  Mortality 

[See  also  Committee  report  on  page  626.] 

The  Council  is  cognizant  of  the  efforts  of  the 
Committee  to  obtain  action  on  enabling  legislation 
to  protect  parties  receiving  and  giving  information 
regarding  maternal  deaths. 

4.  Committee  on  Mental  Health 

[See  also  Committee  report  on  page  627.] 


7.  Committee  on  Rehabilitation 

[See  also  Committee  repoid  on  page  631.] 

The  Council  acknowledges  the  efforts  of  the  Com- 
mittee in  preparing  a second  survey  of  county  medi- 
cal societies  to  obtain  information  on  rehabilitation 
facilities  in  the  respective  counties.  The  Council  en- 
courages the  Committee  in  its  study  of  currently 
proposed  legislation  regarding  rehabilitation. 

8.  Committee  on  Spas 

[See  also  Committee  report  on  page  631.] 

The  Council  approves  the  effort  of  the  Committee 
on  Spas  as  it  continues  its  task  of  supplying  in- 
formation for  Texas  physicians  about  spas. 

9.  Committee  on  Tuberculosis 

[See  also  Committee  repoi-t  on  page  632.] 

The  Council  is  aware  of  the  efforts  of  the  Com- 
mittee on  Tuberculosis  in  regard  to  changes  in  the 
Texas  Tuberculosis  Code  and  commends  its  work. 

10.  Committee  to  Study  Dangers  of  "Helmet  Blocking" 

[See  also  Committee  repoi-t  on  page  632.] 

The  Council  praises  this  Committee  which  was 
appointed  for  one  year  only  and  concurs  in  the 
Committee’s  final  evaluation  of  its  work  that  there 
is  a need  for  the  continuing  study  of  athletic  in- 
juries. 


SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  SCIENTIFIC  ADVANCEMENT 

1.  Reports  of  Committees  Reporting  To  Council 

Initial  and  Supplementary  Reports  of  Committee 
on  Cancer. — Sections  1-3,  Initial  Report,  approved; 
Sections  1 and  2,  Supplementary  Report,  approved. 
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Initial  and  Supplementary  Reports  of  Committee 
on  Cardiovascular  Diseases. — Sections  2,  3,  and  5, 
Initial  Report,  approved;  Sections  1,  4,  6,  and  7,  ap- 
proved as  submitted  by  the  Committee  on  Cardio- 
vascular Diseases  in  its  Supplementary  Report;  Sec- 
tion 8 of  the  Supplementary  Report,  approved  as 
submitted. 

Initial  and  Supplementary  Repo7'ts  of  Committee 
on  Maternal  Mortality.- — Sections  1-5,  Initial  Report, 
approved. 

Oral  Supplementary  Report  refers  to  Section  3.c. 
of  Initial  Report.  Budget  request  for  $3,650  for  the 
Committee  on  Maternal  Mortality  for  a period  of  one 
year  to  conduct  study.  Breakdown  of  $3,650 : Part- 
time  secretary  $1,800;  supplies  $200;  statistical  serv- 
ice $100;  postage  $50;  and  travel  reimbursements 
for  District  Representatives  of  Committee  on  Ma- 
ternal Mortality  $1,500.  Approved  as  submitted. 

Initial  and  Supplementary  Reports  of  Committee 
on  Mental  Health. — Sections  1-2,  Initial  Report,  ap- 
proved; Section  3,  approved  as  submitted  in  Supple- 
mentary Report  under  Section  5;  Sections  1-5,  Sup- 
plementary Report,  approved  as  submitted. 

Initial  and  Supplementary  Reports  of  Committee 
on  Nuclear  Medicine. — Sections  1-4,  Initial  Report, 
approved;  Sections  1-3,  Supplementary  Report,  ap- 
proved as  submitted. 

Report  of  Committee  on  Nutrition. — Sections  1-2, 
approved. 

Report  of  Committee  on  Rehabilitation. — Sections 
1-5,  approved. 

Report  of  Committee  on  Spas. — Approved. 

Report  of  Committee  on  Tuberculosis. — Sections 
1-3,  approved. 

Report  of  Committee  to  Study  the  Dangers  of 
“Helmet  Blocking ” in  Interscholastic  Football. — Sec- 
tions 1-3,  approved. 

REPORTS  OF  REFERENCE  COMMITTEES 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Council  on  Scientific 
Advancement  and  Supplementary  Report  except  for 
Section  regarding  Supplementary  Report  of  Commit- 
tee on  Maternal  Mortality.  (Oral  Report  given  to 
Council  only). — [See  under  respective  Committee 
reports  on  pages  623-632.] 

Board  of  Trustees 

Dr.  Troy  Shafer:  Supplementary  Report  of  the 
Council  on  Scientific  Advancement  regarding  Supple- 
mentary Report  of  Committee  on  Maternal  Mortality 
only. — The  Committee  on  Maternal  Mortality  in  an 
oral  report  before  the  Council  has  requested  a budget 
of  $3,650  to  carry  out  its  activities  during  the  com- 
ing year.  The  Committee  has  requested  these  funds 
for  the  employment  of  a part-time  secretary,  for  sup- 
plies, statistical  services,  postage,  and  for  travel  by 
Committee  members  within  their  own  geographical 
areas  of  the  state  in  order  to  procure  information 
on  maternal  deaths. 

The  Committee  did  not  appear  before  the  Board  of 
Trustees  in  support  of  this  request,  and  our  efforts 
to  contact  the  Chairman  or  a member  were  not  suc- 
cessful. 

The  Board  of  Trustees  fully  recognizes  the  worth- 
while activities  of  this  Committee.  However,  the  re- 
quest for  funds  needs  amplification  and  explanation. 
To  be  more  specific,  it  has  not  been  the  policy  of 


the  Board  to  grant  annual  budgets  to  Committees. 
Rather,  the  Trustees  are  most  willing  to  evaluate 
each  request  for  funds  independently,  and  then  to 
act  on  the  basis  of  merit.  With  respect  to  the  Com- 
mittee’s request  for  $1,500  for  state  travel  by  Com- 
mittee members,  the  Board  of  Trustees  wishes  to 
point  out  that  many  dedicated  physicians  are  de- 
voting their  time  and  monies  to  implement  programs 
of  our  42  Committees.  The  Trustees  are  most  grate- 
ful to  all  of  these  physicians  for  this  contribution 
to  the  profession  and  to  the  Texas  Medical  Associa- 
tion. 

The  Board  of  Trustees  respectfully  recommends 
that  no  action  be  taken  on  this  request  at  this  time. 
The  Board  will  welcome  an  opportunity  to  visit  with 
the  Chairman  and  members  of  the  Committee  on 
Maternal  Mortality,  and  then  will  endeavor  to 
work  out  a mutually  satisfactory  arrangement  with 
respect  to  funds. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE  ON  CANCER 


Howard  R.  Dudgeon, 
Chairman, 

Tom  B.  Bond, 

John  F.  Thomas, 

R.  Lee  Clark,  Jr., 
John  R.  Rainey, 
William  S.  Brumage, 
W.  Q.  Budd, 

Jabez  Galt, 

Gerald  Jordon. 

Dr.  Dudgeon 


1.  Release  of  Cancer  Film  to  Osteopaths  Considered 

The  Committee  on  Cancer  met  twice  during  the 
past  year. 

At  the  meeting  in  Austin  Sept.  22,  1962,  a recom- 
mendation was  made  to  the  Board  of  Councilors  that 
it  authorize  the  American  Cancer  Society  to  allow 
the  osteopathic  societies  access  to  its  professional 
education  films  and  materials  for  professional  ad- 
vancement. 

2.  Cancer  Registries 

Proposed  legislation  which  would  exempt  physi- 
cians from  liability  for  the  release  of  information 
on  cancer  patients  to  recognized  cancer  registries 
was  discussed.  The  proposed  bill  was  approved  and 
submitted  to  the  Council  on  Medical  Jurisprudence 
which  also  approved  it.  Such  a bill  has  been  intro- 
duced at  this  meeting  of  the  State  Legislature. 

At  the  Jan.  19,  1963,  meeting  at  Austin,  the  pend- 
ing legislation  was  discussed. 

3.  Joint  Meeting  Scheduled 

At  the  Annual  Session  at  Dallas  in  April  a joint 
meeting  with  the  Cancer  Coordinating  Council  is 
to  be  held. 
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SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  CANCER 

1.  Cancer  Registry  Packets 

R.  Lee  Clark,  Jr.,  M.D.,  Houston,  gave  the  Ameri- 
can College  of  Surgeons’  Packet  on  Cancer  Service 
Record  to  each  member  present.  Dr.  Clark  discussed 
the  contents  of  the  packet. 

It  was  agreed  that  copies  of  the  packets  should  be 
sent  to  the  Presidents  of  each  county  medical  soci- 
ety. 

The  number  of  medical  societies  in  the  state  will 
be  reported  to  Dr.  R.  Lee  Clark,  Jr. 

The  American  College  of  Surgeons  will  furnish 
the  packets,  and  the  Committee  on  Cancer  will  mail 
them  with  a covering  letter.  The  packets  will  be 
sent  under  the  auspices  of  the  Texas  Medical  As- 
sociation’s Committee  on  Cancer. 

2.  Election  of  Member  of  Committee  on  Cancer  to  Texas 

Cancer  Coordinating  Council 

Dr.  Howard  R.  Dudgeon,  Jr.,  Chairman,  asked  for 
an  election  of  a member  of  the  Committee  on  Cancer 
in  order  to  fill  the  membership  vacancy  on  the 
Texas  Cancer  Coordinating  Council.  Tom  B.  Bond, 
M.D.,  Fort  Worth,  nominated  John  F.  Thomas,  M.D., 
Austin.  The  nomination  was  seconded  by  R.  Lee 
Clark,  Jr.,  M.D.,  Houston.  Dr.  Thomas  was  elected 
unanimously. 

The  membership  of  the  Texas  Cancer  Coordinat- 
ing Council  is  as  follows: 

Dr.  Howard  Rush  Dudgeon,  Jr.,  and  Dr.  John  F. 
Thomas  (Chairman  of  Committee  on  Cancer  and 
one  other  member  elected  by  this  Committee),  Texas 
Medical  Association;  Dr.  J.  E.  Peavy  and  Dr.  Wil- 
liam S.  Brumage  (Texas  Commissioner  of  Health 
and  the  director  of  the  Division  of  Cancer),  Texas 
State  Department  of  Health;  Mr.  Curt  W.  Reimann 
and  Dr.  Jerry  E.  Miller  (executive  director  and  the 
president),  American  Cancer  Society  Texas  Division; 
Dr.  R.  Lee  Clai'k  and  Dr.  Murray  M.  Copeland  (di- 
rector and  a member  of  the  staff  designated  by  him), 
The  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute;  and  Dr.  E.  C.  Hinds  and  Dr. 
Kenneth  Thomas  (two  members  appointed  by  the 
President  of  this  group),  Texas  Dental  Association. 

Consulting  Statistician  is  Miss  Eleanor  J.  Mac- 
donald. 

Membership  is  based  on  revision  of  by-laws  ap- 
proved at  the  meeting  of  March  8,  1960. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Can- 
cer and  Supplementary  Report. — We  reviewed  the 
Initial  Report  and  the  Supplementary  Report  of  the 
Committee  on  Cancer,  regarding  the  release  of  can- 
cer films  to  osteopaths,  cancer  registries,  joint  meet- 
ings scheduled,  cancer  registry  packets,  and  election 
of  members  of  the  Committee  on  Cancer  to  the  Texas 
Cancer  Coordinating  Council.  The  Reference  Com- 
mittee recommends  approval  of  this  section  of  the 
Council’s  [Scientific  Advancement]  report  and  the 
Committee’s  Initial  Report  and  Supplementary  Re- 
port. 

[The  report  of  the  Reference  Committee  was 


adopted  except  for  the  phrase,  “release  of  cancer 
films  to  osteopaths”,  which  was  deleted.] 


REPORT  OF  COMMITTEE  ON 
CARDIOVASCULAR  DISEASES 


Robert  E.  Leslie, 
Chairman, 

David  Miesch, 

S.  W.  Thom, 

W.  Frank  McKinley, 
H.  H.  Latson, 

Fred  D.  Spencer,  Jr., 
Sidney  Schnur, 

G.  S.  Shepard, 

Alfred  W.  Harris. 


1.  Committee  Booth  and  Table  at  Annual  Session 

The  Committee  has  sponsored  a booth  at  the  last 
two  Annual  Sessions  to  check  the  electrocardiogram 
of  any  doctor  attending  the  meeting.  Since  this  was 
well  received  at  both  meetings,  it  was  agreed  to 
sponsor  a similar  booth  this  year.  However  the  Com- 
mittee feels  because  of  growing  interest  that  the 
booth  should  be  expanded  to  include  miniature  mic- 
rofilm X-rays,  cholesterol  levels,  and/or  lipid  pro- 
files. The  Committee  is  going  to  check  the  possibil- 
ity of  securing  a better  location  for  the  booth  and 
of  increasing  advertising  of  the  booth.  It  was  sug- 
gested that  the  location  of  the  booth  be  announced 
before  the  House  of  Delegates  and  the  Memorial 
Service.  It  was  also  suggested  that  placards  on 
which  the  booth’s  location  is  listed  be  placed  in 
various  places. 

The  Committee  will  sponsor  a table  on  cardiovas- 
cular diseases  as  a part  of  the  Curbstone  Consulta- 
tions at  the  Annual  Session  in  Dallas.  Subject  will 
be  “Coronary  Insufficiency”. 

2.  Speakers  Bureau 

It  was  unanimously  agreed  by  the  Committee  to 
continue  supporting  the  Speakers  Bureau,  which  is 
utilized  by  county  medical  societies.  It  was  agreed 
that  all  men  on  the  Speakers  Bureau  should  be  re- 
notified of  their  duties  and  that  more  speakers 
should  be  solicited.  County  medical  societies  should 
be  reminded  of  the  Bureau’s  existence  at  least  once 
a year. 

3.  Page  in  the  Texas  State  Journal  of  Medicine 

In  the  past  the  Committee  sponsored  a page  in 
the  Texas  State  Journal  of  Medicine  on  topics  refer- 
able to  cardiovascular  disease.  The  Committee  plans 
to  investigate  the  possibility  of  reinstating  this 
program  in  the  form  of  a question  and  answer  sec- 
tion. 

The  Committee  wishes  to  request  space  without 
charge  in  the  Journal  for  a question  and  answer 
section  to  be  called  “Cardiac  Briefs”  and  to  be  writ- 
ten at  times  by  faculty  members  from  various  medi- 
cal schools. 
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4.  Cardiovascular  Examinations  of  Preschool  Children 

The  Committee  feels  that  throughout  the  state  a 
more  complete  examination  should  be  made  on  pre- 
school age  children  to  detect  the  symptoms  of  cardio- 
vascular disease.  The  Committee  unanimously  agreed 
that  this  problem  should  be  taken  into  consideration 
and  a solution  found.  Perhaps  this  problem  could  be 
referred  to  the  Committee  on  School  Health,  or  re- 
ferred back  to  this  Committee  for  an  analysis. 

5.  Texas  Heart  Association's  Rehabilitation  Sub-Committee 

Dr.  David  J.  Turell  appeared  as  a guest  before 
the  Committee  and  outlined  the  purposes  of  the 
newly  instituted  Rehabilitation  Sub-Committee  of 
the  Texas  Heart  Association.  Dr.  Turell  reported 
that  the  sub-committee  planned  a two  day  meeting 
before  the  TMA  Annual  Meeting  in  Dallas  in  April. 
Dr.  Turell  closed  by  asking  the  Committee  to  help 
with  the  liaison  activities  between  the  Texas  Medical 
Association  and  the  Texas  Heart  Association’s  Sub- 
Committee  on  Rehabilitation.  No  action  was  taken 
by  the  Committee  on  this  proposal. 

The  Committee  is  anxious  to  continue  its  fine 
cooperative  arrangement  with  the  Texas  Heart  As- 
sociation. 

6.  Possibility  of  Section  on  Cardiovascular  Diseases 

The  Committee  suggested  to  the  Council  on  Scien- 
tific Advancement  the  advisability  of  instituting  a 
section  on  cardiovascular  diseases  in  the  Texas  Med- 
ical Association’s  scientific  program,  possibly  to  be 
titled  the  Section  on  Cardiovascular  and  Respiratory 
Diseases. 

7.  Community  Rehabilitation  of  Cardiac  Patients 

Dr.  Thorn,  a member  of  the  subcommittee  on 
rehabilitation,  reported  that  there  is  a need  in  the 
community  for  a facility  for  work  evaluation  and 
rehabilitation  of  cardiac  patients.  If  and  when  it 
is  established,  this  would  be  used  by  the  physicians 
in  the  community.  When  a private  facility  is  not 
available,  this  should  be  a part  of  the  hospital.  This 
department  should  be  under  the  supervision  of  the 
medical  section  of  the  hospital,  and  the  director 
should  receive  his  compensation  from  the  hospital. 
The  patient  should  be  billed  for  this  service  by  the 
hospital,  and  the  evaluation  report  should  be  given 
to  the  referring  physician  who  will  then  advise  his 
patient. 

The  Committee  adopted  Dr.  Thorn’s  report. 


SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  CARDIOVASCULAR  DISEASES 

The  following  revision  of  the  Initial  Report  is  sub- 
mitted on  the  sections  indicated  [Section  numbers 
coincide  with  Sections  in  Initial  Report,  with  the  ex- 
ception of  Section  8,  which  is  new.] : 

1.  Committee  Booth  and  Table  at  Annual  Session 

It  was  decided  that  the  Master’s  two  step  tests 
would  not  be  a part  of  the  examination  at  the  booth 
at  Annual  Session  this  year. 


4.  Cardiovascular  Examinations  of  Preschool  Children 

The  paragraph  on  this  subject  in  the  Initial  Re- 
port should  be  replaced  by  the  following: 

The  Committee  feels  that  throughout  the  State  a 
complete  examination  should  be  made  on  preschool 
children  to  detect  signs  or  remedial  defects  of  cardio- 
vascular disease.  The  Committee  feels  that  there  is 
a need  for  a screening  of  children  for  heart  mur- 
murs and  that  those  detected  should  be  referred  to 
each  child’s  private  physician  for  evaluation.  The 
Committee  recommends  that  the  Committee  on  School 
Health  be  designated  to  draw  up  a standard  form 
for  use  throughout  the  state,  to  be  completed  by 
the  family  physician. 

6.  Possibility  of  Section  on  Cardiovascular  Diseases 

The  Committee  again  enthusiastically  voted  to  re- 
quest that  a separate  section  be  instituted  on  Cardio- 
vascular Diseases.  It  should  be  noted  that  the  er- 
roneous words  “and  Respiratory”  should  be  deleted 
from  the  proposed  section. 

7.  Community  Rehabilitation  of  Cardiac  Patients 

It  was  stated  that  the  method  of  payment  de- 
scribed in  this  section  in  the  Initial  Report  was  not 
approved  by  the  Harris  County  Medical  Society.  The 
Committee  feels  that  the  method  described  would  be 
wrong  because  the  primary  service  is  medical  rather 
than  instrumental;  therefore  the  doctor,  as  a con- 
sultant in  providing  the  service,  should  also  collect 
the  fee. 

8.  Statement  of  Purpose 

The  Committee  adopted  a statement  of  purpose 
to  read  as  follows: 

“The  objectives  of  the  Committee  on  Cardiovascu- 
lar Diseases  of  the  Texas  Medical  Association  are 
to  assist  the  Texas  Medical  Association  in  all  of  its 
functions  relative  to  cardiovascular  diseases;  to 
continue  to  conduct  a continuous  educational  pro- 
gram pertaining  to  cardiovascular  diseases  for  the 
physicians  of  the  state;  and  to  act  as  a liaison  com- 
mittee between  the  Texas  Medical  Association,  the 
Texas  Heart  Association,  institutions  of  higher 
learning,  and  any  other  organizations  interested  in 
cardiology.” 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Cardio- 
vascular Diseases  and  Supplementary  Report. — We 
recommend  approval  of  the  entire  reports  except 
that  portion  regarding  the  establishment  of  a Sec- 
tion on  Cardiovascular  Diseases.  The  establishment 
of  a Section  on  Cardiovascular  Diseases  has  previ- 
ously been  discussed  under  the  Council  on  Annual 
Session  [page  585,  column  2],  The  deletion  as  re- 
quested by  the  Council  on  Scientific  Advancement  in 
Section  7 of  the  Committee’s  report  is  approved. 

[The  report  of  the  Reference  Committee  was 
adopted.] 
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The  Committee  on  Maternal  Mortality  of  the  Tex- 
as Medical  Association  met  in  Austin  on  Jan.  19, 
1963. 


1.  Composition  of  Committee 

The  present  composition  of  the  Committee  has 
four  vacancies  from  Districts  1,  14,  9,  and  the  South- 
western Medical  School.  It  was  decided  to  ask  that 
the  President  of  the  Texas  Medical  Association  ap- 
point the  chairman  of  the  local  Committee  on  Ma- 
ternal Mortality  from  El  Paso,  Dallas,  and  Houston 
to  fill  these  district  vacancies.  It  was  asked  also 
that  the  President  appoint  as  ex  officio  members  of 
the  Committee  a representative  from  The  University 
of  Texas  Southwestern  Medical  School  and  an  addi- 
tional representative  from  the  Armed  Forces  instal- 
lations in  the  state  of  Texas.  This  latter  group  rep- 
resents approximately  18,000  deliveries  per  year  in 
installations  in  the  Army,  Navy,  and  Air  Force  es- 
tablishments throughout  the  state  of  Texas. 

2.  Revision  of  Questionnaire 

The  “final”  revision  of  the  new  questionnaire  was 
discussed.  Minor  alterations  in  the  format  will  be 
undertaken  to  make  it  more  suitable  for  data  tabu- 
lation. When  this  has  been  completed,  it  will  be 
circulated  among  the  members  for  their  considera- 
tion and  final  action.  The  case  summary  sheet  will 
be  reprinted  with  the  terms  “avoidable”  and  “non- 
avoidable”  used  to  replace  “preventable”  and  “non- 
preventable”.  In  addition,  the  maternal  deaths  will 
be  subdivided  into  those  due  to  obstetrical  circum- 
stances and  those  due  to  nonobstetrical  conditions. 

3.  Procedures 

After  lengthy  discussion  of  present  procedures 
and  review  of  the  development  of  the  Committee 
since  its  inception  in  1956,  the  following  procedures 
were  approved: 

a.  The  format  of  obtaining  such  information  should 
be  changed  as  follows: 

(1)  Each  district  representative  would  be  re- 
sponsible for  interviewing  the  appropriate 
physician  and  completing  the  questionnaire 


on  maternal  deaths  occurring  within  the  geo- 
graphic area  of  his  responsibility. 

(2)  If  additional  information  is  needed,  this  is 
to  be  requested  and  approved  by  the  respon- 
sible physician  who  was  in  charge  of  the  pa- 
tient’s care. 

b.  In  order  to  arrive  at  a true  rate  of  maternal 
mortality,  the  Records  and  Statistics  Section  of 
the  State  Department  of  Health  will  be  requested 
to  cross-check  all  deaths  occurring  among  15-49 
year  old  women  against  registered  stillbirths  or 
births  for  the  preceding  six  months. 

c.  In  order  to  adequately  carry  on  the  functions  of 
the  Committee,  financial  support  related  to  such 
items  as  part-time  secretary,  clerical  and  statis- 
tical expenses,  and  travel  will  be  necessary.  The 
chairman  will  develop  the  proposed  yearly  budget 
to  be  approved  by  the  Committee  as  a whole  and 
then  passed  to  the  Board  of  Trustees  for  consid- 
eration and  action. 

4.  Maternal  Deaths 

Twenty-five  maternal  deaths  occurring  during 
1962  were  reviewed.  A preliminary  summary  of 
deaths  occurring  during  the  eight-month  period  of 
1962  is  shown  in  Table  1. 

5.  Recommendation 

a.  The  Committee  vigorously  urges  action  on  en- 
abling legislation  which  will  provide  adequate  pro- 
tection of  all  parties  receiving  and  giving  informa- 
tion necessary  to  the  intelligent  consideration  of  all 
maternal  deaths  occurring  in  the  state  of  Texas. 

Table  1. — Summary  of  Maternal  Deaths  in  Texas , 

March  15-Nov.  SO,  1962. 


No. 

Deaths 


Total  number  of  reported  maternal  deaths  73 

Among  white  women  49 

Among  colored  women  24 

Maternal  deaths  associated  with  abortions  19 

Maternal  deaths  associated  with  ectopic  pregnancies  3 

Breakdown  by  age 

(Mean  age  at  time  of  death:  27.6  years) 

Less  than  20  years  15 

20-24  years  15 

25-29  years  15 

30-34  years  15 

Greater  than  35  years  13 

Breakdown  by  Texas  Medical  Association  districts 

District  1 5 

District  2 4 

District  3 9 

District  4 1 

District  5 4 

District  6 11 

District  7 4 

District  8 2 

District  9 7 

District  10  3 

District  11  4 

District  12  5 

District  13  3 

District  14  10 

District  15  2 

Breakdown  by  reported  cause  of  maternal 
death  (multiple) 

Toxemia  13 

Bleeding  23 

Infection  15 

Other  25 

Unknown  2 

Pulmonary  embolism  15 

Hypofibrinogenemia  6 

Cardiac  4 

Renal  3 

Adrenal  1 
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REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Ma- 
ternal Mortality. — The  Reference  Committee  recom- 
mends approval  of  this  section  of  the  Council’s 
[Scientific  Advancement]  report  and  the  Report  of 
the  Committee  on  Maternal  Mortality  regarding 
composition  of  committee,  revision  of  questionnaire, 
procedures,  maternal  deaths,  recommendation  re- 
garding urging  action  on  enabling  legislation  which 
will  provide  adequate  protection  of  all  parties  re- 
ceiving and  giving  information  necessary  to  the 
intelligent  consideration  of  all  maternal  deaths  oc- 
curring in  the  state  of  Texas. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

[See  also  Reference  Committee  report  on  Oral 
Report  given  to  Council  on  Scientific  Advancement, 
page  623,  column  1 (Board  of  Trustees).] 
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Dorothy  Wyvell, 
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Leroy  A.  Boriack, 

Holland  C.  Mitchell, 

Charles  H.  Brown. 


1.  Meetings 

In  addition  to  its  regular  meetings  in  May,  Sep- 
tember, and  January,  there  was  a fourth  meeting  at 
the  request  of  the  Senate  Cost  of  Government  Study 
Committee. 

The  Committee  was  represented  at  the  AMA  Men- 
tal Health  Council’s  Annual  Meeting  for  representa- 
tives of  State  Mental  Health  Committees,  two  plan- 
ning sessions  for  the  AMA  National  Congress  on 
Mental  Health.  Five  members  were  appointed  to  the 
steering  committee  which  attended  the  National 
Congress. 

2.  Existing  Structure  of  Mental  Health  Agencies  Recommended 

On  Oct.  18,  1962,  the  Committee  spent  the  day 
hearing  highly  competent  witnesses,  and  in  session 
with  the  Senate  Cost  of  Government  Study  Commit- 
tee. It  recommended  no  change  in  the  existing  struc- 
ture of  the  mental  health  agencies  in  Texas. 

3.  Other  Committee  Action 

The  Committee  endorsed  the  Interstate  Compact 
on  Mental  Illnesses,  endorsed  the  Texas  Association 
for  Mental  Health’s  proposal,  dated  October,  1962, 
with  special  emphasis  on  increased  community  health 
services,  and  it  restated  a previous  stand  opposing 
the  issuance  by  the  State  of  licenses  to  psycholo- 
gists. The  Committee  would  approve  certification 
of  psychologists  by  the  Texas  Psychological  Associa- 
tion. 


SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  MENTAL  HEALTH 

1.  Meeting  in  Dallas  on  April  27,  1963 

The  Committee  on  Mental  Health  was  called  to 
order  at  9 a.m.,  Saturday,  April  27,  1963,  in  Ban- 
quet Room  4 of  the  Baker  Hotel,  Dallas.  All  mem- 
bers of  the  Committee  were  present  except  Dr.  A.  D. 
Pattillo,  who  had  an  excused  absence. 

Guests  present  were  Dr.  Spencer  Bayles,  Consult- 
ant to  Division  of  Mental  Health,  State  Department 
of  Public  Health,  Dr.  J.  E.  Peavy,  State  Department 
of  Public  Health,  Dr.  C.  J.  Ruilmann,  Director  of 
Mental  Health  for  the  Board  of  State  Hospitals  and 
Special  Schools,  and  Mr.  A.  M.  Edwards,  Field  Rep- 
resentative, AMA. 

Dr.  C.  J.  Ruilmann  reported  on  mental  health  and 
hospitals.  Dr.  J.  E.  Peavy  gave  a report  on  the 
present  status  of  the  State  Department  of  Health 
and  the  State  Mental  Health  Steering  Committee. 

2.  Meeting  in  Austin  on  Jan.  19,  1963 

The  minutes  of  the  Jan.  19,  1963,  meeting  of  the 
Committee  on  Mental  Health  were  read  and  ap- 
proved. 

3.  Salary  Increase  for  Qualified  Psychiatrists 

For  the  purpose  of  retaining  and  attracting  quali- 
fied psychiatrists  in  the  State  Hospital  System,  the 
following  motion  was  presented.  It  is  considered 
urgent  because  such  a proposal  is  now  being  con- 
sidered by  the  Appropriations  Committee  of  the 
State  Legislature: 

It  was  moved  that  the  Committee  on  Mental 
Health  endorse  the  salary  increase  for  qualified 
psychiatrists  already  submitted  to  the  State  Legis- 
lature by  the  Texas  Board  of  State  Hospitals  and 
Special  Schools,  and  that  a letter  be  written  and 
sent  to  the  Appropriations  Committee  of  the  State 
Legislature  informing  them  of  the  Committee’s  en- 
dorsement and  that  a copy  of  this  letter  also  be 
placed  in  the  hands  of  Mr.  Philip  R.  Overton,  Legal 
Counsel  to  TMA. 

4.  Report  of  Subcommittee  on  Liaison  with  Psychologists 

The  Committee  received  the  report  of  the  Subcom- 
mittee on  Liaison  with  Psychologists. 

5.  Interstate  Compact  on  Mental  Health 

It  is  to  be  noted  that  the  Initial  Report,  Section  3, 
states  that  the  Mental  Health  Committee  “endorsed 
the  Interstate  Compact  on  Mental  Illnesses”.  This 
should  be  changed  to  read  “endorsed  the  principle 
of  Interstate  transfer  of  a patient  to  establish  closer 
liaison  with  his  family.  The  resolution  (which  has 
since  become  S.B.  401)  concerning  the  Interstate 
Compact  on  Mental  Health  was  discussed  at  length, 
but  was  not  endorsed.” 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Initial  Report  and  Supplemen- 
tary Report  of  Committee  on  Mental  Health. — The 
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Reference  Committee  recommends  approval  of  the 
Initial  Report  and  the  Supplementary  Report  of  the 
Committee  on  Mental  Health  regarding  meetings, 
existing  structure  of  mental  health  agencies  recom- 
mended, and  other  committee  action ; meeting  in 
Dallas  on  April  27,  1963,  meeting  in  Austin  on  Jan. 
19,  1963,  salary  increase  for  qualified  psychiatrists, 
report  of  the  Subcommittee  on  Liaison  with  Psychol- 
ogists. 

[The  report  of  the  Reference  Committee  was 
adopted.] 
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selected  until  he  is  airborne,  and  the  biological  ef- 
fects of  space  and  space  radiation  on  the  astronaut. 

Scientific  exhibits  from  the  National  Aeronautics 
and  Space  Administration  will  also  be  featured  in 
conjunction  with  the  program. 

2.  State-Federal  Agreement  on  Licensing  of  Radioactive  Iso- 
topes 

The  State  of  Texas  and  the  United  States  gov- 
ernment signed  an  agreement  on  Jan.  10  in  which 
the  State  accepted  responsibility  in  certain  fields  of 
licensing;  on  March  1,  all  X-ray  equipment,  radium 
and  radon,  artificial  radioactive  isotopes  including 
both  by-product  material  and  cyclotron-produced 
material  became  subject  to  licensing  or  registration 
through  the  State  Department  of  Health.  This  agree- 
ment was  made  following  the  authorization  of  such 
agreements  by  the  State  Radiation  Control  Act, 
passed  by  the  Texas  Legislature  in  1961.  Two  years 
of  negotiations  between  the  State  and  the  federal 
government  resulted  in  the  current  agreement.  The 
Committee  on  Nuclear  Medicine  of  Texas  Medical 
Association  originally  drafted  the  State  Radiation 
Control  Act  (Art.  4590F.,  Vei'non’s  Civil  Statutes), 
which  was  approved  by  the  Association  and  submit- 
ted through  legislative  channels. 

3.  Opposition  to  Federal  Drug  Administration's  Regulations 

(21C  FR  part  130.3) 


1.  Sixth  Annual  Symposium  on  Nuclear  Medicine 

The  Committee  on  Nuclear  Medicine  has  sched- 
uled its  sixth  annual  symposium  on  nuclear  medi- 
cine entitled,  “Radiation  Problems  of  Aerospace 
Medicine”,  for  April  28,  2-4  p.m.,  in  the  Texas  Room 
of  the  Baker  Hotel.  Moderator  is  Dr.  Lloyd  R. 
Hershberger,  San  Angelo,  a member  of  the  Commit- 
tee. Speakers  and  their  topics  are  to  be  Ernst 
Stuhlinger,  Ph.D.,  Director  of  Research  and  Devel- 
opment, George  C.  Marshall  Space  Flight  Center, 
NASA,  Huntsville,  Ala.,  “Manned  Space  Explora- 
tion and  Preparation  For  It”;  Colonel  Raymond  A. 
Yerg,  USAF,  MC,  Deputy  for  Bioastronautics,  Air 
Force  Missile  Test  Center,  Patrick  Air  Force  Base, 
Fla.,  “World  Wide  Medical  Support  for  Manned 
Space  Flight”;  Lt.  Colonel  William  K.  Douglas, 
USAF,  MC,  Assistant  Deputy  for  Bioastronautics, 
Air  Force  Missile  Test  Center,  Patrick  Air  Force 
Base,  Fla.,  “Role  of  Flight  Surgeon  in  the  Astro- 
naut’s Care  and  Preparation”;  Dr.  Gerald  M.  Mc- 
Donnel,  Chairman,  Aeromedical  and  Bioscience  Pan- 
el, Scientific  Advisory  Board,  U.  S.  Air  Force,  “Ra- 
diation Hazards  in  Space”;  Dr.  Stanley  C.  White, 
NASA  Manned  Spacecraft  Center,  Houston,  “Ap- 
proach of  the  Radiation  Hazard — Project  Apollo”. 

Two  special  films  will  be  shown  in  the  Texas 
Medical  Association  film  program  in  conjunction 
with  the  symposium,  which  was  planned  to  appeal  to 
the  average  general  practitioner  rather  than  to  an 
esoteric  scientific  group.  Films  to  be  shown  are 
“Friendship  Seven”,  the  story  of  John  Glenn’s  flight, 
and  “Missile  Destruct”,  narrated  by  Paul  Sieben- 
eichen,  Community  Development  Officer,  NASA, 
Cape  Canaveral,  Fla.,  the  story  of  the  successes 
and  failures  of  the  missile  program  for  the  past 
five  years. 

The  entire  symposium  is  designed  to  review  the 
daily  care  of  the  astronaut  from  the  time  he  is 


In  September,  1962,  the  Committee  reviewed  cer- 
tain proposed  changes  of  the  Federal  Drug  Admin- 
istration’s regulations  and  adopted  a resolution  ask- 
ing that  radioactive  drugs  continue  to  be  exempt 
from  FDA  regulations  since  they  already  are  li- 
censed effectively  by  the  United  States  Atomic 
Energy  Commission.  This  resolution  was  approved 
by  the  Executive  Board  of  Texas  Medical  Associa- 
tion and  was  sent  to  the  proper  governmental  agen- 
cy. As  a result,  the  federal  government,  pending 
further  consideration,  exempted  radioactive  new 
drugs  from  the  new  regulations  if  they  are  shipped 
in  accordance  with  current  regulations  of  the 
Atomic  Energy  Commission. 

4.  Committee  Members  on  Radiation  Advisory  Board 

The  Committee  wishes  to  note  that  four  members 
of  Texas  Medical  Association,  three  of  whom  are 
Committee  members,  are  members  of  the  nine-mem- 
ber Radiation  Advisory  Board  to  the  State  Depart- 
ment of  Health.  Committee  members  on  the  Board 
are  Dr.  Herbert  C.  Allen,  Jr.,  Dr.  J.  R.  Maxfield, 
Jr.,  and  Dr.  Lloyd  R.  Hershberger.  Another  Associ- 
ation member  on  the  Board  is  Dr.  Ben  DuBilier. 


SUPPLEMENTARY  REPORT  OF 
COMMITTEE  ON  NUCLEAR  MEDICINE 

1.  Substitute  Speakers  for  Symposium  on  Nuclear  Medicine 

Due  to  the  impending  launching  of  the  22-orbital 
shot  by  Astronaut  Gordon  Cooper,  two  substitute 
speakers  were  announced  for  the  program  of  the 
sixth  annual  Symposium  on  Nuclear  Medicine  sched- 
uled for  Sunday,  April  28,  at  2 p.m.  Substitutes  are 
Mr.  George  Chatham  of  the  Office  of  Advanced  Re- 
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search  and  Technology,  National  Aeronautics  and 
Space  Administration,  Washington,  D.  C.  (replace- 
ment for  Dr.  Ernst  Stuhlinger)  and  Mr.  John  Yus- 
kin  of  NASA’s  Manned  Spacecraft  Center,  Houston 
(replacement  for  Dr.  Stanley  C.  White). 

2.  Recommendation 

It  was  recommended  that  those  members  of  the 
Committee  on  Nuclear  Medicine  of  Texas  Medical 
Association  who  are  not  currently  members  of  the 
Radiation  Advisory  Board  of  the  Radiation  Control 
Agency  of  the  Texas  State  Department  of  Health 
be  recommended  to  the  Governor  of  Texas  for  pos- 
sible appointment  to  the  Texas  Advisory  Board  of 
the  Interstate  Nuclear  Compact. 

3.  Resolutions 

a.  The  Committee  wishes  to  submit  the  following 
resolution  for  the  consideration  of  the  House  of 
Delegates.  It  is  a follow-up  to  an  earlier  resolution 
approved  by  the  Executive  Board  of  the  Texas  Med- 
ical Association  in  September,  1962,  and  referred 
to  in  the  Initial  Report  of  the  Committee  on  Nuclear 
Medicine. 

CONTINUATION  OF  OPPOSITION  TO  PROMUL- 
GATION OF  ORIGINALLY  PROPOSED  FDA 

REGULATIONS  (21C  FR  PART  130)  “NEW 
DRUGS  FOR  INVESTIGATIONAL  USE” 

Whereas,  The  United  States  Atomic  Energy  Com- 
mission, as  set  forth  in  the  Atomic  Energy  Act  of 
1954,  already  is  charged  with  the  responsibility  of 
developing  a “program  to  encourage  widespread  par- 
ticipation in  the  development  and  utilization  of 
atomic  energy  for  peaceful  purposes”  (Chapter  1, 
Section  3)  ; and 

Whereas,  The  Atomic  Energy  Act  of  1954  charges 
the  Commission  that  it  “will  not  discourage  the  use 
of  material  . . . shall  give  preference  to  applicants 
proposing  to  use  such  material  either  in  the  conduct 
of  research  and  development  or  in  medical  therapy” 
(Chapter  8,  Section  81)  ; and 

Whereas,  The  United  States  Atomic  Energy  Com- 
mission “is  directed  to  permit  the  widest  amount  of 
effective  medical  therapy  possible”  . . . and  “to  im- 
pose the  minimum  amount  of  regulation  consistent 
with  its  obligation”  (Chapter  9,  Section  104)  ; and 

Whereas,  The  United  States  Atomic  Energy  Com- 
mission already  has  an  effective  licensing  system 
for  approval  of  investigators  and  investigational 
uses  to  protect  the  health  and  safety  of  the  public; 
and 

Whereas,  The  impending  regulations  as  presently 
proposed  by  the  Federal  Drug  Administration  (21C 
FR  PART  130)  would  be  contrary  to  the  intent  of 
Congress  as  set  forth  in  the  Atomic  Energy  Act  of 
1954,  would  seriously  discourage  and  restrict  the  de- 
velopment of  the  peaceful  uses  of  atomic  energy  and 
thereby  is  not  in  the  best  interest  of  the  public ; and 

Whereas,  The  proposed  FDA  regulations  seem  to 
be  contrary  to  Congressional  intent  as  expressed  in 
the  Atomic  Energy  Act  of  1954  in  that  the  proposed 
regulation  would 

(1)  create  a complex  regulatory  system  consisting 
of  dual  governmental  regulation  by  two  separate 
federal  agencies  which  would  seriously  impair  the 
utilization  of  radio-pharmaceuticals  in  medicine,  and 


the  peaceful  uses  of  atomic  energy  and  thereby  is 
not  in  the  best  interest  of  the  public; 

(2)  create  a program  which  would  be  extremely 
difficult  if  not  impossible  to  administer  efficiently 
and  effectively  since  it  would  establish  federal  au- 
thority and  responsibilities  which  now  are  properly 
distributed  among  well  qualified  experienced  investi- 
gators at  the  local  level; 

(3)  make  it  impossible  to  provide  radio-pharma- 
ceuticals to  an  individual  investigator  to  enable  him 
to  pursue  original  ideas  of  his  own.  This  is,  and  has 
always  been,  the  source  of  development  of  new 
radioactive  drugs,  and  any  interference  in  this  sound 
principle  would  prevent  and  retard  the  development 
of  new  drugs  for  use  in  the  care  of  the  sick;  and 

Whereas,  The  FDA  has  temporarily  excluded 
radio-pharmaceutical  drugs  from  consideration  (21C 
FR  PART  130)  ; and 

Whereas,  The  public  interest  will  best  be  served 
by  federal  policy  and  legislation  making  permanent 
this  exclusion;  and 

Whereas,  Legislation  to  clarify  Congressional  in- 
tent as  to  designation  of  authority  between  the 
Atomic  Energy  Commission  and  the  Federal  Drug 
Administration  concerning  provisions  of  the  Atomic 
Energy  Act  of  1954  (Chapter  1,  Section  3;  Chapter 
8,  Section  81 ; and  Chapter  9,  Section  104,  as  previ- 
ously cited  in  this  resolution)  is  urgently  needed; 
and 

Whereas,  The  questions  of  the  development,  con- 
trol, and  use  of  radio-pharmaceutical  drugs  are  of 
greatest  importance  to  the  public  interest  and  wel- 
fare; and 

Whereas,  Research,  development,  and  use  of  these 
drugs  will  advance  and  progress  most  rapidly  in  the 
absence  of  restricting  regulations;  therefore  be  it 

Resolved,  That  the  Texas  Medical  Association  go 
on  record  as  continuing  to  oppose  the  originally  pro- 
posed Federal  Drug  Administration  regulations 
(21C  FR  PART  130),  as  they  pertain  to  radio- 
pharmaceuticals, and  be  it  further 

Resolved,  That  the  Texas  Medical  Association  re- 
spectfully request  that  this  resolution  be  submitted 
to  the  Federal  Radiation  Advisory  Board  for  con- 
sideration prior  to  further  action ; and  be  it  further 

Resolved,  That  the  Texas  Medical  Association 
urge  that  radioactive  drugs  continue  to  be  exempt 
from  FDA  regulation  as  now  provided  by  Reg.  130.3 
(a)  (1)  “.  . . a new  drug  shall  be  exempt  from 

Section  505(a)  of  the  Act  . . . when  such  shipment 
or  delivery  consists  of  radioactive  drugs  the  ship- 
ment of  which  has  been  licensed  or  otherwise  au- 
thorized by  the  Atomic  Energy  Commission”;  and 
be  it  further 

Resolved,  That  the  House  of  Delegates  of  the 
Texas  Medical  Association  instruct  its  delegates  to 
the  House  of  Delegates  of  the  American  Medical 
Association  to  introduce  this  resolution  into  that 
body  at  its  next  meeting  in  Atlantic  City  and  to  sup- 
port its  adoption;  and  be  it  further 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  promulgate  and  sup- 
port new  legislation  in  the  present  Congress  de- 
signed to  insure  that  the  intent  of  Congress  as  ex- 
pressed in  the  Atomic  Energy  Act  of  1954  continue 
to  be  the  governing  policy  of  all  federal  agencies. 

b.  The  Committee  wishes  to  submit  the  following 
resolution  which  relates  to  the  State  Radiation  Con- 
trol Act  referred  to  in  the  Initial  Report. 
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EXAMINATION  AND  LICENSURE  OF 
APPLICANTS  DESIRING  TO  USE  SOURCES  OF 
IONIZING  RADIATION  FOR  HUMAN  USE  FOR 
PURPOSES  OF  DIAGNOSIS,  THERAPY,  AND 
RESEARCH,  IN  VIVO  AND  IN  VITRO 

Whereas,  The  State  Radiation  Control  Act,  ap- 
proved by  the  Texas  Medical  Association,  became 
law  in  the  year  1961;  and 

Whereas,  The  Texas  Radiation  Control  Act  (Art. 
4590F.,  Vernon’s  Civil  Statutes)  became  effective 
March  1,  1963,  at  which  time  the  Atomic  Energy 
Commission  transferred  certain  regulatory  authority 
to  the  State  of  Texas;  and 

Whereas,  The  State  Radiation  Control  Act  of  1961 
vests  the  regulatory  authority  over  certain  sources 
of  ionizing  radiation  in  the  Texas  State  Department 
of  Health  and  further  provides  for  the  appointment 
of  a Radiation  Advisory  Board  composed  of  one 
representative  from  industry,  insurance,  labor,  hos- 
pital administration,  safety,  agriculture,  pathology, 
radiology,  and  nuclear  medicine;  and 

Whereas,  A medical  subcommittee  composed  of 
four  duly  licensed  doctors  of  medicine  has  been 
delegated  the  authority  to  study  and  recommend  to 
the  State  Department  of  Health  licensing  procedures 
regarding  the  use  of  ionizing  radiation  in  human 
subj  ects ; and 

Whereas,  The  Texas  State  Department  of  Health 
has  accepted  the  recommendations  of  the  Radiation 
Advisory  Board  that  present  AEC  licensees  be  issued 
Texas  licenses;  and 

Whereas,  The  Radiation  Control  Act  provides  for 
licensing  of  all  sources  of  ionizing  radiation  includ- 
ing X-ray  and  radium;  and 

Wh  ereas,  It  is  the  intent  of  the  Radiation  Control 
Agency,  upon  recommendation  by  its  medical  sub- 
committee to  issue  state  licenses  to  doctors  of  medi- 
cine and  dentistry  presently  using  other  sources  of 
ionizing  radiation  other  than  radioisotopes  (X-ray, 
etc.) ; and 

Whereas,  The  membership  of  the  medical  subcom- 
mittee are  also  members  of  the  Texas  Medical  As- 
sociation and  are  charged  with  the  responsibility  of 
making  recommendations  to  the  State  Radiation  Con- 
trol Agency;  and 

Whereas,  The  licensing  of  certain  sources  of  ioniz- 
ing radiation  including  X-i-ay  and  radium  may  be- 
come controversial  within  the  Texas  Medical  Asso- 
ciation; and 

Whereas,  The  Committee  on  Nuclear  Medicine  of 
the  Association  has  studied  and  approved  the  recom- 
mendation of  the  medical  subcommittee  of  the  Radi- 
ation Advisory  Board  of  the  Radiation  Control 
Agency  of  the  Texas  State  Department  of  Health; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  take  cog- 
nizance of  and  support  the  following  proposed 
recommendations  of  the  medical  subcommittee  of 
the  Radiation  Advisory  Board: 

(1)  that  all  present  AEC  licensees  for  by-product 
materials,  all  doctors  of  medicine  and  dentistry  us- 
ing other  sources  of  ionizing  radiation  including 
X-ray  and  radium  prior  to  June  1,  1963,  will  be 
issued  State  licenses  upon  application,  and 

(2)  all  applicants,  not  licensed  under  the  provi- 
sions of  number  1,  who  desire  to  use  sources  of 
ionizing  radiation  for  human  use  for  purposes  of 
diagnosis,  therapy,  and  research,  in  vivo  and/or  in 
vitro,  as  provided  for  in  the  Radiation  Control  Act, 


shall  be  required  to  submit  to  examination  for  li- 
censure. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Initial  Report  of  Committee 
on  Nuclear  Medicine  and  Supplementary  Report. — 
The  Reference  Committee  recommends  approval  of 
the  Reports  of  the  Committee  on  Nuclear  Medicine 
regarding  sixth  annual  Symposium  on  Nuclear  Medi- 
cine, state-federal  agreement  on  licensing  of  radio- 
active isotopes,  opposition  to  Federal  Drug  Admin- 
istration’s regulations  (21C  FR  part  130.3),  and 
Committee  members  on  Radiation  Advisory  Board; 
substitute  speakers  for  Symposium  on  Nuclear 
Medicine,  and  the  two  Resolutions. 

We  recommend  that  study  be  given  to  future  leg- 
islation to  strengthen  the  position  of  the  medical 
profession  on  the  Radiation  Advisory  Board  to  the 
State  Department  of  Health. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  NUTRITION 


N.  C.  Hightower, 

Chairman, 

Ralph  G.  Greenlee, 

William  Levin, 

D.  J.  Sibley, 

Joe  D.  Nichols, 

John  R.  Kelsey,  Jr., 

Andres  Goth, 

William  J.  Block, 

Walter  D.  Feinberg. 

Dr.  Hightower 

1.  Study  in  Field  of  Nutrition 

The  Committee  on  Nutrition  of  the  Texas  Medical 
Association  has  continued  during  the  past  year  to 
represent  the  Association  in  the  field  of  nutrition. 
Since  the  last  annual  report  was  submitted,  the 
Committee  met  in  May,  1962,  during  the  Annual 
Session  in  Austin.  At  this  meeting  the  Committee 
considered,  at  some  length,  the  techniques  being 
used  to  stimulate  teaching  of  nutrition  in  our  medi- 
cal schools.  In  addition,  the  Committee  has  continued 
to  maintain  contact  with  other  organizations  that 
have  an  interest  in  nutrition. 

2.  1962  Symposium 

The  Committee  on  Nuti’ition  sponsored  a special 
symposium  “Changing  Concepts  of  an  Adequate 
Diet”  during  the  Annual  Session  in  1962.  The  Com- 
mittee was  fortunate  in  obtaining  a group  of  na- 
tionally recognized  experts  in  the  field  of  nutrition 
to  present  the  program.  Participants  included  Dr. 
William  McGanity,  professor  of  obstetrics  and  gyne- 
cology at  the  University  of  Texas  Medical  Branch, 
Galveston  (moderator)  ; Dr.  Grace  Goldsmith,  pro- 
fessor of  medicine,  Tulane  University  School  of 
Medicine,  New  Orleans,  and  member  of  the  Council 
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on  Foods  and  Nutrition  of  the  American  Medical  As- 
sociation; Dr.  Theodore  C.  Panos,  professor  of  pedi- 
atrics, University  of  Arkansas  School  of  Medicine, 
Little  Rock;  and  Dr.  Laurance  Kinsell,  Director, 
Institute  for  Metabolic  Research,  Highland-Alameda 
County  Hospital,  Oakland,  Calif. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Nutri- 
tion.— The  Reference  Committee  recommends  approv- 
al of  the  Report  of  the  Committee  on  Nutrition  re- 
garding study  in  the  field  of  nutrition,  the  1962  sym- 
posium and  this  section  of  the  Council’s  [Scientific 
Advancement]  report. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 
ON  REHABILITATION 


Oscar  Selke, 
Chairman, 

Theodore  A.  Klecka, 
Ridings  E.  Lee, 
Edward  Krusen,  Jr., 
Ira  Budwig, 

Alfred  H.  Hill, 

Roy  N.  Davis, 
Robert  A.  Murray. 

Dr.  Selke 


1.  County  Society  Questionnaire 

County  medical  societies  were  encouraged  to  com- 
pile specific  information  for  members’  use  on  where 
rehabilitation  type  services  could  be  obtained,  such 
as  comprehensive  rehabilitation  facilities,  convales- 
cence facilities  with  rehabilitation  services,  home 
nursing  care  services,  social  and  family  services, 
financial  assistance  organizations,  vocational  guid- 
ance and  placement  services,  sheltered  employment, 
special  education  for  physically  and  mentally  handi- 
capped, agencies  for  special  diseases,  and  recreation- 
al services  for  the  physically  handicapped.  This  in- 
formation should  help  physicians  guide  their  patients 
in  making  social,  financial,  educational,  and  voca- 
tional adjustment  to  problems  that  have  arisen  sec- 
ondary to  medical  disability. 

2.  Rehabilitation  Services  Rider  Suggested  to  Insurance  Com- 
panies 

The  Committee  advised  that  insurance  companies 
which  might  be  fearful  in  including  extensive  re- 
habilitation services  in  their  general  medical  and 
hospital  policies,  might  provide  rehabilitation  serv- 
ices through  a separate  rider  attached  to  the  stand- 
ard policy. 

3.  Staff  and  Equipment  Should  Be  Considered  If  Rehabilitation 
Services  Added  to  OAA  Program 

The  Committee  advised  that  if  and  when  rehabili- 
tation services  were  included  in  the  Old  Age  Assist- 


ance inpatient  hospital  care  program  it  would  be 
necessary  for  the  State  to  approve  institutions  for 
such  service  on  the  basis  of  staff  and  equipment. 
Prescription  for  such  physical  rehabilitation  pro- 
cedures should  be  given  by  physiatrists  and  ortho- 
pedists. 

4.  Changes  Recommended  in  Vocational  Rehabilitation  Act 

S.B.  24,  Texas  Vocational  Rehabilitation  Act,  was 
studied  and  certain  changes  recommended. 

5.  Two  Bills  Approved 

Two  proposed  bills  which  are  to  be  submitted  to 
the  1963  session  of  the  Legislature,  namely  a bill 
authorizing  special  education  for  pre-school  aged 
children  who  are  severely  orthopedically  handi- 
capped, and  a bill  establishing  a residential  institu- 
tion for  severely  physically  handicapped  persons 
were  studied.  The  Committee  favored  both  these 
bills  with  minor  changes. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Re- 
habilitation.— The  Reference  Committee  recommends 
approval  of  the  Report  of  the  Committee  on  Rehabil- 
itation regarding  county  society  questionnaire,  re- 
habilitation services  rider  suggested  to  insurance 
companies,  changes  recommended  in  vocational  re- 
habilitation act,  and  two  bills  approved.  The  Com- 
mittee recommends  that  Section  3 of  the  report  be 
accepted  with  the  following  words  “physiatrists  and 
orthopedists”  to  be  changed  to  read  “qualified  physi- 
cians”. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE  ON  SPAS 


Neil  D.  Buie, 
Chairman, 

J.  R.  Oates, 

W.  K.  Logsdon, 
Edward  F.  Yeager. 


The  Committee  on  Spas  has  continued  its  major 
work  of  keeping  before  Texas  physicians  the  infor- 
mation regarding  spas  in  the  United  States  that 
are  supervised  by  physicians  who  are  members  of 
the  American  Medical  Association,  and  which  spas 
are  keeping  up  their  standards  and  have  adequate 
facilities.  This  Committee  is  continuing  to  maintain 
a file  of  folders  from  these  spas  at  the  Texas  Medi- 
cal Association.  These  spas  are  conforming  to  ac- 
cepted standards  and  have  adequate  facilities. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Spas. 


Dr.  Buie 
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— The  Reference  Committee  recommends  approval 
of  the  Report  of  the  Committee  on  Spas  and  this 
section  of  the  Council’s  [Scientific  Advancement] 
report. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE 


John  W.  Middleton, 
Chairman, 

John  S.  Chapman, 

R.  B.  Morrison, 
James  L.  Reagan, 
Samuel  Topperman, 
James  E.  Dailey, 
Richard  E.  Allison, 
Carlos  J.  Quintanilla, 
Daniel  E.  Jenkins. 


The  Committee  on  Tuberculosis  had  three  meet- 
ings during  the  past  year.  In  addition,  representa- 
tives of  the  Committee  appeared  before  the  Texas 
Senate  Cost  of  Government  Study  Committee. 

1.  Published  Information 

One  editorial  item  relative  to  the  new  edition  of 
“Diagnostic  Standards  and  Classification  of  Tuber- 
culosis” and  one  news  item  regarding  availability  of 
laboratory  facilities  for  diagnosis  of  tuberculosis 
were  prepared  by  members  of  the  Committee  and 
published  in  the  Texas  State  Journal  of  Medicine. 

2.  Early  and  Irregular  Discharges  from  State  Hospitals 

The  Committee  discussed  problems  of  early  and 
irregular  discharges  from  state  tuberculosis  hos- 
pitals, and  met  with  representatives  of  the  Texas 
State  Board  for  Hospitals  and  Special  Schools  re- 
garding this  matter.  Changes  in  the  Tuberculosis 
Code  to  effect  correction  of  some  of  the  problems 
were  suggested.  After  discussion  with  the  Texas 
Medical  Association  legal  counsel,  it  appears  that 
changes  in  operation  can  be  effected  without  change 
in  the  code  (some  of  these  have  already  been  put 
into  effect). 

3.  More  Vigorous  Case  Finding  Program  Recommended 

The  Committee  believes  that  a more  vigorous  case 
finding  program  should  be  instituted  in  order  to 
control  and  eventually  eradicate  tuberculosis.  This 
program,  as  well  as  post-hospitalization  followup 
and  treatment  of  the  medically  indigent,  is  thought 
to  be  properly  a function  of  the  State  Department 
of  Health.  The  Committee  also  believes  that  the 
cause  for  tuberculosis  control  might  be  more  ade- 
quately served  if  the  leadership  for  this  activity 
were  vested  in  a single  state  agency.  The  Committee 
made  no  recommendations  as  to  the  agency  to  which 
this  responsibility  should  be  delegated.  These  points, 
after  discussion  at  the  Committee  meeting,  were 
among  those  presented  by  representatives  of  the 
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Committee  before  the  Senate  Cost  of  Government 
Study  Committee. 

The  Committee  plans  to  continue  its  efforts  to 
interest  and  educate  the  physicians  and  general 
public  in  tuberculosis  control.  To  this  end,  it  also 
plans  to  continue  close  liaison  with  appropriate 
members  of  the  State  Department  of  Health,  the 
Texas  State  Board  for  Hospitals  and  Special  Schools, 
and  the  Texas  Tuberculosis  Association. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  on  Tu- 
berculosis.— The  Reference  Committee  recommends 
that  the  Report  of  the  Committee  on  Tuberculosis 
regarding  published  information,  early  and  irregular 
discharges  from  state  hospitals,  and  more  vigorous 
case  finding  program  recommended  be  approved,  and 
this  section  of  the  Council’s  [Scientific  Advance- 
ment] report. 

[The  report  of  the  Reference  Committee  was 
adopted.] 


REPORT  OF  COMMITTEE  TO  STUDY 
THE  DANGERS  OF  "HELMET  BLOCKING" 
IN  INTERSCHOLASTIC  FOOTBALL 


R.  G.  McCorkle, 
Chairman, 
Harry  W.  Slade, 
Charles  Sadler, 
James  L.  Robins, 
Louis  Levy, 

T.  P.  Ivennerly, 
James  Whitehurst, 
Edward  T.  Smith. 


1.  Secondary  Teaching  of  Helmet  Blocking  Led  to  Formation 

of  Committee 

The  special  committee  of  the  Texas  Medical  As- 
sociation to  investigate  the  dangers  of  helmet  block- 
ing in  football  in  the  public  junior  and  senior  high 
schools  was  commissioned  by  Dr.  George  W.  Wal- 
dron, President  of  Texas  Medical  Association  in 
April,  1962. 

The  Committee  met  Sept.  22,  1962,  in  the  Texas 
Medical  Association  Building,  Austin. 

The  fact  that  helmet  blocking  in  football  was  be- 
ing taught  in  secondary  schools  brought  about  the 
formation  of  such  a Committee  and  its  study. 

2.  Serious  Injuries  Result  From  Helmet  Blocking 

Medical  evidence  submitted  by  Committee  mem- 
bers definitely  indicates  that  serious  neurological 
and  orthopedic  injuries  occur  as  a result  of  helmet 
blocking. 

These  neurological  and/or  orthopedic  injuries  can 
be  either  acute  or  chronic  and,  in  some  instances, 
many  years  elapse  before  the  residual  effects  dem- 
onstrate themselves. 
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Review  of  the  equipment  problem  in  head  and 
neck  injuries  likewise  indicates  some  present  dis- 
crepancies in  the  type  and  use  of  football  equip- 
ment. It  was  revealed  in  this  study  that  numerous 
measures  are  being  undertaken  to  correct  these  ex- 
isting discrepancies. 

Discussion  was  held  with  officials  of  the  Texas 
Education  Agency,  under  whose  jurisdiction  are  the 
policies  and  programs  for  athletics  in  junior  and 
senior  high  school  curriculums. 

It  was  concluded  that  certain  measures  are  neces- 
sary to  correct  certain  conditions  in  these  programs 
and  newer  rules  and  regulations  covering  these  pol- 
icies are  being  instituted  in  September,  1963. 

3.  Recommendation 

It  is  the  recommendation  of  the  Committee  that 
a permanent  committee  in  the  Texas  Medical  Asso- 
ciation be  appointed  to  cover  the  field  of  athletics 
and  athletic  injuries  in  public  schools.  The  findings 
of  the  Committee  on  Helmet  Blocking  indicate  such 
a need. 

REPORT  OF  REFERENCE  COMMITTEE 
Scientific  Work 

Dr.  G.  V.  Launey:  Report  of  Committee  to  Study 
the  Dangers  of  “ Helmet  Blocking”  in  Interscholastic 
Football. — The  Reference  Committee  agrees  with  the 
Council’s  [Scientific  Advancement]  approval  of  this 
report.  The  Reference  Committee  recommends  that  a 
permanent  [standing]  committee  be  established  by 
the  Texas  Medical  Association.  This  committee  is  to 
study,  evaluate  and  make  appropriate  recommenda- 
tions for  prevention  of  illnesses  and  injuries  to 
athletic  participants. 

[The  report  of  the  Reference  Committee  was 
adopted  with  the  substitution  of  the  word  “standing” 
for  the  word  “permanent”  and  the  addition  of  a 
name,  “Committee  on  Athletics”.] 

RESOLUTIONS 

(Note:  A number  of  resolutions  are  carried  as  part 
of  Committee  reports.) 

A.  OPPOSITION  TO  DIAGNOSIS  OF  MENTAL  ILLNESS 

WITHOUT  EXAMINATION 

(From  the  Navarro  County  Medical  Society) 

Whereas,  The  Navarro  County  Medical  Society 
notes  that  newspaper  accounts  of  the  forceful  hos- 
pitalization of  former  General  Edwin  A.  Walker 
was  based  on  medical  diagnosis  without  examination 
of  the  patient,  and 

Whereas,  It  is  felt  that  such  diagnosis  is  hazard- 
ous at  best,  and  the  Navarro  County  Medical  Society 
does  not  approve  of  the  diagnosis  of  mental  illness 
without  examination;  now,  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Tex- 
as Medical  Association  request  the  Judicial  Council 
of  the  American  Medical  Association  to  investigate 
within  the  next  six  weeks  whether  such  diagnosis 
was  actually  made  by  such  method  by  Dr.  Charles 
E.  Smith,  Medical  Director  and  Chief  Psychiatrist 
of  the  Federal  Prison  Hospital,  Springfield,  Mo.,  and 
to  publish  such  report  in  the  Journal  of  the  Amer- 


ican Medical  Association  within  the  next  three 
months. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Resolution  15.  A.  Oppo- 
sition to  Diagnosis  of  Mental  Illness  Without  Exam- 
ination.— The  Committee  feels  that  a recommenda- 
tion is  not  necessary  at  this  time,  as  this  item  al- 
ready is  being  handled  by  the  AM  A Judicial  Com- 
mittee and  therefore  needs  no  action.  That  was  the 
action  recommended  by  this  resolution. 

[The  report  of  the  Reference  Committee  was  not 
accepted,  and  a substitute  resolution  was  passed 
which  commended  the  AM  A Judicial  Council’s  in- 
vestigation of  General  Walker’s  diagnosis  and  which 
recommended  that  the  results  of  the  investigation 
be  published  in  the  Journal  of  the  American  Medical 
Association .] 

B.  ENDORSEMENT  OF  TEXAS  RESEARCH  LEAGUE  PRO- 
POSAL 

(From  the  Lubbock-Crosby  Counties  Medical 
Society) 

Resolved,  That  the  Lubbock-Crosby  Counties  Med- 
ical Society,  meeting  in  regular  session  at  the  Ming 
Tree  Restaurant  in  Lubbock,  Texas,  on  April  3, 
1962,  endorsed  the  Texas  Research  League  proposal 
for  indigent  medical  care  for  Texas  Public  Assist- 
ance recipients  and  petition  the  Texas  Medical  As- 
sociation to  adopt  a similar  endorsing  resolution 
and  petition  members  of  the  State  Legislature  to 
pass  necessary  legislation  enacting  the  program. 

REPORT  OF  REFERENCE  COMMITTEE 
Legislation  and  Public  Relations 

[See  under  report  of  Reference  Committee  on 
page  605,  column  1.] 

C.  INFORMING  PUBLIC  OF  DANGERS  TO  HEALTH  FROM 

SMOKING  OF  TOBACCO 

(From  the  Hale-Floyd-Briscoe  Counties  Medical 
Society) 

Whereas,  It  is  becoming  increasingly  evident  that 
illness  and  disease  are  at  times  caused  by  or  in  other 
instances  aggravated  by  the  smoking  of  tobacco, 
and 

Whereas,  Our  youth  as  well  as  adults  are  bom- 
barded by  pro  smoking  advertisements  without  the 
dangers  of  smoking  being  elucidated ; now,  there- 
fore be  it 

Resolved,  That  the  Texas  Medical  Association  go 
on  record  in  an  advisory  capacity  that  the  public 
at  large  and  especially  the  youth  of  our  state  be 
encouraged  not  to  acquire  the  tobacco  habit  for 
health  reasons;  and  be  it  further 

Resolved,  That  the  Texas  Medical  Association 
officially  endorse  programs  of  teaching  these  dan- 
gers to  health  from  smoking  to  the  junior  and  senior 
high  school  level  youth  of  our  state,  and  that  a copy 
of  this  resolution  be  sent  to  the  Commissioner  of 
Education  for  the  State  of  Texas. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Resolution  15.  C.  In- 
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forming  Public  of  Dangers  to  Health  from  Smoking 
of  Tobacco. — This  was  discussed  at  some  length  but 
the  Committee  felt  that  we  needed  to  encourage  some 
rebuttal  to  the  tremendous  exposure  that  our  young 
people  are  having  to  tobacco  advertisements  and 
propaganda,  so  we  approved  this  resolution. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

D.  REQUESTING  INVESTIGATION  OF  MEDICAL 
PRACTICE  BY  NONMEDICAL  GROUPS 

(From  the  Bexar  County  Medical  Society) 

Whereas,  The  diagnosis  of  disease  is  an  integral 
part  of  the  practice  of  medicine;  now,  therefore  be  it 
Resolved,  That  the  House  of  Delegates  of  the 
Texas  Medical  Association  request  the  Texas  State 
Board  of  Medical  Examiners  to  investigate  non- 
medical groups  and  corporations  who  advertise,  or 
hold  themselves  out  to  the  public,  to  be  able  to  diag- 
nose disease,  this  being  the  illegal  practice  of  medi- 
cine. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Resolution  15.  D.  Re- 
questing Investigation  of  Medical  Practice  by  Non- 
Medical  Groups. — The  Committee  approves  this  Res- 
olution and  was  concerned  because  of  the  few  people 
who  were  available  to  make  these  investigations. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

E.  OPPOSING  VETERANS  HOSPITAL  IN  SAN  ANTONIO 

(From  the  Bexar  County  Medical  Society) 

Whereas,  Eighty-five  per  cent  of  the  patients  dis- 
charged from  veterans  hospitals  have  non-service- 
connected  illnesses  or  disabilities  and  are  not  entitled 
to  medical  care  at  the  expense  of  the  taxpayers,  and 
Whereas,  The  length  of  stay  in  veterans  hospitals 
is  four  times  longer  than  the  length  of  stay,  on 
the  average,  for  the  same  illnesses  in  a civilian  hos- 
pital, and 

Whereas,  The  national  average  cost  per  bed  con- 
struction of  civilian  hospitals  is  $18,000  and  the 
average  cost  for  construction  for  veterans  hospitals 
is  $26,000  per  bed,  and 

Whereas,  If  the  non-service-connected  care  of  vet- 
erans be  discontinued,  then  those  resources  could 
be  used  for  the  better  care  of  service-connected  ill- 
nesses and  save  many  millions  of  dollars,  and 

Whereas,  The  care  of  charity  non-service-con- 
nected illnesses  of  veterans  can  be  cared  for  locally 
the  same  as  those  of  the  veterans’  wives  and  chil- 
dren ; now,  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Texas  Medical  Association  does  emphatically  and 
without  reservation  oppose  authorizing  construction 
of  a veterans  hospital  in  South  Texas,  San  Antonio, 
or  anywhere  else;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  spread 
upon  the  Transactions  of  the  House  of  Delegates  and 
that  copies  be  sent  to  Senators  Ralph  Yarborough 
and  John  Tower,  Representative  Henry  B.  Gonzales, 
the  Chairman  and  members  of  the  Senate  Labor  and 
Public  Welfare  Committees,  to  the  chairman  and 
members  of  the  House  Veterans’  Affairs  Committee, 


and  the  officers  and  trustees  of  the  American 
Medical  Association. 

REPORT  OF  REFERENCE  COMMITTEE 
Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Resolution  15.  E.  submitted  by 
Bexar  County  Medical  Society  entitled  “Opposing 
Veterans  Hospital  in  San  Antonio.” — The  Reference 
Committee  is  in  agreement  with  this  resolution  but 
recommends  the  following  as  the  Committee  version: 

OPPOSING  VETERANS  HOSPITALS  IN  TEXAS 
Whereas,  Eighty-five  per  cent  of  the  patients  dis- 
charged from  veterans  hospital  have  [were  treated 
for]  non-service-connected  illnesses  or  disabilities 
and  are  not  morally  entitled  to  medical  care  at  the 
expense  of  the  taxpayers,  and 

Whereas,  The  length  of  stay  in  veterans  hospitals 
is  four  times  longer  than  the  length  of  stay,  on  the 
average,  for  the  same  illness  in  civilian  hospitals, 
and 

Whereas,  The  national  average  cost  per  bed  [in] 
construction  of  civilian  hospitals  is  $18,000  and  the 
average  cost  for  construction  for  veterans  hospitals 
is  $26,000  per  bed,  and 

Whereas,  The  discontinuation  of  the  care  of  vet- 
erans with  non-service-connected  disabilities  poten- 
tially would  afford  opportunity  for  still  better  care 
of  those  with  service-connected  disabilities,  and 
Whereas,  The  care  of  charity  non-service-con- 
nected illness  of  veterans  can  be  cared  for  locally 
the  same  as  those  of  the  veterans’  wives  and  chil- 
dren, and 

Whereas,  The  construction  of  Veterans  Adminis- 
tration hospitals  offers  the  Executive  Branch  of  the 
federal  government  a political  tool  which  apparently 
now  is  being  utilized;  now,  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Texas  Medical  Association  does  emphatically  and 
without  reservation  oppose  authorizing  construction 
of  a veterans  hospital  in  Texas,  or  anywhere  else; 
and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  sent 
to  both  Senator  Ralph  Yarborough  and  Senator  John 
Tower,  to  all  Congressmen  from  Texas,  to  the  mem- 
bers of  the  Senate  Labor  and  Public  Welfare  Com- 
mittee, to  the  members  of  the  House  Veterans  Af- 
fairs Committtee,  to  the  members  of  the  House  and 
Senate  Appropriations  Committees,  and  to  the  offi- 
cers and  trustees  of  the  American  Medical  Associa- 
tion ; and  be  it  further 

Resolved,  That  a similar  resolution  be  carried  to 
the  AM  A House  of  Delegates  by  the  Texas  members 
of  that  body. 

[The  report  of  the  Reference  Committee  was 
adopted  as  amended  by  the  substitution  of  the  words 
“were  treated  for”  for  “have”  in  the  first  whereas, 
and  by  the  addition  at  the  end  of  the  Resolution  of 
the  sentence  “Delegates  are  directed  to  inform  offi- 
cers of  their  own  county  societies  of  this  action  of 
the  House  of  Delegates  and  the  reasons  therefor  at 
the  earliest  possible  moment.”] 

[See  also  report  of  Reference  Committee  on  page 
608,  column  1.] 

F.  SUPPORT  OF  MEASURES  DESIGNED 
TO  REDUCE  ILLEGITIMACY 

(From  the  Gregg  County  Medical  Society) 
Whereas,  The  President  of  the  United  States  and 
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other  leaders  in  our  national  government,  together 
with  religious,  social,  professional,  and  business  lead- 
ers of  our  nation,  have  pointed  out  that  one  of  the 
major  problems  facing  our  country  today  is  the 
moral  decay  of  our  citizens,  and 

Whereas,  One  of  the  factors  contributing  to  this 
decay  of  the  moral  fiber  of  our  nation  is  the  in- 
creasing number  of  illegitimate  births  in  the  United 
States  each  year,  increasing  with  unrestricted  regu- 
larity the  magnitude  of  the  illegitimacy  problem  and 
the  accompanying  staggering  increase  in  cost  to 
taxpayers,  and 

Whereas,  The  financial  support  extended  these 
illegitimate  births,  through  the  national  program  of 
Aid  to  Dependent  Children  (of  which  the  federal 
government  pays  80  per  cent  of  the  cost,  with  the 
states  assuming  20  per  cent) , is  a factor  which  does 
not  relieve  the  condition  but  only  encourages  a con- 
tinuation of  the  dreadful  practice,  which  will  result 
in  a further  decay  of  our  moral  character  as  a na- 
tion, and  bring  about  increasing  cost  to  maintain  the 
present  method  of  payments,  and 

Whereas,  Texas  is  more  fortunate  than  other 
states  in  this  problem,  having  only  about  120,000 
illegitimate  children  under  14  years  of  age,  amount- 
ing to  an  expenditure  of  around  $20,000,000  annual- 
ly, as  compared  to  other  states,  some  of  which 
spend  as  much  as  $173,000,000  on  this  program,  and 
Whereas,  One  method  of  deterring  the  increase  in 
illegitimacy,  both  in  Texas  and  throughout  the  na- 
tion, and  thus  helping  slow  down  and  possibly  stop 
this  moral  decay  which  concerns  our  national  lead- 
ers, would  be  the  complete  withdrawal,  or  certainly 
a cutting,  of  federal  funds  allocated  to  this  program ; 
now,  therefore  be  it 

Resolved,  That  the  Texas  Medical  Association  go 
on  record  as  recommending  that  Congress  enact 
laws  that  would  reduce  or  abolish  this  federal 
program;  and  be  it  further 

Resolved,  That  the  Texas  Medical  Association  go 
on  record  as  supporting  legislation  in  Texas  that 
would  assist  the  Texas  Welfare  Department  to  con- 
tinue its  efforts  to  cause  parents  of  deserted  or 
illegitimate  children  to  support  such  children;  and 
be  it  further 

Resolved,  That  we  favor  passage  of  legislation  by 
the  Congress  of  the  United  States  to  make  available,- 
through  the  United  States  Department  of  Health, 
Education,  and  Welfare,  to  the  welfare  organiza- 
tions of  Texas  and  other  states,  information  as  to 
the  residence  of  such  parents;  and  be  it  further 
Resolved,  That  a copy  of  this  resolution,  as 
adopted  by  Texas  Medical  Association,  be  forwarded 
to  the  President  of  the  United  States,  the  President 
of  the  Senate  of  the  United  States,  the  Speaker  of 
the  House,  and  the  members  of  the  Texas  Congres- 
sional delegation ; also,  to  the  Governor  of  Texas,  the 
Lieutenant  Governor  of  Texas,  the  Speaker  of  the 
Texas  House  of  Representatives,  and  to  every  mem- 
ber of  the  Texas  House  and  Senate;  and  be  it  fur- 
ther 

Resolved,  That  a copy  of  this  resolution  be  pre- 
sented to  the  annual  meeting  of  the  American  Medi- 
cal Association,  and  that  affirmative  action  by  that 
group  be  requested. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Resolution  15.  F.  Sup- 


port of  Measures  Designed  to  Reduce  Illegitimacy. — 
This  Committee  felt  that  this  was  probably  more 
of  a socioeconomic  or  political  subject  rather  than 
medical  but  we  are  being  urged  to  take  a more  ac- 
tive participation  in  politics  and  the  Committee  took 
its  action  in  recommending  its  approval. 

[The  report  of  the  Reference  Committee  was  sub- 
stituted with  a motion  to  refer  the  Resolution  to  the 
Council  on  Medical  Jurisprudence.] 

G.  EXPRESSING  DISPLEASURE  AT  THE  NATIONAL  BROAD- 
CASTING COMPANY  WHITE  PAPER  "BRITISH  SOCIAL- 
IZED MEDICINE"  AND  REQUESTING  EQUAL  PUBLIC 

SERVICE  TIME 

(From  the  Taylor-Jones  Counties  Medical  Society) 

Whereas,  The  National  Broadcasting  Company 
presented  a White  Paper  “British  Socialized  Medi- 
cine,” televised  on  March  30,  1963,  which  purported 
to  be  an  objective  and  impartial  report  which  was 
in  fact  biased,  and  which  presented  selected  informa- 
tion in  such  a way  as  to  conceal  or  ignore  major 
faults  and  disadvantages  of  the  British  National 
Health  Service,  and 

Whereas,  Intentionally  or  otherwise,  this  broad- 
cast tended  to  promote  socialized  medicine;  therefore 
be  it 

Resolved,  That  the  Texas  Medical  Association  in- 
form the  National  Broadcasting  Company  of  its 
displeasure  with  the  program;  and  be  it  further 

Resolved,  That  the  Texas  Medical  Association  re- 
quest similar  time  for  a public  service  program, 
with  the  assistance  of  the  American  Medical  Associ- 
ation, to  show  in  a forthright  manner  the  advan- 
tages of  private  medical  care  as  practiced  in  the 
United  States  of  America. 

REPORT  OF  REFERENCE  COMMITTEE 
Legislation  and  Public  Relations 

Dr.  Mai  Rumph:  Resolution  15.  G.  Expressing 
Displeasure  at  the  NBC  White  Paper  “British  So- 
cialized Medicine ” and  Requesting  Equal  Pu,blic 
Service  Time,  (Submitted  by  the  Taylor-Jones  Coun- 
ties Medical  Society.). — The  Reference  Committee 
in  response  to  a request  from  the  Taylor-Jones 
representative  revises  the  Resolution  to  read  as  fol- 
lows: 

Whereas,  The  National  Broadcasting  Company 
presented  a White  Paper  “British  Socialized  Medi- 
cine”, televised  on  March  30,  1963,  which  purported 
to  be  an  objective  and  impartial  report  which  was 
in  fact,  biased,  and  which  presented  selected  in- 
formation in  such  a way  as  to  ignore  major  faults 
and  disadvantages  of  the  British  National  Health 
Service,  and 

Whereas,  Intentional  or  otherwise  this  broadcast 
tended  to  promote  socialized  medicine;  therefore  be  it 

Resolved,  That  the  Texas  Medical  Association  in- 
form the  National  Broadcasting  Company  of  its  dis- 
pleasure with  the  program;  and  be  it  further 

Resolved,  That  the  Texas  Medical  Association  re- 
quest similar  time  for  a public  service  program  to 
show  in  a forthright  manner  the  advantages  of  pri- 
vate medical  care  as  practiced  in  the  United  States 
of  America. 

The  Reference  Committee  recommends  that  the 
implementation  of  this  resolution  be  under  the  di- 
rection of  the  incoming  president,  Dr.  Tenery. 

The  Reference  Committee  enthusiastically  com- 
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mends  Taylor- Jones  Counties  Medical  Society  for 
this  resolution  and  for  their  own  activities  in  con- 
nection with  this  protest.  The  members  of  this  House 
of  Delegates  should  know  that  the  Taylor- Jones 
Society  has  been  pursuing  with  such  vigor  their 
protests  to  both  the  Upjohn  Company  and  the 
Wyeth  Company  that  those  companies  have  informed 
this  Texas  county  society  of  the  discontinuation  of 
sponsorship  of  the  Huntley-Brinkley  TV  programs, 
(applause)  In  response  to  the  Taylor-Jones  protests 
to  the  National  Broadcasting  Company  relative  to 
the  White  Paper  “British  Socialized  Medicine”,  the 
Chief  of  the  Washington  News  Bureau  of  the  Na- 
tional Broadcasting  Company,  Mr.  William  McAn- 
drews,  [should  be  Mr.  William  Monroe]  came  to 
Abilene  to  confer  on  the  matter.  As  a result  of  this 
conference  it  now  seems  likely  that  the  requested 
equal  time  public  service  program  may  be  realized. 

This  Reference  Committee  again  commends  Taylor- 
Jones  Counties  Medical  Society  for  demonstrating 
what  grass  roots  activity  can  do  and  challenges  oth- 
er county  societies  to  be  equally  alert,  (applause) 
Relative  to  the  White  Paper  of  March  30,  1963, 
this  Reference  Committee  calls  the  attention  of  the 
members  of  the  House  of  Delegates  to  a critique 
written  by  Dr.  John  Reckless,  former  British  prac- 
titioner now  on  the  Duke  University  faculty  and  a 
speaker  at  one  of  our  previous  annual  meetings. 
This  critique  is  available  from  the  American  Medical 
Association. 

This  Reference  Committee  joins  Taylor-Jones  Med- 
ical Society  in  requesting  your  individual  letters  to 
Mr.  William  McAndrews,  Executive  Vice  President, 
N.B.C.,  30  Rockefeller  Plaza,  New  York,  New  York. 

[The  report  of  the  Reference  Committee  was 
adopted.] 

H.  CREATION  OF  COMMITTEE  TO  STUDY  HOSPITAL  CARE 
FOR  INDIGENT  AND  MEDICALLY  INDIGENT  CITIZENS 

(From  the  Bosqu e-Hamilton  Counties  Medical  So- 
ciety.) 

Whereas,  Hospital  care  for  indigent  and  medically 
indigent  citizens  has  been  and  is  now  being  provided 
by  hospitals  throughout  the  State  of  Texas,  and 
Whereas,  These  essential  services  are  being  ren- 
dered to  those  who  are  not  able  to  reimburse  hos- 
pitals for  the  cost  of  said  services,  namely  the  indi- 
gent and  medically  indigent,  without,  in  most  areas 
of  Texas,  adequate  financial  support  from  the  coun- 
ty and  city  governments,  and 

Whereas,  This  lack  of  financial  assistance  from 
the  local  government  has  placed  serious  financial 
burdens  on  hospitals  providing  indigent  medical  care, 
the  providing  of  said  care  traditionally  being  the  re- 
sponsibility of  the  local  government  and  authorized 
under  the  laws  of  the  State  of  Texas,  and 

Whereas,  It  is  the  opinion  of  the  members  of  the 
Texas  Medical  Association  that  indigent  medical 
care  has  been  for  many  years  and  is  now  being  pro- 
vided by  most  of  the  hospitals  of  this  state  without 
adequate  financial  assistance  from  the  local  and 
county  governments,  and  in  many  counties  of  the 
State  of  Texas,  with  no  financial  assistance  what- 
soever, creating  a serious  financial  problem  for 
many  hospitals  throughout  the  State  of  Texas;  now 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Tex- 
as Medical  Association  respectfully  request  The  Hon- 
orable John  B.  Connally,  Governor  of  Texas,  to  ap- 


point a state-wide  commission  or  committee  on  in- 
digent medical  care,  to  make  a study  of  the  problem 
on  a state-wide  basis,  and  recommend  solutions  de- 
signed to  alleviate  this  serious  problem  of  the  hos- 
pitals and  the  citizens  of  the  State  of  Texas. 

REPORT  OF  REFERENCE  COMMITTEE 
Miscellaneous  Business 

Dr.  William  F.  Renfrow:  Resolution  15.  H.  Crea- 
tion of  Committee  to  Study  Hospital  Care  for  Indi- 
gent and  Medically  Indigent  Citizens. — The  Com- 
mittee approves  this  Resolution  as  written  with  the 
further  recommendation  that  50  per  cent  of  the  pro- 
posed state-wide  committee  be  composed  of  medical 
doctors  and  hospital  administrators. 

[The  report  of  the  Reference  Committee  was  sub- 
stituted with  a motion  to  refer  the  resolution  to  the 
Council  on  Medical  Jurisprudence.] 

Brief  Address  by  Dr.  Fister 

[Dr.  George  Fister  of  Ogden,  Utah,  extended  a 
brief  address  to  the  House  of  Delegates  on  April  28. 
He  commended  Texas  physicians  for  their  effective 
state  program,  discussed  the  good  and  improving 
image  of  American  medicine,  and  encouraged  physi- 
cians to  participate  proudly  in  politics.] 

PERSONAL  PRIVILEGE  SPEECH:  DR.  LEE 

Speaker  Murphy:  Now,  ladies  and  gentlemen,  this 
theoretically  completes  the  work  of  the  Reference 
Committees.  Does  anyone  have  anything  that  they 
want  to  bring  up  before  we  proceed?  Dr.  Lee. 

[Dr.  Jack  B.  Lee  of  San  Antonio  was  recognized.] 

Dr.  Lee:  Mr.  Speaker,  I rise  to  a point  of  personal 
privilege.  Have  I your  permission  to  speak? 

Speaker  Murphy:  Proceed. 

Dr.  Lee:  Mr.  President,  Mr.  President-Elect,  Mr. 
Speaker,  Fellow  Delegates,  and  Colleagues. 

There  comes  a time  occasionally  in  the  life  of  each 
of  us  when  we  must  rise  to  take  a stand  on  a matter 
upon  which  reasonable  minds  may  differ.  There  also 
comes  a time  in  the  life  of  a collective  group  such 
as  this  where  we  must  likewise  rise  and  take  a 
stand  on  a matter  upon  which  reasonable  minds  may 
differ. 

Such  a time  has  now  arrived  for  me  and  I hope 
that  it  has  also  arrived  for  you.  I refer  specifically 
to  the  action  taken  by  this  House  on  Sunday  evening 
which,  in  effect,  stifled  completely  discussion  and 
debate  upon  which  reasonable  minds  differed.  Now, 
let  me  say  at  this  point  that  I have  no  opinion  for 
or  against  the  matter  which  was  presented  and  upon 
which  debate  was  stifled.  I am  neither  for  nor 
against  the  proposition  but  I am  willing  to  be  con- 
vinced, one  way  or  the  other,  and  I did  not  have 
this  opportunity  to  be  so  convinced. 

Now  the  issue  involved  here  is  not  important  be- 
cause this  issue  can  come  up  again  before  this  House 
time  after  time,  but  the  moral  principle  involved 
here  I think  extremely  important  and  transcends 
the  issue  itself,  and  that  moral  principle,  though  it 
may  be  legally  and  parliamentarily  correct,  is  simply 
this : Are  we  to  permit,  through  our  collective  action, 
the  stifling  of  debate  upon  which  many  of  our  mem- 
bers have  worked  long  and  hard  to  explain  to  us? 
Transcending  the  issue  itself,  however,  is  the  effect 
which  such  action  as  we  took  on  Sunday  night  has 
upon  those  of  our  individuals  who  were  conscientious 
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in  their  beliefs  even  though  these  beliefs  were  com- 
pletely divergent  on  the  one  side  as  against  the 
other. 

Now  this  effect  on  individuals  is  far,  far  more 
important  than  the  action  which  this  House  takes 
on  these  issues.  Those  of  us  who  are  active  in  our 
county  medical  societies,  and  that  includes  all  of  us 
else  we  would  not  be  here,  know  how  very  difficult 
it  is  to  obtain  hard  workers  in  our  county  medical 
societies.  You  all  know  this  and  I know  it  too.  The 
individuals  who  were  involved  or  were  to  have  been 
involved  in  this  discussion  on  Sunday  evening  had 
spent  countless  hours  in  the  preparation  of  their 
presentations  to  us.  I know,  personally,  that  both 
of  these  individuals  had  spent  not  only  days  and 
weeks  and  months  but  in  both  cases  years  in  pre- 
paring adequate  presentations  and  these  individuals 
were  willing  to  accept  the  opinions  of  this  body  after 
they  had  been  given  a fair  and  impartial  chance  to 
present  their  points  of  view.  But  we  denied  them  this 
chance  and  in  so  denying  them  this  chance  we  run 
the  risk  of  losing  their  future  services,  services  of 
hard-working,  dedicated  individuals. 

Now,  if  this  can  happen  to  one  issue,  gentlemen, 
as  it  happened  on  Sunday  night,  and  if  this  can  hap- 
pen to  several  individuals  of  our  group  as  it  hap- 
pened on  Sunday  night,  it  can  happen  to  other  issues 
in  the  future  and  it  can  happen  to  other  individuals 
such  as  you  and  such  as  me,  and  after  it  happens  a 
few  times,  then  some  of  us  may  ask,  “Well,  what’s 
the  use  of  coming  up  here?  Why  should  we  leave 
our  homes  for  four  days?  Why  should  we  vacate 
our  practices  on  Monday  and  Tuesday?  Why  should 
we  put  in  these  countless  hours  which  takes  us 
away  from  our  families,  and  why  should  we  engage 
in  controversial  discussions  which  may  cause  us  to 
lose  friends?”  And  so  I say  to  you  that  the  matter 
of  the  issue  is  not  important  but  the  matter  of  effect 
on  the  individual  is  extremely  important. 

Moreover,  transcending  the  effect  of  the  issue  it- 
self and  the  effect  upon  the  individuals  is  the  means 
whereby  this  action  was  effected.  Now,  let  me  say 
right  now,  that  the  individuals  who  effected  this 
means  of  action  are  also  dedicated  individuals  and 
we  must  have  such  individuals  in  our  society.  The 
means  whereby  it  was  effected  moreover,  although 
agreed  is  perfectly  legal,  perfectly  ethical  and  there 
is  absolutely  nothing  wrong  with  it  fi'om  a parlia- 
mentary point  of  view,  but  you  and  I know  of  many 
things  which  are  also  ethical,  and  which  are  also 
legal,  but  which  may  lend  themselves  open  to  criti- 
cism on  a moral  basis.  Now,  I have  no  quarrel  with 
the  individual  who  is  acutely  aware  of  the  inroads 
of  parliamentary  procedure.  Without  such  acute 
awareness  on  the  part  of  a number  of  our  individ- 
uals, this  deliberative  body  could  wind  up  only  in 
complete  confusion  and  chaos  and  we  must  have 
this  parliamentary  awareness  if  we  are  to  continue 
as  an  effective  deliberative  body.  But  my  comments 
are  directed  to  those  of  us  who  supported  this  par- 
liamentary maneuver  and  in  so  supporting  it,  denied 
access  to  the  floor  of  members  who  rightfully  should 
have  had  the  floor  on  that  evening. 

Now,  I am  not  suggesting  that  this  subject  be 
re-opened  for  debate  at  this  time.  This  would  not 
be  wise,  nor  do  we  have  time  for  it.  Parliamentarily 
speaking,  it  is  possible,  of  course,  for  someone  who 
voted  for  the  motion  to  move  to  reconsider  the  mo- 
tion at  this  time.  This  motion  is  debatable  and  if 
[there  were]  a majority  vote  to  reconsider  it,  the 


entire  matter  could  be  opened  at  this  time.  I suggest 
that  this  not  be  done,  but  I do  suggest  that  in  future 
meetings  of  this  deliberative  body  we  listen  to  these 
divergent  points  of  view  even  though  we  may  have 
made  up  our  minds  in  advance  and  we  may  violently 
disagree  with  one  side  or  the  other.  To  do  otherwise 
would  limit  our  deliberations  to  such  extremely  im- 
portant matters  as  whether  or  not  to  change  the 
word  “laid”  to  “lain”,  whether  or  not  to  change  the 
name  of  the  Committee  on  Emergency  Services  to 
the  Committee  on  Disaster  Care,  and  whether  or  not 
we  shall  have  3,  5,  7,  9,  or  12  members  in  a com- 
mittee. And  if  this  is  to  be  our  function,  all  right, 
let’s  make  it  so.  It  is  not  necessary  for  us  to  leave 
our  homes  and  meet  together  to  make  it  so.  This 
can  be  handled  by  a mimeographed  letter  through 
the  mails  and  we  can  all  stay  at  home.  But  if  we 
are  to  come  here,  gentlemen,  to  discuss  matters,  let 
us  face  matters  which  are  controversial  as  well  as 
matters  which  are  not  controversial  and  let  us  give 
those  of  our  individuals  who  have  exerted  their 
time,  their  effort,  their  talent,  and  in  many  cases 
their  financial  resources,  to  speak  to  these  issues. 
Thank  you.  (applause) 

Speaker  Murphy:  Thank  you,  Dr.  Lee.  I think 
by  the  applause  we  will  all  agree  that  his  points  are 
well  taken. 


Election  of  Officers 

Speaker  Murphy:  The  next  order  of  business  is 
the  election  of  officers  and  council  members. 

First  would  be  the  election  of  the  President-Elect, 
and  I would  ask  those  making  the  nominating 
speeches  to  use  this  microphone  and  that  the  nomi- 
nating speeches  be  limited  to  five  minutes  and  the 
seconding  speeches  to  be  limited  to  three  minutes. 
[The  Chair  recognized  Dr.  Cochran.] 

Dr.  J.  Layton  Cochran,  San  Antonio:  Mr.  Speaker, 
Mr.  President,  Members  of  the  House  of  Delegates, 
and  Guests. 

Because  of  the  many  facts  I have  to  present  to 
you  and  because  of  the  allotted  five  minutes  to  me 
as  a maximum,  I wish  to  ask  your  indulgence  to 
read  my  nominating  remarks. 

It  was  indeed  with  a great  deal  of  pleasure  I 
accepted  the  request  of  our  delegation  from  Bexar 
County  to  place  the  name  of  our  nominee  for 
President-Elect  of  the  Texas  Medical  Association 
before  you.  He  and  I entered  the  University  of 
Texas  Medical  School  [Branch]  at  Galveston  in 
1920,  after  having  attended  the  main  university  at 
Austin.  We  graduated  at  the  same  time  and  served 
our  internships  together.  We  have  been  closely  as- 
sociated in  the  same  office  for  nearly  30  years.  It 
was  my  pleasure  to  officiate  at  the  delivery  of  his 
twin  sons,  one  of  whom  is  a geologist,  and  the 
other  is  completing  his  first  year  of  residency  in 
urology.  So,  I believe  you  will  understand  why  I 
was  selected  to  tell  you  of  the  qualifications  of  our 
nominee  for  President-Elect,  Dr.  Max  E.  Johnson 
of  San  Antonio,  Texas. 

Dr.  Johnson  was  born  in  Floresville,  in  1900,  and, 
by  the  way,  Floresville  has  another  distinguished 
native  son,  John  Connally,  our  Governor.  Dr.  John- 
son is  married  and  has  three  children,  a daughter 
and  the  two  sons  I mentioned  previously.  His  ac- 
tivities have  covered  a wide  scope  of  noteworthy 
endeavors  both  in  medical  and  civic  fields. 


Volume  59,  JUNE,  1963 


637 


He  is  currently  president  of  our  Bexar  County 
Medical  Society,  and  has  just  recently  completed  a 
term  as  Vice  President  of  the  Texas  Academy  of 
General  Practice.  He  is  a past  president  of  the 
International  Medical  Assembly  of  Southwest  Tex- 
as. He  is  a past  president  and  fellow  of  the  Texas 
Industrial  Medical  Association,  and  is  presently 
serving  on  their  Board  of  Directors. 

He  has  also  been  active  in  the  work  of  the  Texas 
Medical  Association.  He  has  been  and  now  is  a 
member  of  the  Council  on  Annual  Session.  He  is 
now  and  has  been  for  several  years  a member  of 
our  House  of  Delegates.  He  helped  organize  TEX- 
PAC  and  has  been  president  since  its  beginning 
nearly  two  years  ago. 

Dr.  Johnson  has  also  been  extremely  active  as  a 
civic  leader  in  San  Antonio.  He  is  a director  of 
the  Chamber  of  Commerce.  He  is  a life  member  and 
a director  of  the  San  Antonio  Livestock  Exposition. 
He  has  been  a member  of  the  City  Council  of  San 
Antonio  for  three  years,  not  being  defeated  in  that 
office,  but  withdrawing  as  a future  candidate  be- 
cause of  the  pressure  of  other  duties.  He  has  for 
years  been  very  active  in  boy  scout  work,  having 
earned  the  silver  beaver  award  and  serving  as  na- 
tional council  member  of  the  Boy  Scouts  of  Amer- 
ica. 

Dr.  Johnson  has  been  very  active  in  the  Laurel 
Heights  Methodist  Church  in  San  Antonio,  serving 
for  many  years  on  the  Board  of  Stewards. 

The  social  organizations  to  which  he  belongs  and 
in  which  he  plays  an  integral  part  and  active  role 
are  many  and  varied,  but  I will  not  take  your  time 
to  enumerate  these.  A great  deal  of  his  time  has 
been  spent  in  other  medical  and  civic  activities  but 
I will  not  take  your  time  to  name  these  simply  be- 
cause I am  trying  to  adhere  to  the  existing  policy 
of  streamlining  all  the  procedures  of  this  House. 

However,  in  order  to  give  you  a more  complete 
picture  of  our  proposed  President-Elect,  I wish  to 
give  you  my  impression  of  some  of  the  personal 
attributes  and  characteristics  that  make  him  such 
an  admirable  leader.  We  are  all  acquainted  with 
the  eloquent  orator  who  never  lacks  for  the  proper 
word  to  paint  a beautiful,  verbal  picture,  but  who 
rai'elv  seems  to  accomplish  the  goals  that  he  sets  for 
himself  or  his  organization.  Well,  Dr.  Johnson  does 
not  fit  into  this  category.  He  is  a forceful  and 
direct  speaker  but  sometimes  he  may  lack  that 
nicety  of  expression  which  is  always  pleasing  to  the 
ear  and  he  may  be  a little  too  forceful  and  direct 
for  some,  but,  I assure  you,  ladies  and  gentlemen, 
that  he  gets  results.  Long  ago,  we  in  Bexar  County 
learned  that  if  there  were  a job,  particularly  a dif- 
ficult one,  to  be  done,  all  we  had  to  do  was  call 
on  Dr.  Johnson.  In  my  opinion,  actions  are  very 
much  more  important  than  words.  Another  thing 
I want  you  to  know  is  that  he  is  an  indefatigable 
worker.  Some  of  you  will  learn  that  it  is  impossible 
for  you  to  keep  up  with  him.  I have  always  been 
amazed  at  the  tremendous  amount  of  work  he  ac- 
complishes. In  other  words,  I am  trying  to  tell  you 
that  if  you  elect  Dr.  Max  E.  Johnson  as  your 
President-Elect,  you  need  have  no  fear  as  to  the 
progress  and  advancement  of  the  Texas  Medical 
Association  under  his  leadership.  Thank  you.  (ap- 
plause) 

[Speaker  Cole  is  now  presiding.] 

[The  nomination  was  seconded  by  Dr.  N.  L. 
Barker  of  Paris  (on  behalf  of  Lamar-Delta  Coun- 


ties Medical  Society)  ; Dr.  Wendell  H.  Hamrick  of 
Houston  (on  behalf  of  Harris  County  Medical  So- 
ciety) ; Dr.  Howard  0.  Smith  of  Mariin  (on  behalf 
of  Falls  County  Medical  Society)  ; Dr.  Frank  Beall 
of  Nacogdoches;  Dr.  Robert  Moreton  of  Fort  Worth 
(on  behalf  of  13th  District  Medical  Society)  ; Dr. 
John  L.  Dean  of  Crockett  (on  behalf  of  Houston 
County  Medical  Society)  ; Dr.  Robert  J.  Wagner  of 
Shiner  (on  behalf  of  Lavaca  County  Medical  Soci- 
ety) ; Dr.  Frederick  C.  Lowry  of  Austin  (on  behalf 
of  Travis  County  Medical  Society  and  the  7th  Dis- 
trict Medical  Society) ; Dr.  U.  Gail  Medford,  Jr., 
of  Lufkin  (on  behalf  of  Angelina  County  Medical 
Society)  ; Dr.  Troy  Shafer  of  Harlingen  (on  be- 
half of  Cameron- Willacy  Counties  Medical  Society)  ; 
Dr.  Robert  H.  Bell  of  Palestine  (on  behalf  of  An- 
derson-Leon  Counties  Medical  Society)  ; Dr.  G.  V. 
Launey  of  Dallas  (on  behalf  of  the  Dallas  County 
Medical  Society  and  personally)  ; and  Dr.  Sam 
Nixon  of  Floresville  (on  behalf  of  Gonzales  Coun- 
ty)-] 

[It  was  moved  that  nominations  cease  and  Dr. 
Johnson  was  elected  by  acclamation.] 

Dr.  Johnson:  Mr.  Speaker,  President  of  TMA, 
Members  of  the  House  of  Delegates.  I thank  you 
for  this  the  greatest  honor  I have  ever  received  and 
probably  shall  ever  receive.  I pledge  that  I will  do 
everything  in  my  power  to  carry  on  the  good  work 
that  has  been  done  by  my  predecessors,  (applause) 

Speaker  Murphy:  Thank  you,  Dr.  Max  Johnson, 
the  new  President-Elect. 

And  now,  I would  like  to  call  for  nominations  for 
the  office  of  Vice  President. 

[Dr.  James  G.  Morris  of  Lubbock  was  recog- 
nized.] 

Dr.  Morris:  I am  honored  to  place  in  nomination 
for  Vice  President  of  the  Texas  Medical  Association 
the  name  of  Dr.  William  H.  Gordon  of  Lubbock.  Dr. 
Gordon  was  born  in  the  state  of  Missouri  some  55 
years  ago.  He  earned  and  received  two  degrees  from 
the  University  of  Missouri  and  then  was  graduated 
from  the  Medical  College  in  Virginia  in  1933.  He 
served  internship  and  residency  in  Baltimore,  was 
a fellow  in  cardiovascular  diseases  at  Harvard  Med- 
ical College.  Dr.  Gordon  is  certified  by  the  Ameri- 
can Board  of  Internal  Medicine,  sub-specialty  board 
in  cardiovascular  diseases.  He  has  served  with  dis- 
tinction as  president  of  his  local  county  medical  so- 
ciety and  as  Councilor  from  the  Third  District.  At 
the  present,  Dr.  Gordon  is  serving  by  appointment 
of  the  Attorney  General  on  the  Advisory  Committee 
for  Heart  Control.  He  is  on  the  national  speakers 
bureau  of  the  AMA.  In  1941  to  1946,  Dr.  Gordon 
served  in  the  Public  Health  Service  and  in  the 
Amphibious  Forces  of  the  Navy  in  the  Pacific 
where  he  was  awarded  the  bronze  star.  He  has  par- 
ticipated throughout  the  United  States  as  a lecturer 
for  the  American  Academy  of  General  Practice.  He 
has  served  with  honor  in  the  past  and  I know  that 
he  would  serve  well  thtTTexas  Medical  Association 
as  its  Vice  President. 

[The  nomination  was  seconded  by  Dr.  James  H. 
Sammons  of  Highlands.] 

[It  was  moved  that  nominations  cease,  and  Dr. 
Gordon  was  elected  by  acclamation.] 

Dr.  Gordon:  Members  of  the  House  of  Delegates. 
This  is  indeed  a great  honor.  It  was  an  unsought 
honor  but  one  which  I will  try  to  carry  out  to  the 
best  of  my  ability  and  to  help  Mayo  in  any  possible 
way,  and  thank  you  very  much,  (applause) 
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[Then  followed  nomination  and  election,  by  ac- 
clamation, of  the  following.] 

Speaker  of  the  House  of  Delegates:  James  D. 
Murphy,  Fort  Worth* 

Vice  Speaker  of  the  House  of  Delegates:  Charles 
Max  Cole,  Dallas* 

Speaker  Murphy:  Next  is  the  nomination  for  one 
trustee.  The  term  of  Dr.  Byron  P.  York  expires.  He 
was  appointed  in  1956  to  complete  Dr.  Denton 
Kerr’s  term  in  1958.  He  was  re-elected  in  1958. 
Nominations  are  now  in  order  for  the  term  of  a 
trustee  to  replace  Dr.  York. 

Dr.  Glen:  Mr.  Speaker,  John  Glen  from  Houston. 
Once  in  a while  the  delegation  from  Harris  County 
Medical  Society  and  this  state  Association  gives  me 
the  privilege  of  doing  something  to  further  the 
interest  of  Texas  Medical  Association.  This  time 
it  gives  me  this,  not  only  this  privilege  again,  but 
also  the  sincere  pleasure  that  I take  in  nominating 
to  succeed  himself  my  friend  of  many  years,  Dr. 
Byron  Parker  York  as  Trustee  of  this  Association. 

[The  nomination  was  seconded  by  Dr.  Courtney 
M.  Townsend  of  Paris  (on  behalf  of  Lamar-Delta 
Counties  Medical  Society)  ; and  Dr.  Max  Johnson 
of  San  Antonio  (on  behalf  of  the  Bexar  County 
Medical  Society).] 

[It  was  moved  that  nominations  cease,  and  Dr. 
York  was  elected  by  acclamation.] 

[Then  followed  nomination  and  election,  by  ac- 
clamation, of  the  following.] 

Councilor,  Second  District:  Dr.  Henrie  Mast  of 
Midland* 

Councilor,  Third  District:  Dr.  Julian  Key  of 
Pampa 

Councilor,  Sixth  District:  Dr.  Harold  E.  Griffin 
of  Corpus  Christi 

Councilor,  Seventh  District:  Dr.  Jay  Johns  of  Tay- 
lor 

Councilor,  Eighth  District:  Dr.  Carlos  E.  Fuste 
of  Alvin* 

Councilor,  Ninth  Dstrict:  Dr.  James  H.  Sammons 
of  Highlands* 

Councilor,  Tenth  District:  Dr.  Charles  W.  Castle 
of  Liberty 

AM  A Delegate:  Dr.  J.  B.  Copeland  of  San  An- 
tonio* 

AM  A Delegate:  Dr.  T.  C.  Terrell  of  Fort  Worth* 

AM  A Delegate:  Dr.  M.  0.  Rouse  of  Dallas* 

AM  A Delegate:  Dr.  J.  C.  Terrell  of  Stephenville* 

AM  A Delegate:  Dr.  Robert  W.  Kimbro  of  Cle- 
burnef 

AM  A Alternate  Delegate:  Dr.  George  Turner  of 
El  Paso* 

AM  A Alternate  Delegate:  Dr.  Denton  Kerr  of 
Houston* 

AM  A Alternate  Delegate:  Dr.  Robert  D.  Moreton 
of  Fort  Worth* 

AM  A Alternate  Delegate:  Dr.  J.  L.  Cochran  of 
San  Antonio* 

AM  A Alternate  Delegate:  Dr.  Jerry  E.  Miller  of 
Dallasf 

[Dr.  Tenery  then  presented  his  nominations  for 
council  members,  and  the  following  were  elected  by 
acclamation.] 


♦Succeeding  himself. 

fin  1962,  Dr.  Kimbro  was  named  Delegate  Designate  to  the 
AMA,  and  since  Texas  became  eligible  this  year  for  an  addi- 
tional delegate,  he  was  named  as  an  official  delegate.  Dr.  Mil- 
ler, previously  the  Alternate  Delegate  Designate,  also  was 
named  as  an  official  alternate  delegate. 


Council  on  Annual  Session 

Dr.  Dennis  M.  Voulgaris  of  Wharton 
Dr.  W.  Tom  Arnold  of  Houston 
Dr.  John  Meadows  of  San  Antonio 
Dr.  Madison  Lee  of  Tyler 
Dr.  John  W.  Chriss  of  Corpus  Christi 
Council  on  Constitution  and  By-Laws 
Dr.  Joe  Donaldson  of  Pampa 
Dr.  David  Wade  of  Austin 
Dr.  M.  D.  Thomas  of  El  Paso 
Council  on  Medical  Education  and  Hospitals 
Dr.  M.  H.  Crabb  of  Fort  Worth 
Dr.  Weldon  G.  Kolb  of  LaMarque 
Council  on  Medical  Jurisprudence 
Dr.  N.  L.  Barker  of  Paris 
Dr.  Robert  L.  Daily  of  Wichita  Falls 
Dr.  Tom  W.  Duke  of  Amarillo 
Council  on  Medical  Service  and  Insurance 
Dr.  C.  F.  Jorns  of  Houston 
Dr.  J.  G.  Rodarte  of  Temple 
Council  on  Public  Relations  and  Public  Service 
Dr.  0.  Edward  Egbert  of  El  Paso 
Dr.  Van  D.  Goodall  of  Clifton 
Dr.  G.  M.  MeCaskey  of  Corpus  Christi 
Council  on  Scientific  Advancement 
Dr.  Robert  Leslie  of  El  Campo 
Dr.  William  J.  McGanity  of  Galveston 


Remarks  of  President-Elect 

Dr.  Tenery:  The  standing  committees  will  be 
published  in  the  Journal.  Due  to  the  large  volume 
of  work,  we  have  not  been  able  to  contact  all  of 
the  men  that  are  to  be  appointed  to  these  various 
positions.  I assure  you  that  this  will  soon  be 
complete  and  will  be  published  in  the  Journal. 

I would  like  to  say  first  that  I thank  you  again 
for  this  great  honor  and  I shall  try  to  serve  to  the 
best  of  my  ability  and  still  continue  to  practice 
medicine  and  keep  a boy  in  college.  The  job  of  being 
President  now  is  a triumphal  one.  We  have  been 
working  together  for  the  past  few  years  with  the 
President  and  Vice  President  and  President-Elect 
sharing  some  of  this  responsibility.  I am  very  for- 
tunate to  have  such  fine  men  as  Vice  President  and 
as  President-Elect.  Dr.  Johnson  and  I — one  thing 
we  would  probably  ask — if  you  do  ask  Dr.  Gordon 
to  make  a speech,  don’t  ask  us  to  say  anything  on 
the  same  program  because  we  don’t  want  to  look 
bad.  (laughter)  Dr.  Gordon,  of  course,  is  one  of 
the,  if  not  the  finest  speaker  in  the  State  of  Texas, 
and  I assure  you  that  if  you  ask  him  to  speak  to 
your  society  there  is  a treat  in  store  for  you. 

Now,  one  other  thing,  I would  like  to  bring  up 
is  the  matter  of  the  Executive  Board.  I am  very 
glad  that  this  year  the  House  of  Delegates  has 
made  it  possible  to  increase  the  quorum  for  the 
Executive  Board  because  some  very  important 
things  happen  there.  The  attendance  requirement 
at  the  Executive  Board  will  mean  that  more  men 
will  be  there  because  decisions  of  the  Executive 
Board  do  stand  until  the  next  meeting  of  the  House 
of  Delegates.  I would  ask  that  when  something  does 
pass  the  Executive  Board  the  members  of  the  As- 
sociation join  with  us  at  least  until  the  next  Annual 
Session  when,  if  the  House  of  Delegates  wishes  to 
change  it,  they  can,  but  join  with  us  in  making  it 
work  because  the  Executive  Board  does  make  an 
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effort.  If  anyone  differs  with  the  opinion  of  the 
Executive  Board,  each  of  these  councils,  I assure 
you,  will  be  very  glad  to  hear  your  side  and  will 
take  it  up.  Please,  let  us  stand  together  in  these 
coming  months  which  could  be  very  critical  months. 

I would  like  at  this  moment  also  to  remind  you 
again  to  please  stop  by  the  exhibits  and  to  thank 
the  exhibitors  for  showing  with  us.  It  is  extremely 
worthwhile  that  we  have  these  exhibits  at  our  An- 
nual Sessions  because  financially  they  help  to  make 
possible  such  a fine  Annual  Session. 

Also,  as  you  know,  I feel  very  strongly  that  we 
must  stand  alongside  our  very  valuable  allies,  the 
pharmaceutical  manufacturers  during  their  battle 
at  the  present  time. 

The  American  Medical  Association  established  a 
Department  of  Medicine  and  Religion  which  I think 
is  something  that  has  long  been  needed.  A pilot 
program  has  been  tried  in  county  medical  societies 
over  the  United  States.  We  are  very  fortunate  that 
one  of  these  pilot  programs  was  tried  in  Texas.  It 
has  been  found  to  be  quite  successful  and  I feel 
that  this  is  a segment  of  medicine  that  we  can  well 
support.  The  pilot  program  is  now  ready  for  im- 
plementation in  the  various  states.  Therefore,  I will 
appoint  a Special  Committee  for  one  year  to  study 
the  implementation  of  the  program  on  Medicine  and 
Religion  and  report  this  to  the  Council  on  Public 
Relations  which  will  then  make  recommendations 
at  the  next  meeting  of  the  House  of  Delegates.  I 
hope  that  this  will  become  a standing  committee  at 
that  time. 

At  the  Memorial  Service  . . . the  thought  came 
to  my  mind  that  some  day  my  name  will  be  on  that 
program.  All  of  you,  some  day  your  name  will  be 
on  that  program,  and  out  of  respect  to  those  who 
have  worked  beside  us,  next  year  I hope  that  every 
member  of  the  House  of  Delegates  will  attend  the 
Memorial  Service.  It’s  a very  fine  service  and  a 
fine  tribute  to  those  physicians  who  have  left  us. 
As  Dr.  Harvill  said  [at  the  Memorial  Service]  in 
the  past  few  years,  medicine  has  changed  from  an 
art  with  a little  science  to  a science  with  a little 
art.  I think  this  Committee  on  Medicine  and  Reli- 
gion can  help  to  fill  that  need  of  little  art.  We  need 
to  consider  the  whole  man  . . . we  know  that  we 
have  our  limitations  and  that  we  can  give  medica- 
tions. We  can  put  bones  together  but  we  cannot 
heal.  God  does  the  healing.  And  this  particular  facet 
of  medical  care,  of  better  understanding  between 
the  ministry  and  the  physicians  is  something  that 
can  accomplish  a great  deal  in  the  years  ahead. 

Now,  concerning  some  of  the  other  programs  for 
the  year,  I would  beg  you  not  to  be  complacent 
about  the  quiet  in  Washington  at  the  present  time. 
As  Dr.  Annis  said  in  his  talk  the  other  day,  he  has 
eight  children,  and  when  the  house  is  quiet,  that’s 
when  he’s  worried.  Well,  it  is  quiet  but  at  any  time 
this  thing  may  break  forth  and  we  have  a tre- 
mendous job  to  do  of  selling  the  public.  And,  our 
first  job  in  selling  the  public  is  to  be  proud  of  the 
fact  that  we  are  members  of  the  Texas  Medical  As- 
sociation and  proud  of  the  fact  that  we  are  mem- 
bers of  the  American  Medical  Association,  (ap- 
plause) Never  apologize  for  being  a member  of 
this  great  organization.  It  is  an  honor  and  a privi- 
lege and  it’s  made  it  possible  that  all  of  us  are  still 
practicing  under  the  free  enterprise  system. 

Now,  part  of  the  program  of  the  American  Medi- 
cal Association  has  been  to  back  the  Kerr-Mills 


program  and  I am  very  proud  of  the  record  that 
we  have  had  here  in  Texas.  I urge  each  of  you  to 
see  to  it  that  it  works  and  that  it  continues  to  work 
in  Texas,  and  if  the  MAA  is  implemented  that  we 
make  that  work.  We  must  work  together  on  this. 
It  might  be  of  interest  to  you  to  know  even  though 
about  39  states,  I believe,  now  have  implemented 
some  part  of  the  Kerr-Mills,  it  has  been  imple- 
mented in  states  where  93  per  cent  of  the  people 
over  65  live  in  spite  of  the  fact  that  the  Department 
of  Health,  Education  and  Welfare  has  made  some 
efforts  to  prevent  the  program  from  working. 

Now,  we  must  remember  this.  It’s  been  said  that 
being  a member  of  a democracy  is  not  a spectator’s 
sport.  Being  a member  of  organized  medicine  is  not 
a spectator’s  sport  and  that  is  our  trouble  today. 
Too  many  doctors  are  still  sitting  back  on  their  dig- 
nity and  letting  some  of  the  others  do  the  work. 
We’ve  all  got  to  participate.  Paying  dues  is  not 
enough.  Every  physician  in  this  state  must  give 
something  of  himself,  and  I am  very  proud  of  the 
Texas  Medical  Association  in  that  we  have  so  many 
very  fine  physicians  working  at  the  level  of  the 
Texas  Medical  Association,  some  of  them  in  minor 
committees  and  [they  are]  very  outstanding  physi- 
cians, and  they  are  all  giving  of  their  time  and 
effort  to  the  success  of  this  organization.  But  down 
on  the  county  society  level,  we  still  have  some  men 
who  are  letting  others  do  the  work.  I urge  each 
of  you  to  go  back  to  your  county  medical  society  and 
enlist  the  aid  of  these  men.  Remember  this — we 
have  essentially  not  a friend  in  the  Executive 
Branch  of  this  government.  We  must  depend  on 
our  Congi’ess  and  our  Senators  if  we  are  to  win 
this  battle.  Some  of  these  men,  their  minds  are 
dead  set  and  cannot  be  changed.  In  Chicago  last 
week  they  told  us  . . . it’s  a waste  of  time  to  try  to 
change  their  minds  because  we  cannot,  but  that  it 
is  our  duty  as  physicians  to  go  out  and  elect  some- 
one who  has  our  philosophy  of  government,  (ap- 
plause) It  was  pointed  out  along  this  line  that  the 
finest  seeds  will  not  grow  in  concrete  and  conse- 
quently we’ve  got  to  have  some  new  soil  in  some 
of  these  places. 

Now,  concerning  the  ideas  on  the  King- Anderson 
bill,  you  might  be  interested  in  just  a few  things 
to  use.  Twice  as  many  women  as  men  are  misin- 
formed on  this  particular  bill,  the  King-Anderson 
bill.  I think  it’s  very  important  that  each  and  every 
doctor  in  the  State  of  Texas  read  this  bill.  Take 
the  time  to  know  what  you’re  talking  about.  Do 
not  get  into  an  argument  and  be  caught  short  be- 
cause you  do  not  know  what  you’re  dealing  with. 
You  will  remember  that  you  have  been  told  that  the 
tide  at  the  polls  has  changed  from  about  64  per 
cent  for  King-Anderson  to  about  46  per  cent  for 
King-Anderson.  We  must  take  that  down  further. 
The  important  thing  is  why  did  that  group  of 
people  change.  In  questioning  some  of  those  people 
who  changed  from  their  position  of  being  for  the 
bill  to  against  it,  the  most  outstanding  reason  that 
they  gave  was  they  learned  that  it  was  not  insur- 
ance, that  it  was  a payroll  tax  on  the  working  man 
that  would  take  care  of  the  rich  and  the  poor  alike 
once  they  passed  65.  Another  group  did  change  their 
minds  because  they  did  find  that  it  was  a step  to- 
wards socialized  medicine.  But,  remember,  most  of 
the  people,  the  voters,  that  we  must  change  their 
minds.  We  must  point  out  to  them  what  it  will 
do  to  their  own  pocketbook.  Some  of  them  came 
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to  the  conclusion  that  they  should  take  care  of 
their  own  families  and  not  depend  on  the  govern- 
ment. Four  per  cent  didn’t  know  what.  Now,  for 
those  that  are  for  it,  it’s  all  emotional.  Some  of 
them  said,  “Old  people  need  help.  They  just  don’t 
have  enough  money.”  Statistically,  if  you  will  go 
over  it  (and  these  statistics  will  be  available  in 
some  of  the  talks  we  give  this  year)  we  find  that 
people  over  65  are  just  about  in  as  good  shape  fi- 
nancially, if  not  better  than  many  of  our  young 
couples  in  their  20’s.  Some  people  said  they  were 
for  it  because  they  just  wanted  to  help  old  people, 
and  some  of  them  said,  “Well,  it’ll  help  my  parents 
now  and  it’ll  help  me  later.”  Now,  we  mustn’t,  as 
the  sticker  in  New  Mexico  says,  we  mustn’t  let  that 
idea  go  a-walking.  The  sticker  says,  “Help  Doctors 
Stamp  Out  Old  Folks”.  We  can’t.  We  mustn’t  let 
anyone  get  that  idea.  To  be  against  old  people  is 
about  the  same  as  being  against  motherhood.  So, 
we’ve  got  to  put  over  the  facts.  We  must  not  let 
this  get  emotional.  We’ve  got  to  tell  our  story  to 
the  people. 

Now,  the  AMA  has  taken  a great  deal  of  time  and 
effort  on  the  part  of  many,  many  physicians  and 
a great  deal  of  expense  to  develop  a program  called 
“Operation  Hometown”.  Every  county  medical  so- 
ciety in  this  state  has  received  a kit  from  the  Texas 
Medical  Association  that  was  made  by  the  AMA 
telling  you  how  to  implement  “Operation  Home- 
town”. In  many  county  medical  societies,  I am  sure 
that  this  is  sitting  on  the  shelf  in  either  the  legisla- 
tive chairman’s  office  or  in  the  secretary’s  office 
gathering  dust.  Let’s  go  back  immediately  and  take 
that  kit  off  the  shelf  and  put  it  to  work.  It  is  not 
too  early  to  put  it  to  work.  Our  job  now  is  to  in- 
form the  people  what  this  thing  is  and  what’s  going 
to  happen  and  we  mustn’t  wait  until  the  house  is 
on  fire  to  do  it.  And,  this  program  tells  each  coun- 
ty society  how  to  do  it.  We  mustn’t  just  depend  on 
the  Woman’s  Auxiliary  to  do  this  work  for  us. 
We’ve  got  to  do  the  work.  We’ve  got  to  enter  into 
our  communities.  We’ve  got  to  become  citizens  of 
our  communities.  Politically,  we’ve  got  to  serve  on 
every  chance  committee  and  council  in  our  com- 
munities to  become  citizens  and  make  our  wishes 
and  our  desires  and  our  philosophy  of  government 
known.  But  only  by  working  on  all  these  various 
lay  committees  and  giving  them  our  philosophy  can 
we  change  the  people’s  minds.  I am  going  to  ask 
the  Executive  Board  of  the  Woman’s  Auxiliary  to- 
day to  help  us  in  putting  “Operation  Hometown” 
into  effect.  I am  going  to  ask  the  wives  to  ask 
their  husbands  if  they  are  writing  their  letters 
themselves  to  our  representatives  in  Congress.  I 
am  going  to  ask  our  wives  to  check  to  see  if  their 
husband  is  the  one  who  has  that  kit  on  the  shelf. 
Let’s  put  it  into  effect. 

Now,  how  to  put  it  into  effect?  A very  fine  film 
has  been  produced  by  the  AMA  . . . This  short 
15-minute  film  tells  you  how  to  do  it.  It  will  be 
shown  in  the  Fiesta  Room  right  around  the  corner. 
This  film  will  also  be  available  to  be  shown  in  each 
county  medical  society  and  each  county  medical 
society  officer  should  see  it. 

This  coming  year,  then,  let  us  not  be  complacent. 
Let’s  join  together.  Let’s  see  about  those  men  in  our 
communities  who  are  giving  our  profession  a bad 
image.  Let’s  take  the  means  provided  in  our  Con- 
stitution and  By-Laws  for  discipline  of  our  un- 
ethical members  at  the  county  society  level — not 


in  the  newspapers — and  not  by  public  talk.  Let’s 
take  care  of  our  own.  Let’s  get  these  very,  very 
few  men.  Fortunately,  we  have  a minority  in  medi- 
cine who  are  doing  the  unethical  things  and  giving 
us  a bad  image.  One  bad  apple  can  spoil  the  whole 
basket.  But,  it’s  up  to  each  individual  county  medi- 
cal society  to  find  that  man  and  to  help  that  man 
become  a useful  member  of  organized  medicine.  And 
let  us  each  look  at  ourselves  and  judge  ourselves  as 
to  our  own  dedication  to  the  work  of  organized 
medicine.  Thank  you.  (standing  applause) 


Sunday,  April  28,  1963 
MEMORIAL  SERVICE 

[A  Memorial  Service  for  deceased  members  of  the 
Texas  Medical  Association  and  the  Woman’s  Aux- 
iliary was  held  Sunday,  April  28,  1963,  in  Maude 
Sallee  Embree  Hall,  First  Baptist  Church,  Dallas. 
Presiding  were  Dr.  T.  Haynes  Harvill  of  Dallas, 
Chairman,  and  Mrs.  Max  R.  Woodward  of  Sherman, 
Co-Chairman. 

[The  invocation  was  by  Thomas  A.  Fry,  Jr.,  D.D., 
pastor  of  the  First  Presbyterian  Church  of  Dallas. 
Dr.  Harvill  delivered  the  memorial  address  for  de- 
ceased physicians,  and  Mrs.  John  H.  Wootters  of 
Crockett  gave  the  memorial  address  for  deceased 
Auxiliary  members.  Kenneth  Pepper,  Th.D.,  chap- 
lain supervisor  at  Parkland  Memorial  Hospital,  gave 
the  benediction.  The  organist  was  Mrs.  Bailey  For- 
ester and  special  music  was  by  Mrs.  Martha  Bran- 
ham, both  of  Dallas.] 

Deceased  Members  of  the 

Texas  Medical  Association,  1962-1963 

Allen,  Leonardo,  Houston 
Anderson,  Walter  W.,  Kountze 
Atkinson,  Charles  N.,  Clarksville 
Barnett,  John  B.,  Marlin 
Baur,  Paul  Schuh,  Hempstead 
Beach,  William  W.,  El  Paso 
Bradford,  Andrew  L.,  Fort  Worth 
Bradford,  Harry  M.,  Dallas 
Brownlee,  Charles  H.,  Austin 
Bullard,  Chester  C.,  Brownwood 
Butte,  Felix  L.,  Dallas 
Crawford,  James  L.,  Laredo 
Crosthwait,  William  L.,  Waco 
Curtis,  Raleigh  R.,  Austin 
Day,  George  P.,  Houston 
DeWitt,  Joseph  L.,  Elsa 
Ehlers,  H.  J.,  Houston 
Estep,  M.  A.,  Lufkin 
Fitzpatrick,  W.  W.,  Paris 
Floyd,  Osborne  E.,  Houston 
Foster,  John  H.,  Houston 
Frizzell,  Thomas  Paul,  Knox  City 
Frueholz,  Fred,  New  Braunfels 
Funderburk,  William  0.,  Elkhart 
Garcia,  Albert  G.,  Austin 
Gemoets,  Albert  A.,  El  Paso 
Gilbert,  Taylor  C.,  Dallas 
Goetz,  Joseph  T.,  Seguin 
Goodpasture,  John  E.,  San  Antonio 
Graber,  W.  J.,  Beaumont 
Gray,  Clarence  E.,  Ennis 
Hackfield,  Alfred  J.,  Industry 
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Hackney,  U.  P.,  Dallas 
Hall,  Henry  S.,  Nederland 
Hames,  Frederick  W.,  Atlanta,  Ga. 
Hansen,  Arild  E.,  Berkeley,  Calif. 

Hargis,  William  Huard,  San  Antonio 

Harrington,  S.  F.,  Dallas 

Harris,  Orion  W.,  Nashville,  Tenn. 

Hasskarl,  Robert  A.,  Brenham 

Hastings,  Miles  E.,  Waxahachie 

Hawkins,  Eugene  W.,  Portsmouth,  Va. 

Herbert,  Joseph  William,  Temple 

Howard,  George  W.,  Dallas 

Howell,  McKinley,  Plainview 

Hudson,  F.  E.,  Stamford 

Humphries,  John  T.,  Taylor 

Jackson,  Curtis  M.,  Rockwall 

Lasater,  Waldo  B.,  Mineral  Wells 

Latham,  John  E.,  Jr.,  Whitney 

Leggett,  Walter,  Cleveland 

Levy,  Moise  D.,  Houston 

Lyle,  Charles  F.,  San  Benito 

McDaniel,  Robert  R.,  Quanah 

McGee,  Borden  M.,  College  Station 

Mclntire,  Floyd  T.,  San  Angelo 

McKinsey,  S.  Joe,  McAllen 

Miller,  Arthur  L.,  Houston 

Mitchell,  John  H.,  Tyler 

Newburn,  Columbus  L.,  Jacksonville 

Newman,  Henry  W.,  Dallas 

Nibling,  George  W.,  San  Angelo 

Norton,  Joseph  G.,  Houston 

Oliver,  David  R.,  San  Antonio 

Oliver,  William  D.,  Galena  Park 

Oxford,  Jerry  W.,  San  Antonio 

Parnell,  Luther  D.,  Wichita  Falls 

Passmore,  Ben  Hill,  San  Antonio 

Perry,  James  S.,  Waco 

Pierson,  Rogers,  Beaumont 

Powell,  James  N.,  Dallas 

Powers,  Rufus  L.,  San  Angelo 

Randolph,  V.  P.,  Schertz 

Reed,  George  Alexander,  Pharr 

Reeves,  H.  V.,  El  Campo 

Rice,  George  W.,  San  Antonio 

Roan,  Leo  N.,  Fort  Worth 

Rogers,  Riveire  L.  Cromwell,  Stephenville 

Rountree,  John  B.,  Jr.,  Lubbock 

Scheib,  Charles  W.,  San  Marcos 

Schwarz,  Edwin  G.,  Fort  Worth 

Selby,  Claude  A.,  Sinton 

Simons,  Bryan  E.,  Bay  City 

Siptak,  John  E.,  Caldwell 

Spencer,  Walter  C.  E.,  Dallas 

Steinbach,  Herbert,  Brenham 

Stromberg,  Eric  W.,  Georgetown 

Strother,  Coble  D.,  Sherman 

Sullivan,  Herbert  H.,  Waco 

Thomason,  Thomas  H.,  Fort  Worth 

Thomasson,  A.  R.,  Dallas 

Thornton,  Elbert  H.  E.,  Odessa 

Tomkies,  .James  S.,  Riverside,  Calif. 

Walker,  Webb,  Fort  Worth 

Watkins,  John  C.,  Harlingen 

Wells,  James  T.,  Dallas 

Wheat,  E.  B.,  Commerce 

White,  J.  Milton,  Sr.,  Port  Arthur 

Wilks,  William  Nathan,  Terrell 

Willerson,  J.  E.,  San  Antonio 

Williams,  Frank  E.,  Tyler 


Zarsky,  Emil,  Refugio 

Zellmer,  Robert  William,  San  Antonio 


Monday  and  Tuesday,  April  29  and  30,  1963 
GENERAL  MEETINGS 


[During  the  two  general  meetings  of  the  Texas 
Medical  Association,  seven  guest  speakers  gave  sci- 
entific presentations.  Dr.  George  W.  Waldron  of 
Houston,  President,  presided  over  the  April  29  meet- 
ing, which  was  in  the  Crystal  Ballroom  of  the  Baker 
Hotel.  Guest  speakers  and  their  topics  were:  Dr.  J. 
Leonard  Goldner,  Durham,  N.  C.,  “The  Musculoskel- 
etal Aspects  of  Emotional  Conditions”;  Dr.  William 
K.  Jordan,  Little  Rock,  “The  Evaluation  of  Minimal 
Brain  Damage”;  and  Dr.  Meyer  A.  Perlstein,  Chi- 
cago, whose  “Clinical  Approach  to  Cerebral  Palsy” 
was  presented  via  Eidophor,  closed -circuit  large 
screen  color  television. 

[Presiding  at  the  April  30  meeting  in  the  Regency 
Room  of  the  Adolphus  Hotel  was  Dr.  Joe  R.  Donald- 
son, Pampa,  Vice  President.  Guest  speakers  and 
their  topics  were:  Dr.  Frank  Princi,  Cincinnati,  “Air 
Pollution — Facts  and  Fables”;  Dr.  Harvey  Blank, 
Miami,  “Treatment  of  Superficial  Fungus  Infec- 
tions”; Dr.  Wendell  G.  Scott,  St.  Louis,  “Radiologi- 
cal Detection  of  Small  Cancers  and  Polyps  of  the 
Colon”;  and  Dr.  J.  V.  D.  Hough,  Oklahoma  City, 
“Ears  That  Now  Hear”.] 


Monday,  April  29,  1963 
GENERAL  MEETING  LUNCHEON 

[“Living  in  a Glass  House”  was  the  topic  of  Mr. 
Eugene  N.  Beesley,  Indianapolis,  president  of  the 
Eli  Lilly  Company  and  guest  speaker  at  the  general 
meeting  luncheon  of  the  Texas  Medical  Association 
held  April  29  in  the  Terrace  Room  of  the  Baker 
Hotel.  Dr.  Joe  R.  Donaldson,  Pampa,  Vice  Presi- 
dent, presided;  the  invocation  was  by  Dr.  Guy  T. 
Denton,  Jr.,  Dallas. 

[Recognition  was  given  the  members  of  the  Past 
Presidents  Association  and  the  registrants  for  the 
Orientation  Program,  and  winners  of  the  Anson 
Jones  Awards  were  announced.] 


Tuesday,  April  30,  1963 
ANNUAL  LUNCHEON  AND 
INSTALLATION  OF  OFFICERS 

[Dr.  George  W.  Waldron,  President,  presided  over 
the  annual  luncheon  and  installation  of  officers  held 
April  30  in  the  Terrace  Room  of  the  Baker  Hotel; 
the  invocation  was  by  Dr.  Howard  0.  Smith,  Marlin. 

[Recognition  was  given  the  members  of  the  Fifty 
Year  Club  and  civic  guests,  and  winners  of  scientific 
exhibits  awards  were  announced. 

[Officers  for  1963-1964  were  installed;  Dr.  Wal- 
dron transferred  the  gavel  of  office  to  Dr.  Robert 
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Mayo  Tenery  of  Waxahachie,  and  Dr.  Tenery  then 
presented  Dr.  Waldron  with  a Past  President’s  pin. 

[The  President  of  the  American  Medical  Associa- 
tion, Dr.  George  M.  Fister  of  Ogden,  Utah,  spoke 
on  “Freedom  or  Fedicare  to  the  Fore”.] 


Tuesday,  April  30,  1963 
ANNUAL  DINNER-DANCE 

[A  dinner  and  dance  sponsored  by  the  Texas 
Medical  Association  for  its  members,  their  wives, 
and  guests  was  held  April  30  in  the  Grand  Ballroom 
of  the  Statler-Hilton  Hotel.  The  evening  was  de- 
voted to  entertainment  and  dancing,  with  music  by 
A.  Nilsen  and  His  Orchestra.] 


Invitation  for  1966  Annual  Session 

Speaker  Murphy:  Is  there  an  invitation  for  the 
1966  Annual  Session  to  be  rendered  at  this  time? 
Theoretically,  it  ought  to  come  from  Fort  Worth, 
(laughter) 

Dr.  Mai  Rumph:  Mr.  Speaker.  Fort  Worth  is  glad 
to  extend  the  invitation.  I just  wasn’t  sure  on  the 
calendar  side  of  it.  On  behalf  of  the  Tai-rant  Coun- 
ty delegation,  we  invite  the  Texas  Medical  Associa- 
tion to  meet  in  our  community  in  1966. 

Speaker  Murphy:  Thank  you,  Dr.  Rumph.  This 
will  be  referred  to  the  Council  on  Annual  Session. 

[The  Ninety-Sixth  Meeting  of  the  House  of  Dele- 
gates of  the  Texas  Medical  Association  was  ad- 
journed at  11:30  a.m.  on  April  30,  1962.] 
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CONTRIBUTIONS  TO  THE  TEXAS  STATE  JOURNAL  OF  MEDICINE 


Material  for  the  scientific  and  editorial  sections  of  the 
Texas  State  Journal  of  Medicine  may  be  submitted  directly 
to  the  Editor,  1801  North  Lamar  Boulevard,  Austin.  Papers 
presented  at  the  annual  session  of  the  Texas  Medical  Asso- 
ciation become  the  property  of  the  Association  and  may  be 
published  in  the  Journal.  An  author  who  wishes  to  offer 
his  paper  to  another  periodical  may  apply  to  the  Editor  for 
permission  to  do  so.  Whether  or  not  a paper  has  been  pre- 
sented at  an  annual  session  or  before  any  organization  does 
not  affect  its  acceptance  for  publication  in  the  Journal.  Every 
paper  is  reviewed  by  an  editorial  consultant,  considered  by 
an  advisory  board,  and  accepted  or  rejected  on  the  basis  of 
its  merit  and  the  availability  of  other  material. 

Suggestions  for  handling  manuscripts  are  outlined  below. 

1.  Each  contribution  should  be  typed  on  one  side  of  the 
paper,  double  spaced,  and  with  ample  margins. 

2.  Except  in  unusual  instances  the  length  of  original  arti- 
cles, case  reports,  and  clinico-pathologic  conferences  should 
not  exceed  2,500  words.  Guest  editorials  or  current  editorial 
comments  should  contain  from  500  to  750  words. 

3.  The  tide  of  the  paper  and  the  names,  degrees,  and 
home  town  of  the  authors  should  head  the  manuscript.  Each 
author’s  mailing  address  should  be  at  the  end  of  his  manu- 
script. 

4.  A recent  head  and  shoulders  glossy  photograph  of  the 
senior  author  of  each  scientific  paper  should  be  available  for 
publication  with  the  paper. 

5.  The  text  of  the  paper,  including  case  reports,  should  be 
in  narrative  style  with  complete  sentences  and  few  abbrevia- 
tions, appropriately  paragraphed,  and  with  subheadings  in- 
serted at  logical  points. 

6.  Previously  published  material  should  be  indicated.  Short 
verbatim  quotations  in  the  text  usually  are  used  without  per- 
mission, but  such  material  should  be  quoted  exactly,  enclosed 
in  quotation  marks,  and  credited  by  a reference  number  to 
the  proper  bibliographic  entry.  Extensive  textual  matter, 
tables,  drawings,  charts,  or  photographs  are  reproduced  only 
with  the  permission  of  the  author  and  original  publisher. 
Written  permission  from  these  two  sources  should  be  ob- 
tained by  the  essayist  and  attached  to  the  manuscript. 

7.  An  original  article  or  case  report  should  include  a brief 
and  concise  summary  or  conclusion. 

8.  The  reference  list  for  original  articles  and  case  reports 
should  contain  no  more  than  20  items  and  for  current  edi- 
torial comments  no  more  than  six.  The  list  should  be  ar- 
ranged alphabetically  with  complete  bibliographic  informa- 
tion including  surnames  and  initials  of  all  authors;  title  of 
article;  name  of  journal  or  book;  volume;  inclusive  pagina- 
tion; month,  day,  and  year  of  publication;  and  publisher, 
place  of  publication,  and  edition,  if  the  work  is  a book.  The 
reference  list  should  be  numbered  consecutively  and  cor- 
responding numbers  inserted  in  the  text  where  desired. 

9.  A reasonable  number  of  black  and  white  illustrations 
may  be  published  with  scientific  articles  at  the  expense  of 
the  Journal.  Illustrations  submitted  by  the  author  should  be 
in  form  for  reproduction  without  expense  other  than  the  cost 
of  engravings.  If  new  engravings  must  be  prepared  because 
of  error  on  the  part  of  the  author,  he  may  be  asked  to  bear 
the  expense  of  duplication.  If  the  author  wishes  the  illustra- 
tions returned  after  engravings  have  been  prepared,  he  should 
make  this  request  when  the  paper  is  submitted. 

10.  Illustrations  should  be  original  drawings  in  black  on 
white  paper  or  positive  black  and  white  photographic  prints. 


They  should  be  kept  flat  and  protected  by  cardboard  and 
should  not  be  clipped  or  pinned.  The  name  of  the  author 
should  be  written  lightly  in  soft  pencil  on  the  back  of  each 
illustration.  The  top  of  the  illustrations  should  be  marked 
lightly  on  the  back,  and  marks  in  the  margins  should  show 
where  they  could  be  trimmed  without  loss. 

11.  Descriptive  legends  should  be  typed  on  a separate 
sheet  and  numbered  consecutively.  The  appropriate  number 
should  be  marked  lightly  in  soft  pencil  on  the  back  of  each 
illustration  and  inserted  at  the  proper  places  in  the  text. 

12.  Occasionally  colored  illustrations  will  be  authorized  if 
they  are  considered  of  special  value  to  an  article  and  if  the 
author  arranges  to  pay  all  expenses  including  photographs 
or  drawings,  engravings,  printing,  and  production. 

13.  Tables  should  be  as  concise  as  possible  and  should  be 
submitted  on  separate  sheets  of  paper.  Complete  headings 
should  be  used  so  that  tables  are  intelligible  alone  without 
reference  to  the  text.  Column  headings  in  the  tables  should 
show  the  points  of  similarity,  side  headings  the  points  of 
difference.  It  is  desirable  to  prepare  tables  in  such  size  that 
when  they  are  reproduced,  all  parts  can  be  read  horizontally. 

14.  Proof  of  each  scientific  article  or  current  editorial 
comment  is  sent  to  the  author  to  check  before  the  material 
is  published.  Errors  in  fact  and  typographical  errors  should 
be  corrected,  but  revision  of  wording  or  arrangement  should 
be  kept  to  a minimum  because  of  the  cost  of  resetting  type. 
Proof  should  be  read  and  returned  promptly  to  the  Journal 
to  avoid  delay  in  publication.  Proof  or  an  edited  typescript 
of  each  guest  editorial  is  submitted  to  the  author. 

15.  Reprints  of  articles  may  be  obtained  at  cost  provided 
the  author  orders  them  promptly  after  publication  of  the 
paper.  Order  blanks  are  mailed  to  authors  upon  publication 
of  their  articles. 

16.  Engravings  of  illustrations  used  with  a paper  are  avail- 
able to  the  author  without  cost  except  for  shipping  charges, 
provided  he  requests  them  promptly  after  publication  of  the 
paper.  Order  blanks  for  the  engravings  are  mailed  with  re- 
print order  blanks. 

17.  Discussions  presented  orally  at  meetings  and  submitted 
for  publication  with  the  paper  should  be  typewritten,  brief, 
and  plainly  marked  with  the  name  of  the  essayist  and  title  of 
the  paper  discussed  and  the  name  and  address  of  the  discusser. 
Illustrations  and  case  reports  cannot  be  published  as  a part  of 
discussions  and  bibliographic  references  must  be  kept  to  a 
minimum.  Necessary  references  should  be  handled  as  foot- 
notes and  should  contain  complete  bibliographic  information. 

Contributions  of  newsworthy  items  of  all  sorts  are  solicited. 
They  should  be  reported  promptly  and  should  include  such  ac- 
tivities as  scientific  and  business  meetings  of  medical  groups, 
special  projects  of  medical  groups,  election  of  officers,  ap- 
pointment of  committees,  births,  deaths,  marriages,  and  civic 
or  professional  honors.  Who,  what,  when,  where,  why,  and 
how  should  be  answered.  Correctly  spelled  names  with  ini- 
tials, official  titles,  home  towns,  and  date  of  the  month  instead 
of  day  of  the  week  are  important.  The  name  and  address  of 
the  person  sending  information  should  be  noted. 

Deaths  of  all  physicians,  whether  members  of  the  Associa- 
tion or  not,  should  be  reported  at  once,  along  with  the  name 
and  address  of  someone  in  the  immediate  family.  County 
society  secretaries  will  be  asked  to  supply  biographical  in- 
formation if  obituaries  are  to  be  published.  Photographs 
sent  in  connection  with  obituaries  should  be  original,  recent, 
and  preferably  black  and  white. 
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VA  Hospital 
Construction 

It  was  a surprise  to  a number  of  people,  includ- 
ing members  of  the  Veterans’  Affairs  Committee  of 
the  U.S.  House  of  Representatives,  when  early  in 
1963  an  announcement  came  from  the  office  of  the 
President  of  the  United  States  that  a new  veterans 
hospital  would  be  built  in  San  Antonio. 

Under  the  Reorganization  Act  of  1946,  the  House 
Veterans’  Affairs  Committee  is  charged  with  the 
responsibility  for  “legislative  oversight’’  regarding 
the  activities  of  the  Veterans’  Administration.  This 
has  brought  about  a close  liaison  between  the  com- 
mittee and  the  Veterans’  Administration,  even  to  the 
point  of  mutually  working  out  a long-range  program 
for  veterans’  hospital  remodeling,  refurbishing,  and 
construction.  An  existing  Presidential  order  limits 
the  Veterans’  Administration  hospital  system  to 
125,000  beds  which,  as  long  as  it  stands,  will  mean 
that  constructing  new  beds  will  force  the  closing  of 
some  which  are  now  being  operated. 

The  response  to  the  President’s  announcement 
regarding  the  new  VA  hospital  to  be  constructed  in 
Bexar  County  was  explosive.  Rep.  Henry  B.  Gon- 
zales from  San  Antonio  and  the  20th  Congressional 
District,  expressed  hearty  approval  of  the  plan,  but 
many  other  Texas  Congressmen,  including  John 
Young  from  Corpus  Christi  who  represents  the  14th 
District  and  Joe  M.  Kilgore  from  the  Rio  Grande 
Valley  and  the  15th  District,  felt  that  the  announce- 
ment constituted  a political  snub  if  not  an  outright 
reprisal.  The  Veterans’  Affairs  Committee  of  the 
House,  through  its  chairman,  Olin  Teague  from 
Texas’  Sixth  District,  not  only  expressed  general 
disapproval  but  took  two  positive  actions.  First,  in 
February  Mr.  Teague  issued  a press  release  brand- 
ing the  action  as  purely  political.  Second,  he  intro- 
duced and  later  the  committee  reported  unanimously 
in  favor  of  H.R.  4347,  a bill  which  would  require 
approval  of  the  House  Veterans’  Affairs  Committee 
before  funds  could  be  appropriated  for  construction 
of  new  veterans’  hospitals. 
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The  Committee  on  Military  and  Veterans 
Affairs,  the  Council  on  Medical  Jurispru- 
dence, and  the  House  of  Delegates  of  the 
Texas  Medical  Association,  in  that  order, 
voted  to  approve  and  support  H.R.  4347.  The 
Texas  delegates  brought  a resolution  to  the 
American  Medical  Association  at  its  June 
meeting  in  Atlantic  City,  N.J.,  approving 
H.R.  4347  and  urging  its  support  by  the 
AMA.  The  reference  committee  and  the 
House  of  Delegates  cast  their  approval,  and 
the  AMA  is  now  on  record  as  approving  this 
bill.  On  June  19,  H.R.  4347  was  passed  by 
the  House  on  a voice  vote.  The  bill  now  goes 
to  the  Senate. 

In  addition  to  the  apparent  political  ma- 
neuvering, there  is  in  this  bill  before  Con- 
gress an  important  constitutional  question. 
Constitutionally,  domestic  policy  has  been 
set  by  Congress.  In  many  instances  the  Con- 
gress has  transferred  its  prerogatives  to  the 
Executive  Branch,  and  this  matter  of  new 
VA  hospital  construction  would  appear  to  be 
one  of  those  instances.  However,  this  is  a mat- 
ter which  rightfully  belongs  to  the  Congress. 
H.R.  4347  would  return  at  least  some  of  the 
normal,  appropriate,  and  constitutional  Con- 
gressional prerogatives  to  the  Congress 
where  they  belong.  Naturally,  this  will  not 
solve  all  of  the  problems,  correct  unsatisfac- 
tory trends,  or  remove  all  of  the  abuses  in- 
herent in  the  Veterans’  Administration  hos- 
pital system.  It  will  provide  a means  where- 
by the  citizens  can  be  heard  through  their 
elected  representatives  on  important  matters 
of  public  policy. 

— Milton  V.  Davis,  M.D.,  Dallas, 
Chairman,  Committee  on  Military 
and  Veterans  Affairs. 

Complexity,  Expense 
Confront  Educators 

The  Committee  on  Liaison  with  Medical 
Schools  has  visited  the  three  medical  schools 
in  Texas  and  has  reviewed  the  programs  of 
the  University  of  Texas  Postgraduate  School 
of  Medicine,  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  and  the  newly  organized 
medical  school  in  San  Antonio.  The  visits 
have  given  the  committee  members  an  in- 
formed perspective  on  medical  education  in 
Texas.  We  should  like  to  summarize  some  of 
our  impressions. 

The  operation  of  a modern  medical  school 
is  extremely  complex.  Its  complexity  derives 


from  the  many  functions  it  must  serve  both 
at  the  basic  science  and  clinical  levels. 

Basic  science  departments  must  teach  sci- 
entific principles  in  fields  that  are  expanding 
at  a tremendously  rapid  rate.  To  be  sure  that 
faculty  members  keep  abreast  of  new  knowl- 
edge, each  department  must  develop  active 
research  programs.  Graduate  students,  who 
play  an  important  role  in  teaching  medical 
students,  require  a vital  research  environ- 
ment. The  funding  of  research  programs, 
provision  of  laboratory  and  animal  facilities, 
and  constant  adaptation  of  educational  pro- 
grams to  the  advancement  of  knowledge 
make  the  administration  of  these  depart- 
ments no  easy  task. 

In  the  clinical  areas,  the  requirements  for 
well-organized  and  well-supervised  clerkship 
programs  demand  the  availability  of  bal- 
anced services  in  the  teaching  hospitals.  The 
clerkship  is  intimately  bound  up  with  the  in- 
ternship and  residency  programs,  each  of 
which  are  far  more  formally  organized  than 
was  the  case  even  15  years  ago.  An  appren- 
ticeship type  of  training  no  longer  suffices, 
nor  is  it  possible  for  voluntary  faculty  mem- 
bers to  administer  a complex  program  of 
clinical  education.  These  departments  require 
a nucleus  of  full-time  staff  members  who,  in 
turn,  require  research  facilities. 

Inevitably  the  provision  of  laboratories, 
clinical  facilities,  and  full-time  faculty  has 
proved  to  be  an  expensive  operation  as  well 
as  a complex  one.  It  is  remarkable  to  dis- 
cover that  even  undergraduate  education  at 
the  college  level,  as  it  becomes  heavily  influ- 
enced by  scientific  development,  has  become 
almost  as  costly  as  the  education  of  medical 
students.  Indeed,  undergraduate  tuition  in  a 
number  of  leading  private  schools  is  now  at 
the  same  level  as  the  medical  school  tuition 
in  these  same  schools. 

Cost  for  research  is  borne  largely  by 
granting  agencies,  although  there  are  inevi- 
table costs  that  cannot  be  thus  financed. 
Funds  for  the  support  of  teaching  lag  far 
behind,  and  funds  for  the  care  of  patients 
often  are  charged  to  medical  education  as 
the  only  source  available.  Funds  for  post- 
graduate education  are  seriously  deficient. 

These  facts  permit  only  one  conclusion : 
medical  education  at  the  level  we  know  today 
is  an  expensive  undertaking  made  possible 
only  by  multiple  sources  of  financing. 

One  hears  the  complaint  that  medical  edu- 
cation is  too  complicated,  that  it  takes  too 
long,  that  it  is  too  expensive,  voiced  in  a 
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manner  that  makes  the  complainer’s  solution 
obvious — “Let’s  get  back  to  the  old  days 
when  we  could  do  things  simply,  when  the 
patient  was  the  important  element  in  educa- 
tion, and  when  the  skilled  clinician  was  the 
best  teacher.”  The  crucial  issue,  of  course, 
is  whether  physicians  trained  in  “the  old 
way”  would  be  able  to  meet  the  challenges 
and  patient  needs  of  today. 

Advances  in  medicine  have  made  the  pres- 
ent day  physician  far  more  effective  than  he 
has  ever  been  before.  Were  he  to  lose  his 
ability  to  adapt  rapidly  to  changes  in  medi- 
cal knowledge,  he  also  would  lose  the  ability 
to  bring  his  patients  the  best  of  medical  care. 

Medical  research,  medical  education,  and 
medical  care  are  bound  together  inextricably. 
We  who  devote  ourselves  to  the  various 
phases  of  medicine  are  equally  bound  togeth- 
er and  dependent  upon  each  other.  We  need 
to  know  more  about  the  problems  of  one 
another. 

It  is  the  function  of  the  Committee  on  Li- 
aison with  Medical  Schools  to  study  these 
matters  carefully.  Our  work  has  just  started. 
Over  the  years  we  shall  have  an  increasing 
responsibility  for  improving  communication 
between  the  physicians  in  practice  and  those 
who  teach  and  do  research  in  our  medical 
schools. 

— Members  of  Committee  on 
Liaison  with  Medical  Schools. 

Seat  Belts 
F or  Children 

Seat  belts  are  even  more  important  for 
children  than  they  are  for  adults.  Small  chil- 
dren have  neither  foresight  nor  strength 
enough  to  brace  themselves  during  a car’s  de- 
celeration. Therefore,  they  easily  are  thrown 
around  and  can  come  to  harm  even  in  non- 
accident situations.  In  collisions  they  are  in 
as  much  danger  as  adults. 

Seat  belts  for  children  present  a particular 
problem  for  several  reasons.  In  the  first 
place,  children  will  accept  seat  belts  less 
readily  than  adults  because  they  don’t  like 
to  sit  still.  They  like  to  stand,  to  look  out, 
and  to  jump  around.  In  the  second  place, 
many  of  the  available  seat  belts  are  in  effect 
only  a restraining  strap  going  around  the 
abdomen  like  a belt  at  about  the  level  of  the 
navel.  Such  seat  belts  may  restrain  children 
to  some  extent  in  nonaccident  situations,  but 
in  collisions  they  may  do  more  harm  than 
good  because  they  will  result  in  sudden  force- 


ful displacement  and  compression  of  abdom- 
inal organs.  Therefore  special  construction 
principles  apply  to  seat  belts  for  children. 

The  Society  of  Automotive  Engineers 
says:  (Seat  belts  for  children)  “.  . . shall 
apply  a restraining  force  to  the  pelvic  area 
and  to  the  chest  and  shoulders.  It  is  impera- 
tive . . . that  the  pelvic  restraint  does  not 
move  up  into  the  visceral  area  of  the  child 

Physicians,  in  order  not  to  recommend  re- 
straints which  may  do  more  harm  than  good, 
should  read  a report,  “Auto  Safety  for  Chil- 
dren,” in  the  June,  1963,  issue  of  Consumer 
Reports  which  fully  discusses  this  problem. 
The  report  recommends  the  following  well- 
constructed  children’s  restraining  device : 
The  Rose  Safe-Hi  Child’s  Auto  Safety  Belt 
No.  890  (Rose  Mfg.  Co.,  Denver  4),  also 
available  as  Sears  Roebuck  Allstate,  Cat.  No. 
6443  (black),  6444  (grey),  6445  (blue),  and 
6446  (green). 

— Heinrich  Lamm,  M.D.,  Harlingen, 
Chairman,  Committee  on  Transpor- 
tation Safety. 

Tumor  Seminar 
Appears  in  This  Issue 

This  issue  presents  the  18th  Annual  Tu- 
mor Seminar  of  the  San  Antonio  Society  of 
Pathologists,  possibly  the  oldest  continuous 
tumor  seminar  given  for  pathologists  and 
physicians  interested  in  oncology. 

The  first  seminar  had  its  inception  at  the 
1944  meeting  of  the  Texas  Medical  Associa- 
tion held  in  San  Antonio.  Dr.  C.  S.  Venable, 
then  President  of  the  Association,  called  up- 
on Dr.  B.  F.  Stout  of  San  Antonio  to  arrange 
for  the  scientific  sessions  that  year.  Dr.  Stout 
in  turn  asked  Dr.  Arthur  Purdy  Stout  (no 
relation) , professor  of  pathology  at  Columbia 
University  College  of  Physicians  and  Sur- 
geons, to  present  the  portion  of  the  meeting 
relating  to  pathology.  Dr.  A.  P.  Stout  con- 
ducted his  discussion  in  the  format  of  a tu- 
mor seminar.  This  met  with  such  extraordi- 
nary success  that  this  approach  has  contin- 
ued as  an  annual  tradition  of  the  San  An- 
tonio Society  of  Pathologists. 

From  as  far  away  as  England,  outstand- 
ing persons  have  journeyed  to  Southwest 
Texas  to  conduct  the  yearly  presentation. 

This  18th  seminar  was  given  by  Dr.  Elson 

*As  quoted  in  “Auto  Safety  for  Children,”  Con- 
sumer Reports,  June,  1963,  p.  292. 
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B.  Helwig,  Chief  of  the  Division  of  Pathol- 
ogy at  the  Armed  Forces  Institute  of  Pathol- 
ogy in  Washington,  D.C.,  and  head  of  its 
dermatopathology  and  gastrointestinal  path- 
ology sections.  His  discussion  amply  illus- 
trates the  effective  method  of  postgraduate 
education  this  format  provides,  as  well  as 
the  real  contribution  which  truly  analytical 
pathology  can  make  to  the  diagnosis,  evalu- 
ation, and  treatment  of  difficult  tumors. 

— Milward  W.  Bayliss,  Colonel,  M.C., 
Former  Chief,  Pathology  Service, 
Brooke  General  Hospital,  Fort  Sam 
Houston. 

Words  and  Actions 

Do  actions  really  speak  louder  than  words? 
This  is  a question  to  which  the  pharmaceuti- 
cal industry — and  perhaps  the  medical  pro- 
fession as  well — has  reason  to  give  serious 
thought. 

In  a speech  before  the  Texas  Medical  As- 
sociation in  April  of  this  year,  Eugene  N. 
Beesley,  then  chairman  of  the  Pharmaceuti- 
cal Manufacturers  Association,  discussed  the 
void  in  communications  that  existed  for 
many  years  between  the  public  and  compa- 
nies making  prescription  drugs.*  This  void 
allowed  the  federal  government  to  encroach 
upon  the  free  enterprise  of  the  pharmaceuti- 
cal industry.  The  encroachment,  in  the  form 
of  added  regulations  and  restrictions,  result- 
ed from  many  exaggerated  charges  and  mis- 
statements about  drugs  and  the  companies 
that  make  them.  The  pharmaceutical  indus- 
try could  not  look  toward  the  American  peo- 
ple for  understanding  because  the  industry 
had  never  adequately  communicated  the  facts 
to  them. 

The  bitter  lesson  we  learned  is  that  actions 
often  require  words  to  make  themselves  wide- 
ly known.  Both  actions  and  words  are  neces- 
sary to  keep  the  public  posted  on  what  mem- 
bers of  the  health  team — including  its  silent 
partners,  the  drug  manufacturers — are  do- 
ing. Without  constant  reminders  of  the  con- 
tributions made  by  health  team  members, 
the  public  becomes  prey  to  mistruths. 

My  own  company,  Alcon  Laboratories,  now 
feels  so  strongly  about  words  as  well  as  ac- 
tions that  we  try  not  to  pass  up  any  oppor- 
tunity to  discuss  the  costs  of  drugs.  We  are 
starting  a series  of  technical  symposiums  to 
which  we  are  inviting  large  numbers  of  sen- 

*“Living  in  a Glass  House”  by  Eugene  N.  Beesley 
is  to  be  carried  in  a future  issue  of  the  Journal. 


ior  residents  in  ophthalmology.  We  know 
that  physicians  are  frequently  asked  by  pa- 
tients why  drugs  cost  what  they  do.  In  one 
of  the  presentations  in  these  series,  we  try 
to  give  the  doctors  necessary  facts  for  an- 
swering questions  about  the  cost  of  drugs. 

When  a patient  expresses  concern  about 
the  price  of  drugs,  we  suggest  that  the  doc- 
tor consider  passing  on  such  reminders  as 
these : 

1.  Prescription  drugs  are  among  the  few 
commodities  that  have  actually  declined  in 
wholesale  price  in  recent  years;  since  1949 
the  decline  has  been  10.3  per  cent.  During 
the  same  period  wholesale  prices  for  all  com- 
modities used  by  consumers  increased  26.8 
per  cent. 

2.  Development  of  effective  new  drugs  has 
not  only  saved  the  lives  of  many  Americans 
but  has  saved  them  the  cost  of  lengthy  hos- 
pitalization and  illness : for  example,  in  1928 
the  treatment  of  mastoiditis  often  cost  as 
much  as  $1,000  and  required  surgery.  Today 
$15  to  $20  worth  of  antibiotics  clears  up  most 
cases. 

3.  For  every  new  drug  that  reaches  the 
prescription  market,  there  are  some  2,800 
others  that  are  screened  and  studied  but  dis- 
carded by  drug  firms  that  investigate  them. 
Such  screening,  studying,  and  research  cost 
a lot  of  money.  Every  drug  that  earns  a 
profit  must  help  offset  the  cost  of  investigat- 
ing those  that  do  not  reach  the  market. 

The  public — as  well  as  physicians — may 
also  have  reason  to  start  asking  questions  in 
the  future  about  the  supply  of  new  drugs. 
The  Food  and  Drug  Administration  has  is- 
sued recent  regulations — based  on  1962  Con- 
gressional action — that  the  pharmaceutical 
industry  feels  are  going  to  have  the  effect  of 
slowing  down  the  development  and  release 
of  new  drugs.  How  severe  the  slowdown  will 
be  remains  to  be  seen.  We  can  only  hope  that 
clinical  investigators  will  accept  what  assist- 
ance we  can  offer  on  the  paperwork  problem 
and  that  they  won’t  cease  doing  this  highly 
important  job. 

The  public  must  have  such  facts  and  an 
understanding  of  such  vital  issues,  for  with- 
out these,  new  voids  will  occur  that  will  pro- 
vide opportunities  for  still  greater  federal 
encroachment.  It  is  past  time  for  physicians 
and  pharmaceutical  manufacturers  to  make 
actions  and  words  speak  loud  and  clear. 

— W.  C.  Conner,  President, 
Alcon  Laboratories,  Inc., 
Fort  Worth. 
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Let's  Thrombose  the  Coroner 


HE  MEDICOLEGAL  office  of  coroner 
has  its  roots  in  ancient  British  history. 
Many  hundreds  of  years  ago,  the  British 
Crown  assigned  a commissioner  to  represent 
the  royal  interest  in  deaths  unattended  by  a 
physician.  The  individual  concerned  was  not, 
of  course,  a physician ; in  fact,  he  usually  was 
a minor  political  functionary  whose  duty  it 
was  to  see  that  the  Crown  received  all  estate 
taxes  and  other  royal  perquisites.  Because 
this  gentleman  represented  the  Crown  he 
originally  was  called  the  “crowner,”  which, 
sooner  or  later,  became  the  modern  “coro- 
ner.” 

More  than  three-quarters  of  a century  ago, 
the  duties  of  coroner  were  wished  off  on  the 
elected  Justices  of  the  Peace  in  Texas.  The 
J.P.  in  this  commonwealth  does  not  have  to 
be  a lawyer,  and,  in  fact,  any  citizen  may  be 
elected  a Justice  of  the  Peace.  His  medical 
training  usually  is  nil,  yet  he  is  given  the 
impossible  task  of  inspecting  a fresh  (or 
very  old)  corpse  and  deciding  what  caused 
the  death,  and  under  what  circumstances  the 
demise  occurred. 

After  World  War  I the  tremendous  strides 
of  Medicine,  wearing  seven-league  boots,  led 
to  the  relatively  new  field  of  forensic  path- 
ology. Instead  of  the  elected  Justice  of  the 
Peace,  many  jurisdictions  in  other  states  cre- 
ated an  office  of  medical  examiner  to  dis- 
charge these  functions.  The  medical  exam- 
iner in  most  areas  was  and  is  a qualified 
forensic  pathologist.  The  benefits  that  have 
accrued  to  society  in  general  have  been  in- 
calculable. 

Almost  a decade  ago  the  Texas  Legislature 
took  cognizance  of  the  need  for  modernizing 
our  completely  outdated  Justice  of  the  Peace- 
coroner  system  in  the  state.  A permissive 


bill,  authored  by  Rep.  Bob  Baker  of  Houston 
(now  a Senator),  was  passed  allowing  coun- 
ties with  a population  of  500,000  or  more  to 
organize  adequate  medical  examiner  systems. 
In  subsequent  legislatures,  the  population 
bracket  has  been  steadily  dropped,  so  that 
counties  of  120,000  or  more  may,  on  vote  of 
the  Commissioners’  Court,  institute  a mod- 
ern investigative  system  for  deaths  unattend- 
ed by  a physician.  To  the  greatest  extent 
possible,  the  medical  examiner  is  expected 
to  be  a qualified  or  competent  forensic  path- 
ologist, since  he  is  chief  of  the  investigative 
unit  which  necessarily  attends  the  death  at 
the  very  scene.  He  must  continuously  corre- 
late all  of  the  findings — gross,  microscopic, 
chemical,  bacteriologic,  serologic,  and  so 
forth — to  produce  maximum  information  as 
to  the  circumstance  surrounding  the  unat- 
tended death. 

To  date,  Harris,  Bexar,  Dallas,  and  Wich- 
ita Counties  have  instituted  such  programs. 
A rather  curious  chain  of  events  in  Tarrant 
County  was  initiated  when  the  Commis- 
sioners’ Court  voted  late  in  1962  to  include 
an  initial  sum  of  $60,000  in  the  annual  budg- 
et with  the  hope  of  establishing  a medical 
examiner  system  in  1963.  This  was  done  at 
the  urgent  request  of  the  Tarrant  County 
Medical  Society,  Tarrant  County  Crime  Com- 
mission, Federal  Bar  Association,  Tarrant 
County  Bar  Association,  and  other  civic 
groups.  When  the  time  arrived  to  implement 
this  allocation  in  the  budget,  the  item  was 
dropped  by  simply  ignoring  this  expenditure. 
Subsequently,  the  Texas  Senate  and  House 
of  Representatives,  by  unanimous  vote  in 
each  instance,  passed  a law  requiring  Texas 
counties  of  more  than  500,000  population  to 
institute  a medical  examiner  system  if  they 
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did  not  already  have  one.  An  exception  was 
made  for  counties  having  a reputable  medical 
school.  Since  all  such  counties,  except  Tar- 
rant, had  medical  examiners,  the  effect  of 
H.B.  144  was  to  require  a medical  examiner 
in  Tarrant  County  by  Jan.  1,  1965. 

All  thoughtful  citizens  of  the  state  recog- 
nize the  need  for  replacement  of  the  coroner 
system.  Many  of  the  more  progressive  Jus- 
tices of  the  Peace  have  been  in  the  vanguard 
of  the  fight  for  a medical  examiner  system. 
It  simply  is  not  fair  to  the  Justice  of  the 
Peace,  and  is  quite  inconsistent  with  his  ju- 
dicial functions,  to  expect  him  to  examine  a 
corpse  and  make  any  definitive  finding  as  to 
the  cause  of  death.  Under  present  law,  any 
Justice  of  the  Peace  may  order  an  autopsy 
when  indicated,  but,  of  course,  this  is  infre- 


quently done.  Even  when  the  relatively  few 
autopsies  are  authorized,  it  may  easily  be 
quite  some  time  after  death  and  the  circum- 
stances of  the  demise  cannot  be  correlated 
properly  with  the  information  available  from 
an  autopsy  done  under  unsatisfactory  condi- 
tions. 

In  one  instance,  in  a far-off  county,  one  of 
the  less  well-educated  Justices  of  the  Peace 
misspelled  the  usual  diagnosis  of  “coronary 
thrombosis”  by  writing  down  “coroners 
thrombosis.”  While  it  was  an  innocent  mis- 
take, perhaps  the  good  judge  was  not  so 
wrong  in  his  diagnosis  after  all.  In  fact,  this 
is  one  diagnosis  with  which  we  all  concur. 
It  is  time,  long  past  time,  to  thrombose  the 
coroner ! 

— John  J.  Andujar,  M.D.,  Fort  Worth. 


Each  Year  20,000  People  In  U.S.  Commit  Suicide 

Every  two  and  a half  minutes  someone  in  the  United  States  tries 
to  end  his  own  life.  Although  not  all  of  these  attempts  succeed,  still 
20,000  people  a year  commit  suicide  in  this  country. 

These  statistics  show  that  suicide  is  America’s  ninth  most  preva- 
lent fatal  sickness.  What  can  physicians  do  to  halt  its  spread  ? 

“By  One’s  Own  Hand”,  a special  issue  of  Medicine  at  Work,  the 
small  publication  of  the  Pharmaceutical  Manufacturers  Association, 
delves  into  the  problem  and  suggests  causes  and  prevention  tactics. 

Physicians,  suggests  the  publication,  should  become  more  alert 
to  suicide  clues  in  casual  conversation  with  their  patients. 

Physicians  see  potential  suicides  every  day.  Four  Philadelphia 
physicians  discovered  that  77  per  cent  of  all  suicides  in  a broad 
sample  of  study  had  been  under  medical  care. 

Persons  with  suicidal  tendencies  often  drift  from  physician  to 
physician,  constantly  seeking  a stable  relationship,  searching  for 
someone  who  shows  there  is  still  hope  rather  than  just  saying  so. 
In  their  search,  these  people  collect  prescriptions  which  are  eventually 
filled  and  used  to  commit  suicide.  Physicians  should  be  wary  in  the 
prescribing  of  large  amounts  of  sedatives,  and  should  write  prescrip- 
tions in  such  a way  that  the  amount  called  for  cannot  be  easily  altered. 

Since  behind  every  suicide  there  is  a personal  history  that  is 
elusive,  complex,  and  tormenting,  the  physician’s  challenge  is  to  ferret 
out  this  history.  One  study  revealed  that  patients  seldom  tell  their 
doctors  about  actual  suicide  plans  but  often  mention  depressed  feel- 
ings. “Chances  are  that  if  the  physician  were  aware  of  the  possibility 
of  suicide  and  would  inquire  about  it,  the  patient  would  readily  tell 
his  suicide  thoughts,”  stated  the  investigators. 

Nietzsche  once  wrote:  “The  thought  of  suicide  is  a great  consola- 
tion : by  means  of  it  one  gets  successfully  through  many  a bad  night.” 

But  once  through  the  night,  most  people  generally  tend  to  agree 
with  Dorothy  Parker,  who  wrote : 

“Guns  aren’t  lawful; 

Nooses  give; 

Gas  smells  awful ; 

You  might  as  well  live.” 
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Nursing  Home  Accreditation 


The  American  Medical  Association  and  the  American  Nursing  Home 
Association  have  announced  a jointly-sponsored  national  ac- 
creditation program  for  nursing  homes.  The  purposes  of  this  pro- 
gram are  to  raise  the  standards  for  nursing  homes,  to  promote 
high  fundamental  principles  of  organization  and  administration 
for  efficient  and  kindly  care  of  patients,  to  assure  the  patients 
the  latest  advances  offered  by  health  sciences,  and  to  maintain 
essential  services  in  nursing  homes  through  the  coordination  of 
the  health  professions  and  administrators  of  such  homes. 

The  successful  operation  of  this  new  and  needed  program  will  re- 
quire the  full  cooperation  of  the  medical  profession.  The  Texas 
Medical  Association  must  work  with  the  Texas  Nursing  Home  Asso- 
ciation in  the  same  manner  as  we  worked  with  the  Texas  Hospital 
Association  for  the  accreditation  of  our  hospitals.  The  Texas 
Medical  Association  is  appointing  a special  Committee  on  Nurs- 
ing Home  Accreditation  to  coordinate  activities  with  the  na- 
tional organizations,  to  look  into  problems  in  this  state,  and 
to  assist  in  the  implementation  of  programs  which  appear  to  be 
indicated. 

There  are  now  almost  700  nursing  homes  operating  in  Texas,  and 
300  are  in  the  planning  or  building  stage.  As  the  number  of 
elderly  citizens  increases  and  as  further  improvements  in  the 
care  of  chronic  illness  are  discovered,  there  will  be  more  nurs- 
ing home  construction.  The  mushroom  growth  of  this  segment  of 
health  care  requires  standardization  and  supervision;  this  has 
presented  several  problems.  There  is  a need  for  health  insurance 
to  adequately  cover  this  field,  but  the  wide  variation  in  the 
types  of  care  offered  by  the  numerous  facilities  have  made  such 
coverage  very  difficult  to  establish.  Some  insurance  companies 
have  cautiously  entered  the  field  but  have  had  to  devise  their 
own  standards  for  evaluation. 

As  more  nursing  homes  become  operational,  more  registered  nurses 
and  licensed  vocational  nurses  will  be  needed  ; physicians  must 
use  their  influence  to  stimulate  interest  in  every  community 
for  the  enlistment  of  student  nurses.  There  are  many  small  hos- 
pitals in  Texas  that  have  excellent  training  programs  for  li- 
censed vocational  nurses,  and  most  of  these  hospitals  attract 

their  students  from  their  surround- 
ing communities.  Therefore,  we  must 
encourage  additional  small  hospit- 
als to  establish  L.V.N.  training 
schools,  and  physicians  must  accept 
their  responsibility  to  teach  in 
these  programs. 


TUMOR  SEMINAR 


Case  1 

Diagnosis. — Adenocarcinoma  of  sweat 
gland  (porosyringocarcinoma) . 

Contributor. — Dr.  David  Auld,  Lackland 
Air  Force  Base  Hospital,  San  Antonio. 

History. — A 64  year  old  woman  was  struck 
on  the  right  cheek  at  the  age  of  16,  and  de- 
veloped an  asymptomatic  but  persistent  golf 
ball  sized  lump  in  the  area.  When  she  was 
age  62,  the  lower  portion  of  the  lump  ap- 
peared swollen  and  the  patient  entered  the 
hospital  for  biopsy.  Multiple  attempts  at  ex- 
cision were  followed  by  local  recurrence.  The 
tumor,  which  invaded  the  underlying  bone, 
consisted  of  masses  of  dense,  white,  homoge- 
neous tissue.  There  has  been  no  evidence  of 
distant  metastases.  The  patient  remains  well. 

Submitted  Diagnoses. — Adenocarcinoma  of 
sweat  gland,  19 ; adenocarcinoma  of  seba- 
ceous gland,  10;  salivary  gland  carcinoma 
(muco-epidermoid,  1;  adenocarcinoma,  2; 
acinic  cell,  3 ; mixed,  1 ) , 7 ; eccrine  spirade- 
nocarcinoma,  1 ; alveolar  soft  part  sarcoma, 
1 ; hidradenoma,  10;  myoepithelioma,  3;  (be- 
nign) mixed  tumor,  salivary  gland,  2. 

DR.  HELWIG:  Several  of  you  called  the 
lesion  a hidradenoma.  The  term  “hidrade- 
noma” is  rather  loosely  applied  to  many  dif- 
ferent types  of  sweat  gland  tumors.  The  le- 
sion in  the  set  is  unusual.  It  falls  into  a group 
that  I have  called  “porosyringoma”,  but  it  is 
a rare  malignant  version  and  has  to  be  called 
a carcinoma. 

I have  had  the  advantage  of  seeing  several 
slides  on  these  cases,  whereas  you  have  seen 
only  one.  Usually  the  situation  is  reversed. 
When  1 receive  material  at  the  Armed  Forces 
Institute  of  Pathology  somebody  has  picked 
out  one  slide  from  several  and  I have  to 
make  a diagnosis  from  that  slide.  In  this 


first  case,  when  I saw  one  slide  I had  a cer- 
tain feeling,  and  when  I saw  another  I 
changed  my  mind.  Figs,  la  and  lb  will  show 
you  why.  The  tumor  is  fairly  well  circum- 
scribed. One  could  almost  believe  that  it  was 
shelled  out.  It  is  composed  of  masses  of  epi- 
thelial cells  that  are  mostly  of  two  kinds.  In 
one,  the  cells  have  a faintly  acidophilic  cy- 
toplasm ; in  another,  the  cells  do  not  have  dis- 
cernible cytoplasm,  and  are  vacuolated.  The 
cells  are  uniform  in  many  areas.  They  have 
round  nuclei  with  a moderate  amount  of 
chromatin  and  pale  pink  cytoplasm.  The  next 
section  shows  a transition  from  the  cells  with 
cytoplasm  to  cells  with  vacuolated  cytoplasm. 
A periodic  acid-Schiff  (PAS)  stain  shows 
that  the  clear  spaces  in  the  vacuolated  cells 
are  filled  with  glycogen.  In  addition  to  the 
cells  with  clear  cytoplasm,  there  are  a few 
cells  with  a blue-gray  cytoplasm.  A mucicar- 
mine  stain  shows  these  cells  to  be  filled  with 
mucus.  This  tumor  rarely  contains  mucous 
cells.  On  the  basis  of  one  slide,  I felt  that  this 
was  a straightforward  porosyringoma  be- 
cause I did  not  see  any  of  the  signs  that  I 
associate  with  malignant  change,  but  when 
I studied  another  section  I changed  my 
mind.  Masses  of  cells  are  infiltrating  skeletal 
muscle,  but  that  alone  is  not  disturbing  be- 
cause these  tumors  may  extend  into  adjacent 
tissues  and  still  be  benign.  But  in  some  areas 
mitotic  figures  are  present  and  many  nu- 
clei are  hyperchromatic  with  prominent  nu- 
cleoli. Some  perineural  lymphatics  are  filled 
with  tumor  cells,  confirming  the  malignant 
nature  of  the  tumor.  This  case  is  particularly 
disturbing  to  me  in  that  we  have  studied  a 
large  number  of  porosyringomas  and  they 
have,  by-and-large,  been  benign.  This  case 
is  an  exception  to  the  usual  behavior  of  this 
tumor. 
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Proceedings  of  the  18th  Annual  Tumor  Seminar  presented 
by  the  San  Antonio  Society  of  Pathologists  at  Brooke 
Army  Medical  Center,  Fort  Sam  Houston,  Texas,  on  Dec. 

9,  1961.  The  conductor  was  Dr.  Elson  B.  Helwig  (right). 
Chief,  Pathology  Department,  Armed  Forces  Institute  of 
Pathology,  Washington,  D.C. 


The  usual  clinical  appearance  of  the  tumor 
is  not  diagnostic.  A nodule  is  present  in  the 
skin  and  in  most  instances  a clinical  diag- 
nosis of  a cyst  is  made.  Microscopically,  no 
connection  is  present  between  the  epidermis 
and  the  underlying  tumor,  but  in  many  in- 
stances there  is  a connection.  There  may  be 
ulceration.  The  lesion  occupies  the  dermis 
and  may  extend  into  the  subcutaneous  fat. 
It  is  not  encapsulated.  The  tumor  microscop- 
ically, in  many  respects,  resembles  the  one 
we  see  in  the  present  case,  having  uniform 


cells,  with  acidophilic  or  vacuolated  cyto- 
plasm. A PAS  stain  shows  glycogen  within 
the  clear  cells.  A fat  stain  shows  very  little 
fat  present.  Fat  stains  are  sometimes  de- 
ceiving. I don’t  think  that  one  should  depend 
too  much  upon  them  in  making  definitive 
interpretations  because  if  you  take  the  time 
to  do  fat  stains,  on  many  types  of  tumors  you 
will  find  a little  bit  of  fat,  and  sometimes  a 
lot. 

In  some  cases  a sebaceous  gland  is  present 
next  to  the  tumor.  Several  of  you  called  the 


Fig.  1.  Case  1.  (Porosyringocarcinoma).  a.  The  epithelial  area  does  not  appear  malignant.*  X 300  b.  Tumor  cells 
cells  show  pale  acidophilic  cytoplasm  and  vacuolated  cyto-  are  invading  skeletal  muscle  and  are  present  in  perineural 
plasm.  The  vacuolated  cytoplasm  contained  glycogen.  This  lymphatics.  X 165 

*Unless  otherwise  noted,  all  sections  in  the  illustrations  were  stained  with  hematoxylin  and  eosin. 
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tumor  some  form  of  sebaceous  tumor,  but 
it  is  not.  The  difference  in  the  character  of 
the  two  kinds  of  cells  is  readily  apparent.  A 
finely  vacuolated  cytoplasm  is  characteristic 
of  sebaceous  cells.  The  cells  are  different  cy- 
tologically  from  the  cells  of  the  porosyring- 
oma.  A fat  stain  of  the  sebaceous  carcinoma 
shows  that  many  of  the  cells  with  finely  vac- 
uolated cytoplasm  are  filled  with  fat. 

Fifteen  years  ago  when  we  started  to  sur- 
vey the  sweat  gland  tumors  one  group  had 
large  cells,  which  we  now  call  porosyring- 
oma,  and  another  small  cells,  which  we  call 
eccrine  spiradenoma.22  Eccrine  spiradenoma 
usually  occurs  as  a single  nodule,  but  recent- 
ly we  have  seen  a rare  example  with  several 
nodules.  Dr.  Berghorn,  Dr.  Munger,  and  I 
studied  this  case.2  After  one  nodule  was  re- 
moved for  diagnosis,  pharmacologic  studies 
were  made  on  others  and  finally  all  nodules 
were  removed  and  studied  by  electron  mi- 
croscopy. The  eccrine  spiradenoma  is  pain- 
ful in  about  90  per  cent  of  the  patients.  Lev- 
er25 has  called  it  myoepithelioma.  With  elec- 
tron microscopy  we28  were  not  able  to  find 
any  cells  that  showed  myofilaments,  so  we 
believe  that  this  is  a tumor  of  the  sweat 
gland  cell.  Microscopically,  in  most  instances, 
there  is  only  a single  nodule  but  sometimes 
there  are  multiple,  occasionally  connecting, 
nodules  present.  They  are  well  circumscribed 
and  occasionally  are  shelled  out,  but  one  of 
the  nodules  may  be  left,  followed  by  a recur- 
rence. With  the  light  microscope  two  types 
of  cells  appear  to  be  present,  one  with  small, 
dark  nuclei,  and  another  with  larger,  paler 
nuclei.  With  the  electron  microscope  this 
change  is  not  so  apparent.  These  are  prob- 
ably different  manifestations  of  the  same 
cell.  Often  there  is  little  or  no  glandular  for- 
mation but  sometimes  glandular  arrange- 
ment is  present.  In  some  sections  of  tumor 
and  normal  eccrine  gland  there  is  a resem- 
blance between  the  two  structures. 

Follow-up. — DR.  N.  H.  JACOB,  President, 
San  Antonio  Society  of  Pathologists:  The 
patient  was  admitted  again  in  September, 
1961,  for  re-excision  of  tumor  in  the  graft 
site,  following  a similar  operation  in  Janu- 
ary. About  10  Gm.  of  tissue  were  removed, 
with  tumor  extending  to  the  surgical  mar- 
gins. 

DR.  HELWIG:  Of  the  group  of  150  poro- 
syringomas  that  we  have  been  studying, 
there  have  been  29  recurrences.  The  tumors 


have  been  fairly  evenly  distributed  over  the 
entire  body. 

COL.  PETER  ZANCA,  M.C.,  Chief  of  the 
Radiology  Service,  Brooke  General  Hospital : 
Has  anybody  used  any  postoperative  irradi- 
ation to  prevent  recurrence  in  these  tumors? 

DR.  HELWIG:  In  our  group,  postopera- 
tive irradiation  was  not  used.  I think  in  most 
instances  when  the  tumor  has  recurred  it 
has  been  a little  surprising  to  the  phvsician. 

MAJ.  GEN.  ELBERT  DeCOURSEY, 
Trinity  University,  San  Antonio:  Are  you 
planning  to  elucidate  the  basis  for  this  cate- 
gory of  sweat  gland  tumors? 

DR.  HELWIG:  Yes.  We  haven’t  published 
on  this.  We  have  a paper  in  process  on  poro- 
syringoma,  in  which  we  are  trying  to  show 
the  similarity  of  the  tumor  to  the  cells  that 
occur  at  the  pore  level  of  the  sweat  duct  and 
in  the  excretory  segment.  A lesion  was  recog- 
nized by  Dr.  Pinkus29  some  time  ago,  called 
the  “poroma”.  This  tumor  occurs  particular- 
ly on  the  soles  and  palms,  and  the  histologic 
picture  mimics  the  cellular  appearance  of 
the  sweat  pore. 

COL.  J.  L.  HANSEN,  M.C.,  Brooke  Gen- 
eral Hospital : Do  distant  metastases  occur, 
since  perineural  lymphatic  invasion  was  not- 
ed? 

DR.  HELWIG:  Dr.  Keasbey21  has  report- 
ed three  examples  in  which  distant  metas- 
tases occurred.  I wonder,  in  this  particular 
case,  how  malignant  the  tumor  is.  There  is 
perineural  lymphatic  involvement,  so  I think 
it  has  to  be  called  malignant,  and  the  poten- 
tiality for  distant  metastasis  is  here.  I don’t 
want  to  leave  the  impression  that  porosyr- 
ingoma  usually  is  malignant.  This  case  is  the 
exception,  or  the  rare  occurrence. 


Case  2 

Diagnosis. — Keratoacanthoma. 

Contributors. — Capt.  L.  R.  Hieger,  M.C., 
and  Col.  Milward  W.  Bayliss,  M.C.,  Brooke 
General  Hospital,  Fort  Sam  Houston. 

History. — A 65  year  old  white  male  had  a 
lesion  on  the  dorsum  of  his  right  hand  for 
two  months,  which  continued  to  grow  and 
scab.  There  was  no  bleeding.  The  specimen 
submitted  was  an  elliptical  wedge  of  skin 
with  a hyperkeratotic,  slightly  verruciform, 
and  penetrating  lesion  in  the  center  which 
measured  approximately  1.5  cm.  across.  The 
skin  and  subcutaneous  tissues  were  approxi- 
mately 1 cm.  in  thickness.  The  lesion  was 
completely  excised. 
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Submitted  Diagnoses. — Keratoacanthoma, 
30 ; keratoacanthoma,  invasive,  4 ; squamous 
cell  carcinoma,  6 ; inverted  follicular  kera- 
tosis, 7 ; senile  keratosis,  2 ; insect  bite,  3 ; 
pseudoepitheliomatous  hyperplasia,  2;  mol- 
luscum  sebaceum,  1 ; inverted  papilloma,  1. 

DR.  HELWIG : Many  of  you  called  this  le- 
sion keratoacanthoma,  and  I agree.  I’m  not 
sure  what  the  term  “keratoacanthoma,  in- 
vasive”, implies.  MacCormac  and  Scarff27  in 
1936  described  ten  cases  of  molluscum  se- 
baceum, which  is  a synonym  for  keratoacan- 
thoma. For  a period  of  several  years  after- 
ward there  was  little  mention  of  this  lesion 
in  the  literature,  but  more  recently  many  re- 
ports have  appeared.6 

Keratoacanthoma  is  a common  lesion  in 
our  experience.  We  have  come  to  feel  that 
keratoacanthoma  is  more  common  than  squa- 
mous cell  carcinoma.  In  fact,  squamous  cell 
carcinoma  probably  is  not  a particularly 
common  tumor  of  the  skin.  It  does  occur  but 
the  keratoacanthomas,  the  inverted  follicular 
keratoses,  and  another  group,  the  adenoacan- 
thomas,  account  for  a large  number  of  tu- 
mors which  in  the  past  were  called  squamous 
cell  carcinomas. 

Keratoacanthoma  occurs  particularly 
around  the  face,  on  the  neck,  behind  the  ears, 
on  the  back  of  the  hands,  and  on  the  ex- 
posed areas  of  the  body.  In  most  instances, 
it  reaches  maximum  size  of  about  1 to  2 cm. 
within  six  to  ten  weeks,  although  the  period 
is  sometimes  longer.  The  keratoacanthoma  is 


an  elevated,  hemispherical,  button-shaped  tu- 
mor covered  by  epidermis  except  for  a cen- 
tral keratin  plug.  Spontaneous  involution  oft- 
en occurs  after  several  weeks.  In  making  the 
diagnosis  of  keratoacanthoma,  it  is  wise  to 
have  the  entire  lesion  for  examination  rather 
than  only  a small  fragment.  Microscopic  ex- 
amination based  on  a fragment  may  be  mis- 
leading. Really  adequate  material  is  a verti- 
cal transection  through  the  entire  lesion — 
through  the  center  of  the  lesion,  not  over  at 
one  margin.  Characteristically,  a center 
transection  shows  the  epidermis  covering  the 
raised  margins  and  a keratin  plug,  some- 
times depressed,  at  the  apex.  At  the  apex  of 
the  lesion,  the  epidermis  inverts  into  the  cen- 
tral mass  where  there  is  marked  epithelial 
hyperplasia.  The  epithelial  hyperplasia  is 
accompanied  by  keratin  formation.  Even  at 
the  base  of  the  lesion  the  squamous  cells  be- 
come keratinous,  and  a basement  membrane 
cannot  be  identified  (Figs.  2 a and  b).  The 
absence  of  a basement  membrane  is  of  no 
use  in  distinguishing  between  a squamous 
cell  carcinoma  and  a keratoacanthoma.  Us- 
ually, where  the  squamous  cells  show  a dis- 
position to  maturation,  there  is  little  or  no 
cellular  pleomorphism.  The  cells  may  have 
prominent  nucleoli,  but  usually  not  much 
pleomorphism.  There  is  marked  intercon- 
nection among  the  masses  of  squamous  epi- 
thelium, in  contrast  to  the  tendency  to  indi- 
vidual and  separate  small  masses  of  atypical 
squamous  cells  usually  observed  in  a squa- 


Fig.  2.  Case  2.  (Kerato- 
acanthoma). a.  The  skin 
shows  a hemispherical 
elevation.  The  margins 
are  covered  with  epider- 
mis and  the  core  con- 
sists of  masses  of  squa- 
mous epithelium  usually 
showing  a tendency  to 
maturation.  X 7 
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Fig.  2.b.  Masses  of  squamous  epithelium  from  the  base  of 
the  lesion  are  surrounded  and  infiltrated  by  inflammatory 
cells.  X 165 


mous  cell  carcinoma.  Another  change  that  I 
associate  with  benign  squamous  cell  prolif- 
eration— pseudoepitheliomatous  hyperplasia, 
keratoacanthoma — is  the  transmigration  of 
leukocytes  through  the  squamous  epithelium. 
Migration  of  leukocytes  through  the  epi- 
thelium usually  does  not  occur  in  squamous 
cell  carcinoma  of  the  skin,  but  this  observa- 
tion does  not  hold  true  for  squamous  cell 
carcinoma  of  mucous  membrane  origin.  It 
doesn’t  apply  in  carcinomas  of  the  skin  if 
there  has  been  radiation. 

The  keratoacanthoma  is  usually  located  in 
the  upper  part  of  the  corium  and  protrudes 
outward.  It  is,  however,  not  uncommon  for 
the  proliferating  squamous  epithelium  to  ex- 
tend to,  or  even  below,  the  level  of  the  sweat 
glands.  The  epidermis  covering  the  margins 
of  the  lesion  and  adjacent  to  the  lesion  may 
be  either  acanthotic  or  atrophic  but  other- 
wise is  not  unusual. 

When  the  section  is  taken  through  the 
margin  of  the  lesion  the  picture  may  be  con- 
fusing. Masses  of  squamous  epithelium  ap- 
pear beneath  an  intact  epidermis  and  should 
not  be  mistaken  for  carcinoma.  You  have  to 
educate  the  clinicians  to  remove  the  entire 
lesion  so  a transection  through  the  center 
of  the  lesion  may  be  studied. 

Perhaps  the  most  disturbing  feature  is 
the  presence  in  some  keratoacanthomas  at 


the  base,  but  more  often  at  the  margin,  of 
cords  or  nests  of  cells  showing  mitotic  fig- 
ures, hyperchromatism,  and  occasional  multi- 
nucleation.  Provided  the  remainder  of  the 
lesion  is  typical  of  keratoacanthoma,  the  le- 
sion is  accepted  as  a keratoacanthoma.  We 
have  come  to  accept  these  changes  as  a part 
of  some  keratoacanthomas,  and  as  far  as  we 
know  this  does  not  affect  the  behavior;  they 
still  behave  in  a benign  manner. 

Not  all  lesions  of  the  skin  that  have  a 
cup-shaped  appearance  are  keratoacantho- 
mas. The  epidermis  may  cover  the  margins 
of  the  cup-shaped  structure,  but  the  char- 
acteristic enfolding  may  be  absent.  In  con- 
trast to  the  large  masses  of  intercommuni- 
cating squamous  epithelium  present  in  the 
keratoacanthoma,  there  may  be  small  sepa- 
rated masses  of  epithelium  which  histologi- 
cally show  marked  cellular  pleomorphism. 
The  small  nests  are  not  connected  as  in  the 
keratoacanthoma. 

Among  our  keratoacanthomas,  a few  have 
recurred.  Dr.  W.  T.  Snoddy  of  Oklahoma 
City  sent  me  one  that  recurred  twice.  The 
original  and  first  recurrence  were  typical  of 
keratoacanthoma  microscopically.  It  recurred 
again  and  then  spontaneously  disappeared. 
Many  of  these  lesions  spontaneously  disap- 
pear. There  have  been  studies  in  which  a lit- 
tle wedge  of  tissue  was  taken  out  of  the  le- 
sion for  diagnosis  and  the  remainder  spon- 
taneously regressed.  The  evidence  is  that 
keratoacanthoma  is  a benign  lesion. 

W.  G.  SPRAGUE,  D.D.S.,  Lackland  Air 
Force  Hospital : I wonder  if  you  would  brief- 
ly discuss  the  differential  between  inverted 
follicular  keratosis  and  keratoacanthoma. 

DR.  HELWIG : They  are  two  different  le- 
sions. The  keratoacanthoma  in  most  in- 
stances will  develop  over  a period  of  a month 
or  two,  and  will  disappear  spontaneously, 
usually  in  a few  months.  The  inverted  fol- 
licular keratosis  develops  over  a longer  peri- 
od and  may  be  present  for  two  or  three 
years  or  longer.  The  inverted  follicular  kera- 
tosis is  common  about  the  eyelid,  but  may  oc- 
cur anywhere,  particularly  about  the  face.  It 
is  characterized  by  the  proliferation  of  cells 
that  appear  similar  to  the  cell  just  above  the 
basal  layer.  Among  the  cells  there  are  small 
nests  of  squamous  cells,  as  you  see  on  a cross 
section,  maybe  seven,  eight,  or  a dozen  cells, 
arranged  in  groups  that  we  have  called  squa- 
mous eddies.  The  eddies  are  not  diagnostic 
of  inverted  follicular  keratosis  because  you 
see  them  also  in  irritated  seborrheic  kera- 
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tosis.  There  may  be  some  relation  between 
an  inverted  follicular  keratosis  and  sebor- 
rheic keratosis.  That  lesion  is  benign  too, 
but  it  has  recurred  in  a few  instances. 

DR.  LEO  LOWBEER,  Tulsa,  Okla. : What 
is  the  significance  of  the  eosinophils  in  this 
lesion? 

DR.  HELWIG : I really  can’t  answer  that. 
It  is  extremely  rare  that  one  sees  this  many 
eosinophilic  leukocytes  in  this  lesion.  The 
infiltrate  commonly  is  mixed,  and  there  may 
be  neutrophilic  leukocytes,  but  seldom  the 
number  of  eosinophilic  leukocytes  that  we 
see  here.  I have  never  seen  an  insect  bite 
granuloma  associated  with  this  degree  or 
this  configuration  of  epithelial  hyperplasia, 
and  I would  be  extremely  doubtful  that  this 
was  due  to  an  insect  bite,  even  though  we 
don’t  know  the  cause  of  keratoacanthoma. 

Electron  microscopy  has  demonstrated 
particles  within  the  cells  that  were  consistent 
with  a virus.  I don’t  know  whether  or  not 
this  proves  that  the  etiologic  agent  is  a virus. 
Cell-free  filtrates  of  the  lesion  have  failed  to 
produce  the  lesion  in  another  human  being. 

It  is  important  to  recognize  keratoacan- 
thoma and  to  distinguish  it  from  squamous 
cell  carcinoma.  Keratoacanthoma  is  benign. 
The  many  papers  that  have  been  written  in 
the  past  about  the  incidence  and  treatment 
of  squamous  cell  carcinomas  of  the  skin  by 
one  method  or  another,  and  the  many  papers 
written  about  the  relation  of  squamous  cell 
carcinoma  of  the  skin  to  internal  cancer,  are 
just  not  worth  the  paper  they  are  written  on 
because  squamous  cell  carcinoma  now  is 
an  entirely  different  entity  than  it  was  10  or 
15  years  ago. 

Folloiv-uy. — DR.  JACOB : There  was  no 
recurrence  at  the  time  of  examination  in 
January,  1961,  approximately  nine  months 
following  excision. 


Case  3 

Diagnosis. — J unction  nevus  (melanotic 
freckle  of  Hutchinson). 

Contributor. — Dr.  Helwig. 

History. — A 57  year  old  white  woman  de- 
veloped a brownish-black  lesion  of  the  left 
arm  which  increased  to  2 cm.  in  diameter 
over  a period  of  15  years. 

Submitted  Diagnoses. — Junctional  nevus, 
active,  14;  junctional  nevus,  12;  lentigo,  1; 
superficial  malignant  melanoma,  12;  malig- 
nant melanoma,  9 ; melanotic  freckle  of 


Hutchinson,  2 ; lentigo  maligna,  2 ; malignant 
melanoma  (malignant  freckle  type),  1. 

DR.  HELWIG:  We  have  a variety  of  diag- 
noses. I suspect  they  reflect  the  confusion  or 
ignorance  about  this  lesion.  My  diagnosis  is 
junction  nevus,  melanotic  freckle  of  Hutch- 
inson type.19' 20  (This  has  nothing  to  do  with 
ordinary  freckles.)  This  lesion  has  received 
some  notoriety  in  the  last  two  or  three 
years.23  I think  more  dermatologists  than 
pathologists  recognize  it.  I participated  in  a 
dermatologists’  seminar  on  melanomas,  and 
there  was  much  discussion  about  this  lesion. 
It  is  claimed  that  a melanoma  arising  in  a 
“melanotic  freckle”  has  a more  favorable 
behavior  and  prognosis  than  has  the  ordi- 
nary malignant  melanoma.  Some  dermatol- 
ogists use  the  term  malignant  freckle,  if  the 
lesion  is  malignant.  The  pathologist  simply 
calls  it  malignant  melanoma. 

Clinically,  the  melanotic  freckle  often  ap- 
pears as  a flat  plaque  that  spreads  irregu- 
larly peripherally.  There  is  usually  variation 
in  the  color  from  light  brown  to  deep  brown. 
The  lesion  may  occur  anywhere  on  the  body, 
but  is  particularly  likely  to  occur  around  the 
head  and  neck,  growing  in  most  instances 
rather  slowly  over  a period  of  years. 

Microscopically,  Figs.  3 a and  b show  al- 
teration of  the  epidermis.  In  some  areas 
about  all  that  is  seen  is  an  increase  in  the 
number  of  clear  cells.  These  presumably  are 
dendritic  cells.  In  other  areas,  collections  of 
two  or  three  cells  occur,  forming  a theque, 
or  a group  of  cells  that  I would  call  nevus 
cells.  Presumably  all  nevus  cells  come  from 
the  neural  crest  and  migrate  to  the  epi- 
dermis. I don’t  mean  to  say  all  of  them  reach 
the  epidermis,  but  they  migrate  toward  it, 
and  some  apparently  do  not  get  further  than 
the  dermis.  In  the  early  stages  of  the  fetus, 
these  cells  can  be  demonstrated  in  the  der- 
mis, but  near  term  of  the  fetus  they  become 
lost,  so  to  speak,  in  the  corium  and  can  no 
longer  be  identified.43  Many  authorities  be- 
lieve the  dermal  nevus  is  formed  by  nevus 
cells  “dropping  down”  into  the  dermis  from 
the  epidermis.  Nevus  cells  in  the  epidermis 
at  the  dermal-epidermal  junction  constitute 
the  junction  type  of  nevus.  Pigment  may  be 
present  in  the  underlying  corium  in  melano- 
phages.  One  should  not  mistake  or  interpret 
melanophages  as  infiltrating  malignant  mel- 
anocytes, because  they  are  scavenger  cells.  In 
the  nests,  or  theques,  of  nevus  cells  at  the 
epidermal-dermal  junction  there  is  some  loss 
of  cohesion  which  may  be  in  part  artifact. 
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Fig.  3.  Case  3.  (Junction  nevus,  melanotic  freckle  of  theques  of  similar  cells  are  present.  The  corium  shows 
Hutchinson  type),  a.  The  epidermis  shows  an  increase  of  small,  dark  masses  of  melanin  and  inflammatory  cells, 
clear  cells.  X 350  b.  The  clear  cells  are  increased  and  mostly  lymphocytes.  X 130 


I don’t  think  the  loss  of  cohesion  is  signifi- 
cant unless  it  is  in  association  with  other 
cytologic  changes,  in  respect  to  interpreting 
the  process  as  a malignant  melanoma.  One 
can  practically  always  identify  a thin  com- 
pressed basal  layer  at  the  base  of  the  nest  of 
nevus  cells.  On  this  basis  I would  consider 
the  lesion  benign.  In  this  type  of  lesion,  be- 
cause I know  that  malignant  change  some- 
times occurs,  I like  to  see  a number  of  dif- 
ferent sections  from  different  areas.  I’ll 
point  out  the  reason  in  a moment. 

In  this  melanotic  freckle  there  is  the  usual 
variation  in  the  intensity  of  the  pigmentation 
and,  in  addition,  there  is  a difference  in  the 
contour.  Most  areas  are  flat  but  there  is  a 
nodular  elevation.  The  elevation  is  signifi- 
cant in  this  type  of  lesion,  because  it  may 
indicate  that  malignant  change  is  occurring. 
A microscopic  section  of  the  same  lesion 
shows  in  the  flat  area  an  increase  in  the 
number  of  clear,  or  dendritic,  cells.  The  ques- 
tion is : How  many  cells  do  you  have  to  have 
in  a group  to  say  it  is  no  longer  just  an  in- 
crease in  the  number  of  dendritic  cells,  but 
is  actually  a theque,  or  collection  of  nevus 
cells?  Different  figures  are  proposed.  I have 
arbitrarily  chosen  five.  In  different  areas  of 
the  epidermis  the  change  varies  from  only 
an  increase  in  the  number  of  clear  cells  to 
collections  or  theques  of  nevus  cells  confined 
to  the  epidermal-dermal  junction.  This  is  the 


change  of  a junction  nevus.  Cells  also  involve 
some  pilosebaceous  structures.  One  has  to  be 
careful  that  he  doesn’t  overlook  infiltration 
from  an  adnexal  structure  into  the  corium. 
It  can  occur  there  just  as  well  as  from  the 
epidermis  into  the  corium.  An  inflammatory 
infiltrate  in  the  corium  is  often  present.  I 
do  not  believe  it  is  of  any  significance  in 
distinguishing  between  a malignant  and  a 
benign  process,  although  I recognize  that  it 
is  more  commonly  present  when  the  lesion 
is  malignant.  In  the  nodular  area  there  is 
acanthosis  with  nests  of  cells  at  the  dermal- 
epidermal  junction  and  also  infiltration  of 
atypical,  occasionally  pigmented,  cells  into 
the  underlying  corium.  The  infiltrating  cells 
have  no  particular  relation  to  the  surround- 
ing stroma,  a feature  upon  which  we  rely 
very  much  in  distinguishing  between  a mela- 
noma and  a nevus.  In  most  instances  in  a 
nevus,  even  if  the  cells  are  variable,  there  is 
a surrounding  stroma  of  mature  type  and  the 
cell  appears  to  have  an  organizational  rela- 
tion to  the  stroma.  In  contrast,  in  malignant 
melanoma  the  infiltrating  cells  do  not  show 
any  organized  pattern  with  the  surrounding 
stroma.  In  addition,  in  malignant  melanoma, 
of  course,  there  is  complete  cellular  disorien- 
tation and  pleomorphism. 

Some  authorities  disagree  that  nevus  cells 
migrate  from  the  neural  crest.  Some  also 
deny  that  there  is  such  a lesion  as  extra- 
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mammary  Paget’s  disease,  and  regard  this 
disease  in  the  anal-genital  area  as  malignant 
melanoma.  This  picture  happens  to  be  extra- 
mammary Paget’s  disease.  With  an  aldehyde 
fuchsin  stain,  the  clear  cells  noted  in  hema- 
toxylin and  eosin  preparations  stain  a 
brownish  purple.  Malignant  melanomas  are 
PAS  positive  and  colloidal  iron  (AMP)  posi- 
tive, but  with  the  aldehyde  fuchsin  stain  are 
negative.  Dr.  Graham  and  I feel  there  is 
a histochemical  distinction  between  malig- 
nant melanoma  and  extramammary  Paget’s 
disease  as  well  as  certain  clinical  and  patho- 
logic differences.14 

DR.  F.  P.  BORNSTEIN,  El  Paso:  You 
said  that  there  is  a difference  in  the  prog- 
nosis between  the  malignant  melanotic 
freckle,  or  melanoma  arising  in  a melanotic 
freckle  of  Hutchinson,  and  that  of  the  ortho- 
dox malignant  melanoma.  How  far  does  this 
difference  in  prognosis  go? 

DR.  HELWIG:  I cannot  give  you  my  own 
figures,  but  we  are  now  working  on  them. 
Some  dermatologists  feel  that  there  is  a very 
distinct  difference  in  the  prognosis,  and  that 
even  if  a metastasis  occurs  with  a melanotic 
freckle  of  Hutchinson,  it  is  a sluggish  type 
of  growth. 

DR.  D.  USEDA,  McAllen:  Do  you  see  any 
mitoses  in  these  lesions? 

DR.  HELWIG:  Yes.  You  can  see  mitoses 
in  the  junction  nevus  phase  when  the  cells 
are  at  the  epidermal-dermal  junction,  and  of 
course  you  can  see  them  in  the  malignant 
phase.  You  may  not  use  mitotic  figures  as  a 
criterion,  or  a distinction  between  a benign 
and  a malignant  process  involving  a nevus 
cell.  We  see  mitotic  figures  in  benign  nevi. 
Not  just  one  but  several  changes  must  be 
considered  in  making  a histologic  diagnosis 
of  malignant  melanoma. 

The  point  is  sometimes  made  that  theques, 
or  groups  of  nevus  cells  within  the  epidermis 
being  carried  upward  into  the  superficial 
epidermis,  are  an  indication  of  malignant 
change.  We  do  not  feel  that  way  at  all.  We 
have  seen  theques  of  cells  high  in  the  epi- 
dermis in  benign  lesions.  The  one  change  that 
must  be  present  in  conjunction  with  the 
other  criteria  is  infiltration  of  the  corium — 
breaking  through  of  the  basement  membrane. 
When  the  tumor  infiltrates  the  stroma,  pro- 
vided that  the  other  criteria  for  malignant 
cells  are  present,  then  we  would  call  it  a ma- 
lignant melanoma. 

DR.  LOWBEER : Is  this  identical  with 
malignant  lentigo? 


DR.  HELWIG : It  is  a synonym  for  the  le- 
sion when  it  is  malignant. 

GENERAL  DeCOURSEY:  Would  you 
elaborate  on  that  chemical  difference?  Can 
you  identify  or  underline  the  chemicals  them- 
selves, or  just  the  chemical  changes,  the 
chemical  reactions? 

DR.  HELWIG:  We  have  not  made  chemi- 
cal determinations.  This  is  all  done  histo- 
chemically,  but  it  has  been  pretty  well  con- 
trolled, not  only  in  this  lesion,  but  in  other 
lesions. 

COLONEL  HANSEN : The  patients  shown 
have  been  adults.  This  lesion  also  occurs  in 
children.  Is  there  any  confusion  with  the  so- 
called  juvenile  melanoma? 

DR.  HELWIG:  I’m  sorry  that  term  [juve- 
nile melanoma]  was  mentioned.  The  junction 
nevus  of  the  melanotic  freckle  type  is  much 
more  common  in  older  people.  So-called  ju- 
venile melanoma  occurs  in  both  children 
and  adults,  but  it  is  a bad  term.  Since  the 
lesion  may  occur  in  adults,  why  call  it  juve- 
nile? Many  people,  and  the  “Standard  Nom- 
enclature of  Diseases”,  use  the  word  mela- 
noma to  indicate  a malignant  tumor;  as  far 
as  I know,  this  lesion  in  children  or  adults 
is  completely  benign.  It  is  important  to  rec- 
ognize the  lesion,  and  on  the  basis  of  the  his- 
tologic picture  we  call  it  either  a spindle  cell 
or  an  epithelioid  cell  compound  nevus.13 

DR.  G.  D.  LUNDBERG,  Brooke  General 
Hospital : Dr.  Helwig,  would  you  clarify  the 
term  “epithelioid  nevus”? 

DR.  HELWIG:  The  term  designates  the 
histologic  appearance  of  the  nevus.  Two 
types  and  a mixed  group  are  seen  histologi- 
cally. One  group  is  primarily  composed  of 
spindle  cells  often  arranged  in  short  fasci- 
cles. The  second  group,  the  epithelioid  group, 
has  large  cells,  often  with  multiple  nuclei  and 
sometimes  with  prominent  nucleoli.  At  first 
look  you  might  say,  “Well,  this  is  a malig- 
nant melanoma.”  But  there  is  a mature 
stroma  about  the  nevus  cells,  and  you  become 
aware  that  even  though  the  cells  are  multi- 
nucleated  and  large,  the  process  is  benign. 
This  nevus  is  called  the  epithelioid  type  be- 
cause the  cells  simulate  an  epithelial  cell.  In 
a few  instances  a mixed  type  composed  of 
both  spindle-shaped  cells  and  epithelioid  cells 
is  noted. 


Guest  editor  for  this  seminar  is  Colonel  Milward  W. 
Bayliss,  M.C.,  former  Chief  of  the  Pathology  Service  of 
Brooke  General  Hospital,  Brooke  Army  Medical  Center, 
Fort  Sam  Houston.  Colonel  Bayliss  retired  in  July,  1963. 
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Case  4 

Diagnosis. — Chondroid  syringoma. 

Contributors. — Drs.  A.  0.  Severance  and 
H.  A.  Van  Auken,  Baptist  Memorial  Hos- 
pital, San  Antonio. 

History. — A 70  year  old  white  woman 
complained  of  a small  nodule  on  the  left 
wrist.  It  was  freely  movable.  Grossly,  the 
nodule  had  a gray,  glistening,  solid  cut  sur- 
face with  a minute  cyst  in  the  center. 

Submitted  Diagnoses. — Mixed  tumor, 
sweat  gland,  45 ; nodular  hidradenoma,  1 ; 
sweat  gland  tumor  with  cartilaginous  meta- 
plasia, 1 ; chondroid  syringoma,  1 ; chondro- 
matous  metaplasia,  1 ; tenosynovial  chondro- 
matosis, 1 ; osteochondroma,  1 ; synovioma, 
myxomatous  type,  1 ; chondrosarcoma,  1. 

DR.  HELWIG : Most  of  you  called  it  a 
mixed  tumor  of  sweat  gland.  The  diagnosis 
of  nodular  hidradenoma  is  also  mentioned. 
By  and  large,  I don’t  like  the  term  nodular 
hidradenoma  because  it  has  been  used  for 
so  many  different  types  of  sweat  gland  tu- 
mors, many  of  which  are  basically  different. 
The  present  lesion  is  a sweat  gland  tumor 
with  cartilaginous  metaplasia  or,  as  diag- 
nosed by  one  person,  a chondroid  syringoma. 
I agree  with  that  diagnosis. 

Tumors  with  microscopic  structure  of  both 
epithelial  and  mesenchymal  tissue  have  been 
referred  to  as  mixed  tumors.  This  term  has 
been  applied  to  tumors  arising  in  several 
situations ; for  example,  mixed  tumors  of  sali- 
vary glands,  mixed  tumors  of  the  kidney,  and 
even  basosquamous  cell  carcinomas.  The  term 
“mixed  tumor”  also  has  been  applied  to  cer- 
tain tumors  of  the  skin.  Because  of  the  con- 
fusion in  terminology  and  the  differences  in 
histogenesis  among  the  lesions  referred  to 
as  mixed  tumors  arising  in  different  loca- 
tions, we  have  proposed  the  more  specific 
name  for  the  tumor  arising  in  the  skin : 
chondroid  syringoma.18  We  chose  the  term 
“syringoma”  because  of  the  invariable  pres- 
ence of  sweat  gland  elements  and  “chon- 
droid” because  of  the  cartilage-like  material 
present  in  most  examples. 

We  studied  188  examples  of  chondroid 
syringoma  from  the  files  of  the  Armed 
Forces  Institute  of  Pathology.  Only  those  le- 
sions occurring  in  the  skin  were  included.  Of 
the  188  cases,  there  were  150  on  the  head 
and  neck,  9 in  the  axilla  and  on  the  anterior 
chest  (breast  area),  8 on  the  trunk  (exclud- 
ing anterior  chest),  19  on  the  extremities, 
and  2 on  the  scrotum.  The  lesions  occurring 


on  the  head  and  neck  were,  in  descending  or- 
der of  frequency,  on  the  nose,  cheek  (side  of 
face),  upper  lip,  scalp,  forehead,  and  chin. 

In  general,  specific  histologic  patterns  are 
noted  in  the  same  location  on  the  body.  Al- 
though this  is  not  completely  constant,  the 
histopathologic  features  usually  serve  as  a 
general  indication  of  the  anatomic  location  of 
the  tumor  as  noted  in  the  five  categories 
mentioned. 

Clinically,  the  tumor  usually  appears  as 
an  asymptomatic,  subcutaneous  or  intracu- 
taneous  nodule  that  has  been  present  for 
months  or  years.  The  most  common  preoper- 
ative diagnosis  is  cyst,  and  the  lesion  is  re- 
moved for  pathologic  diagnosis  or  for  cos- 
metic reasons.  The  tumors  are  practically  al- 
ways single,  and  recurrences  occur  only 
after  electrodessication  or  incomplete  remov- 
al. Of  the  entire  group  there  is  no  proven 
instance  of  malignancy,  although  one  lesion 
showed  suggestive  malignant  change  histo- 
logically. The  patients  were  followed  up  to 
25  years  postoperatively.  Occasionally  the 
patients  noted  trauma  or  infection  but  this 
was  not  regarded  as  a causal  agent. 

Grossly,  most  of  the  tumors  range  from 
0.5  to  1 cm.  in  diameter  and  are  firm,  cir- 
cumscribed, and  lobulated.  Often  they  are 
shelled  out  at  operation. 

Microscopically,  the  tumors  are  rarely  con- 
nected with  the  epidermis.  Most  of  the  tu- 
mors show  (1)  nests  of  cuboidal  and  poly- 
gonal epithelial  cells,  (2)  tubulo-alveolar 
structures  (gland-like  patterns  lined  by  two 
or  more  rows  of  cells  similar  to  those  in  the 
nests),  (3)  ductal  structures  lined  by  one  or 
two  rows  of  cuboidal  cells  and  sometimes 
connected  to  the  tubulo-alveolar  structures, 
(4)  occasionally  keratinous  cysts,  and  (5) 
matrices  of  varying  appearance  in  hema- 
toxylin and  eosin  stained  sections.  The  ma- 
trix may  appear  as  a blue  chondroid  sub- 
stance (common),  a blue  foamy  material 
(probably  a precursor  of  the  chondroid  sub- 
stance), or  occasionally  as  an  eosinophilic  hy- 
aline material. 

Cells  from  the  nests  of  cuboidal  cells  and 
ductal  structures  appear  to  separate  from 
one  another  and  become  embedded  in  the  ma- 
trix. 

The  tumor  seen  in  Figs.  4 a and  b is  similar 
to  those  more  commonly  observed  in  the 
region  of  the  anterior  chest  (breast  and  the 
axilla).  These  tumors  characteristically  are 
composed  of  small  islands  of  epithelial  cells 
or  small  ductal  structures  lined  by  one  or 


660 


TEXAS  State  Journal  of  Medicine 


Fig.  4.  Case  4.  (Chondroid  syringoma),  a.  The  section  in- 
cludes a portion  of  a circumscribed  nodule  composed  of 
epithelial-lined  tubular  structures.  X 50  b.  A chondroid 


two  rows  of  cuboidal  cells.  The  islands  of 
epithelial  cells  and  ducts  as  well  as  cells 
which  appear  to  arise  from  these  structures 
are  embedded  in  a chondroid  matrix. 

The  chondroid  matrix  is  histochemically 
similar  to  normal  cartilage  and  contains  sul- 
fated  acid  mucopolysaccharides.  High-angle 
X-ray  diffraction  studies  and  electron  mi- 
croscopy of  the  chondroid  matrix  disclosed 
a framework  of  collagen  similar  to  that  ob- 
served in  normal  costal  cartilage. 

Rarely,  the  chondroid  syringoma  occurs  in 
association  with  a pilomatrixoma  and  this 
practically  always  occurs  in  the  region  of 
the  head. 

DR.  L.  B.  STARR,  Brooke  General  Hos- 
pital: What  are  the  staining  characteristics 
of  a mixed  tumor  of  salivary  gland  origin? 

DR.  HELWIG:  Our  study  has  been  con- 
fined to  lesions  of  the  skin.  As  regards  his- 
tochemistry, two  examples  of  mixed  tumor 
of  salivary  gland  origin  which  we  used  as 
controls  were  similar  in  their  reactions  to 
those  in  the  skin,  but  we  have  not  examined 
a large  group. 

DR.  D.  L.  GALINDO,  San  Antonio:  Dr. 
Helwig,  do  you  feel  this  is  a metaplastic 
process  in  regard  to  the  cartilage? 

DR.  HELWIG:  I think  that  on  the  basis 
of  our  data  you  have  to  come  to  that  con- 
clusion. From  a study  of  multiple  sections 
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area  in  which  epithelial  cells  are  surrounded  by  a hyaline 
matrix.  X 300 


and  what  appear  to  be  epithelial  cells  ex- 
tending into  a loose  matrix  and  then  appear- 
ing as  cartilage  cells  associated  with  histo- 
chemical  changes  seen  in  cartilage,  it  has 
to  be  regarded  as  metaplasia. 

DR.  J.  L.  SMITH,  Houston  : Have  you  then 
dropped  the  use  of  the  term  “cutaneous 
mixed  tumor,  salivary  gland  type”? 

DR.  HELWIG:  We  have  dropped  it  just 
for  the  reason  that  you  made  obvious — it  is 
a long  and  involved  term.  It  is  an  acceptable 
term,  but  it  becomes  complicated  to  refer  to 
a cutaneous  diagnosis  and  then  say  “salivary 
gland  type”.  Some  years  ago  it  was  suggest- 
ed that  the  procedure  might  be  reversed  and 
reference  be  made  to  “salivary  gland  mixed 
tumor,  cutaneous  type”.  I think  what  we 
have  done  is  to  demonstrate  that  there  is 
both  a sweat  gland  element  and  a chondroid 
element,  and  I think  that  adequately  de- 
scribes the  tumor. 

GENERAL  DeCOURSEY:  What  are  you 
going  to  do  with  the  term  “pleomorphic  ade- 
noma” ? 

DR.  HELWIG:  I will  have  to  be  informed 
on  that.  I am  not  familiar  with  that  term. 
We  don’t  use  it. 

GENERAL  DeCOURSEY : I think  in  the 
recent  advances  in  pathology  out  of  England, 
they  are  pushing  that  term. 

DR.  HELWIG:  I haven’t  read  those  ad- 
vances. 
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DR.  BORNSTEIN : Have  you  ever  ob- 
served a malignant  chondroid  syringoma? 

DR.  HELWIG:  In  this  group  there  was 
not  one  that  we  could  call  malignant.  One 
lesion  from  the  face  had  some  cells  at  the 
periphery,  and  the  suggestion  was  very  great 
that  they  were  in  lymphatics.  We’ve  had  a 
three-year  follow-up  on  that  individual,  who 
shows  no  recurrence  or  metastasis.  Another 
patient  had  a chondroid  syringoma  in  the 
skin  of  the  plantar  surface  of  the  left  foot 
and  a similar  lesion  in  the  tibia.  Both  lesions 
were  biopsied  five  years  ago  and  nothing  has 
happened  since.  We  feel  that  they  were  two 
different  lesions.  This  is  one  of  those  rare 
examples  of  chondroid  syringoma  (mixed 
tumor)  in  the  tibia. 

Follow-up. — DR.  JACOB : As  of  Sept.  9, 
1959,  (one  year  after  removal  of  the  lesion), 
there  was  no  recurrence.  Subsequently,  the 
patient  died  of  coronary  heart  disease.  There 
was  no  autopsy. 


Case  5 

Diagnosis. — Angiosarcoma. 

Contributor. — Dr.  D.  L.  Galindo,  Robert  B. 
Green  Memorial  Hospital,  San  Antonio. 

History. — A 64  year  old  Latin-American 
woman  was  treated  for  lesions  on  the  right 
frontal  and  lateral  temporal  regions  of  the 
scalp.  The  lesions  consisted  of  nodular  mass- 
es with  a gray-silver  sheen  that  measured  up 
to  2.5  to  3.0  cm.  in  diameter.  No  other  le- 
sions were  found.  She  presented  no  unusual 
symptomatology.  Biopsy  was  taken  from  one 
of  the  nodules. 

Submitted  Diagnoses. — Kaposi’s  sarcoma, 
21 ; angiosarcoma,  2 ; lymphangiosarcoma,  1 ; 
malignant  hemangio-endothelioma,  1 ; heman- 
gio-endothelioma,  benign,  1 ; sclerosing  hem- 
angioma, 5 ; hemangiopericytoma,  2 ; fi- 
brosarcoma, 2;  dermatofibrosarcoma  protu- 
berans,  1 ; malignant  dermatofibroma,  1 ; fi- 
bromatosis, 1 ; dermatofibroma,  3 ; xantho- 
fibroma, 1 ; neurofibromatosis,  1 ; neuro- 
xantho-endothelioma,  1 ; cutaneous  hamar- 
toma, 1 ; apocrine  myo-epithelioma,  1 ; cylin- 
droma, 2 ; sweat  gland  carcinoma,  1 ; col- 
lagen disease,  1. 

DR.  HELWIG:  We  have  many  different 
diagnoses.  Kaposi’s  sarcoma  heads  the  list. 

A picture  is  worth  a lot  of  words.  I read 
the  clinical  description  of  this  lesion,  and  I 


am  not  sure  that  I had  this  picture  in  mind. 
Maybe  some  of  you  feel  the  same  way.  Two 
large,  elevated,  somewhat  fungating  masses 
are  present  in  front  of  the  ear,  and  after 
treatment  most  of  the  lesion  disappeared. 
Dr.  Galindo,  do  you  have  any  other  com- 
ments ? 

DR.  GALINDO:  Actually,  we  never  had 
an  opportunity  to  study  the  lesion  in  the 
gross  except  for  the  biopsy,  which  was  a 
slightly  gray  portion  of  tissue.  We  made  sev- 
eral slides  from  that,  one  of  which  you  had. 
As  far  as  we  know  the  patient  had  been  seen 
by  two  other  groups.  Dr.  H.  J.  Schatten- 
berg,  San  Antonio,  had  seen  the  section  on 
the  first  biopsy,  and  the  diagnosis  of  Ka- 
posi’s sarcoma  had  been  made.  Then  we  saw 
the  patient,  and  we  also  felt  that  we  were 
dealing  with  Kaposi’s.  Then  Dr.  Richmond 
got  a biopsy.  When  this  patient  was  first 
seen  in  the  clinic  she  had  only  two  small 
nodules  on  the  right  side  of  the  head  in  the 
temple  region.  Later  the  lesion  grew  larger. 

DR.  HELWIG:  Dr.  Richmond,  do  you 
have  any  comments? 

DR.  A.  M.  RICHMOND,  San  Antonio:  We 
received  three  pea-sized  blue  nodules  about 
four  years  ago  from  a local  dermatologist 
who  stated  very  firmly  that  this  undoubted- 
ly was  Kaposi’s  sarcoma. 

DR.  HELWIG : Although  puzzled,  I did 
not  feel  that  this  was  Kaposi’s  sarcoma.  The 
tissue  shows  spaces  with  a papillary  lining 
suggestive  of  vascular  spaces  as  well  as  an 
almost  solid  type  of  proliferation.  We  shall 
look  at  both  of  these  areas  (Figs.  5 a and  b) . 

The  papillary  area  appears  as  an  inter- 
communicating vascular  structure  in  which 
the  processes  are  lined  by  endothelial  cells 
that  aren’t  quite  normal.  Many  cells  are 
large,  and  the  nuclei  are  hyperchromatic. 
There  seem  to  be  more  nuclei  present  and 
more  cells  present  than  would  be  expected  if 
this  were  normal  endothelium  lining  a space. 
I think  that  is  probably  important. 

One  might  wonder  whether  the  tumor  is 
hemangiomatous  or  lymphangiomatous.  Only 
the  presence  of  red  blood  cells  suggests  that 
it  is  basically  hemangiomatous.  In  some  areas 
there  are  scattered  foci  of  poorly  outlined 
cells  having  fairly  uniform  round  or  oval  nu- 
clei. In  a relatively  thick  section  the  nests 
of  cells  suggest  basal  cell  carcinoma,  but  in 
a very  thin  section  they  distinctly  do  not, 
and  appear  as  the  same  type  of  cell  as  seen 
in  the  papillary  area.  Considering  the  solid 
areas  together  with  the  papillary  areas,  I 
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Fig.  5.  Case  5.  (Angiosarcoma),  a.  The  corium  is  infiltrated  lar  pattern.  X 120  b.  There  are  irregular  vascular  spaces 

with  tumor  which  varies  from  a solid  to  a papillary  vascu-  lined  by  pleomorphic  cells.  X 300 


came  to  the  conclusion  that  this  was  an  angi- 
osarcoma. 

Angiosarcomas  are  not  common  in  my  ex- 
perience. I often  have  a difficult  time  telling 
whether  or  not  the  definitely  malignant  ones 
are  basically  angiomatous.  The  present  le- 
sion without  question  seems  to  be  forming 
some  vascular  spaces.  The  degree  of  malig- 
nancy I am  not  certain  of.  I think  this  is 
one  of  the  less  malignant  angiosarcomas,  but 
nevertheless  malignant.  I reviewed  our  ma- 
terial on  angiosarcomas  of  the  skin  and  saw 
the  pattern  that  we  have  seen  today  in  a few 
other  lesions.  Some  people  I know  would  say, 
“Well,  this  is  not  an  angiosarcoma;  this  is  an 
endothelioma”,  or  a “hemangio-endotheli- 
oma”,  or  even  a “malignant  hemangio-endo- 
thelioma”.  The  term  “endothelioma”  is  non- 
specific and  confusing  as  to  whether  it  means 
a benign  tumor  or  a malignant  tumor.  I 
think  pathologists  sometimes  use  the  term 
“endothelioma”  to  hide  their  ignorance.  They 
say  “hemangio-endothelioma”  and  let  the 
clinician  guess  whether  they  mean  a benign 
or  a malignant  tumor. 

I would  like  to  show  you  a lesion  that  I 
consider  typical  of  Kaposi’s  sarcoma.  Ka- 
posi’s sarcoma  may  form  a bulging  hemor- 
rhagic nodule  and  there  may  be  one  or  many 
lesions  present.  Histologically,  the  picture  in 
Kaposi’s  sarcoma  is  usually  characteristic.4 


It  is  comprised  of  spindle-shaped  cells  be- 
tween which  are  spaces  or  slits  filled  with 
red  blood  cells.  We  call  this  the  vascular-slit 
pattern.  It  is  not  absolutely  diagnostic  of  Ka- 
posi’s sarcoma  because  a pattern  like  this 
sometimes  is  seen  focally  in  a few  other  proc- 
esses (for  example,  nodular  fasciitis),  but  I 
don’t  know  of  any  process  other  than  Ka- 
posi’s sarcoma  where  one  observes  this  pat- 
tern in  the  bulk  of  the  lesion.  The  cells  and 
nuclei  in  Kaposi’s  sarcoma  do  not  show  an 
appreciable  degree  of  cellular  pleomorphism. 
The  nuclei  in  cross  section  appear  round,  and 
in  longitudinal  section  elongated  and  oval 
shaped.  The  cells  do  not  resemble  normal  en- 
dothelial cells.  Kaposi’s  sarcoma  is  not  al- 
ways an  elevated  lesion.  In  this  section  the 
lesion  in  the  dermis  only  slightly  elevates  the 
overlying  epidermis.  The  histologic  structure 
is  typical  with  elongated  cells  between  which 
are  vascular  slits  filled  with  erythrocytes. 
An  early  lesion  shows  proliferation  of  mes- 
enchymal cells  in  the  vicinity  of  the  small 
blood  vessels,  perhaps  cells  that  potentially 
could  produce  an  endothelial  cell.  Even  in  a 
minute  area  a vascular-slit  pattern  is  appar- 
ent. A granulomatous  change  has  been  de- 
scribed as  the  early  stage.7  Perhaps  that  oc- 
curs, but  we  have  not  been  fortunate  enough 
to  see  it  in  our  material. 

In  our4  group  of  50  patients,  the  onset  of 
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the  Kaposi’s  sarcoma  was  more  frequent  in 
the  later  years  of  life.  There  was  one  patient 
who  also  had  Hodgkin’s  disease.  Three  pa- 
tients also  had  some  kind  of  lymphoma.  The 
presence  of  both  Kaposi’s  sarcoma  and  lym- 
phoma in  the  same  individual  has  been  re- 
ported by  several  workers,  and  has  been  used 
as  evidence  for  a common  origin  from  a re- 
ticular cell.  We  do  not  feel  that  way. 

In  the  distribution  of  the  lesions,  the  lower 
extremities  were  involved  more  commonly, 
but  lesions  may  involve  other  areas,  includ- 
ing the  mucous  membrane.  Recently  we  ex- 
amined a single  lesion  of  the  eyelid.  The  le- 
sions may  be  single  or  multiple. 

In  12  patients  with  Kaposi’s  sarcoma,  at 
autopsy  the  tissue  involved  most  frequently 
other  than  the  skin  was,  first,  the  lymph 
nodes,  followed  by  the  gastrointestinal  tract, 
lungs,  heart,  and  liver.  Lesions  in  the  bone 
or  spleen  were  not  observed.  If  the  lesions 
are  of  reticular  origin,  one  might  expect  that 
in  our  material  we  would  see  involvement  of 
the  spleen  or  bone  marrow,  organs  rich  in 
reticular  tissue.  In  the  last  known  status  of 
44  patients,  25  were  dead,  11  of  Kaposi’s  sar- 
coma. Five  of  the  patients  died  of  a “true 
Kaposi’s  sarcoma”.  It  is  terrible  to  have  to 
use  the  expression,  “true  Kaposi’s  sarcoma”, 
but  Kaposi’s  sarcoma  is  so  ingrained  for  the 
picture  that  we  have  been  talking  about  that 
I don’t  think  anyone  could  ever  change  it.  In 
five  of  our  patients  we  saw  at  some  time  (in 
one  instance  there  was  a separation  of  20 
years)  the  orthodox  picture,  the  vascular-slit 
pattern  of  Kaposi’s  sarcoma.  These  patients 
later  developed  a very  pleomorphic  and  often 
undifferentiated  tumor  that  we  recognized 
occasionally  as  an  angiosarcoma.  This  means 
that  in  Kaposi’s  sarcoma  there  are  a few 
patients  who  ultimately  will  develop  a malig- 
nant tumor  which  will  metastasize.  It  is 
probable  that  the  multiple  lesions  in  Kaposi’s 
sarcoma  represent  multiple  sites  of  involve- 
ment rather  than  metastases,  but  in  the  few 
patients  who  develop  a true  Kaposi’s  sar- 
coma the  tumors  may  and  do  metastasize.  In 
this  microscopic  section,  in  a few  places  there 
is  a vascular-slit  pattern,  but  in  other  areas 
the  cells  show  a much  greater  degree  of  pleo- 
morphism  and  the  tumor  can  be  called  angio- 
sarcoma. 

Follow-up. — DR.  GALINDO:  After  diag- 
nosis of  Kaposi’s  sarcoma  on  the  original  and 
subsequent  biopsies  of  tissue  from  the  scalp, 


the  patient  was  evaluated  and  given  chemo- 
therapy in  the  form  of  AIMSA  (AIMS),  50 
mg.  per  Kg.  of  body  weight,  totaling  2.5  Gm, 
intravenously  per  day,  for  five  days.  During 
this  therapy  the  blood  urea  nitrogen  (BUN) 
progressively  increased,  prothrombin  time 
dropped  to  37  per  cent  activity,  and  hemo- 
globin was  7.8  Gm.  The  masses  decreased 
somewhat  but  started  bleeding  associated 
with  nose  and  rectal  bleeding.  Peritoneal  di- 
alysis was  instituted  for  the  high  BUN,  but 
the  patient’s  condition  deteriorated  and  she 
died.  No  autopsy  was  performed. 

DR.  RICHMOND : The  specimens  we  re- 
ceived from  this  patient  were  presented  at  a 
meeting  here  at  Brooke,  and  everybody 
agreed  it  was  Kaposi’s  sarcoma  at  that  time. 

DR.  HELWIG:  Do  you  remember,  did  it 
have  a vascular-slit  pattern? 

DR.  RICHMOND : Yes,  sir. 

DR.  HELWIG:  I would  feel  that  if  this 
were  initially  Kaposi’s  sarcoma,  in  this  peri- 
od of  time  it  has  undergone  a transition  as 
those  four  or  five  other  cases  that  I men- 
tioned did,  to  a true  sarcoma. 

DR.  E.  P.  JENEVEIN,  JR.,  Fort  Sam 
Houston:  How  frequent  are  mitoses  in  Ka- 
posi’s sarcoma? 

DR.  HELWIG:  You  may  see  mitoses.  In 
most  instances  they  are  not  frequent. 


Case  6 

Diagnosis. — Atypical  fibroxanthoma. 

Contributor. — Dr.  Helwig. 

History. — For  one  year  a 75  year  old  man 
noted  a swelling  on  his  neck  which  gradu- 
ally increased  in  size  until  it  measured  3 cm. 
in  diameter.  It  was  covered  with  skin  except 
for  a small  central  focus  of  ulceration.  The 
cut  surface  was  grayish-white  with  a sug- 
gestion of  yellow. 

Submitted  Diagnoses. — Sarcoma  (rhab- 
do-,  16;  lipo-,  8;  leio-,  2;  fibro-,  3;  pleomor- 
phic cell,  1)  31;  reticulohistiocytoma,  10;  re- 
ticulohistiocytic  granuloma,  4 ; malignant 
granular  cell  myoblastoma,  3 ; dermatofibro- 
sarcoma  protuberans,  1 ; malignant  melano- 
ma, 1 ; squamous  cell  carcinoma,  1 ; malignant 
fibrous  xanthoma,  1 ; dermatofibroma,  1 ; 
neuroxanthoma,  1 ; granular  cell  myoblasto- 
ma, benign,  1. 

DR.  HELWIG:  There  are  a number  of  dif- 
ferent diagnoses.  Most  of  you  felt  that  this 
was  a sarcoma  of  one  kind  or  another.  A 
fair  number  of  you  disagreed  with  that  in- 
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terpretation  and  called  it  a benign  lesion  re- 
lated to  histiocytes. 

I’m  putting  this  case  out  as  a sort  of  trial 
balloon.  My  interpretation  is  an  “atypical 
fibroxanthoma”,  a name  we  have  used  for 
several  years  at  the  Armed  Forces  Institute 
of  Pathology.  After  looking  at  the  micro- 
scopic pictures  I will  tell  you  what  we  know 
about  these  lesions. 

The  epidermis  is  elevated  over  a fairly 
well-circumscribed,  but  not  encapsulated, 
nodule  in  the  skin.  Microscopically,  the  strik- 
ing change  is  the  pleomorphic  bizarre  cells. 
To  consider  that  this  is  a benign  lesion 
flaunts  all  the  concepts  of  how  a tumor  or 
lesion  with  such  cellular  pleomorphism 
should  behave.  There  are  many  bizarre  cells 
with  big  multiple  nuclei  and  sometimes  much 
cytoplasm.  There  are  mitotic  figures,  some- 
times bizarre.  Also  present  are  cells  that 
have  a histiocytic  or  xanthomatous  appear- 
ance with  finely  vacuolated  cytoplasm  and 
elongated  cells  that  have  a fibrous  appear- 
ance. With  an  oil  red  0 preparation,  the 
vacuoles  are  seen  to  contain  fat. 

A bulbous  red  mass  behind  the  ear  was 
present  on  this  patient  for  several  months 
and  kept  enlarging  until  it  reached  several 
centimeters  in  diameter.  The  man  ultimately 
died,  but  he  didn’t  die  of  this  tumor;  there 
was  an  autopsy,  and  the  lesion  had  not 
spread  locally  nor  metastasized.  Microscop- 
ically, even  at  low  power,  there  is  consider- 
able cellular  pleomorphism  and  nuclear  pleo- 
morphism, as  well  as  vacuolization  of  cells. 
Vacuolated  cells  with  prominent  nuclei  and 
nucleoli  are  present.  An  oil  red  0 prepara- 
tion confirmed  the  presence  of  a fat  sub- 
stance in  some  of  the  cells  with  bizarre- 
shaped nuclei  (Fig.  6).  An  acid  mucopoly- 
saccharide stain  shows  that  many  cells  are 
producing  an  acid  mucopolysaccharide. 

We  have  studied  20  patients  with  this  le- 
sion. The  sex  has  been  about  equally  divided. 
The  lesions  have  occurred  on  many  parts  of 
the  body,  but  were  common  on  the  face  and 
the  scalp.  Three  lesions  occurred  on  the  ear. 
Of  the  20,  9 were  on  the  extremities.  About 
half  the  lesions  were  approximately  1 cm.  or 
less  in  diameter,  but  one  reached  a diameter 
of  12  cm.  As  the  lesions  became  relatively 
large,  ulceration  was  common.  In  some  in- 
stances the  growth  rate  was  slow  and  ex- 
tended over  a period  of  several  years,  but 
in  a few  it  was  rapid.  In  only  2 of  the  20  pa- 
tients could  history  of  injury  be  established. 

DR.  SPRAGUE : Dr.  Helwig,  it  was  my 
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Fig.  6.  Case  6.  (Atypical  fibroxanthoma).  The  cells  appear 
fibroblastic  and  histiocytic.  Some  cells  are  large  with  bi- 
zarre nuclei.  X 300 


impression  that  this  case  was  quite  similar 
to  the  cases  that  you  published  in  the  past, 
to  which  you  gave  the  title  “reticulohistio- 
cytic  granuloma”.  I saw  a great  similarity  in 
my  slide  to  those  that  you  had  included  in 
that  group.  I would  appreciate  it  if  you 
would  comment  on  reticulohistiocytic  granu- 
loma and  its  differences  from  the  case  here. 

DR.  HELWIG:  The  reticulohistiocytic 
granuloma,33  also  commonly  called  reticulo- 
histiocytoma,  occurs  in  two  forms,  as  a single 
lesion  or  only  a few  lesions  of  the  skin,  and 
as  multiple  lesions  associated  with  joint  in- 
volvement. The  single  lesions  of  reticulohis- 
tiocytic granuloma  usually  are  only  a few 
millimeters  in  size  and  histologically  are 
comprised  of  cells  that  look  like  histiocytes 
with  prominent  nuclei  and  prominent  nucle- 
oli. Occasionally,  cells  are  multinucleated. 
The  extreme  degree  of  cellular  pleomorphism 
seen  in  atypical  fibroxanthoma  is  absent. 
The  cells  of  the  two  lesions  may  be  basically 
related,  but  the  atypical  fibroxanthoma  is 
entirely  likely  to  grow  to  a large  mass. 

DR.  R.  E.  BRIERTY,  Brooke  General 
Hospital : Dr.  Helwig,  was  a trichrome  stain 
done  to  bear  out  the  fibrous  portion  of  the 
stroma  here,  as  your  diagnosis  indicates? 

DR.  HELWIG:  Yes,  we’ve  done  all  sorts 
of  stains  and  a trichrome  stain  does  bear  out 
that  there  is  some  fibril  material  associated 
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with  some  of  these  cells.  I believe  there  is  a 
transition  from  a basically  fibroblastic  cell, 
or  a precursor  of  a fibroblastic  cell,  to  a his- 
tiocytic type  of  cell.  In  regard  to  the  tri- 
chrome stain,  sometimes  I don’t  put  faith  in 
it.  It  is  excellent  to  differentiate  normal 
adult  connective  tissue  and  muscle,  but  for 
some  embryonic  or  sarcomatous  tissue  I 
don’t  think  it  is  worth  too  much. 

DR.  E.  J.  FEELEY,  Brooke  General  Hos- 
pital : Will  you  tell  us  how  you  use  such 
terms  as  dermatofibroma,  fibrous  xanthoma, 
and  xanthogranuloma  ? 

DR.  HELWIG : I have  used  the  term  “der- 
matofibroma” for  a number  of  years.  When 
I was  in  Boston  with  Dr.  Shields  Warren, 
there  was  a group  of  lesions  that  were  called 
“sclerosing  hemangiomas”.  These  lesions  have 
a vascular  pattern,  with  cells  arranged  in  a 
curlicue  shape  around  vascular  spaces  or  po- 
tential spaces.  Hemosiderin  is  usually  pres- 
ent and  often  there  is  some  fat,  mostly  with- 
in histiocytes.  This  lesion  is  perhaps  more 
common  on  the  lower  extremities.  A study  of 
this  group  of  lesions  shows  that  some  have 
not  only  a vascular  pattern  but  also  a pat- 
tern which  appears  to  be  basically  fibrous. 
If  you  continue  the  spectrum,  a group  is  en- 
countered which  does  not  show  a clear-cut 
vascular  pattern,  but  appears  fibrous.  When 
it  is  a markedly  vascular  pattern  I say  “der- 
matofibroma, sclerosing  hemangioma  type”. 
I believe  there  is  a transition  between  these 
two  patterns.  Perhaps  different  reactions  oc- 
cur in  different  areas  of  the  dermis,  and 
maybe  to  the  same  insult. 

Those  who  examine  skin  soon  encounter  a 
lesion  that  has  fibrous  cells  and  histiocytes, 
but  doesn’t  fit  any  of  the  recognized  xantho- 
mas. It  is  often  called  fibroxanthoma.  It 
does  not  show  cellular  pleomorphism  as  seen 
in  the  atypical  fibroxanthoma.  I am  sure  that 
some  pathologists  might  look  at  one  of  these 
lesions  on  one  day  and  call  it  fibroxanthoma, 
and  on  another  day  call  it  dermatofibroma 
because  this  also  may  have  histiocytes.  The 
skin  can  react  in  only  so  many  different 
ways.  There  may  be  a number  of  different 
types  of  insult,  but  the  response  in  relation 
to  the  different  types  of  insult  may  appear 
to  be  similar  histologically. 

DR.  F.  S.  PREUSS,  Dallas:  I want  to  ask 
if  you  use  the  term  “nodular  subepidermal 
fibromatosis”,  and  if  so,  when? 

DR.  HELWIG:  Nodular  subepidermal  fi- 


brosis is  a synonym  for  dermatofibroma,  as 
is  histiocytoma.  We  do  not  use  either  of 
these  terms.  Nodular  subepidermal  fibrosis 
was  first  used,  I think,  by  Dr.  Hamilton 
Montgomery.  It  is  a quite  acceptable  term. 

DR.  LOWBEER : Only  in  the  advanced  le- 
sions do  you  see  a lot  of  collagen,  and  in  those 
earlier  lesions,  presumably,  you  see  a lot  of 
reticulum. 

DR.  RICHMOND : Do  these  atypical  fi- 
broxanthomas arise  exclusively  in  the  corium 
of  the  skin,  or  can  they  arise  from  deeper 
tissues  ? 

DR.  HELWIG:  The  impression  is  that 
they  arise  in  the  corium.  I have  not  yet  seen 
one  not  involving  the  corium. 

DR.  G.  MANI,  San  Antonio:  At  last  year’s 
seminar,  Dr.  L.  V.  Ackerman,  St.  Louis,  di- 
agnosed a multinodular  malignant  fibroxan- 
thoma of  the  arm.  Would  you  give  us  your 
opinion  of  this  lesion? 

DR.  HELWIG : No,  I have  not  seen  atypi- 
cal fibroxanthoma  with  multiple  nodules.  The 
question  of  malignancy  naturally  occurs  with 
this  group  of  lesions.  Are  they  benign  or  are 
they  malignant?  So  far,  our  lesions  of  the 
skin  have  followed  a benign  course.  Our  fol- 
low-up perhaps  is  not  long  enough  to  say  ab- 
solutely that  this  lesion  is  never  malignant. 
Furthermore,  are  we  dealing  with  a homoge- 
neous group?  Are  all  the  cases  similar?  I 
think  the  answer  is  going  to  come  only  with 
further  study  and  a substantial  follow-up  of 
10  to  15  years. 

DR.  W.  A.  MERIWETHER,  Brooke  Gen- 
eral Hospital:  The  case  just  presented  is 
quite  reminiscent  of  a lesion  discussed  by 
Dr.  Ackerman  recently  in  a lecture  he  deliv- 
ered at  the  University  of  Nuevo  Leon  in 
Monterrey,  Mexico.  The  lecture  was  entitled, 
“Is  It  Cancer,  or  Will  It  Be  Cancer?”  He 
showed  a slide  which  I think  is  practically 
the  duplicate  of  the  case  just  shown,  in  which 
the  histology  was  ominous  but  the  prognosis 
was  good.  He  is  collecting  a group  of  cases 
which  he  also  feels  are  atypical  fibroxantho- 
mas with  a good  outlook.  The  lesions  he  is 
collecting  were  primarily  on  the  face,  par- 
ticularly on  the  ear. 

DR.  SMITH : With  an  increased  number 
of  such  cases  in  your  series,  have  you  con- 
tinued to  observe  that  the  patients  are,  in 
general,  in  an  older  age  group?  At  one  time 
they  were  usually  60  years  of  age  or  above. 

DR.  HELWIG:  Dr.  Smith  is  a former 
member  of  our  staff  and  helped  us  as  we 
were  studying  and  puzzling  over  the  lesions. 
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The  age  range  of  our  patients  is  from  14  to 
85  years,  and  as  Dr.  Smith  remarked,  many 
patients  have  been  in  the  older  age  group, 
which  is  often  from  70  to  80  years  of  age. 
That  has  held  up  from  the  time  that  he  was 
with  us  until  now.  They  do  occur  occasional- 
ly in  younger  people. 

GENERAL  DeCOURSEY : I am  wonder- 
ing if  pathologists  are  missing  something, 
theoretically,  from  this  morphologic  picture. 
As  you  look  into  effects  of  radiation  and 
chemicals,  think  of  the  genetics,  that  is  the 
chromosomal  pattern  in  cells.  A tumor  be- 
comes wilder  and  wilder  looking  as  cells  be- 
come larger  and  more  monstrous,  but  theo- 
retically such  cells  probably  cannot  give  off 
offspring.  Might  this  be  a lead  that  we  are 
not  following  in  our  chemical  investigations 
of  how  to  treat  a tumor?  I’m  glad  to  see  this 
fibroxanthoma  showing  up  practically  that 
the  worse  looking  the  cells  are,  the  less  apt 
they  are  to  grow  and  reproduce. 


Case  7 

Diagnosis. — Mycosis  fungoides. 

Contributor. — Lt.  Col.  James  L.  Hansen, 
M.C.,  Brooke  General  Hospital,  Fort  Sam 
Houston. 

History. — A 44  year  old  white  male  had 
a slightly  scaling,  generalized  dermatitis  for 
15  years.  It  was  characterized  by  a retiform 
pigmentation,  most  marked  over  the  trunk. 
For  two  years  the  eruption  had  become  more 
infiltrated  as  small  reddish-brown  plaques 
covered  the  entire  body.  There  was  loss  of 
eyebrows  and  patchy  alopecia  in  the  scalp. 
For  six  months  he  had  had  a 2.5  by  3 inch 
ulcer  with  a rolled  border  on  the  posterior 
aspect  of  the  thigh.  The  ulcer,  a brownish 
plaque,  and  an  erythematous,  soft,  velvety, 
wrinkled  patch  on  the  left  flank  were  biop- 
sied. 

Submitted  Diagnoses. — Mycosis  fungoides, 
34 ; reticuloendotheliosis,  3 ; lymphoma  cutis, 
1 ; Hodgkin’s  granuloma,  1 ; xeroderma  pig- 
mentosa— early  carcinoma,  1 ; Sezary  syn- 
drome, 1 ; eosinophilic  granuloma,  1 ; inflam- 
mation (pyogenic  granuloma,  granuloma 
venereum,  hidradenitis,  Leishmania,  lepro- 
sy), 8. 

DR.  HELWIG:  Thirty-four  people  called 
this  mycosis  fungoides.  If  I had  seen  the 
same  section  which  I think  they  saw,  and 
had  seen  only  that  section,  I don’t  believe  I 
would  have  done  that  well.  I did  not  believe 


that  the  last  biopsy  was  particularly  diag- 
nostic of  mycosis  fungoides.  I could  get  a 
feeling  about  it,  but  I couldn’t  get  a very 
firm  diagnosis  out  of  it.  I had  the  advantage, 
however  (because  this  patient  had  been  bi- 
opsied  over  a period  of  years)  of  being  able 
to  study  some  other  biopsy  specimens.  I 
don’t  know  whether  Dr.  Bayliss  and  Dr. 
Hansen  knew  that,  but  I always  try  to  dig 
up  all  the  information  I can.  There  were  sev- 
eral other  suggested  diagnoses,  some  benign. 
One  diagnosed  Sezary  syndrome ; I don’t 
know  on  what  basis  that  diagnosis  was  made, 
but  perhaps  that  individual  has  information 
about  it  that  I don’t  have.  If  he  does,  I hope 
he  speaks  up. 

In  the  section  I received,  the  margin  of  the 
ulcer  noted  clinically  is  included.  At  the  mar- 
gin the  epidermis  is  markedly  acanthotic, 
and  beneath  the  ulceration  is  an  infiltrate  in 
the  corium  (Fig.  7a).  In  the  infiltrate  are 
cells  with  large  nuclei  and  prominent  nu- 
cleoli. These  look  like  malignant  reticulum 
cells,  but  at  the  same  time  there  is  a mixed 
-infiltrate  with  many  leukocytes  present.  This 
picture  alone  is  not  that  of  mycosis  fungo- 
ides. I am  suspicious  that  if  this  is  mycosis 
fungoides,  it  is  now  showing  a transition  to 
reticulum  cell  sarcoma.  I would  like  to  show 
you  a couple  of  areas  from  other  biopsies 
that  helped  me  make  a diagnosis  of  mycosis 
fungoides  in  this  case.  Mycosis  fungoides  is 
not,  in  my  experience,  an  easy  diagnosis  to 
make.9 

An  earlier  biopsy  shows  fairly  regular 
acanthosis.  The  granular  cell  layer  is  absent 
and  parakeratosis,  as  would  be  expected,  is 
present  but  this  change  is  not  diagnostic.  A 
collection  of  atypical  monocytes  is  present 
within  the  epidermis.  These  collections  are 
often  observed  in  mycosis  fungoides  and  are 
called  Pautrier  abscesses  (Fig.  7b).  Mono- 
cytes may  also  diffusely  infiltrate  the  epi- 
dermis. This  change  is  not  particularly  de- 
scribed in  textbooks,  but  we  have  seen  a 
number  of  examples  in  which  monocytes  are 
not  only  in  small  collections  (Pautrier  ab- 
scesses) but  also  diffusely  through  the  epi- 
dermis. A mixed  infiltrate  is  present  in  the 
corium.  In  the  infiltrate  are  reticular  cells, 
monocytes,  and  histiocytes.  There  is  a fair 
amount  of  reticular  proliferation  (Fig.  7c). 
I like  to  see  multinucleated  cells;  I do  not 
see  a really  clear-cut  example  in  this  particu- 
lar field.  The  multinucleated  cells  usually 
have  four  or  five  clumped  nuclei  and  ap- 
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Fig.  7.  Case  7.  (Mycosis  fungoides).  a.  An  acanthotic  and 
partially  ulcerated  epidermis  is  elevated  over  a tumor 
nodule  in  the  corium.  X 10  b.  A nest  of  monocytes  (Pau- 


trier's  abscess)  is  present  in  a rete  ridge.  X 530  c.  The 
corium  is  infiltrated  with  pleomorphic,  reticulum-like  cells. 
X 480 


pear  unlike  Reed  cells.  Sometimes  the  nu- 
clei are  pyknotic  and  hyperchromatic. 

In  the  initial  description  by  Alibert  in 
1814,  mycosis  fungoides  was  called  “pian 
fungoides”  because  of  a clinical  resemblance 
to  yaws.  Many  authorities  believe  that  my- 
cosis fungoides  begins  with  an  erythematous 
eczematoid  stage.  The  process  may  skip  the 
first  stage  and  develop  infiltrated  plaques. 
In  the  plaques  microscopically  there  is  a 
cellular  infiltrate  in  the  corium,  and  often 
Pautrier  abscesses  are  seen  in  the  epidermis. 
It  is  also  possible,  and  it  has  happened  to  us 
many  times,  to  see  an  infiltrate  in  the  cori- 
um and  become  suspicious  of  mycosis  fungo- 
ides, although  no  Pautrier  abscesses  are 
present.  Then  we’ve  cut  additional  sections 
and  some  have  contained  Pautrier  abscesses. 
A few  collections  of  monocytes  in  the  epi- 
dermis are  not  diagnostic  of  mycosis  fungo- 
ides, but  when  present  together  with  a mixed 
infiltrate  in  the  corium  I think  an  unequivo- 
cal diagnosis  can  be  made.  In  the  tumor 
stage  there  is  a conversion  or  transition  of 
the  infiltrate  in  the  corium  to  a monomor- 
phous type  of  infiltrate  in  contrast  to  the 
previous  polymorphous  infiltrate.  The  cells 
tend  to  be  of  one  kind  but  are  pleomorphic. 
They  look  like  large  atypical  reticular  cells 
and  the  picture  can  be  interpreted  as  reticu- 
lum cell  sarcoma. 


I am  conservative  in  making  the  diag- 
nosis of  mycosis  fungoides,  and  over  a peri- 
od of  years  I know  that  I’ve  occasionally 
missed  the  diagnosis.  I don’t  believe  I am 
unique.  One  of  the  lesions  that  I have  had 
trouble  with  is  neurodermatitis  or  eczema- 
toid dermatitis.  Microscopically,  there  is  ir- 
regular acanthosis.  There  may  be  epidermal 
abscesses,  but  these  usually  contain  poly- 
morphonuclear leukocytes  like  the  Munro  ab- 
scess seen  in  psoriasis,  rather  than  mono- 
cytes. A mixed  infiltrate  is  present  in  the 
corium.  Even  though  there  are  many  differ- 
ent types  of  cells  in  the  corium,  in  the  ab- 
sence of  either  typical  multinucleated  cells  or 
of  Pautrier  abscesses,  I would  not  consider 
a diagnosis  of  mycosis  fungoides.  This  sec- 
tion of  psoriasis  is  not  quite  the  classical 
textbook  picture,  but  many  biopsies  of  psori- 
asis that  we  see  don’t  show  the  nice,  test 
tube  rete  ridges.  They  often  show  an  amal- 
gamation, or  fusion  of  the  rete  ridges.  On  the 
basis  of  the  thinning  of  the  papillary  plates, 
dilatation  of  the  capillaries  within  the  papil- 
lae, absence  of  the  granular  cell  layer,  and 
parakeratosis,  I would  favor  a diagnosis  of 
psoriasis  even  though  the  corium  shows  a 
mixed  type  of  infiltrate.  In  making  a dif- 
ferentiation of  mycosis  fungoides  from  ec- 
zematoid dermatitis  and  psoriasis,  all  of  the 
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histologic  changes  must  be  considered — not 
just  the  infiltrate. 

We  receive  a number  of  insect  bite  granu- 
lomas, usually  single,  occasionally  multiple, 
that  have  been  excised  and  sent  to  us  with 
the  diagnosis  of  mycosis  fungoides.  The  pic- 
ture of  insect  bite  granuloma  varies  tremen- 
dously. This  is  just  one  picture.  I could  show 
you  many  different  ones,  some  without  pri- 
mary and  secondary  lymphoid  nodules  that 
we  see  here.  In  addition  to  the  lymphoid 
hyperplasia  there  is  a mixed  cellular  infil- 
trate in  the  corium.  It  includes  many  eosino- 
phils, histiocytes,  monocytes,  and  lympho- 
cytes. On  this  basis  the  process  is  not  lym- 
phosarcoma or  malignant  lymphoma,  but 
the  mixed  infiltrate  does  not  rule  out  my- 
cosis fungoides.  In  the  whole  picture,  how- 
ever, Pautrier  abscesses  and  giant  cells  like 
those  seen  in  mycosis  fungoides  are  absent; 
I think  on  that  basis  mycosis  fungoides  can 
be  ruled  out.  Small  granulomatous  foci  are 
often  seen  in  reactive  type  processes  such  as 
insect  bite  granuloma.  Blood  vessels  with 
endothelial  proliferation  and  thickening  are 
often  observed  with  a reactive  inflammatory 
process,  but  are  rarely  seen  with  lymphoma 
or  mycosis  fungoides.  In  insect  bite  granu- 
loma, pseudoepitheliomatous  hyperplasia  may 
be  present.  If  you  examine  the  exact  site 
where  a proboscis  entered,  pseudoepitheli- 
omatous hyperplasia  usually  is  noted ; if  the 
section  goes  through  to  one  side  of  that  site, 
it  is  not  seen.  A mixed  infiltrate  with  eosino- 
philic leukocytes  may  be  present  in  neuro- 
dermatitis, or  eczematoid  dermatitis,  but 
giant  cells  and  Pautrier  abscesses  are  absent. 

DR.  S.  M.  FORD,  Brooke  General  Hos- 
pital : I have  had  the  opportunity  to  follow 
this  man  for  approximately  five  years  clin- 
ically, just  as  Dr.  Helwig  has  histopatho- 
logically.  This  man  used  to  be  in  Washing- 
ton, D.C.,  and  he  was  presented  to  a number 
of  dermatologic  societies  as  a classical  case 
of  a variant  of  parapsoriasis  called  para- 
keratosis variegata.  In  this  particular  sub- 
division of  parapsoriasis,  it  has  appeared 
that  over  the  course  of  time  these  cases  al- 
most universally  evolve  into  mycosis  fungo- 
ides. This  case  was  presented  at  medical 
grand  rounds  about  a year  and  a half  ago.  At 
that  time  that  first  nodule  developed.  The 
patient  subsequently  has  been  maintained 
quite  well  with  ionizing  radiation  of  an  ex- 
tremely superficial  nature,  grenz  rays  most- 
ly. He  now  has  started  to  develop  more  of 
these  nodules,  and  I think  Dr.  Zanca  has  him 


scheduled  for  treatment  of  a fresh  one  that 
just  popped  up  on  his  leg. 

COLONEL  ZANCA:  I might  say  he  has 
responded  in  the  past  to  doses  between  3,000 
and  4,000  roentgens,  which  are  larger  doses 
than  we  usually  give  for  mycosis  fungoides. 
Roentgen-ray  doses  in  this  range  usually  are 
given  in  treating  lymphomas  when  the  dis- 
ease is  localized.  The  recommended  X-ray 
dose  range  for  mycosis  fungoides  is  between 
1,000  and  1,800  r.  One  of  the  nodules  on  the 
patient’s  left  thigh  recently  was  treated  with 
a 90  kv.  unit  to  a tumor  dose  of  3,000  r.  We 
started  X-ray  therapy  to  the  new  nodule  on 
the  posterior  aspect  of  his  left  thigh  and  plan 
to  give  it  4,000  r to  the  skin  in  three  weeks. 

DR.  HELWIG:  I wonder,  in  view  of  the 
slide  that  contained  large  reticulum  cells, 
whether  or  not  this  isn’t  undergoing  a change 
from  the  picture  of  mycosis  fungoides  to  re- 
ticulum cell  sarcoma. 

DR.  E.  B.  RITCHIE,  Galveston:  Do  you 
see  any  evidence  of  squamous  cell  carcinoma 
in  connection  with  the  ulcerated  areas? 

DR.  HELWIG:  No,  not  in  the  section  that 
I saw.  In  any  lesion  such  as  this  which  ul- 
cerates there  may  be  marked  epithelial  hy- 
perplasia, but  I believe  in  most  instances  it 
is  pseudoepitheliomatous. 


Case  8 

Diagnosis. — Angioleiomyoma. 

Contributor. — Dr.  D.  L.  Galindo,  Robert  B. 
Green  Memorial  Hospital,  San  Antonio. 

History. — A 25  year  old  Latin-American 
woman  had  a cystic  mass  on  her  right  fore- 
arm for  six  years  following  an  injury  to  the 
arm.  No  other  abnormalities  were  noted.  The 
specimen  removed  was  a well-encapsulated, 
white-gray-yellow,  smooth -surfaced,  oval 
mass  measuring  2 by  2 by  1 cm.,  which  on 
section  was  found  to  be  composed  of  homoge- 
nous, white-gray,  rubbery  fibrous  tissue. 

Submitted  Diagnoses. — Angioleiomyoma, 
32 ; leiomyoma,  6 ; hemangioma,  2,  with  mus- 
cular hypertrophy,  1 ; hamartoma,  3 ; trau- 
matic vascular  lesion,  2 ; angiomyolipoma,  1 ; 
angiofibroma,  1 ; synovioma,  benign,  1 ; vas- 
cular malformation,  1 ; mesenchymoma,  2 ; 
leiomyosarcoma,  1. 

DR.  HELWIG:  I agree  with  the  majority 
that  this  is  an  angioleiomyoma.  It  perhaps 
could  be  called  a leiomyoma,  but  I believe  one 
should  distinguish  between  the  two  different 
types  of  leiomyoma  of  the  skin.  Some  of  you 
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Fig.  8.  Case  8.  (Angioleiomyoma),  a.  The  tumor  is  com-  b.  Uniform  smooth  muscle  cells  are  irregularly  arranged 
posed  of  smooth  muscle  among  which  are  irregular  vas-  about  the  vascular  space.  X 300 
cular  spaces.  The  periphery  is  sharply  defined.  X 50 


called  it  hemangioma,  which  it  is  not,  but  to 
which  it  may  be  related.  I do  not  think  there 
is  sufficient  cellular  pleomorphism  to  enter- 
tain the  diagnosis  of  leiomyosarcoma. 

This  tumor  was  circumscribed.  We  have 
examined  a good  many  lesions  of  this  type 
in  the  last  several  years.  They  have  a sharp 
outline  and  are  comprised  of  smooth  muscle. 
Within  the  smooth  muscle  are  vascular  chan- 
nels of  various  shapes  and  contours.  I will 
show  you  some  variations  that  we  have  en- 
countered. 

In  a Masson  preparation  of  the  lesion  in 
your  set  (the  tissue  is  mature,  so  I believe  the 
stain  is  reliable)  smooth  muscle  is  present 
and  there  is  some  interspersed  connective 
tissue  staining  blue  (Figs.  8 a and  b).  I be- 
lieve that  as  these  lesions  become  older  con- 
nective tissue  may  replace  areas  of  muscle. 
The  smooth  muscle  shows  no  particular  ar- 
rangement except  for  a tendency  to  be  ar- 
ranged in  fascicles  that  extend  from  one  vas- 
cular space  to  another.  Another  lesion,  not 
illustrated,  is  well  circumscribed.  It  appears 
as  if  it  had  been  shelled  out  during  excision. 
The  vascular  spaces  in  this  lesion  show  a 
circular  arrangement  of  the  smooth  muscle 
about  each  space,  and  in  between  and  con- 
tiguous with  the  smooth  muscle  surround- 
ing the  vascular  spaces  there  is  more  smooth 
muscle.  A Masson  preparation  shows  pre- 
dominantly smooth  muscle  present,  but  also 
some  blue-staining  connective  tissue.  The 


angioleiomyoma  has  been  said  to  be  associ- 
ated with  veins.  We  were  fortunate  to  obtain 
this  section  with  an  artery  entering  the  tu- 
mor. Some,  and  perhaps  many,  of  these  le- 
sions are  associated  with  arteries.  In  the  Van 
Gieson  and  elastic  tissue  stains  the  elastica 
of  the  entering  artery  disappears  inside  the 
lesion.  Seldom  is  there  an  appreciable  amount 
of  elastic  tissue  within  the  tumors. 

The  next  section  shows  the  microscopic 
structure  of  a glomus  which  is  similar  to  the 
drawing  in  Popoff’s30  excellent  article  on  the 
digital  vascular  system.  An  afferent  artery 
enters  the  dermis  and  a branch  connects  with 
a thick- walled  “s”-shaped  (coiled)  structure, 
which  is  the  Sucquet-Hoyer  canal.  The  ef- 
ferent segment  of  the  Sucquet-Hoyer  canal 
enters  a partially  encircling  primary  collect- 
ing vein.  The  blood  may  be  shunted  through 
the  glomus  or  it  may  flow  to  the  upper  cori- 
um  and  back  through  arterioles,  capillaries, 
and  venules,  in  that  order.  Arterioles  supply 
the  glomus,  and  periarterial  nerves  are  pres- 
ent. The  coiled  Sucquet-Hoyer  canal  is  lined 
by  epithelioid-appearing  cells,  or  glomocytes. 
In  the  whole  pattern  of  the  artery,  the  Suc- 
quet-Hoyer canal,  and  the  collecting  vein,  the 
cells  vary  from  smooth  muscle  cells  to  epi- 
thelioid cells  (glomocytes)  that  are  distinct 
and  round,  with  round  uniform  nuclei.  The 
angioleiomyoma  is  particularly  common,  as 
they  occur,  in  the  regions  of  the  ankles  and 
wrists.  They  may  occur  elsewhere  on  the 
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body  and  I have  seen  several  on  the  ear.  The 
angiomyoma  is  one  in  the  hierarchy  of  glom- 
us tumors.  Another  form  of  glomus  tumor 
that  occurs  in  the  skin  is  the  glomangioma. 
This  tumor  is  particularly  common  proximal 
to  the  wrists  and  the  ankles,  involving  the 
extremities,  and  also  may  occur  elsewhere  on 
the  body.  It  is  often  comprised  of  large  cav- 
ernous vascular  spaces  which  are  surrounded 
by  one  or  more  layers  of  cells  that  are  simi- 
lar to  the  glomocytes.  The  glomangioma  may 
be  easily  mistaken  for  a cavernous  hemangi- 
oma. The  glomangioma  may  be  painful.  Oc- 
casionally, as  in  the  next  section,  a tumor 
shows  more  than  one  cell  pattern.  In  some 
areas  the  cells  are  elongated  with  elongate 
nuclei  and  appear  as  smooth  muscle  cells, 
and  in  other  areas  from  the  same  lesion  the 
cells  are  round  and  well  outlined  with  uni- 
form nuclei,  typical  of  glomocytes.  The  third 
type,  or  the  usual  glomus  tumor,  occurs  par- 
ticularly around  the  fingers  and  toes  in  the 
subungual  area,  but  may  occur  elsewhere  on 
the  body.  These  tumors,  almost  without  ex- 
ception, are  extremely  painful.  There  are 
both  solid  areas  composed  of  glomocytes  and 
vascular  spaces,  usually  collapsed,  present 
within  the  lesion.  The  glomocytes  tend  to  be 
a little  larger  than  those  noted  in  the  glom- 
angioma but  are  uniform  and  have  distinct 
cell  membranes.  The  glomocytes,  particularly 
in  the  subungual  area,  often  show  areas  of 
mucinous-like  degeneration,  so  much  so  that 
lesions  mistakenly  have  been  called  sweat- 
gland  tumors  or  mixed  tumors  on  that  basis. 

In  contrast  to  the  angioleiomyoma  in  your 
set,  the  leiomyoma  cutis  undoubtedly  arises 
from  the  erector  pili  muscles.  It  may  be 
single  or  multiple  and  often  is  painful.  This 
lesion  is  not  circumscribed  and  does  not  have 
vascular  spaces  of  various  sizes  and  shapes 
extending  through  as  a part  of  it.  It  is  com- 
prised of  typical  smooth  muscle  often  ar- 
ranged in  irregular  fascicles.  Lack  of  circum- 
scription does  not  indicate  malignant  change. 

DR.  LOWBEER:  We  saw  a very  extra- 
ordinary tumor  which  belongs  to  this  group, 
but  it  was  10  cm.  in  diameter,  and  extended 
into  the  soft  tissue  of  the  mons  pubis  of  a 
middle-aged  woman.  It  consisted  of  large 
numbers  of  vascular  spaces,  the  insides  of 
which  were  filled  with  proliferating  spindle- 
shaped  cells.  I had  never  seen  anything  like 
it.  We  sent  it  to  various  consultants.  Dr. 
Fred  Stewart  from  the  Memorial  Hospital, 
New  York  City,  called  it  a phlebosarcoma 
racemosa.  It  has  been  described  once  in  the 


Dutch  literature  and  I wonder  whether  you 
are  familiar  with  this  type  of  tumor,  or  with 
this  term. 

DR.  HELWIG : I have  not  seen  that  lesion 
and  I am  not  familiar  with  the  term.  There 
are  many  terms  used  in  describing  vascular 
tumors. 

DR.  LUNDBERG:  Is  there  any  relation- 
ship between  the  glomocytes  and  the  so-called 
pericytes  of  Zimmerman? 

DR.  HELWIG : I suspect  that  they  are  re- 
lated. There  isn’t  any  way  I can  prove  it,  but 
I feel  that  thev  are  related. 

DR.  F.  L.  -JENNINGS,  Galveston:  Does 
the  injury  in  this  history  indicate  that  the 
lesion  arises  from  an  arteriovenous  aneur- 
ysm, or  is  it  entirely  incidental? 

DR.  HELWIG:  We  have  had  a number  of 
angiomyomas  in  which  there  was  a previous 
history  of  injury,  but  anyone  who  has  a 
nodule  on  the  skin  usually  can  dig  up  some 
history  of  injury.  I think  this  lesion  is  a part 
of  an  arteriovenous  shunt,  in  association  with 
a glomus  structure. 

In  our  experience  angiomyomas  are  un- 
commonly painful  even  though  they  often 
are  situated  over  the  ankles  or  the  wrists,  in 
the  areas  subject  to  trauma.  The  orthodox 
glomus  tumor  elicits  excruciating  pain,  and 
the  glomangioma  that  has  large  vascular 
channels  with  some  glomocytes  around  the 
vascular  channels  is  sort  of  in-between,  as 
far  as  pain  is  concerned. 

DR.  FEE  LEY : Does  hemangiopericytoma 
belong  in  this  hierarchy  of  tumors  of  glomus 
origin  ? 

DR.  HELWIG:  I tried  my  best  to  avoid 
that  subject,  but  I think  that  it  does  because 
it  is  a lesion  that  has  vascular  channels,  and 
the  pattern  gets  very  close  to  some  of  those 
that  we  saw  today.  I sometimes  have  diffi- 
culty in  making  the  diagnosis  of  hemangio- 
pericytoma ; sometimes  I will  make  it  almost 
by  exclusion. 

Follow-up. — DR.  JACOB : There  has  been 
no  significant  change  in  this  patient’s  condi- 
tion. She  has  had  two  pregnancies  and  has 
been  studied  for  possible  diabetes  mellitus. 

Case  9 

Diagnosis. — Malignant  mesenchymoma. 

Contributor. — Capt.  Edwin  P.  Jenevein, 
Jr.,  M.C.,  Fourth  U.  S.  Army  Medical  Labo- 
ratory, Fort  Sam  Houston. 

History. — A 29  year  old  white  male  noticed 
a lump  in  the  left  axilla  that  slowly  enlarged 
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for  2!/2  months.  It  was  not  tender,  but  when 
he  extended  his  arm  there  was  pain  in  his 
fingertips.  The  specimen  was  a grossly  en- 
capsulated tumor  mass  with  attached  adipose 
tissue,  measuring  5.5  by  4 by  4 cm.  The  cut 
surface  was  yellow-tan  with  numerous  cystic 
and  hemorrhagic  areas. 

Submitted  Diagnoses. — Sarcoma  (leiomyo-, 
8;  fibro-,  3;  angio-,  2;  synovial,  2;  alveolar 
soft  part,  2 ; lymphangio-,  1 ; alveolar  rhab- 
domyo-,  1 ; neurofibro-,  1 ; pleomorphic,  1 ; 
mixed,  1),  22;  malignant  mesenchymoma,  5; 
malignant  melanoma,  3 ; malignant  schwan- 
noma, 3 ; malignant  granular  cell  myoblast- 
oma, 2 ; metastatic  malignant  mesothelioma, 
2 ; malignant  xanthogranuloma,  2 ; carcinoma 
from  breast,  1 ; sympathicoblastoma,  1 ; retic- 
ulocytoma,  2 ; neurilemoma,  1 ; neurofibro- 
ma, 1 ; leiomyoma,  cystic,  1 ; fibrous  xantho- 
ma (histiocytic),  1;  paraganglioma,  1. 

DR.  HELWIG:  There  are  many  different 
diagnoses!  In  fact,  22  pathologists  made  10 
different  diagnoses,  each  diagnosis  indicat- 
ing a specific  type  of  sarcoma.  Several  called 
it  by  Dr.  Stout’s  term,  malignant  mesenchy- 
moma.38 That  is  the  diagnosis  I favor.  A few 
called  it  melanoma.  I did  not  see  melanin, 
although  I admit  that  melanomas  histolog- 
ically may  look  like  many  other  tumors.  It  is 


always  disturbing  to  make  a diagnosis  of 
some  specific  tumor  and  find  out  later  that 
there  had  been  a lesion  removed  from  the 
skin,  and  that  you  are  dealing  with  a nonpig- 
mented  melanoma.  Finally,  there  were  12 
other  diagnoses  of  various  kinds. 

I don’t  know  how  many  sections  you  stud- 
ied. I had  the  opportunity  to  look  at  several 
and  I think  that  is  helpful.  I will  show  you 
from  the  several  sections,  about  five  or  six 
fields  that  I think  add  up  to  a diagnosis  of 
malignant  mesenchymoma,  or  a mesenchy- 
mal sarcoma  (Fig.  9). 

I don’t  have  a picture  of  a low-power  field 
that  includes  all  of  the  different  areas  so  I 
will  show  them  one  at  a time.  In  the  first 
field  there  are  whorls  of  spindle-shaped  cells 
arranged  around  the  blood  vessels ; in  some 
areas  the  cells  become  a little  larger,  almost 
polygonal  in  shape  (I  have  never  seen  this 
pattern  in  malignant  melanoma).  On  the 
basis  of  the  elongate  nuclei  with  blunt, 
curved  ends  there  is  a suggestion  of  embry- 
onic smooth  muscle.  Some  cells  are  larger 
and  have  acidophilic  cytoplasm  but  there  are 
no  cross-striations  nor  typical  strap  cells  to 
permit  recognition  as  a clear-cut  rhabdomyo- 
sarcoma. In  some  areas  of  the  node,  the  tu- 
mor cells  easily  could  be  called  malignant 
melanoma,  nonpigmented,  if  this  section 
were  the  only  one  seen.  There  are  big  poly- 


Fig.  9.  Case  9.  (Malignant  mesenchymoma),  a.  An  area  cells  suggesting  smooth  muscle  cells.  X 300  c.  An  area 
showing  a myxoblastic  and  fibroblastic  pattern.  X 300  showing  large  polygonal  cells  with  acidophilic  granular 
b.  An  area  showing  concentrically  arranged  spindle-shaped  cytoplasm.  X 300 
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gonal  cells  with  large,  sometimes  atypical, 
nuclei  and  prominent  nucleoli,  and  mitotic 
figures.  In  other  areas  the  cells  are  a little 
larger,  have  a vacuolated  cytoplasm,  and 
suggest  a malignant  reticular  or  histiocytic 
cell.  A PAS  preparation  shows  that  there 
isn’t  anything  that  is  PAS  positive  within 
the  cytoplasm  of  these  cells,  even  though 
they  look  round,  and  in  some  fields  conceiv- 
ably could  be  carcinoma  rather  than  a sar- 
coma. In  another  area  the  cells  are  stellate 
and  have  a myxoid  appearance.  These  areas 
probably  contain  acid  mucopolysaccharide. 

On  the  basis  of  the  variable  histologic  and 
cytologic  patterns  suggesting  different  types 
of  differentiation  and  the  presence  of  the 
cells  in  the  lymph  node,  I would  have  to  call 
this  a malignant  tumor,  and  the  diagnosis, 
although  I seldom  use  it,  is  malignant  mesen- 
chymoma, or  mesenchymal  sarcoma,  which- 
ever you  prefer. 

I was  hoping  somebody  here  would  have 
some  firm  thoughts  about  this  tumor.  Does 
anyone  want  to  suggest  something  else,  or 
defend  the  diagnosis  that  they  offered  ? 

DR.  E.  F.  De  La  GARZA,  Monterrey, 
Mexico:  I have  no  better  diagnosis,  but  I 
would  like  you  to  comment  about  sarcomas 
in  lymph  nodes. 

DR.  HELWIG:  Usually  sarcomas,  except 
the  reticuloendothelial  group,  don’t  metasta- 
size to  lymph  nodes.  I wouldn’t  say  it  was 
rare,  it  is  just  that  they  usually  don’t.  Shie- 
ber  and  Graham35  noted  that  soft-tissue  sar- 
comas metastasized  to  the  lymph  nodes  in 
12  per  cent  of  their  patients.  For  the  past 
few  years,  Dr.  Lukes  and  I have  observed  a 
few  lesions  at  the  Institute  that  may  be  simi- 
lar to  the  present  case.  We  sometimes  refer 
to  them  as  littoral  tumors.  In  the  node,  the 
cells  lining  the  sinuses  or  the  reticular  cells 
become  quite  huge,  as  in  your  section  of 
lymph  node  where  the  cells  look  almost  like 
melanoma  cells.  The  question  always  comes 
up  whether  it  is  metastatic  malignant  mela- 
noma, or  whether  it  is  some  metastatic  carci- 
noma, or  whether  it  is  some  sort  of  storage 
disease  in  which  there  is  an  extensive  prolif- 
eration of  littoral  cells.  Probably  most  of  the 
lesions  represent  some  type  of  a malignant 
tumor.  We  don’t  have  enough  follow-up.  This 
lesion  possibly  could  fall  into  that  category, 
but  with  the  many  different  patterns  I think 
for  the  moment  one  would  have  to  call  this 
a mesenchymal  sarcoma. 

Folloiv-u'p. — DR.  JACOB : The  mass  was 
removed  Dec.  2,  1960.  The  patient  was  trans- 
■ 


ferred  from  the  U.S.  Army  Hospital  at  Fort 
Sill,  Okla.,  to  Brooke  General  Hospital  in 
January,  1961.  In  February,  the  hemogram 
and  chest  X-rays  were  normal.  He  was  dis- 
charged from  Brooke  General  Hospital  and 
returned  to  duty.  He  has  continued  to  work 
as  a dentist  in  the  Fort  Sill  Dental  Clinic. 
Chest  X-ray  and  physical  examination  in  the 
first  week  of  November  were  normal  except 
for  the  presence  of  a small,  movable  mass  in 
the  right  axilla.  This  mass  was  excised  and 
proved  to  be  composed  of  fat  and  large  lymph 
nodes. 

DR.  HELWIG:  Well,  that  is  a very  favor- 
able course,  as  one  would  like  to  hear.  I ex- 
pect everybody  knows  stories  like  that.  We 
had  a similar  lesion  at  the  Institute  10  or  15 
years  ago.  It  also  was  in  the  axilla,  a very 
pleomorphic  tumor,  which  we  called  the 
“colonel  tumor”,  because  the  man  was  a colo- 
nel. The  lesion  looked  extremely  malignant 
and  everybody  said  he  was  going  to  be  dead 
within  a few  months.  For  several  years,  he 
has  kept  inquiring  about  his  status.  The 
clinical  course  doesn’t  always  follow  the  in- 
terpretation of  the  histologic  appearance. 


Case  10 

Diagnosis. — Nodular  fasciitis. 

Contributors. — Drs.  Norman  H.  Jacob  and 
George  C.  Mani,  Santa  Rosa  Hospital,  San 
Antonio. 

History. — A 15  year  old  male  with  no 
known  history  of  trauma  had  a mass  in  his 
back  for  approximately  two  years.  The  le- 
sion was  at  the  right  shoulder  blade  and  not 
attached  to  bone.  The  specimen  was  oval, 
firm,  and  grayish  pink,  and  measured  3 cm. 
in  greatest  dimension. 

Submitted  Diagnoses. — Fasciitis,  17 ; fi- 
broma, 3 (myxo-,  5;  neuro-,  3;  juvenile  an- 
gio-,  1),  12;  myxoma,  10;  neurilemoma,  5; 
leiomyoma,  4 ; neuroma,  2 ; lymphangioma,  1 ; 
sclerosing  hemangioma,  1 ; granuloma,  1 ; 
Kaposi’s  disease,  1 ; myxosarcoma,  1. 

DR.  HELWIG:  Numerous  diagnoses  were 
made  but  the  largest  single  group  was  fasci- 
itis, with  which  I agree.  Many  called  it  some 
type  of  benign  mesenchymal  tumor  and  only 
one  called  it  sarcoma.  That  only  one  called  it 
sarcoma,  I believe  indicates  that  many  path- 
ologists are  now  familiar  with  the  lesion.24’ 31 
In  the  past  this  type  of  lesion  often  has  been 
called  sarcoma  histologically. 

Microscopically,  there  is  an  unencapsu- 
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Fig.  10.  Case  10.  (Nodular  fasciitis),  a.  A nodule  of  ir-  fibroblasts  separated  by  edema  and  infiltrated  with  in 

regularly  arranged  fibroblastic  tissue  limited  by  a layer  of  flammatory  cells.  One  cell  is  multinucleated.  X 440 

fascia  along  one  margin.  X 50  b.  Haphazardly  arranged 


lated  nodule  comprised  of  myxoblasts,  fibro- 
blasts, and  fibrocytes.  Where  the  nodule  is 
limited  by  a fascial  sheath  the  line  of  de- 
marcation is  fairly  sharp  (Fig.  10a).  There 
is  considerable  variation  in  the  histologic 
appearance  of  the  nodule  but  perhaps  the 
outstanding  characteristic  is  the  haphazard 
arrangement  of  the  fibroblastic  cells  (Fig. 
10b).  Seldom  are  the  cells  arranged  in  fasci- 
cles. Even  though  there  is  a haphazard  ar- 
rangement of  cells,  there  is  no  appreciable 
pleomorphism  as  might  be  expected  with  a 
malignant  tumor.  Many  cells  are  separated 
by  edema.  Mitotic  figures  may  be  present 
and  this  probably  indicates  that  the  lesion 
is  enlarging.  In  older  lesions  there  is  less 
mitotic  activity  and  more  collagen  present. 
The  microscopic  sections  of  the  case  in  your 
set  also  show  hemorrhage  and  occasional  foci 
of  inflammatory  cells,  mostly  lymphocytes. 

In  a gross  specimen  the  skin  covers  the 
subcutaneous  fat  which  partly  surmounts  a 
nonencapsulated  but  fairly  well-defined  gray 
nodule.  In  this  microscopic  picture,  the  mar- 
gin varies  from  the  periphery  of  the  section 
in  your  set ; in  your  case  it  was  rather  sharp- 
ly defined.  In  this  example  it  is  not  so  sharp- 
ly defined,  but  you  can’t  rely  upon  that  to 
make  an  interpretation  or  differentiation 
from  other  types  of  lesions.  Thin-walled 


blood  vessels  often  are  arranged  at  right 
angles  to  the  margin,  showing  much  the  same 
structure  that  might  be  expected  in  organ- 
ized granulation  tissue.  Though  usually  not 
numerous  or  widespread,  multinucleated  cells 
may  be  present  but  do  not  indicate  malignant 
change.  In  practically  all  instances  the  mul- 
tiple nuclei  are  fairly  uniform.  Areas  with 
hemorrhage  may  lead  to  a mistaken  diag- 
nosis of  Kaposi’s  sarcoma.  Viewed  under 
high  power  the  structure  mimics  or  simu- 
lates the  picture  of  Kaposi’s  sarcoma,  but 
the  vascular  slits  are  not  as  well  defined. 
Furthermore,  some  of  the  fibroblastic  cells 
are  multinucleated,  a change  that  would 
hardly  be  seen  in  the  usual  picture  of  Ka- 
posi’s sarcoma. 

A stain  for  reticulum  shows  a large 
amount  of  reticulum  present.  Neutral  fat 
may  be  present  in  the  cytoplasm  of  the 
stromal  cells  as  well  as  within  histiocytes. 
The  fibroblastic  and  the  myxomatous  pat- 
terns are  associated  with  a good  deal  of  acid 
mucopolysaccharide  as  indicated  by  the  col- 
loidal iron  technique  of  Hale  for  acid  muco- 
polysaccharides, as  modified  by  Rinehart- 
Abul  Haj.  If  the  preparation  is  predigested 
with  hyaluronidase  there  is  not  much  blue 
color,  indicating  that  most  of  the  material 
present  was  hyaluronic  acid. 


674 


TEXAS  State  Journal  of  Medicine 


Lesions  of  nodular  fasciitis  occur  both  in 
the  superficial  and  in  the  deep  form,  and  the 
deep  form  may  involve  the  fascia  of  skeletal 
muscle.  A Masson  preparation  of  the  deep 
form  shows  interdigitation  of  the  lesion  with 
the  skeletal  muscle,  and  such  a picture  should 
not  be  interpreted  as  fibrosarcoma. 

Among  92  examples  of  nodular  fasciitis 
recently  reviewed  by  Dr.  Franz  Enzinger,8 
Chief  of  the  Soft  Tissue  Pathology  Branch 
of  the  Armed  Forces  Institute  of  Pathology, 
38  were  initially  interpreted  as  sarcoma, 
most  frequently  fibrosarcoma,  and  54  were 
regarded  as  some  form  of  a benign  fibrous 
lesion,  most  frequently  fasciitis  or  fibroma- 
tosis. The  lesion  is  being  more  frequently 
recognized  as  fasciitis.  The  distribution  of 
the  lesions  collected  by  Dr.  Enzinger  is  as 
follows:  upper  extremities,  51  per  cent; 
trunk,  19  per  cent;  head  and  neck,  19  per 
cent;  and  lower  extremities,  11  per  cent. 
Why  involvement  of  the  lower  extremities 
should  be  so  much  less,  I don’t  know.  The 
average  age  of  149  patients  in  his  study  is 
32,  but  the  ages  have  ranged  from  9 to  70. 
There  were  93  males  and  56  females,  but  as 
most  of  you  know,  most  of  the  Armed  Forces 
Institute  of  Pathology  material  comes  from 
military  population,  which  is  preponderantly 
male.  In  regard  to  duration,  49  lesions  were 
present  less  than  one  month  when  excised 
(32  less  than  two  weeks)  ; 45,  present  one 
month  to  six  months ; 7,  present  six  to  twelve 
months;  and  8,  present  over  twelve  months. 
The  duration  of  the  other  40  lesions  was  un- 
known. The  size  ranged  from  1 to  3 cm.  in 
diameter.  Recurrences  are  uncommon  follow- 
ing surgical  excision. 

Dermatofibrosarcoma  protuberans  some- 
times is  confused  with  nodular  fasciitis.40 
Dermatofibrosarcoma  protuberans  is  usual- 
ly, but  not  always,  protuberant  (protuber- 
ance may  be  less  likely  in  the  early  stage). 
Microscopically,  the  diagnostic  picture  of 
dermatofibrosarcoma  protuberans  shows  a 
whirligig  or  cart  wheel  arrangement  of  fi- 
brocytic  cells  about  a central  point.  The  cells 
usually  do  not  show  appreciable  cellular  pleo- 
morphism.  The  cart  wheel  pattern  of  cells 
may  not  be  present  in  every  field,  but  I 
would  not  make  a diagnosis  of  dermatofi- 
brosarcoma protuberans  unless  I could  find 
this  picture  in  at  least  one  area.  The  periph- 
ery of  dermatofibrosarcoma  protuberans 
never  shows  encapsulation.  A myxoid  type 
of  stroma  and  areas  of  markedly  vascular  fi- 
broblastic tissue  are  often  seen  in  recurrent 


lesions.  Recurrence  is  common,  and  some  le- 
sions have  recurred  four,  five,  and  even  six 
times.  Occasionally,  recurrence  takes  place 
as  long  as  15  or  20  years  after  the  initial 
excision.  Unless  a lesion  of  dermatofibrosar- 
coma protuberans  has  been  removed  with  a 
wide  margin  of  normal  tissue,  a recurrence 
may  be  expected.  I have  not  seen  a dermato- 
fibrosarcoma protuberans  metastasize  among 
more  than  150  examples,  but  a few  such 
cases  have  been  reported.  I do  not  know 
whether  or  not  all  of  the  latter  group  showed 
the  typical  cart  wheel  arrangement  of  the 
cells. 

COLONEL  ZANCA:  Does  desmoplastic 
reaction  fall  into  this  category? 

DR.  HELWIG : I am  not  quite  clear  as  to 
the  meaning  of  a desmoplastic  reaction  as 
an  entity.  Perhaps  such  a lesion  would  be  a 
fibromatosis.  I don’t  know  whether  that’s 
exactly  what  you  have  in  mind  or  not. 

COLONEL  ZANCA:  We  sent  in  a case 
from  the  Far  East  about  five  years  ago  in 
which  there  was  a fibrous  reaction  and 
swelling  about  the  ankle  joint.  This  diagnosis 
was  among  those  which  were  made.  The 
surgeon  did  not  know  what  to  do  about  it. 
There  were  several  diagnoses ; one  was  fibro- 
sarcoma, and  another  was  desmoplastic  re- 
action. 

DR.  HELWIG:  Well,  if  I received  or  made 
such  a diagnosis  I would  expect  it  to  be  just 
that — a desmoplastic  reaction,  a benign  pro- 
liferation, and  would  not  treat  it  or  think  of 
it  as  a sarcoma.  We  do  see  lesions  called  fi- 
bromatosis that  recur,  but  regard  them  as 
benign. 

Follow-up. — DR.  JACOB:  There  has  been 
no  recurrence  as  of  last  week. 

Case  1 1 

Diagnosis. — Hodgkin’s  disease,  lymph 
node. 

Contributors. — Capt.  Robert  E.  Brierty, 
M.C.,  and  Col.  Milward  W.  Bayliss,  M.C., 
Brooke  General  Hospital. 

History. — A 44  year  old  white  male  was 
placed  on  Dilantin  for  about  five  weeks  for 
“passing-out  spells”.  A cerebral  arteriogram 
revealed  a questionable  inferior  displacement 
of  the  venous  angle  on  the  right,  thought  to 
be  more  compatible  with  an  intracerebral 
lesion  than  a meningeal  lesion.  Neurological 
examination  remained  normal,  the  seizures 
being  controlled  first  with  Dilantin  and 
phenobarbital,  and  later  with  Mysoline  and 
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phenobarbital.  A right  scalene  node  biopsy 
was  performed  after  a chest  roentgenogram 
showed  a superior  mediastinal  chest  lesion. 
No  other  lymphadenopathy  was  noted.  The 
gross  specimen  was  an  enlarged  lymph  node 
which  measured  5 by  3.5  by  3 cm.,  with  at- 
tached fatty  tissue.  The  cut  section  was  tabu- 
lated, gray,  and  soft. 

COLONEL  BAYLISS:  Dr.  G.  H.  Lady- 
man,  of  the  Brooke  General  Hospital  Radi- 
ology Service,  will  present  the  X-ray  find- 
ings on  this  case. 

DR.  LADYMAN : The  arteriograms  are 
within  normal  limits.  This  chest  X-ray  was 
taken  on  Nov.  17,  shortly  after  the  patient’s 
admission.  You  can  see  in  the  right  superior 
mediastinal  area  a bulging  mass.  At  this 
time  we  offered  a diagnosis  of  either  granu- 
lomatous disease,  or  most  likely  one  of  the 
lymphoma  group  of  tumors.  Shortly  after- 
ward, a scalene  node  biopsy  was  done  and  it 
was  diagnosed  as  Hodgkin’s  disease.  On  Dec. 
2 this  patient  was  treated  with  two  ports — 
one  an  anterior,  and  one  a posterior  medi- 
astinal port  in  this  area,  approximately  10 
by  10  cm.  Over  a period  of  about  21  days  he 
received  approximately  3,000  r to  these  ports 
with  a central  tumor  dose  of  approximately 
3,000  r.  The  film  that  was  taken  Jan.  31,  at 
the  end  of  his  treatment,  shows  marked  re- 
gression of  the  superior  mediastinal  area.  He 
has  been  back  again  with  us,  and  the  last 
film,  taken  in  September,  1962,  shows  an 
essentially  normal  chest  with  no  recurrence 
of  the  superior  mediastinal  mass. 

Submitted  Diagnoses. — Hodgkin’s  disease, 
23  (granuloma,  7;  paragranuloma,  3),  33; 
pseudolymphoma  due  to  Dilantin,  13 ; hyper- 
plasia, 3 ; malignant  lymphoma,  1 ; lympho- 
sarcoma, 1 ; reticulosarcoma,  1 ; granuloma 
(type?),  1. 

DR.  HELWIG:  Most  of  you  diagnosed 
Hodgkin’s  disease  with  some  difference  of 
opinion  as  to  whether  it  was  granuloma  or 
paragranuloma.  A few  called  it  pseudolym- 
phoma due  to  Dilantin,  and  there  were  vari- 
ous other  diagnoses.  I interpret  the  lesion  as 
Hodgkin’s  disease. 

In  the  microscopic  preparations  an  over- 
all picture  of  the  lymph  node  shows  oblitera- 
tion of  the  architecture  (Fig.  11a).  The  fol- 
licular pattern  is  absent  or  distorted,  and  in 
some  areas  there  is  fibrosis.  The  question  of 
course  is:  Is  this  Hodgkin’s  disease?  This  is 
particularly  so  because  the  patient  received 


anticonvulsive  drugs.  Saltzstein  and  Acker- 
man34 reported  enlargement  of  the  lymph 
nodes  following  the  administration  of  anti- 
convulsive drugs.  In  the  enlarged  nodes  the 
histological  picture  sometimes  was  confused 
with  that  of  lymphoma,  particularly  Hodg- 
kin’s disease.  We  will  compare  the  changes 
in  the  node  from  the  case  in  your  set  with 
those  in  a node  from  a patient  who  received 
anticonvulsive  drugs.  This  latter  material 
was  seen  by  Dr.  Saltzstein,  and  he  accepted 
it  as  lymphadenopathy  induced  by  anticon- 
vulsant drugs. 

Saltzstein  and  Ackerman  collected  82  cases 
of  lymphadenopathy  caused  by  anticonvul- 
sant drugs.  If  you  consider  the  number  of 
people  receiving  anticonvulsive  drugs  and 
then  consider  the  incidence  of  this  disease,  as 
judged  by  the  number  of  cases  collected  by 
Saltzstein  and  Ackerman,  it  is  apparent  that 
the  incidence  is  quite  rare. 

As  I mentioned  previously,  the  node  from 
the  case  in  your  set  shows  partial  oblitera- 
tion of  the  normal  structure.  There  is  varia- 
tion in  the  degree  of  obliteration  and  some 
areas  show  much  fibrosis.  Fibrosis  occurring 
in  the  nodes  after  the  use  of  drugs  is  not 
common.  Fibrosis  of  nodes  in  Hodgkin’s  dis- 
ease is  a common  feature,  at  least  in  certain 
phases  of  the  disease,  or  certain  types.  There 
are  a few  multinucleated  cells  present.  Multi- 
nucleated  cells  may  occur  in  lymph  nodes 
after  the  use  of  anticonvulsive  drugs,  along 
with  hyperplasia  of  the  reticulum  cells  and 
the  presence  of  eosinophils,  lymphocytes,  and 
plasma  cells;  but  Reed  (Sternberg-Reed) 
cells  occur  only  in  Hodgkin’s  disease.  The 
presence  of  atypical-appearing  reticular  cells 
and  a mixed  infiltrate  of  monocytes,  eosino- 
phils, and  lymphocytes  should  stimulate  a 
careful  search  for  Reed  cells.  The  criteria 
for  the  acceptance  of  a cell  as  a Reed  cell 
should  be  strict  and  the  preparation  for  ex- 
amination must  be  technically  perfect.  An 
acceptable  Reed  cell  often  has  an  irregular 
shape,  ranges  from  15  to  40  microns  in  di- 
ameter, and  has  a multilobulated  nucleus.  In 
each  of  the  lobes  there  is  a central,  large, 
reddish-purple  nucleolus  around  which  the 
nucleoplasm  is  tenuous.  The  chromatin  ap- 
pears in  aggregates  and  is  especially  concen- 
trated around  the  nuclear  membrane.  The 
cytoplasm  varies  from  mildly  acidophilic  to 
mildly  basophilic  (Fig.  lib).  The  diagnosis 
of  Hodgkin’s  disease  should  be  made  only 
when  a cell  of  this  description  is  noted. 

In  a node  from  the  patient  who  received 
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an  anticonvulsive  drug,  the  primary  and  sec- 
ondary nodules  can  be  identified  and  the  ar- 
chitecture, although  obscured,  is  not  oblit- 
erated. There  is  no  appreciable  fibrosis  in 
the  node.  There  is  hyperplasia,  particularly 
of  the  reticulum  cells  and  occasional  multi- 
nucleated  cells,  but  the  nuclei  are  entirely 
different  from  those  in  Reed  cells.  There 
is  an  absence  of  lobation  and  of  prominent 
nucleoli.  On  the  basis  of  the  cytologic  appear- 
ance, the  change  is  not  Hodgkin’s  disease. 

Many  years  ago  I learned  that  there  were 
three  types  of  Hodgkin’s  disease,  including 
paragranuloma,  granuloma,  and  sarcoma. 
Dr.  Lukes20  has  been  trying  to  teach  me  an- 
other classification  that  includes  the  follow- 
ing types : lymphocytic  and  histiocytic  nodu- 
lar type,  lymphocytic  and  histiocytic  diffuse 
type,  mixed  type,  diffuse  fibrosis  type,  retic- 
ular type,  and  the  nodular  sclerosis  type.  We 
will  look  at  some  of  the  slides  that  bring  out 
his  ideas  on  the  classification.  In  the  lympho- 
cytic and  histiocytic  diffuse  type  there  is 
lymphohistiocytic  proliferation  with  some 
abnormal  reticulum  cells,  a rare  Reed  cell, 
and  very  few  eosinophils.  The  nodular  lym- 
phocytic and  histiocytic  type  appears  essen- 
tially similar  except  that  crowding  of  cells 
causes  a nodular  pattern.  In  the  mixed  type 
there  are  many  abnormal  reticulum  cells, 
monocytes,  many  Reed  cells,  many  eosino- 
phils, lymphocytes,  some  plasmocytes,  and 


areas  of  necrosis.  I believe  that  the  case  we 
have  today  falls  into  this  mixed  type  and 
probably  accounts  for  the  fact  that  some  of 
you  called  it  paragranuloma  and  some  of 
you  called  it  granuloma.  The  diffuse  fibrosis 
type  is  like  the  mixed  type  with  fibrosis.  The 
fibrotic  pattern  is  clearly  demonstrated  by 
the  reticular  stain.  There  is  a diffuse  fibrosis 
through  the  section.  This  pattern  may  termi- 
nate with  almost  complete  fibrosis  and  very 
few  cells  present.  The  reticular  type  shows 
a marked  proliferation  of  abnormal  pleo- 
morphic reticulum  cells.  There  are  a few 
Reed  cells  present  but  in  general  the  cells 
have  a distinctive  reticular  and  pleomorphic 
look  which  makes  the  lesion  difficult  to  dis- 
tinguish from  reticulum  cell  sarcoma,  pleo- 
morphic type.  This  type  has  also  been  called 
Hodgkin’s  sarcoma.  The  nodular  sclerosis 
type  is  entirely  different  from  the  previous 
types  just  enumerated.  Although  there  is  a 
mixed  infiltrate  there  is  a profound  desmo- 
plastic activity  resulting  in  broad  bands  of 
dense  fibrous  connective  tissue  dividing  the 
lymph  node  into  nodules.  Reed  cells  are 
sparse.  A few  eosinophils,  neutrophils,  and 
areas  of  necrosis  may  be  present.  A chart  of 
Dr.  Luke’s  shows  the  median  years  of  sur- 
vival with  the  clinical  stage  and  the  type. 
In  the  clinical  stage,  the  green  is  localized  to 
one  group  of  nodes ; the  orange  to  two 
groups ; and  the  black  is  systemic,  involving 
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Fig.  11.  Case  11.  (Hodgkin's  disease  of  lymph  node),  a.  trate  contains  typical  Reed  cells  with  multilobulated  nuclei 

The  normal  architecture  of  the  node  is  obliterated  by  fi-  and  prominent  nucleoli.  X 1,260 

brosis  and  a mixed  cellular  infiltrate.  X 50  b.  The  infil- 
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many  different  areas.  The  lymphocytic  and 
histiocytic  nodular  type  localized  to  one  area 
has  the  most  favorable  prognosis  (median 
survival,  16  years).  The  prognosis  is  still 
quite  favorable  if  two  areas  are  involved  ( 13 
years),  and  of  course,  when  multiple  areas 
are  involved  it  is  not  so  good  (4  years).  The 
lymphocytic  and  histiocytic  diffuse  type 
shows  a median  survival  time  in  the  three 
categories  of  12,  7,  and  5 years  respectively. 
The  nodular  sclerosis  type  with  nodules  of 
cellular  Hodgkin’s  tissue  surrounded  by 
dense  fibrosis  has  a fairly  good  prognosis  as 
long  as  it  is  confined  to  one  group  of  nodes 
(median  survival  13  years)  ; but  the  prog- 
nosis is  not  good  when  it  occurs  in  two 
groups  of  nodes  (4  years)  or  in  more  than 
two  (3  years).  In  the  mixed  type,  the  prog- 
nosis, with  even  one  group  of  nodes  involved, 
is  not  good  (median  survival,  4.5  years),  and 
when  there  is  more  than  one  group  involved, 
is  less  than  2 years.  In  the  diffuse  fibrosis 
type  the  median  survival  time,  even  with  on- 
ly one  group  of  nodes  involved,  is  less  than  2 
years.  In  the  reticular  or  Hodgkin’s  sarcoma 
pattern  when  there  is  more  than  one  group 
of  nodes  involved,  the  prognosis  is  not  good 
(less  than  3 years  median  survival  time),  al- 
though, surprisingly,  with  only  one  group 
of  nodes  involved,  the  median  survival  time 
was  10  years. 

Does  anyone  want  to  speak  up  for  anti- 
convulsive  therapy  type  of  change  for  the 
diagnosis  on  the  case  in  your  set?  How  many 
have  seen  a node  that  could  be  reasonably 
interpreted  as  a change  due  to  anticonvulsive 
therapy?  Dr.  Severance  has  seen  three  cases 
among  the  work  of  200  pathologists.  I think 
that  gives  you  some  impression  that  it  is  not 
a common  lesion. 

DR.  VAN  AUKEN : Dr.  Helwig,  did  I in- 
terpret that  chart  correctly,  that  some  of  the 
patients  with  reticulum  cell  Hodgkin’s  dis- 
ease lived  for  as  much  as  five  or  six  years? 

DR.  HELWIG : That’s  about  where  it  fell ; 
but  it  was  only  in  the  group  with  a single 
group  of  nodes  involved.  When  more  than 
one  group  of  nodes  were  involved,  the  medi- 
an survival  was  less  than  two  years. 

DR.  SEVERANCE:  This  points  up  the 
difficulty  in  deciding  whether  a cell  is  or  is 
not  a Reed  cell. 

DR.  HELWIG:  I think  so,  and  I don’t 
think  anyone  should  be  satisfied  unless  he 
has  a perfect,  thin  (5  or  6 microns)  prepa- 


ration. I’m  hoping  our  chief  technologist  will 
develop  a technique  to  cut  very  thin  sections 
rapidly,  perhaps  at  1 micron.  In  many  in- 
stances when  the  cells  are  as  thick  as  7 mi- 
crons, you  can’t  tell  whether  something  is  in 
the  cell  or  on  the  cell.  All  this  has  been 
brought  out  very  clearly  in  electron  micros- 
copy work.  We’ve  worked  on  sweat  gland 
tumors  in  which  we  have  been  able  to  do 
special  stains  for  acid  mucopolysaccharides 
on  thin  sections.  In  the  routine  paraffin  sec- 
tion, a substance  may  appear  as  if  it  is  in  a 
cell.  Yet  in  a cell  that’s  half  a micron  thick, 
you  can  see  that  the  substance  is  in  an  in- 
vagination and  actually  outside  of  the  cell. 
You  can’t  tell  where  a certain  substance  is  in 
a thick  preparation. 

Do  we  have  a follow-up  on  this? 

Follow-uy. — COLONEL  BAYLISS:  This 
lymph  node  was  removed  in  December,  1960. 
You’ve  already  seen  the  follow-up  X-ray 
which  was  taken  Sept.  28,  1961,  and  which 
showed,  as  you  remember  from  Dr.  Lady- 
man’s  description,  almost  complete  regres- 
sion of  the  mediastinal  mass.  The  patient 
still  has  a few  small  nodes  palpable  in  his 
right  axilla.  He  is  continuing  to  take  pheno- 
barbital  and  Dilantin.  An  inquiry  card  re- 
turned by  the  patient  on  Nov.  30  states  that 
he  has  dizzy,  staggering  spells  which  leave 
him  with  an  upset  stomach,  but  otherwise 
he  has  no  complaints. 

DR.  HELWIG:  Well,  I guess  Dr.  Bayliss 
will  report  to  you  two  or  three  years  from 
now  on  the  final  outcome. 


Case  12 

Diagnosis. — Benign  nonchromaffin  para- 
ganglioma of  duodenum. 

Contributor. — Dr.  Helwig. 

History. — A 49  year  old  white  man  com- 
plained only  of  gastrointestinal  bleeding.  A 
roentgenogram  of  the  upper  gastrointestinal 
system  revealed  a polypoid  lesion  in  the  sec- 
ond portion  of  the  duodenum.  At  operation, 
a polypoid  lesion  approximately  2 cm.  in  di- 
ameter, was  found  attached  by  a pedicle  in 
the  second  portion  of  the  duodenum  proxi- 
mal to  the  ampulla  of  Vater.  The  ampulla 
was  distinct  from  the  mass.  Examination  of 
the  excised  specimen  showed  “dimpling”  and 
ulceration  of  the  mucosa  over  the  apex  of 
the  mass.  The  cut  surface  showed  whorls  of 
moderately  firm  tissue  which  sometimes  sur- 
rounded glistening,  softer  tissue. 
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DR.  LADYMAN  : We  have  one  X-ray  slide 
on  this  patient.  There  is  a well-defined  filling 
defect  in  the  second  portion  of  the  duodenum 
near  what  appears  to  be  the  medial  side.  Be- 
cause of  the  lack  of  mucosal  distortion  in  this 
area  and  because  of  the  well-described  mass, 
I think  this  is  a benign  lesion  rather  than  a 
malignant  one.  When  we  see  benign  lesions 
in  this  area,  one  of  the  things  to  be  consid- 
ered is  an  aberrant  pancreas.  Usually  with 
an  aberrant  pancreas  we  see  a central  filling 
area  which  is  the  remnant  of  the  old  pan- 
creatic stalk,  and  we  don’t  see  that  here.  Cer- 
tainly polypoid  masses  of  all  types  can  mimic 
this  particular  X-ray  finding.  Other  things 
that  can  look  like  this  picture  are  intramural 
lesions  such  as  leiomyomas,  neurofibromas, 
and  lipomas;  but  this  would  better  fit  the 
description  of  a polypoid  mass— more  than 
likely  a benign  polyp. 

Submitted  Diagnoses.  — Sarcoma  (leio- 
myo-,  7 ; rhabdo-,  2;  neurogenic,  1),  10;  ade- 
nocarcinoma, duodenum,  5;  adenocarcinoma 
of  Brunner’s  glands,  1 ; carcinoma  in  duo- 
denal polyp,  2 ; pancreatic  carcinoma,  4 ; ade- 
nocarcinoma, ectopic  pancreas,  1 ; malignant 
neuroepithelioma,  1 ; adenoma,  Brunner’s 
glands,  4;  islet  cell  adenoma,  3;  adenomy- 
oma,  3 ; nonchromaffin  paraganglioma,  4 ; 
hamartoma,  4 ; granular  cell  myoblastoma,  3 ; 
neurofibroma,  2 ; chemodectoma,  2 ; leiomy- 
oma, 1 ; ganglioneuroma,  1 ; tumor  of  myen- 
teric plexus,  1 ; adenoma,  duodenum,  1. 

DR.  HELWIG:  There  is  much  difference 
of  opinion.  Several  called  it  a sarcoma ; five 
called  it  adenocarcinoma  of  duodenum;  and 
then  there  are  many  other  diagnoses.  The  di- 
agnosis I agree  with  is  nonchromaffin  para- 
ganglioma. Those  who  made  diagnoses  of 
chemodectoma,  ganglioneuroma,  and  tumor 
of  myenteric  plexus  were  apparently  think- 
ing somewhere  close  to  the  interpretation  of 
benign  nonchromaffin  paraganglioma.  This 
lesion  was  one  of  nine  that  Dr.  Herbert  Tay- 
lor and  I recently  studied  from  the  Institute 
material.39  There  has  been  one  apparently 
similar  lesion  reported  as  a ganglioneuroma 
by  Drs.  Dahl,  Waugh,  and  Dahlin,5  but  I 
think  at  least  one  of  the  authors  has  some 
misgivings  about  the  diagnosis  of  ganglio- 
neuroma. Nevertheless,  this  interepretation 
certainly  remains  a possibility.  I would  like 
to  show  you  some  of  our  material. 

Most  of  the  nine  patients  had  gastroin- 
testinal bleeding.  Six  of  seven  patients  with 
data  had  bleeding  so  severe  that  blood  trans- 
fusion was  required.  Four  patients  com- 


plained of  pain  that  simulated  that  of  peptic 
ulcer.  Only  one  patient  had  radiologic  evi- 
dence of  peptic  ulcer.  Of  eight  patients  with 
X-ray  studies,  six  had  polypoid  tumors  and 
two  had  sessile  tumors.  The  age  at  the  time 
of  diagnosis  varied  from  32  to  72  years,  with 
an  average  of  52  years.  The  duration  of 
symptoms  ranged  from  several  weeks  to  sev- 
eral years.  There  were  seven  males  and  two 
females,  but  the  incidence  in  the  male  sex  is 
probably  weighted  because  of  our  material 
from  military  sources.  Seven  of  the  tumors 
were  pedunculated,  and  the  diameter  varied 
from  1 to  3 cm.  Of  seven  polyps  with  data, 
five  had  gross  areas  of  ulceration  on  the 
surface  but  not  of  the  peptic  type.  The  tu- 
mors were  fairly  firm,  well  circumscribed, 
and  gray  to  tan  on  the  cut  surface.  The  le- 
sions were  located  in  the  para-ampullary 
area.  Dr.  J.  M.  Stephenson,  who  joined  our 
staff  this  year,  had  been  with  us  only  a short 
time  when  we  were  working  over  some  of  this 
material  and  he  said,  “Oh,  we  had  one  of 
those  lesions  down  in  Oklahoma  City  a few 
weeks  ago.  I took  a picture  of  it.”  He  also 
had  a section  of  it.  Fortunately,  now  I have 
a fine  colored  picture  to  show  you.  A poly- 
poid, firm,  red  tumor  about  1.5  cm.  in  di- 
ameter projects  from  the  second  part  of  the 
duodenum  near  the  ampulla  of  Vater.  This 
tumor  is  not  the  one  in  your  set,  but  could 
well  pass  for  it.  Microscopically,  a low-power 
picture  shows  a polypoid  structure  surround- 
ed by  intact  duodenal  mucosa  with  a tumor 
nodule  beneath  the  mucosa.  The  tumor  never 
extended  as  far  as,  or  beyond,  the  serosa,  but 
did  infiltrate  between  muscle  bundles.  In  six 
tumors,  however,  the  mucosa  was  involved 
and  sometimes  ulceration  was  present.  Tu- 
mor was  never  noted  within  lymphatics  or 
blood  vessels. 

Histologically,  the  tumor  [in  the  present 
case]  was  composed  of  two  types  of  cells,  one 
an  epithelioid  cell,  and  the  other  a spindle 
cell  (Figs.  12  a and  b).  By  and  large,  the 
epithelioid  cell  predominated,  but  the  varia- 
tion ranged  from  mostly  epithelioid  cell  to 
mostly  spindle  cell.  The  epithelioid  compo- 
nent was  comprised  of  rather  large  cells, 
varying  from  cuboidal  to  polygonal  and  oval 
with  abundant  finely  granular  acidophilic 
cytoplasm  and  round  nuclei.  An  argyrophilic 
membrane  and  often  a capillary  network 
surrounded  nests  of  cells  suggesting  the  pic- 
ture of  zellballen  seen  in  the  carotid  body  tu- 
mor. Occasionally,  the  cells  are  oriented  radi- 
ally or  in  parallel  rows.  A few  cells  had  more 
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Fig.  12.  Case  12.  (Benign  nonchromaffin  paraganglioma  of 
duodenum),  a.  An  epithelioid  area  with  some  radially  ar- 
ranged cells.  Masson  trichrome  stain.  X 305  b.  A few  nests 
of  epithelioid  cells  are  scattered  among  spindle  cells.  X 115 

cytoplasm  and  large  nuclei  with  prominent 
nucleoli  suggesting  ganglion  cells,  but  with- 
out demonstrable  axonal  elements  or  Nissl 
granules.  Rarely,  single,  apparently  similar 
cells  without  Nissl  granules  but  occasionally 
with  unipolar  Bodian-positive  filaments, 
were  noted  in  the  stromal  areas.  Secretory 
activity  of  the  epithelioid  cells  could  not  be 
identified  by  special  stains.  The  spindle-cell 
component  was  comprised  of  uniform,  spin- 
dle-shaped cells  with  fusiform  nuclei  and 
amphophilic  cytoplasm.  These  cells  were 
spread  about  the  epithelioid  cell  collections. 
No  myofibrils  or  collagen  fibers  were  noted 
in  Masson  preparations  and  a scanty  reticu- 
lum was  present.  The  cells  were  suggestive 
of  Schwann  cells. 

Among  the  special  stains,  those  for  mucins 
were  uniformly  negative.  Nissl  granules  were 
not  present  in  the  ganglion-like  cells.  Bodian- 
positive  nerve  filaments  were  noted  among 
the  spindle  cells  and  stroma  and  a few  ap- 
peared to  terminate  in  the  epithelioid  nests. 
A modified  Bodian  technique  showed  argyro- 
philic  granules  in  the  cytoplasm  of  some  epi- 
thelioid cells,  but  the  intensity  of  staining 
varied  among  the  tumors.  The  granules  did 
not  stain  in  Fontana-Masson  preparations 
nor  in  the  azocoupling  reaction,  but  they  ap- 
peared similar  to  the  argyrophilic  cells  de- 
scribed in  nonchromaffin  paragangliomas  by 


Willis  and  Birrell,42  and  by  Hamperl  and 
Lattes.12  Frozen  sections  stained  with  oil  red 
0 were  faintly  positive  in  both  spindle  and 
epithelioid  cells  but  the  significance  is  not 
known. 

In  the  control  tests  the  ganglion  cells  of  a 
ganglioneuroma  contained  Nissl  granules. 
The  adenoma  of  Brunner’s  glands  is  covered 
by  duodenal  mucosa  beneath  which  are  nests 
of  Brunner’s  glands.  The  cells  are  distended 
with  mucus  and  after  a stain  for  acid  muco- 
polysaccharide the  cells  are  positive,  where- 
as the  cells  in  the  nonchromaffin  paragangli- 
oma are  negative. 

DR.  E.  V.  DAHL,  San  Antonio : The  bulk 
of  the  small  tumor  which  Dr.  Dahlin  and  I 
described  appeared  different  from  those 
shown  in  Dr.  Helwig’s  slides.  Our  tumor  was 
composed  predominantly  of  a fibrous  and 
fibrillar  stroma  in  which  there  were  some 
large  cells  from  which,  in  silver  stains,  we 
traced  what  we  considered  to  be  axons  and 
dendrites.  In  places,  especially  along  one 
margin,  there  were  clusters  of  gland-like 
structures  which  did  resemble  the  tumors  Dr. 
Helwig  has  illustrated.  We  showed  the  slides 
to  a number  of  pathologists  and  got  no  firm 
opinion  regarding  the  nature  of  these  struc- 
tures. An  anatomist  who  has  spent  quite  a 
few  years  studying  paraganglionic  tissue 
thought  that  the  cell  clusters  were  from  the 
neurogenic  series,  but  was  unwilling  to  call 
the  cells  paraganglionic  cells.  Dr.  J.  W.  Ker- 
nohan,  Phoenix,  Ariz.,  looked  at  the  slides 
and  reviewed  our  manuscript.  He  was  satis- 
fied with  our  description  of  the  tumor  as  a 
ganglioneuroma,  and  asked  us  to  comment 
in  greater  detail  on  the  cell  processes.* 

DR.  HELWIG:  Thank  you  very  much.  I 
am  certainly  glad  to  learn  about  that.  I am 
glad  vou  are  here. 

CAPTAIN  JENEVEIN:  Where  can  tu- 
mors such  as  this  occur  other  than  in  the 
duodenum  and  gastrointestinal  tract? 

DR.  HELWIG:  We  have  not  seen  an  ex- 
actly similar  tumor  elsewhere  in  the  gastro- 
intestinal tract  but  perhaps  they  may  occur. 
They  shouldn’t  even  occur  in  the  duodenum, 
since  no  paraganglion  structures  have  been 
reported  in  this  site;  however,  according  to 
Dr.  Lent  Johnson,  Washington,  D.C..  para- 
ganglia in  the  vicinity  of  the  duodenum  are 
known  to  occur.  We  have  seen  a suggestively 

*In  a subsequent  review  of  his  tumor,  Dr.  Dahl 
noticed  areas  closely  resembling  the  tumors  present- 
ed in  the  seminar.  He  was  unable  to  demonstrate 
Nissl  substance  but  still  felt  that  the  cells  were 
ganglion  cells. 
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similar  lesion  in  the  skin.  Paragangliomas 
have  been  reported  at  the  sites  of  the  carotid 
body  and  related  structures,  and  even  in  sites 
not  known  to  have  paraganglia.36 

Case  13 

Diagnosis. — Leiomyosarcoma,  stomach. 

Contributors. — Dr.  Helwig  and  Dr.  Ralph 
Zientak,  Northwest  Texas  Hospital,  Amaril- 
lo. 

History. — A 45  year  old  white  man  was 
hospitalized  because  of  weakness,  dizziness, 
and  copious  tarry  stools.  An  upper  gastro- 
intestinal X-ray  series  revealed  a nonulcer- 
ated,  round  nodule  on  the  greater  curvature 
of  the  cardiac  end  of  the  stomach.  At  opera- 
tion a somewhat  irregular,  but  relatively 
circumscribed,  tumor  3.2  by  2.2  by  2.8  cm. 
with  an  ulcerated  center  was  noted.  About 
one-half  of  the  tumor  had  protruded  on  the 
serosal  surface,  which  was  smooth.  A wedge- 
shaped  resection  with  a 11/2  in-  margin  of 
normal  stomach  was  performed.  The  cut  sur- 
face of  the  tumor  was  tan,  pale,  glistening, 
and  rubbery,  with  some  calcification. 

DR.  LADYMAN : This  slide  is  taken  from 
an  upper  gastrointestinal  series.  A well-de- 
fined lesion,  or  filling  defect,  like  this  in  the 
gastrointestinal  tract,  and  particularly  in 
the  stomach,  suggests  a benign  lesion  such 
as  a gastric  polyp,  neurofibroma,  or  lipoma. 
Also  to  be  considered  are  malignant  lesions. 
I think  the  one  we  most  commonly  have  had 
in  this  hospital  is  the  leiomyoma  group  of 
tumors.  In  the  malignant  group,  the  leiomyo- 
sarcomas are  a possibility. 

DR.  HELWIG : I think  you  hit  the  nail  on 
the  head.  We’ll  see  how  the  pathologists  did 
with  the  tissue. 

Submitted  Diagnoses. — Sarcoma  (lipo-,  9; 
leiomyo-,  7 ; chondro-,  5 ; lympho-,  1 ; reticu- 
lum cell,  1 ; alveolar  soft  part,  1),  24;  malig- 
nant mesenchymoma,  3 ; malignant  myoblas- 
toma, 1 ; malignant  carcinoid,  1 ; adenocarci- 
noma, 1 ; metastatic  chondrosarcoma,  1 ; met- 
astatic renal  cell  carcinoma,  1 ; metastatic 
chordoma,  1 ; mesenchymoma,  5 ; mixed  tu- 
mor (mesenchymoma),  1;  leiomyoma,  4; 
mesothelioma,  3 ; lipogranuloma,  1 ; lipohisti- 
ocytoma,  1 ; eosinophilic  granuloma,  1 ; ham- 
artoma, 1 ; eosinophilic  gastritis,  1 ; inflam- 
matory polyp,  1. 

DR.  HELWIG : There  are  a number  of 
different  diagnoses,  many  of  which  indicate 
that  the  lesion  is  basically  a sarcoma.  I think 
the  variety  of  diagnoses  brings  out  the  point 


that  some  of  you  have  seen  different  areas 
in  the  block.  I am  sure  it  varied  as  it  was 
cut  through. 

Any  pathologist  who  looks  at  many  muscle 
tumors  of  the  stomach  soon  realizes  that 
they  fall  into  three  groups : the  obvious  leio- 
myoma, the  obvious  leiomyosarcoma,  and 
the  group  in  between  that’s  difficult  to  dis- 
tinguish as  being  benign  or  malignant. 

Histologically,  the  tumor  from  your  case 
shows  marked  interdigitation  with  the 
smooth  muscle  of  the  gastric  wall.  In  the  sec- 
tions which  I studied  there  was  a striking 
variation  of  the  histologic  pattern  and  many 
foci  appeared  epithelioid.  I do  not  believe  it 
is  generally  recognized  that  leiomyosarcomas 
of  the  stomach  may  assume  many  different 
histologic  appearances.  In  the  epithelioid 
foci  the  cells  are  vacuolated  and  arranged  in 
small  groups  suggesting  a carcinomatous 
pattern  (Fig.  13a).  You  wonder  what  is  in 
those  clear  cytoplasmic  spaces.  A PAS  prepa- 
ration doesn’t  help  because  there  is  no  ap- 
preciable PAS  material  present.  A prepara- 
tion for  acid  mucopolysaccharide  is  positive 
in  the  cells  of  the  mucosa,  but  not  in  the 
vacuolated  tumor  cells.  I do  not  know  what 
is  in  the  vacuolated  cells,  unless  it  is  water. 
Perhaps  some  of  you  have  worked  with  this 
type  of  lesion  and  have  been  able  to  identify 
the  cellular  content.  The  cells  are  grouped, 
suggesting  very  much  an  adenoid  pattern. 
One  section  includes  fields  with  an  epitheli- 
oid-appearing structure,  as  well  as  areas 
with  elongated  cells  having  an  associated 
pink  fibrillary  substance  that  are  acceptable 
as  smooth  muscle  cells.  The  Masson  stain 
does  not  aid  in  telling  whether  the  cell  is 
smooth  muscle  or  not,  since  the  cells  are  “im- 
mature”. Some  fields  are  quite  cellular  and 
show  pleomorphism  (Fig.  13b).  The  nuclei 
are  large  and  have  prominent  nucleoli.  Oc- 
casional multinucleated  cells  are  present. 
Several  mitotic  figures  are  present.  I dis- 
tinguish between  a leiomyoma  and  a leiomyo- 
sarcoma on  the  basis  of  three  changes : ( 1 ) 
the  presence  of  mitotic  figures,  (2)  the  de- 
gree of  cellularity,  and  (3)  the  presence  of 
multinucleated  cells.  All  of  these  changes  are 
present  in  this  tumor.  In  addition,  tumor 
cells  are  infiltrating  fat;  therefore,  I think 
this  is  a leiomyosarcoma.  Because  of  the  epi- 
thelioid appearance  I would  add  epithelioid 
type. 

The  next  section  is  from  an  obviously  be- 
nign leiomyoma  and  shows  uniform,  mature- 
appearing  muscle  cells  without  mitotic  fig- 


Volume  59,  JULY,  1963 


681 


Fig.  13.  Case  13.  (Leiomyosarcoma  of  stomach),  a.  The  typical  smooth  muscle  cells.  X 500  b.  Pleomorphic  cells 
cells  are  round  and  the  cytoplasm  vacuolated  suggesting  with  hyperchromatic  nuclei  infiltrating  fat  at  the  periph- 
the  appearance  of  epithelial  cells.  Other  areas  showed  ery.  X 300 


lives  or  giant  cells.  A section  from  an  obvi- 
ous leiomyosarcoma  shows  a marked  degree 
of  cellularity,  cellular  pleomorphism  with 
giant  cells,  and  several  mitotic  figures.  I 
would  call  the  lesion  in  the  set  a leiomyosar- 
coma for  similar  reasons,  but  the  changes 
are  not  as  marked  as  in  some  examples.  The 
lesion  in  the  set  had  some  calcification  pres- 
ent. Calcification  in  a leiomyosarcoma  is  ex- 
tremely rare. 

Leiomyosarcoma  of  the  stomach  probably 
constitutes  from  1 to  3 per  cent  of  all  malig- 
nant tumors  of  the  stomach.1  It  is  usually 
considered  to  occur  less  frequently  than  lym- 
phosarcoma. Surveys  of  the  literature  indi- 
cate that  all  types  of  sarcoma  account  for 
about  4 per  cent  of  the  malignant  gastric  tu- 
mors and  that  leiomyosarcoma  and  lympho- 
sarcoma comprise  most  of  these.  During 
World  War  II  at  the  Army  Institute  of  Path- 
ology, 2 leiomyosarcomas  of  the  stomach 
were  observed,  and  during  the  same  period, 
4 lymphomas  and  75  carcinomas  were  diag- 
nosed. From  1950  to  1960,  there  were  13 
treated  cases  of  gastric  leiomyosarcoma  in 
the  five  civilian  hospitals  in  San  Antonio.32 
It  is  fairly  obvious  that  gastric  leiomyosar- 
coma is  not  a common  lesion  in  contrast  to 
the  fairly  frequent,  small  gastric  leiomyomas 
readily  noted  (when  looked  for)  at  autopsy. 

Large  tumors  often  show  extensions  or 


metastases  in  the  omentum  or  liver.  Ulcera- 
tion in  the  form  of  either  a shallow  or  a deep 
depression  through  the  mucosa  into  the  tu- 
mor is  present  in  many  examples.  Occasion- 
ally, the  ulcers  are  multiple.  Both  bleeding 
and  pain  may  be  explained  on  this  basis. 

DR.  J.  C.  GEER,  New  Orleans:  Was  a fat 
stain  done? 

DR.  HELWIG:  Yes,  we  did  a fat  stain. 
The  question  of  liposarcoma  came  up.  There 
is  a little  fat  in  some  of  the  cells.  I would 
not  put  too  much  dependence  on  a fat  stain. 
We  have  done  fat  stains  on  a number  of  dif- 
ferent lesions  in  which  we  didn’t  particularly 
expect  to  find  fat,  and  we  did  find  fat. 

COLONEL  HANSEN : How  many  mitoses 
do  you  have  to  have  to  make  it  malignant? 

DR.  HELWIG:  If  1 can  see  two  or  three 
mitotic  figures  in  a high  power  field,  along 
with  marked  cellularity  and  multinucleated 
cells,  I will  call  the  lesion  malignant.  I would 
not  make  a diagnosis  of  sarcoma  on  the  basis 
of  mitotic  figures  alone. 

DR.  C.  J.  FARINACCI,  San  Antonio:  Is 
that  an  average  for  high  power  fields,  or 
just  one  high  power  field? 

DR.  HELWIG:  No,  1 wouldn’t  expect  to 
find  them  in  every  high  power  field.  In  the 
present  case,  I looked  over  many  areas  and 
couldn’t  see  mitotic  figures,  but  in  other 
areas  I could  find  them.  I think  you  have 
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to  make  the  diagnosis  on  the  worst  looking 
area. 

COLONEL  HANSEN:  Do  you  feel  the 
same  about  mitoses  in  leiomyomatous  lesions 
of  the  uterus? 

DR.  HELWIG : I do  not  feel  quite  the  same 
about  those.  I think  there  is  probably  a hor- 
monal cause  of  the  proliferation,  and  when 
the  lesion  enlarges  it  has  to  grow  with  mi- 
totic activity. 

DR.  SMITH : Does  the  size  of  the  tumor 
influence  you  in  any  way? 

DR.  HELWIG : Only  in  this  manner : I be- 
lieve that  more  large  tumors  are  malignant 
than  small  tumors.  We  all  know  that  you  can 
close  your  eyes  at  autopsy  and  feel  the  stom- 
ach, and  expect  in  one  out  of  four  adults  to 
find  one  little  leiomyoma.  There  isn’t  proof 
that  such  leiomyomas  ultimately  become  leio- 
myosarcomas. 

DR.  SEVERANCE:  In  this  tumor,  in  the 
slide  I had,  there  was  an  area  that  had  a 
chondroid  appearance  that  looked  like  carti- 
lage. Did  you  see  that?  I never  saw  it  before. 

DR.  HELWIG:  Probably  the  chondroid 
appearance  is  the  epithelioid  appearance  that 
I saw.  The  cells  are  still  there,  but  the  stroma 
in  between  is  more  or  less  hyalinized.  We 
have  come  to  recognize  this  change  as  one 
occurring  in  the  epithelioid  type  of  leiomyo- 
sarcoma of  the  stomach.  I did  not  see  any- 
thing I would  accept  as  being  typical  of  carti- 
lage. 

DR.  A.  GONZALEZ,  Houston : I think  the 
presence  of  chondroid  and  osteoid  metaplasia 
has  been  reported  in  carcinomas  of  the  stom- 
ach, and  I wonder  whether  this  metaplasia 
has  also  been  reported  in  leiomyomas  or  leio- 
myosarcomas of  the  stomach.  Some  of  the 
slides  were  really  striking  as  to  the  cartilage 
or  osteoid  and  calcifications. 

DR.  HELWIG : 1 didn’t  see  anything  quite 
that  convincing  in  my  sections,  but  perhaps 
further  investigation  is  needed. 

[Since  this  seminar  was  presented,  Dr.  A. 
P.  Stout37  has  published  a paper  on  “Bizarre 
Smooth  Muscle  Tumors  of  the  Stomach”. 
The  present  case  apparently  is  similar  to 
some  of  his  cases.] 

Case  14 

Diagnosis. — Malignant  carcinoid,  appen- 
dix. 

Contributors. — Drs.  A.  O.  Severance  and 
H.  A.  Van  Auken,  Baptist  Memorial  Hos- 
pital, San  Antonio. 


Histonj. — A 79  year  old  white  male  had 
symptoms  of  appendicitis.  At  operation  the 
appendix  was  found  to  be  enlarged,  very  in- 
flamed, and  ruptured.  The  specimen  was  4 
cm.  in  diameter,  ruptured  near  the  distal 
end,  and  covered  with  purulent  exudate.  The 
cut  section  showed  a narrow  lumen  sur- 
rounded by  a homogenous,  soft,  whitish-yel- 
low tissue. 

Submitted  Diagnoses. — Carcinoid,  14 ; car- 
cinoid, invasive,  1;  malignant  carcinoid,  11; 
malignant  carcinoid  and  acute  appendicitis, 
2 ; carcinoid  plus  adenocarcinoma,  1 ; carci- 
noma, 4 ; metastatic  carcinoma  ?,  2 ; reticu- 
lum cell  sarcoma,  13  ; lymphosarcoma,  2 ; ma- 
lignant lymphoma,  3. 

DR.  HELWIG : A good  many  of  you  called 
this  carcinoid,  and  some  of  you  called  it  in- 
vasive. There  were  several  who  called  it  ma- 
lignant carcinoid,  and  malignant  carcinoid 
with  acute  appendicitis.  I think  this  list 
brings  out  that  the  diagnosis  varies  depend- 
ing upon  the  section  examined.  I requested 
three  or  four  extra  sections  on  which  to  do 
special  stains.  When  I received  the  sections 
and  the  special  stains,  the  areas  that  I want- 
ed to  see  did  not  contain  the  tumor,  and  the 
change  was  essentially  appendicitis.  In  the 
section  I received  initially,  there  was  a tumor 
occupying  all  of  the  lumen  of  the  appendix 
and  extending  into  the  wall  and  through  the 
serosa  (Fig.  14a).  This  tumor  in  many  areas 
was  composed  of  small  to  medium-sized  cells, 
often  with  little  or  no  orientation,  so  the 
diagnosis  was  not  clear.  The  cells  within  the 
smooth  muscle  don’t  look  like  malignant  re- 
ticulum cells,  and  I leaned  away  from  that 
diagnosis.  In  places  there  seems  to  be  orien- 
tation of  the  tumor  cells  about  a certain 
focus,  which  would  be  unusual  in  a malig- 
nant lymphoma  or  reticulum  cell  sarcoma. 
The  variation  in  nuclear  size  is  disturbing. 
The  tumor  doesn’t  show  the  desmoplastic  ac- 
tivity that  many  benign  carcinoids  do.  I was 
unable  to  do  a Fontana  preparation,  but  a 
stain  for  reticulum  shows  reticulum  sur- 
rounding groups  of  cells.  I have  no  evidence 
that  there  are  silver-positive  granules  in  the 
cells,  and  I did  not  have  an  acid  mucopoly- 
saccharide stain  to  determine  the  presence  or 
absence  of  mucin,  but  I believe  on  the  basis 
of  the  pattern  and  the  cytologic  appearance 
that  the  tumor  is  a malignant  carcinoid  of 
the  appendix  (Fig.  14b). 

Most  of  the  information  that  I have  about 
carcinoids  concerns  those  of  the  small  intes- 
tine that  Dr.  Manion  and  I have  been  study- 
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Fig.  14.  Case  14.  (Malignant  carcinoid),  a.  A transection  b.  One  of  the  few  areas  in  which  the  tumor  cells  show  an 
of  the  appendix  shows  tumor  obliterating  the  lumen  and  appearance  and  pattern  suggestive  of  that  seen  in  carci- 
extending  through  the  muscularis  into  the  serosa.  X 6 noid.  X 300 


ing.13  I also  have  some  excellent  clinical  pic- 
tures to  show  you  that  were  contributed 
from  the  Veterans’  Administration  Hospital 
in  Dallas.  The  question  frequently  comes  up 
as  to  how  often  a carcinoid  of  the  appendix 
metastasizes.  I don’t  have  the  final  data  on 
the  Armed  Forces  Institute  of  Pathology  ma- 
terial, but  I don’t  believe  it  is  more  than  3 
per  cent. 

In  the  Institute  material,  most  of  the  car- 
cinoids of  the  small  intestine  were  in  the 
ileum.  Of  190  single  lesions  of  the  small  in- 
testine about  43  per  cent  involved  the  mu- 
cosa and  submucosa ; 35  per  cent  invaded  the 
muscularis,  sometimes  completely  to  the  se- 
rosa; and  20  per  cent  metastasized,  usually 
to  the  regional  lymph  nodes.  Of  the  multiple 
lesions,  40  per  cent  involved  the  mucosa  and 
submucosa ; 42  per  cent  were  invasive 

through  the  muscularis  to  no  further  than 
the  serosa ; and  16  per  cent  metastasized. 
The  most  common  site  of  metastasis  was  the 
regional  lymph  nodes ; 17  tumors  metasta- 
sized to  the  liver.  Other  organs  were  involved 
in  a few  instances.  In  this  example  of  a ma- 
lignant carcinoid  of  the  ileum,  the  tumor  has 
infiltrated  to  the  muscularis  and  also  is  pres- 
ent in  the  subserosal  tissue.  The  arrangement 
of  cells  is  like  that  usually  observed  in  carci- 
noid but  there  is  cellular  pleomorphism  not 
seen  in  benign  carcinoid.  Some  cells  have  hy- 


perchromatic  and  multiple  nuclei.  With  this 
picture  I believe  the  tumor  must  be  called  a 
malignant  carcinoid. 

Carcinoids  often  have  different  patterns 
histologically.  A ribbon-like  pattern  is  fre- 
quently noted  in  carcinoids  of  the  anus  and 
rectum,  but  it  is  also  commonly  observed  in 
the  duodenum.  Many  lesions  of  the  small  in- 
testine show  a microcystic  pattern.  With  a 
PAS  preparation,  the  center  of  a microcystic 
area  may  show  PAS-positive  diastase-resist- 
ant  material.  Only  rarely  is  PAS-positive  ; 
material  present  in  the  cytoplasm  of  the  cells. 
At  one  time  I believed  that  the  presence  of 
mucus  in  the  cells  ruled  out  the  diagnosis  of 
carcinoid,  but  that  isn’t  true.  If  I see  the 
pattern  of  carcinoid  and  don’t  see  any  mucus  i 
within  the  cytoplasm  of  the  cells,  then  I am 
confident  that  the  tumor  is  a carcinoid.  The 
cells  of  an  occasional  carcinoid  contain  mu-  | 
cus  as  well  as  silver-positive  granules  with  | 
a Fontana  stain.  A Fontana  stain  done  on 
a carcinoid  that  has  not  been  fixed  immedi- 
ately often  is  negative.  I have  had  less  favor-  | 
able  results  in  carcinoids  of  the  rectum, 
though  occasionally  they  show  silver-positive 
granules. 

I will  show  you  a case  of  malignant  card- 
noid.  Malignant  carcinoids  of  the  small  in- 
testine that  metastasize  to  the  liver  often  are 
associated  with  the  carcinoid  syndrome.  The 
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liver  is  full  of  metastases.  These  patients 
have  a cardiac  lesion  on  the  right  side;  the 
tricuspid  leaflets  are  thickened,  and  the  chor- 
dae tendineae  cordis  are  thickened  and  short- 
ened. The  patients  also  often  have  gastroin- 
testinal symptoms  and  flushing  of  the  skin. 
The  skin,  after  a long  time,  shows  some  cap- 
illary dilatation  and  occasionally  a few  lym- 
phocytes, but  there  is  no  specific  diagnostic 
change.  Microscopic  sections  through  the  tri- 
cuspid valve  show  marked  fibrous  thicken- 
ing. This  patient  shows  a red  brick  color  of 
the  face  and  neck  and,  if  irritated  in  some 
way,  the  red  color  becomes  much  more  prom- 
inent. The  eyes  are  watering  and  the  con- 
junct vae  are  extremely  red.  All  of  the  staff 
at  the  Institute  are  deeply  appreciative  when 
you  send  in  a case  so  well  documented  as  this 
last  one.  It  really  serves  as  a valuable  addi- 
tion for  research  and  teaching. 

DR.  LOWBEER : The  use  of  fat  stain  is 
often  valuable  in  differentiating  a carcinoid 
from  a carcinoma.  This  case  history,  for  in- 
stance, mentioned  specifically  that  the  tumor 
was  light  yellow  in  color. 

DR.  HELWIG:  Most  carcinoids  are  yel- 
low, but  I have  not  utilized  the  fat  stain  in 
any  way  as  a differentiation.  I am  glad  to 
hear  about  that.  Where  is  the  fat?  In  the 
cytoplasm  of  the  carcinoid  cells? 

DR.  LOWBEER : Yes. 

DR.  HELWIG:  Do  you  use  a simple  oil 
red  0 stain? 

DR.  LOWBEER:  Yes. 

DR.  HELWIG:  It’s  neutral  fat?  Does  any- 
one else  have  experience  with  the  fat  stain 
in  the  identification  of  carcinoids? 

DR.  DE  LA  GARZA:  We  have  also  done 
fat  stains  on  carcinoid  tumors  and  found 
that  fat-positive  granules  often  are  present 
in  the  cytoplasm.  In  addition,  silver-stained 
granules  are  at  the  base  of  the  cells,  separate 
from  the  fat  granules. 

COLONEL  HANSEN : Do  you  ever  get 
the  carcinoid  syndrome  without  metastases 
to  the  liver? 

DR.  HELWIG:  I have  never  seen  it  with- 
out liver  metastasis.  I think  there  have  been 
some  cases  claimed,  but  personally  I don’t 
know  of  any  unquestionable  cases.  Has  any- 
one seen  the  carcinoid  syndrome  in  a proven 
case  where  there  was  no,  absolutely  no,  me- 
tastasis to  the  liver? 

DR.  GONZALEZ : I believe  that  there  have 
been  reported  cases  of  carcinoid  syndrome 


associated  with  the  presence  of  carcinoid  tu- 
mors within  a teratoma  of  the  ovary  in 
which  the  tumor  is  not  drained  by  the  portal 
circulation,  and  therefore  is  not  destroyed  by 
the  liver.  These  cases  have  been  reported  to 
have  the  carcinoid  syndrome.  I have  seen 
only  a slide,  not  a case. 

AUDIENCE  MEMBER : Dr.  M.  B.  Dock- 
erty  of  Rochester,  Minn.,  reviewed  140  cases 
of  the  carcinoid  syndrome  in  which  he  says 
that  two  cases  had  no  metastases  to  the  liver. 

DR.  HELWIG:  Were  these  proved  by  au- 
topsy ? 

AUDIENCE  MEMBER:  Yes. 

DR.  HELWIG:  Did  he  do  the  autopsy?  I’m 
a skeptic. 

DR.  DAHL:  I’ve  seen  one  of  those  two 
cases  from  the  Mayo  Clinic  so  I’m  not  a skep- 
tic. One  was  a large  tumor  in  an  ovarian 
teratoma  with  no  metastases  to  the  liver. 

DR.  HELWIG:  That  case  would  be  simi- 
lar to  the  one  that  was  just  mentioned. 

DR.  DAHL:  It  was  probably  the  same 
case. 

DR.  HUGO  ELMENDORF,  San  Antonio : 
I think  Dr.  Severance  has  seen  such  a case. 

DR.  SEVERANCE : That  case  is  a little 
bit  different,  because  it  is  a bronchial  ade- 
noma with  a carcinoid  pattern.  The  patient 
has  the  carcinoid  syndrome,  but  we  don’t 
know  what  is  happening  to  the  liver.  There 
probably  are  metastases  there,  clinically,  but 
we  can’t  get  the  autopsy  yet  because  the  pa- 
tient is  still  alive. 

COLONEL  HANSEN : Dr.  Helwig,  you 
have  demonstrated  today  that  you  are  a 
stickler  for  terminology.  Why  don’t  you  call 
this  carcinoma?  What  is  a malignant  tumor 
like  a carcinoma? 

DR.  HELWIG:  From  a semantic  stand- 
point that  is  a good  criticism ; but  carcinoid 
is  a term  which,  over  a period  of  many  years, 
has  come  to  mean  very  specific  picture.  It  is 
a good  deal  like  Kaposi’s  sarcoma.  I think 
there  could  be  a much  better  term  for  Ka- 
posi’s sarcoma,  but  I don’t  think  for  the 
world  that  you  would  ever  change  it,  and  I 
don’t  think  you  will  ever  change  “carcinoid”, 
unless  it  is  for  an  etiologic  diagnosis. 

Follow-up. — COLONEL  BAYLISS:  This 
patient  died  of  pulmonary  tuberculosis  ap- 
proximately six  months  after  the  operation. 
No  autopsy  was  done.  There  was  no  clinical 
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evidence  of  recurrence  of  the  tumor  prior  to 
his  death. 


Case  15 

Diagnosis. — Cloacogenic  transitional  car- 
cinoma, anus. 

Contributors. — Capt.  George  D.  Lundberg, 
M.C.,  and  Lt.  Col.  James  L.  Hansen,  M.C., 
Brooke  General  Hospital,  Fort  Sam  Houston. 

History. — A 71  year  old  white  male  noted 
pain  in  the  rectal  region  and  bright  red  blood 
on  toilet  tissue.  A 2 by  4 cm.  mass  was  found 
just  inside  the  sphincter  ani.  One  specimen 
was  a 15  cm.  segment  of  rectum  and  anus. 
Arising  immediately  at  the  mucotaneous 
junction  was  an  ulcer  and  an  area  of  indura- 
tion. This  gray-white,  2 by  2.5  by  2.5  cm. 
tumor  mass  infiltrated  and  pushed  the 
sphincter  externally.  Twelve  lymph  nodes 
contained  no  metastatic  tumor. 

Submitted  Diagnoses. — Carcinoma,  basal- 
oid,  basosquamous,  17 ; cloacogenic  carci- 
noma, 12 ; transitional  cell  carcinoma,  peri- 
anal ducts,  1 ; sebaceous  carcinoma,  1 ; malig- 
nant adenoacanthoma,  1 ; adenoacanthoma, 
1;  squamous  cell  carcinoma,  18;  comedocar- 
cinoma,  1. 

DR.  HELWIG : There  were  several  differ- 
ent diagnoses  submitted.  Carcinoma,  basal- 
oid,  basosquamous — I don’t  know  what  is 
meant  by  basaloid,  or  whether  or  not  that 
term  implies  that  this  tumor  resembles  a 
basal  cell  carcinoma  in  its  histologic  appear- 
ance and  biologic  behavior.  The  diagnoses  of 
cloacogenic  carcinoma  and  transitional  cell 
carcinoma,  perianal  ducts,  I regard  as  the 
same  diagnosis.  Several  of  you  thought  it 
was  squamous  cell  carcinoma.  I interpret  it 
as  a cloacogenic  transitional  cell  carcinoma. 

Carcinomas  arising  at  the  anorectal  junc- 
tion show  histologic  patterns  that  cannot 
readily  be  explained  on  the  basis  of  origin, 
either  from  stratified  squamous  epithelium 
of  the  anus  or  from  the  columnar  epithelium 
of  the  rectal  mucosa.  The  histologic  charac- 
teristics of  the  anorectal  j unction  usually  are 
not  well  defined  in  textbooks  of  anatomy  and 
histology. 

In  1880,  Herrmann  and  Desfosses17  record- 
ed that  the  mucosa  of  the  inferior  portion  of 
the  rectum  is  not  directly  continuous  with 
the  external  segment.  They  observed,  at  the 
level  corresponding  to  the  columns  of  Mor- 


gagni, a circular  zone  ranging  from  0.6  to 
1.2  cm.  that  represents  a persistent  remnant 
of  the  cloaca  of  the  embryo.  Furthermore, 
they  observed  that  this  cloacal  region  is  cov- 
ered by  a special  mucosa.  In  another  paper 
Herrman16  described  in  detail  the  origin  and 
structure  of  this  zone  and  the  anal  ducts  that 
arise  from  it.  In  1935,  Tucker  and  Hellwig41 
re-emphasized  that  the  rectal  mucosa  does 
not  join  directly  to  the  epidermis. 

We11  have  examined  the  anorectal  junction 
in  25  abdomino-perineal  resected  specimens, 
and  verified  the  presence  of  a cloacogenic 
zone  interposed  between  the  rectal  and  anal 
mucosa.  This  zone  shows  transitional  epi- 
thelium similar  to  that  of  the  urinary  blad- 
der neck  and  prostatic  urethra,  and  strati- 
fied columnar  epithelium  like  that  of  the 
membranous  urethra.  Occasional  cells  secrete 
mucus  as  do  cells  in  the  aberrant  glands  and 
anal  ducts  arising  from  this  zone. 

The  varied  character  of  the  epithelium  of 
this  zone  explains  the  wide  variety  of  histo- 
logic patterns  observed  in  carcinomas  aris- 
ing in  the  area.  These  tumors  have  been  di- 
agnosed as  basal  cell  carcinoma,  epidermoid 
carcinoma,  basosquamous  carcinoma,  cylin- 
droma, mucoepidermoid  carcinoma,  adeno- 
acanthoma, and  atypical  adenocarcinoma.  We 
have  proposed  the  term  “cloacogenic  transi- 
tional carcinoma”  for  these  tumors. 

A carcinoma  may  arise  either  in  the  clo- 
acogenic transitional  zone  of  the  anus  or  in 
the  perianal  ducts.  A carcinoma  arising  in  a 
duct  may  do  so  at  some  distance  from  the 
anus,  and  initially  encroach  upon  the  lumen 
by  a mass  located  external  to  the  lumen.  Usu- 
ally it  forms  broad-based  nodular  and  poly- 
poid masses  protruding  into  the  lumen. 

Histologically,  most  of  the  tumors  have  a 
transitional  cell  pattern  but  may  be  squa- 
mous or  glandular  in  character.  In  many  ex- 
amples, at  least  a few  cells  contain  mucus 
and  sometimes  transitional  cells  show  a pat- 
tern that  is  easily  mistaken  for  basal  cell 
carcinoma.  In  fact,  several  reported  cases  of 
basal  cell  carcinoma  of  the  anus  are  cloaco- 
genic transitional  cell  carcinomas.  The  prog- 
nosis is  entirely  different. 

A section  from  your  case  shows  on  the 
one  margin  normal  glandular  mucosa  ; on  the 
other,  normal  squamous  cell  mucosa  ; and  in 
between,  a carcinoma  that  is  widely  infiltrat- 
ing (Fig.  15a).  In  contrast,  a section  from 
a normal  anal-rectal  junction  shows  a zone 
of  transitional  epithelium  between  the  gland- 
ular and  squamous  mucosa,  and  ducts  ex- 
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Fig.  15.  Case  15.  (Cloacogenic  transitional  carcinoma,  wall.  X 6 b.  A focus  of  tumor  showing  a transitional  cell 
anus),  a.  In  between  segments  of  glandular  mucosa  and  pattern  that  mimics  the  pattern  of  basal  cell  carcinoma, 
squamous  mucosa  a carcinoma  infiltrates  through  the  bowel  X 395 


tending  into  the  adjacent  stroma.  The  trans- 
itional zone  is  of  cloacogenic  origin.  In  the 
section  from  your  set  there  is  a change  from 
normal  transitional  cells  to  multiple  layers 
of  atypical  disoriented  transitional  cells  and, 
in  places,  to  squamoid  cells.  Occasional  goblet 
cells  can  be  identified.  Some  of  the  ducts  are 
similarly  involved.  From  the  atypical  cells 
in  the  mucosa  and  ducts  there  is  infiltration 
into  the  stroma.  The  nests  of  tumor  cells  in 
the  stroma  have  a transitional  cell  appear- 
ance (there  is  a resemblance  to  basal  cells) 
and  include  foci  that  are  squamoid.  Around 
some  of  the  nests  of  tumor,  the  cells  show 
peripheral  palisading  and  it  is  this  pattern 
that  is  responsible  for  a wrong  diagnosis  of 
basal  cell  carcinoma  (Fig.  15b).  A periodic 
acid-Schiff  (PAS)  preparation  shows  mucus 
within  the  goblet  cells  seen  in  the  perianal 
ducts  as  well  as  within  the  goblet  cells  seen 
in  the  carcinoma.  A tumor  may  contain  few 
or  many  mucous  cells.  It  is  obvious  that  car- 
cinomas arising  from  this  area  may  exhibit 
marked  variation  in  histologic  appearance. 
Most  show  a transitional  cell  appearance,  but 
either  a mucous  glandular  or  a squamous  cell 
pattern  may  be  present  either  in  almost  pure 
form  or  mixed  with  the  other  cell  types. 

The  cloacogenic  transitional  cell  carcino- 
mas commonly  metastasize  (over  50  per  cent 
have  metastasized)  to  the  regional  lymph 
nodes,  abdominal  lymph  nodes,  lungs,  liver, 
and  less  frequently  to  other  organs.  Fifteen 
per  cent  of  the  tumors  metastasize  to  the  in- 
guinal lymph  nodes.  At  the  time  of  death  the 


tissues  and  organs  of  the  pelvis  usually  are 
infiltrated  with  tumor. 

DR.  G.  H.  HARWELL,  Longview:  Have 
you  ever  seen  this  lesion  as  an  in  situ  lesion? 

DR.  HELWIG:  Yes.  The  cloacogenic  zone 
may  show  the  changes  of  an  in  situ  carci- 
noma. We  also  receive  an  occasional  hemor- 
rhoid over  which  the  epithelium  has  the  pic- 
ture of  an  in  situ  carcinoma,  similar  to  that 
seen  in  erythroplasia  of  Queyrat.  Perhaps  in 
some  way  the  two  different  lesions  of  the 
anus  are  related. 

DR.  HARWELL:  If  you  had  a hemorrhoid 
covered  by  this  epithelium,  would  you  call 
it  internal  or  external? 

DR.  HELWIG:  I think  I would  avoid  the 
issue.  If  I can  make  a diagnosis  1 will  let  the 
clinician  decide  whether  the  hemorrhoid  is 
internal  or  external. 

DR.  JENNINGS:  Is  this  entity  separate 
and  distinct  from  the  carcinoma  arising  in 
Herrmann’s  gland  or  Herrmann’s  ducts? 

DR.  HELWIG:  Herrmann  and  Desfosses 
described  the  cloacogenic  zone  at  the  inferior 
segment  of  the  rectum,  and  later  Herrmann 
described  the  anal  ducts  arising  from  it. 
This  is  where  the  cloacogenic  transitional 
cell  carcinoma  arises. 

AUDIENCE  MEMBER : What  is  the  rec- 
ommended treatment  ? 

DR.  HELWIG:  If  it  were  an  in  situ  le- 
sion, which  would  be  extremely  rare,  I think 
a local  excision  would  be  the  treatment,  if 
that  could  be  done.  However,  in  most  in- 
stances when  the  lesion  is  first  seen  it  will 
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be  an  out-and-out  carcinoma  and  will  have 
to  be  treated  radically. 

DR.  K.  G.  ISHAK,  Dallas : Do  true  basal 
cell  carcinomas  occur  here? 

DR.  HELWIG:  Basal  cell  carcinomas  do 
occur  on  the  skin  around  the  anus.  We  have 
seen  several,  but  they  occur  on  the  skin  and 
not  on  the  mucous  membrane.  The  whole 
area  in  the  region  of  the  perineum  is  intrigu- 
ing from  the  standpoint  of  derivation  and 
the  field  effects  that  may  occur  on  it.  Much 
of  it  probably  is  of  entodermal  origin.  In  this 
way,  in  extramammary  Paget’s  disease  of 
this  area,  one  can  readily  explain  the  mucus- 
secreting  cells  that  are  likely  to  occur. 

Follow-up. — COLONEL  BAYLISS:  This 
patient’s  operation  was  on  Jan.  4,  1961.  He 
was  last  seen  Sept.  14,  1961.  His  left  upper 
quadrant  colostomy  was  functioning  well. 
The  perineal  wound  was  well  healed.  There 
was  no  clinical  evidence  of  residual  or  re- 
current malignancy. 


Case  16 


Diagnosis. — Tailgut  (sacrococcygeal)  cyst. 
Contributor. — Dr.  Helwig. 

History. — A 49  year  old  male  developed 


rectal  bleeding.  External  and  internal  hemor- 
rhoids were  visible.  Sigmoidoscopy  to  25  cm. 
was  normal  except  for  the  hemorrhoids  and 
a small  bulging  mass  behind  the  rectum. 
There  was  no  evidence  of  communication  be- 
tween the  mass  and  the  rectum.  Through  an 
incision  between  the  anus  and  the  coccyx,  a 
mass  containing  15  cc.  of  greenish-yellow 
fluid  was  ruptured  and  removed.  The  opera- 
tive impression  was  an  old  abscess. 

Submitted  Diagnoses. — Congenital  cyst 
(tailgut,  neuroenteric,  duplication,  sacrococ- 
cygeal), 25;  teratoma  (cystic,  sacrococcy- 
geal), 22;  dermoid  cyst,  3;  ruptured  diver- 
ticulum with  diverticulitis,  1 ; chronic  crypt- 
itis  ( crypt  of  Morgagni ) , 1 ; carcinoma,  sem- 
inal vesicle,  1. 

DR.  HELWIG:  Most  of  you  called  it  a 
congenital  cyst  and  some  of  you  added  the 
diagnosis  of  teratoma.  Only  one  of  you  felt 
that  it  was  a carcinoma.  My  diagnosis  on 
this  is  a tailgut  or  sacrococcygeal  cyst.3-  10 

As  the  human  embryo  reaches  the  8 mm. 
stage,  it  presents  a true  tail,  but  by  the  time 
it  reaches  the  30  to  35  mm.  stage  the  tail  has 
almost  disappeared.  In  this  period  the  differ- 
ent systems  which  occupy  the  caudal  end  of 
the  embryo  have  gone  through  complex  de- 
velopmental changes.  The  different  systems 
include  the  intestinal  tract,  urogenital  tract, 
neural  tube,  skeletal  system,  and  vascular 
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Fig.  16.  Case  16.  (Tailgut  [sacrococcygeal]  cyst),  a.  The  lined  by  cylindrical  ciliated  cells  and  by  goblet  cells, 
wall  of  the  cyst  varies  in  thickness  and  contains  bundles  X 300 
of  smooth  muscle  and  mucous  glands.  X 8 b.  The  cyst  is 
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system.  The  tailgut  vestige,  formed  from  the 
intestinal  tube,  fills  with  epithelial  debris 
and  mucus  and  normally  disappears.  It  lies 
in  a retrorectal  and  anterior  sacrococcygeal 
position.  In  the  developed  tailgut  cyst  the 
epithelial  lining  usually  is  of  the  intestinal 
type  with  mucous  cells.  The  epithelial  lining, 
however,  may  vary  as  in  the  present  exam- 
ple. The  lining  in  some  areas  is  composed  of 
mucus-filled  goblet  cells;  in  other  areas,  of 
ciliated  columnar  cells;  and  in  still  other 
areas,  of  squamous  cells.  In  addition,  there 
are  bundles  of  smooth  muscle  in  a few  areas, 
minute  epithelial-lined  ducts,  and  groups  of 
mucous  glands  (Figs.  16  a and  b) . In  another 
segment  of  the  wall  the  epithelium  is  re- 
placed by  granular  tissue  and  inflammatory 
cells  containing  large  numbers  of  histiocytes. 

The  size  of  the  tumors  usually  varies  from 
1 to  2 cm.,  but  occasionally  they  become 
much  larger.  Growth,  as  a rule,  is  slow.  Many 
of  the  tumors  are  discovered  on  routine  rec- 
tal examination  and  have  not  caused  clinical 
symptoms.  Others  have  caused  symptoms  by 
pressure  on  the  adjacent  pelvic  structures. 
Constipation  is  a common  symptom. 

The  lesions  may  be  discovered  from  infan- 
cy to  old  age.  The  contents  of  the  cysts  are 
usually  thick  and  mucinous.  It  is  conceivable 
that  the  entire  epithelial  lining  could  be  de- 
stroyed by  inflammation  and  that  only  the 
remnants  of  an  inflammatory  cyst  would 
persist.  Rarely,  the  lesion  undergoes  malig- 
nant change  with  the  development  of  a ma- 
lignant teratoma  or  a carcinoma. 
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Unusual  Sinus  Tumors 

(I.  Hemangiopericytoma,  II.  Benign  Osteoblastoma) 

Case  Reports 

Daniel  B.  Powell,  Jr.,  M.D.,  and  Oliver  W.  Suehs,  M.D. 


I.  Hemangiopericytoma 

THE  CHARACTERISTICS  of  hemangio- 
pericytoma were  first  described  by  Stout 
and  Murray11  in  1945.  The  chief  cellular  com- 
ponent of  this  tumor  is  the  pericyte  of  Zim- 
merman, a smooth  muscle  cell  of  the  capil- 
lary wall  serving  as  a regulator  of  the  size 
of  the  capillary  lumen. 

These  are  vascular  tumors  which  cannot 
be  classified  as  “glomus  tumors”  because 
they  lack  the  organoid  features,  and  they 
differ  from  capillary  hemangiomas  because 
of  the  perivascular  cells.  The  diagnosis  is 
histologic : the  tumor  is  composed  of  groups 
of  endothelial  sprouts  surrounded  by  round- 
ed cells  with  a network  of  reticulum  fibers. 

This  is  a rare  tumor ; its  occurrence  in  the 
field  of  otolaryngology  is  even  more  unusual. 
Of  the  nine  cases  reported  in  the  original 
paper  of  Stout  and  Murray,11  only  one  was 
from  the  infra-orbital  area.  In  1949,  Stout10 
reported  25  additional  cases.  The  ethmoid 
sinus  area  was  involved  in  one  case,  and  the 
patient  had  been  operated  on  four  times 
over  a seven  year  period. 

Mujahed  and  others7  reported  four  cases 
and  reviewed  61  cases  from  the  literature: 
41  patients  had  been  treated  surgically  (13 
had  local  excision  and  evident  cure,  10 


The  authors  present  case  reports  of  two 
unusual  sinus  tumors,  hemangiopericytoma 
and  benign  osteoblastoma.  The  former 
grows  slowly,  may  recur  many  years  later,  and 
is  usually  treated  by  surgery;  the  latter  is 
usually  found  in  young  patients,  and  treat- 
ment is  surgical  removal. 


showed  metastasis  following  removal,  and 
28  had  no  follow-up).  Ten  patients  had  radi- 
ation therapy  following  biopsy  or  surgery, 
nine  showing  improvement.  McCormack6  and 
Gallivan  presented  one  retrobulbar  tumor  of 
14  they  reported.  Woodson12  reported  the 
snare  removal  of  a polypoid  hemangioperi- 
cytoma originating  from  the  area  of  the  mid- 
dle meatus,  followed  by  roentgen-ray  treat- 
ment of  the  area. 

The  tumor  characteristically  causes  pain 
only  by  pressure  on  surrounding  tissues. 
Roentgenogram  usually  reveals  a soft  tissue 
mass  which  may  be  well  demarcated.  Pres- 
sure erosion  is  sometimes  seen. 

Treatment  is  surgical  except  when  the  tu- 
mor is  inoperable,  when  there  is  the  presence 
of  known  residue  after  surgery  or  when  am- 
putation should  be  avoided.  Friedman  and 
Egan3  reported  five  patients  treated;  they 
stated  that  a tumor  lethal  dose  of  7,500  to 
9,000  roentgens  over  a 30  to  60  day  period  is 
desirable.  The  characteristic  response  is  that 
of  a sarcoma,  there  being  shrinkage  in  the 
size  but  residue  remains. 

As  indicated  in  the  literature  and  from 
this  case,  hemangiopericytoma  grows  very 
slowly,  often  recurring  years  following  the 
original  removal.  Roentgen-ray  therapy  of- 
fers no  appreciable  aid  in  treatment  except 
as  stated  by  Friedman  and  Egan.3 


Case  Report 

A 45  year  old  white  woman  was  first  seen  on 
May  16,  1959,  with  a chief  complaint  of  having  a 
“stopped  up”  right  ear  and  inability  to  open  her 
mouth  very  far.  In  1951,  she  had  a molar  tooth 
extraction  with  a non-healing  fossa.  Some  “granula- 
tion” tissue  was  identified  as  “fibrosarcoma”.  The 
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patient  was  seen  at  M.  D.  Anderson  Hospital  and 
followed  through  1953  with  no  evidence  of  recur- 
rence. She  failed  to  continue  her  visits. 

In  October,  1959,  she  first  noticed  the  onset  of 
trismus  on  the  right  side  but  did  not  seek  advice 
until  her  ear  “stopped  up”. 

On  examination,  there  was  a right  serous  otitis 
media.  She  was  able  to  open  her  mouth  about  one- 
half  inch.  There  was  a soft,  smooth,  non-pulsating 
mass  protruding  and  obliterating  about  one-half 
of  the  right  side  of  the  oropharynx.  The  hypophar- 
ynx  and  larynx  were  normal.  The  nasopharynx 
could  not  be  examined  by  use  of  a retractor  but 
nasopharyngoscopy  did  not  indicate  ulcerating  le- 
sions. Chest  roentgenogram  was  normal.  Roentgeno- 


grams showed  a lai-ge  calcific  mass  measuring  3.5 
by  2 by  2 cm.  lying  just  medial  to  the  ascending 
ramus  of  the  right  mandible.  In  addition,  there  was 
a soft  tissue  mass  extending  into  the  maxillary  an- 
trum, obliterating  all  but  the  most  anterior  portion 
of  this  sinus,  and  measuring  approximately  6 cm. 
in  diameter.  There  was  some  pressure  erosion  of  the 
right  zygoma. 

On  May  23,  1960,  through  an  anterior  antrostomy 
the  right  maxillary  sinus  was  explored.  Filling  half 
the  sinus  was  a large  cystic  mass  which  was  par- 
tially separable  from  the  sinus  mucosa.  There  was 
lateral  and  medial  attachment. 

Needle  aspiration  returned  fresh  blood.  A small 
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Fig.  4.  Hemangiopericytoma,  closely  packed  oval  and  spin- 
dle-shaped endothelial  tumor  cells.  X 75 

biopsy  was  done  but  was  too  small  and  non-reveal- 
ing. This  was  repeated  two  days  later. 

The  pathologic  report  stated: 

“Sections  of  this  tissue  show  this  to  be  an  ex- 
tremely cellular  tumor  of  blood  vessel  origin.  In- 
numerable irregular  spaces  are  present.  Some  of 
these  are  compressed  and  in  some  instances  contain 
red  blood  cells.  Very  thin  and  elongate  endothelial 
cells  are  identified  lining  the  spaces.  In  very  close 
approximation  to  these  endothelial  cells  are  broad 
irregular  zones  of  tumor  cells,  which  vary  somewhat 
in  their  appearance.  Some  are  rounded,  while  others 
appear  elongate  and  spindle  shaped.  The  nuclei  show 
a finely  granular  nuclear  chromatin.  The  nuclear 
membrane  appears  sharp  and  distinct.  The  cyto- 
plasm is  somewhat  foamy  or  vacuolated  in  appear- 
ance. These  cells  do  not  appear  to  be  of  epithelial 
origin.  Their  close  intimacy  with  the  endothelial 
cells  lining  the  spaces  suggests  their  origin  to  be 
of  pericyte  cells,  and  this  is  interpreted  as  represent- 
ing hemangiopericytoma.” 

Review  of  the  original  tumor  indicates  this  tu- 
mor to  be  the  same  as  the  one  removed  in  1951. 

The  patient  was  referred  to  M.  D.  Anderson  Hos- 
pital for  consultation  and  treatment.  On  June  8, 
1960,  a partial  maxillectomy  and  removal  of  the 
mass  was  done.  In  October,  1960,  the  patient  re- 
ceived radiation  to  the  area,  receiving  6,500  r over 
a six  weeks’  period  using  the  Cobalt60  unit. 

With  oral  prosthesis  she  maintained  fair  capacity 
to  care  for  herself.  In  June,  1961,  sequestrations 
from  the  mandible  and  maxilla  occurred.  A repeat 
biopsy  at  M.  D.  Anderson  in  August  revealed  “poor- 
ly differentiated  sarcoma”. 

Large  necrotic  masses  filled  the  oral  cavity.  These 
led  to  hemorrhage  on  several  occasions;  once,  the 
mass  was  removed  for  hygienic  purposes.  In  Octo- 
ber, 1961,  chest  roentgenograms  revealed  metastasis. 
The  progress  of  the  disease  was  slow.  The  patient 
died  Jan.  2,  1962,  at  home. 


Dr.  Powell,  an  Austin  oto- 
laryngologist, originally  pre- 
sented this  paper  to  the 
Section  on  Otolaryngology 
at  the  May,  1962,  meeting 
of  the  Texas  Medical  Asso- 
ciation in  Austin. 


II.  Benign  Osteoblastoma 
(Osteogenic  or  Ossifying  Fibroma) 

It  is  important  that  this  tumor  be  recog- 
nized as  such  because  it  may  be  mistaken  for 
osteogenic  sarcoma.  Lichtenstein5  states  that 
grossly  the  tissue  is  granular,  friable  or  grit- 
ty, being  gray-brown  or  reddish-brown  and 
generally  very  vascular.  Microscopically, 
there  is  well-vascularized  osteoblastic  con- 
nective tissue  stroma  in  which  osteoid  and 
new  bone  are  deposited,  usually  in  orderly 
trabecular  pattern.  The  amount  of  osteoid 
deposit  varies.  The  stroma  cells  may  be 
round,  ovoid,  or  spindle  shaped,  and  compact- 
ness may  vary  with  distinct  cytoplasmic  bor- 
ders. Near  to  the  calcified  deposits,  they  ap- 
proximate and  swell  to  resemble  active  osteo- 
blasts, and  they  tend  to  surround  intracellu- 
lar matrix  and  become  enveloped.  Giant  cells 
may  be  present  within  and  about  vascular 
spaces  and  in  close  proximity  to  trabeculae 
of  osteoid  or  new  bone. 

The  roentgenographic  appearance  conveys 
the  impression  of  a benign  neoplasm,  but  it 
does  not  have  a distinct  appearance.  The  tu- 
mors are  usually  well  circumscribed  and  cov- 


Fig.  5.  Osteoblastoma,  mass  in  upper  medial  portion  of 
maxillary  sinus. 
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Fig.  6.  Osteoblastoma  (specimen),  yellowish-gritty  consist- 
ency. 


ered  by  a delicate  shell  of  periosteum  even 
when  expanding  beyond  overlying  cortex. 
The  tumor  may  be  radiolucent  or  may  have 
radiopaque  mottling.  The  differential  diag- 
nosis includes  osteoid-osteoma  (which  may 
be  similar  type  of  tumor),  fibrous  dysplasia, 
giant  cell  tumor,  and  osteogenic  sarcoma. 

Generally,  this  is  a tumor  found  in  young 
patients,  and  treatment  is  conservative  sur- 
gical removal.  Ash1  states  that  whether  this 
is  a form  of  fibrous  dysplasia  is  undeter- 
mined. The  maxilla  is  the  site  of  predilection. 
Numerous  case  reports  are  available  in  the 
literature,  but  often  the  differentiation  from 
the  fibrous  dysplasia  is  not  made.  More  re- 
cent case  reports  of  benign  osteoblastoma 
have  been  published  by  Skolnik  (four  cases) 
and  Fornatto,9  Ball,2  Harpman,4  and  Rossi 
and  Cherubini.8 

Case  Report 

A 20  year  old  white  woman  noticed  a “bump”  to- 
ward the  left  side  of  her  nose  18  months  prior  to  July 
11,  1959.  There  was  no  history  of  trauma,  and  the 
patient  thought  the  bump  might  have  some  associa- 
tion with  having  her  sinuses  “drained”  at  that  time. 
Examination  revealed  a firm,  non-tender,  bonelike 
projection  over  the  medial  aspect  of  the  left  maxilla. 
Transillumination  showed  the  left  antrum  to  be 
darker  than  the  right;  otherwise  the  physical  exam- 
ination was  normal. 

Roentgenograms  done  the  same  day  showed  a 
“bony”  tumor  formation  in  the  left  infra-orbital  and 
nasal  cavity.  Its  general  appearance  indicated  a be- 
nign growth.  It  invaded  the  medial  aspect  of  the  roof 
of  the  left  maxillary  antrum.  There  was  no  destruc- 
tion of  bone. 


Fig.  7.  Osteoblastoma,  sheets  of  uniform-appearing  cells 
with  oval  to  rounded  nuclei,  poorly  defined  cytoplasm, 
and  associated  with  zones  of  osteoid  tissue.  X 75 


On  Aug.  25,  1959,  through  a Caldwell-Luc  ap- 
proach, the  tumor  was  removed.  The  tumor  had  the 
appearance  of  “Swiss  cheese”. 

The  pathologic  report  stated: 

“Sections  of  the  tissue  from  the  left  maxilla  and 
maxillary  sinus  show  a neoplasm  characterized  by 
sheets  of  uniform-appearing  cells  with  oval  to 
rounded  nuclei,  with  poorly  defined  cytoplasm  and 
associated  with  zones  of  osteoid  tissue  and  actual 
new  bone  formation.  The  stroma  is  only  moderately 
vascular.  Only  a rare  giant  cell  is  observed,  and 
this  is  usually  in  association  with  bone  trabeculae 
at  the  periphery.  Nothing  is  present  to  support  a 
diagnosis  of  malignancy. 

“Diagnosis:  Bone,  benign  osteoblastoma.” 

The  last  follow-up  examination  in  June,  1962,  re- 
vealed no  evidence  of  recurrence. 


The  authors  express  their  thanks  to  Drs.  C.  F. 
Pelphrey,  Thomas  G.  Price,  and  John  R.  Rainey  for 
their  assistance  in  preparing  the  tissue  slides  in 
these  reports. 
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Cancer  of  the  Larynx 

JOHN  C.  LILLIE,  M.D. 


CANCER  OF  THE  larynx  is  not  an  un- 
common disease;  3 to  5 per  cent  of  all 
cancers  in  human  beings  have  been  estimated 
to  occur  in  this  location.  Such  cancers  show 
a predilection  for  males  by  a ratio  of  10:1, 
with  the  exception  of  postcricoid  carcinoma 
for  which  the  ratio  is  reversed.  In  a series 
of  602  cases  reviewed  at  the  Mayo  Clinic,6 
the  age  of  the  patients  ranged  from  40  to  70 
years  with  an  average  age  of  58  years.  The 
disease  has  been  reported  rarely  in  younger 
and  in  older  persons. 

Although  the  cause  of  cancer  of  the  larynx 
is  unknown,  the  disease  is  rare  among  per- 
sons who  never  have  been  smokers.  Yet,  if 
smoking  were  the  sole  cause,  hospitals  would 
be  full  to  capacity  with  the  victims.  Laryn- 
gologists have  come  to  respect  leukoplakia 
and  hyperkeratosis  of  the  vocal  cords  as  fore- 
runners of  cancer  of  the  larynx.  Admittedly, 
these  do  not  develop  invariably  into  cancer, 
but  do  so  frequently  enough  that  patients 
with  such  conditions  should  be  re-examined 
periodically  with  care.  Appropriate  treat- 
ment should  be  undertaken  if  their  condi- 
tion changes. 

Formerly,  it  was  the  usual  practice  to 
treat  laryngeal  papillomas  and  a few  other 
benign  lesions  of  the  larynx  with  radiation. 
Not  uncommonly,  however,  15  to  20  years 
after  this  treatment  a cancer  has  appeared 
in  the  larynx  or  pharynx.  This  has  occurred 
also  in  some  patients  who  received  radiation 
for  tuberculous  adenitis  or  thyroid  disease. 
Since  these  cases  have  been  reported,  Avarn- 
ings  have  been  made  about  the  possible 
dire  late  results  of  such  treatment,  and  it 
properly  has  been  curtailed. 

If  one  could  choose  the  location  for  a can- 
cer, the  second  best  choice  would  be  on  a vo- 
cal cord.  (The  first  choice  would  be  on  the 
skin,  where  one  would  see  the  lesion.)  On  a 
vocal  cord  a lesion  has  an  audible  effect ; but 


action  is  required  in  either  circumstance. 
Early  carcinoma  of  the  vocal  cord  has  a cure 
rate  of  about  95  per  cent  by  either  surgical 
or  radiation  treatment.7  This  compares  ex- 
ceptionally well  with  that  for  carcinoma  else- 
where in  the  body  treated  by  any  means. 

Symptoms  and  Signs 

Fortunate  is  the  seemingly  unfortunate 
person  who  has  an  intrinsic,  or  cordal,  le- 
sion, because  it  produces  a change  in  the 
voice.  This  may  consist  of  a hoarseness, 
husky  quality,  or  a more  individual  change  in 
the  character  of  the  voice  which  family  or 
friends  notice.  It  does  not  clear  up  with  the 
use  of  steam,  inhalations,  antibiotics,  Amice 
rest,  or  pills  and  poAvders. 

Less  fortunate  is  the  person  whose  carci- 
noma of  the  larynx  is  extrinsic,  arising  in 
one  of  the  silent  regions  such  as  the  pyri- 
form fossa,  arytenoepiglottic  fold,  or  epiglot- 
tis or  subglottis.  There  is  no  Avarning  sound 
from  these  areas.  The  first  symptom  may  be 
a lump  in  the  neck,  which  probably  is  treated 
for  “infection  of  the  glands”.  The  patient 
may  have  an  ill-defined  persistent  sore 
throat,  which  also  does  not  respond  to  the 
usual  medication ; or  he  may  have  pain  in  the 
ear,  referred  from  a primary  tumor  in  the 
hypopharynx.  He  may  experience  a sticking 
sensation  in  the  throat  or  difficulty,  even 
though  slight,  Avith  swallowing.  Occasionally, 
a patient  states  that  his  only  symptom  has 
been  gradually  increasing  difficulty  in 
breathing. 

Diagnosis 

When  the  diagnosis  of  early  carcinoma  of 
the  larynx  is  made,  it  is  usually  by  a physi- 
cian who  is  highly  alert  for  symptoms  of  this 
disease.  Diagnosis  of  advanced  lesions  is  not 
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The  author  discusses  current  treatment  and 
survival  outlook  for  patients  with  cancer  of 
the  larynx.  Early  diagnosis  is  emphasized  as 
extremely  important;  lesions  discovered  early 
require  less  extensive  surgery  than  do  later 
ones. 


difficult,  whether  they  be  intrinsic  or  ex- 
trinsic, provided  the  patient  presents  him- 
self or  is  referred  for  examination  once 
symptoms  appear. 

Initial  Examination.  — Factors  which 
should  be  obtained  are  the  length  of  time 
the  symptoms  have  been  present,  the  nature 
of  the  symptoms,  whether  or  not  they  are 
progressive,  and  what,  if  any,  previous  treat- 
ment has  been  administered.  Careful  exami- 
nation should  follow,  including  palpation  of 
the  neck  and  indirect  laryngoscopy.  In  most 
patients  a good  examination  can  be  made 
by  mirror  without  the  application  of  topical 
anesthesia  or  the  additional  use  of  sedation. 
It  may  take  time  and  patience  by  the  exam- 
iner and  the  patient,  but  an  adequate  view 
is  necessary  for  an  opinion.  Occasionally,  a 
good  view  is  impossible  to  obtain  even  with 
sedation,  topical  anesthesia,  and  the  patience 
of  Job;  yet,  the  patient’s  complaint  or  his 
voice  itself  tells  the  physician  that  examina- 
tion by  means  of  direct  laryngoscopy  is  war- 
ranted. In  the  writer’s  group,  this  is  achieved 
by  suspension  laryngoscopy  under  topical, 
Pentothal  Sodium,  and  Fluothane  and  oxy- 
gen anesthesia  in  the  hospital.  A description 
of  this  procedure  is  in  press.10 

When  an  adequate  mirror  examination  is 
possible,  one  determines  the  size,  location, 
and  extent  of  the  lesion  and  the  mobility  of 
the  cords.  Sometimes,  because  of  consider- 
able glandular  involvement  of  the  neck,  a 
biopsy  is  performed  and  a small,  superficial 
extrinsic  lesion  finally  is  discovered.  As  men- 
tioned previously,  the  larger  lesions  are  not 
difficult  problems  diagnostically;  but  these 
are  the  late  ones,  and  to  find  the  earlier  ones 
is  much  better.  Small  cordal  lesions  that  ap- 
pear pinkish,  granular,  and  slightly  swollen 
in  comparison  with  the  normal  opposite  cord 
should  strike  a note  of  warning.  Perhaps  the 
cord  merely  does  not  look  right,  and  the  pa- 


tient has  or  has  just  had  a cold.  He  should 
be  re-examined  in  10  to  14  days.  Then,  if  the 
lesion  is  still  present  or  is  slightly  larger,  one 
must  recommend  direct  laryngoscopy  and  bi- 
opsy; without  biopsy  it  is  impossible  to  be 
entirely  sure  of  the  diagnosis.  This  is  not  in 
accordance  with  the  opinion  expressed  by 
Thomson  and  Colledge19  in  1930.  One  does 
not  take  out  half  the  larynx  or  all  of  it  now 
without  first  having  positive  proof  of  cancer. 

Laryngeal  Biopsy. — The  next  step  in  the 
diagnostic  procedure  is  laryngeal  biopsy, 
whether  it  be  performed  by  use  of  a Jackson 
type  laryngoscope,  as  it  is  by  most  laryngolo- 
gists in  this  country,  or  by  suspension  lar- 
yngoscopy, which  has  been  satisfactory  at  the 
Mayo  Clinic  for  40  years.  It  is  an  important 
advantage  to  have  available  the  diagnosis 
from  fresh-frozen  sections  by  one’s  pathol- 
ogist. This  is  evident  when  the  first  speci- 
men sent  out  is  reported  as  negative  and 
still  the  laryngologist’s  clinical  impression  is 
opposed  to  the  report.  Then,  additional  biop- 
sies are  performed  and  usually  the  diagnosis 
can  be  settled  without  resorting  to  further 
examinations  at  different  anesthetic  periods. 
Rarely,  laryngofissure  is  necessary  to  obtain 
adequate  specimens. 

Usually,  if  the  lesion  is  visible  by  mirror 
examination,  it  may  be  exposed  by  suspen- 
sion. Correspondingly,  a larynx  not  visible 
with  the  mirror  usually  is  best  exposed  under 
anesthesia.  Rarely  is  the  opposite  situation 
encountered,  but  there  are  larynges  which 
cannot  be  visualized  even  under  anesthesia. 
For  instance,  in  one  case  competent  physi- 
cians had  attempted  twice  to  obtain  a biopsy 
specimen  of  a lesion  of  the  vocal  cord.  They 
were  unable  to  expose  the  larynx  under  an- 
esthesia. By  mirror  examination  the  writer 
was  able  to  detect  a polyp  of  the  mid  third 
of  the  left  vocal  cord.  What  was  of  greater 
interest  was  a whitish  lesion  of  the  right 
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cord.  However,  an  attempt  to  expose  the 
larynx  by  the  suspension  method  failed.  This 
being  the  case,  a laryngofissure  was  per- 
formed, and  the  lesion  of  the  right  vocal 
cord  proved  to  be  a carcinoma  that  was  ade- 
quately dealt  with  through  the  prepared  op- 
ening. The  true  cord,  ventricle,  false  cord, 
and  a generous  portion  of  subglottic  mucous 
membrane  were  removed. 

Formerly,  cancer,  tuberculosis,  and  syph- 
ilis could  be  found  more  frequently  in  the 
same  larynx. 

Occasionally,  a nick  has  to  be  made 
through  intact  mucous  membrane  to  enable 
the  biopsy  forceps  to  obtain  a positive  speci- 
men. The  person  doing  the  biopsy  should  be 
qualified  to  carry  on  with  the  definitive 
treatment,  especially  in  cases  of  small  eordal 
lesions.  Not  infrequently  a patient  is  exam- 
ined who  has  recently  undergone  biopsies 
elsewhere.  It  may  be  very  difficult  then  to 
determine  which  part  of  the  condition  found 
is  due  to  reaction  about  the  biopsy  site  and 
which  part  is  due  to  the  growth  itself.8 

Ogura  and  others12  have  stated  that  they 
can  determine  the  extent  and  location  of  the 
growth  more  accurately  by  tomography  and 
planography  than  by  mirror  and  direct  lar- 
yngoscopy. The  writer  has  not  used  laryngo- 
grams  because  thus  far  satisfactory  informa- 
tion has  been  obtained  from  mirror  examina- 
tion and  from  the  biopsy  session,  at  which 
time  critical  appraisal  is  made  of  the  extent 
and  location  of  the  growth.  Moreover,  because 
of  doubts  regarding  long-term  results,  the 
writer  has  not  performed  many  of  the  con- 
servative type  of  radical  operative  proced- 
ures. Early  eordal  lesions  probably  are  no 
more  apparent  from  laryngograms  than  they 
are  with  the  mirror  and  suspension  laryngos- 
copy. 

Types  of  Cancer 

When  one  prepares  to  perform  a biopsy  on 
what  he  thinks  is  a carcinoma  of  the  larynx, 
he  can  also  be  fairly  certain  of  the  type  to 
be  reported.  In  a study  of  602  cases  seen  at 
the  Mayo  Clinic  in  the  five  years  from  1945 
to  1949,  Kuhn  and  others6  found  that  96  per 
cent  of  the  laryngeal  lesions  were  squamous 
cell  carcinomas;  1 to  2 per  cent  were  basal 
cell  carcinomas  and  adenocarcinomas,  and 
the  remaining  tumors  were  sarcomas  of  vari- 
ous types. 


At  the  Mayo  Clinic  these  tumors  are  grad- 
ed according  to  Broders1  classification  which 
is  helpful  in  determining  the  type  and  extent 
of  treatment  appropriate  in  the  individual 
case  and  in  predicting  the  probable  results. 
These  factors  are  well  brought  out  by  the 
study  mentioned.6  In  that  series,  8 per  cent 
of  the  tumors  were  of  grade  one;  56.4  per 
cent,  grade  two;  30.4  per  cent,  grade  three; 
and  5.1  per  cent,  grade  four.  Hence  by  far 
the  greatest  majority  of  cancers  of  the  lar- 
ynx (86.8  per  cent)  are  of  grades  two  and 
three. 

Attempts  have  been  made  to  form  an  in- 
ternationally accepted  classification  of  tu- 
mors of  the  larynx  with  respect  to  location, 
extent,  and  nodal  metastasis.  The  main  de- 
terring factors  thus  far  have  been  lack  of 
agreement  on  a classification  of  sites  which 
is  simple  enough.  A highly  complicated  sys- 
tem is  not  workable  because  so  frequently  a 
growth  involves  more  than  one  of  its  com- 
partments; and  too  many  compartments  are 
discouraging  and  distracting  to  the  evalua- 
tor. As  for  behavior  of  tumors  of  the  differ- 
ent grades  and  locations,  nearly  all  the  neces- 
sary information  could  be  gathered  if  the  tu- 
mors were  divided  simply  into  intrinsic 
(eordal)  and  extrinsic  (supraglottic  and  sub- 
glottic) groups.  Perhaps  easier  still  would  be 
the  use  of  only  supraglottic,  glottic  or  eordal, 
and  subglottic  categories,  since  growths  in 
these  localities  tend  to  behave  in  a more  pre- 
dictable fashion  with  respect  to  their  propen- 
sity to  metastasize. 

In  the  series  of  Kuhn  and  others,6  66  per 
cent  of  the  tumors  were  eordal  primarily, 
with  or  without  extension  to  the  ventricle 
above  or  subglottis  below.  The  other  34  per 
cent  were  noncordal  or  diffuse  tumors.  Of 
the  eordal  tumors,  77.8  per  cent  were  graded 
one  or  two,  and  of  the  noncordal  or  diffuse 
tumors  only  38.5  per  cent  were  graded  one 
or  two.  The  farther  the  tumor  was  from  the 
cord,  the  more  likely  it  was  to  be  of  grade 
three  or  four.  The  higher  the  grade  of  the 
lesion  and  the  farther  it  was  from  the  cord, 
the  more  likely  it  was  to  metastasize  to  the 
cervical  nodes.  No  cervical  metastasis  was 
found  with  in  situ  or  noninfiltrative  tumors, 
nor  in  association  with  tumors  graded  one. 
Cervical  metastasis  occurred,  however,  with 
31.5  per  cent  of  infiltrative  tumors.  The  sig- 
nificant factors  in  prediction  of  the  likeli- 
hood of  cervical  metastasis  from  squamous 
cell  carcinoma  of  the  larynx  were  found  to 
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be  the  site  of  the  tumor,  its  histologic  grade, 
and  the  histologic  evidence  of  infiltration. 

Having  told  how  metastasis  should  be  pre- 
dictable, it  is  well  to  add  an  example  that 
expresses  the  variability  of  cancer  of  the 
larynx  and  how  perturbing  it  can  be  to  the 
laryngologist.  Such  is  the  patient  who  has 
had  laryngectomy  with  or  without  neck  dis- 
section on  the  side  of  the  lesion — but  with 
no  positive  nodes  in  the  neck  specimen  if  dis- 
section was  done — who  at  a later  date  has 
palpable  nodes  in  the  neck  contralateral  to 
the  primary  lesion.  If  the  lesion  had  been  in 
the  midline  or  even  primarily  one-sided  and 
partly  crossing  over  the  midline,  it  would  not 
be  so  disturbing  as  to  have  this  involvement 
appear  with  no  evident  cause  and  in  nodes 
where,  according  to  the  best  statistical  evi- 
dence, it  is  not  supposed  to  be. 

Treatment 

Preliminary  Considerations. — The  treat- 
ment of  patients  with  carcinoma  of  the  lar- 
ynx should  always  be  individualized  even 
though  there  are  several  categories  of  ther- 
apy to  which  a given  case  might  be  rele- 
gated. 

In  a few  institutions  and  cities,  all  laryn- 
geal carcinomas  are  treated  initially  with 
some  form  of  radiation.  Surgery — most  often 
laryngectomy — is  reserved  for  attempts  at 
salvage  if  there  is  recurrence  of  cancer.  Over- 
all, however,  the  predominant  initial  treat- 
ment for  carcinoma  of  the  larynx  is  some 
type  of  surgery,  since  the  end  results  have 
proved  to  be  better  by  significant  percent- 
ages. The  prime  exception  to  this  statement 
is  that  in  early  carcinoma  of  one  or  both 
cords  without  any  fixation  of  either  cord, 
radiation  treatment  does  result  in  as  good  a 
percentage  of  cures — up  to  90  or  95  per  cent 
— as  does  surgery,  and  with  less  damage  to 
the  voice.  Especially  is  it  to  be  considered  in 
early  involvement  of  both  cords  without  fix- 
ation, where  the  alternative  would  be  lar- 
yngectomy. 

A discussion  of  surgical  treatment  for  car- 
cinoma of  the  larynx  should  stress  the  point 
that  the  procedure  employed,  be  it  a relative- 
ly simple  effort  or  a so-called  radical  and 
extensive  operation,  must  be  adequate  for 
the  specific  lesion.18  This  again  emphasizes 
the  individualization  of  cases. 

Eradication  Combined  with  Biopsy. — Since 
the  writer  performs  laryngeal  biopsy 
through  the  medium  of  suspension  laryngos- 


copy, it  is  possible  occasionally  to  apply  ade- 
quate treatment  to  in  situ  lesions  in  the 
same  anesthetic  period.  This  is  made  feasi- 
ble by  the  availability  of  pathologic  diagnosis 
from  fresh-frozen  sections  and  the  usual  ex- 
cellent exposure  with  this  method,  which  also 
enables  the  surgeon  to  have  both  hands  free 
for  instrumentation.  An  in  situ  lesion  ex- 
posed in  this  manner  may  be  eradicated  with 
electric  cautery.  For  early  infiltrative  le- 
sions of  the  middle  third  of  a freely  mobile 
cord,  it  is  possible  also  to  remove  with  the 
cutting  current  the  entire  cord  from  the  an- 
terior commissure  well  into  the  ventricle, 
back  to  the  vocal  process,  and  then  to  thor- 
oughly electrocoagulate  all  the  surrounding 
structures.  Admittedly,  this  is  not  a usual 
situation,  but  it  does  occur.  The  procedure 
mentioned  can  be  considered  adequate  treat- 
ment, and  the  morbidity  and  extent  of  hos- 
pital stay  are  only  a day  longer,  if  that,  than 
for  a biopsy  alone.11 

Certain  lesions  of  the  tip  or  the  free  sur- 
face of  the  epiglottis  can  be  cared  for  in  a 
similar  fashion  with  surprisingly  good  re- 
sults, as  noted  by  Shahrokh  and  others.17  In 
these  instances  an  intratracheal  tube  is  in- 
troduced and  a short  blade,  which  extends 
into  the  vallecula,  is  applied  to  the  suspen- 
sion apparatus.  Thus  the  whole  tip  of  the 
epiglottis  and  the  glosso-epiglottic  folds  can 
be  excised  at  the  attachment  to  the  base  of 
the  tongue  by  means  of  the  cutting  current, 
and  the  base  may  be  electrocoagulated. 

Laryngo f issure. — Laryngof  issure  is  the 
next  type  of  operative  procedure  applicable 
to  carcinoma  of  a freely  movable  cord,  the 
lesion  not  extending  to  the  anterior  commis- 
sure, nor  posteriorly  to  the  vocal  process, 
and  being  confined  to  the  cord  edge.  Over- 
stepping these  limits  involves  too  many  risks 
for  the  patient  and  the  physician.  The  type 
of  lesion  suitable  for  laryngofissure  is  cured 
as  well  by  cobalt  therapy,  as  mentioned  pre- 
viously, and  the  choice  can  be  left  to  the  pa- 
tient. He  may  have  an  operation  with  a hos- 
pital stay  of  five  to  seven  days  and  the  pos- 
sibility of  a weaker  voice,  although  it  may  be 
better  than  that  prior  to  treatment;  or  he 
may  elect  radiation  treatment  that  will  ex- 
tend over  five  to  six  weeks  and  which  is  not 
without  untoward  effects  such  as  mucositis, 
dryness,  and  discomfort,  but  which  likely  re- 
sults in  a more  satisfactory  voice. 

At  the  Mayo  Clinic  in  the  years  1952  to 
1956,  inclusive,  laryngofissure  was  per- 
formed 238  times  and  laryngectomy  282 
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times  for  cancer  of  the  larynx.7  It  is  hoped 
that  this  imbalance  may  be  reversed  and 
then  extended,  so  that  there  will  be  fewer 
laryngectomies  and  more  patients  suitable 
for  laryngofissure  or  cobalt00  therapy.  Obvi- 
ously the  only  way  this  can  be  accomplished 
is  to  diagnose  the  cancers  at  an  early  stage. 

With  regard  to  lesions  of  the  anterior  com- 
missure treated  by  laryngofissure,  Putney 
and  Vicens15  reported  a recurrence  rate  of 
44  per  cent  and  considered  the  location  a 
contraindication  to  the  conservative  type  of 
operation.  The  adequate  treatment  would  be 
laryngectomy,  again  emphasizing  the  dictum 
that  the  first  attack  on  cancer  of  the  larynx 
should  be  thorough. 

Hemilaryngectomy  with  skin  graft  has  an 
occasional  usefulness  in  the  treatment  of 
cancer  of  the  larynx,  but  its  proponents  have 
not  yet  definitely  determined  the  indications 
for  its  applicability. 

Laryngectomy. — Although  it  is  an  un- 
doubted fact  that  narrow-field  laryngectomy 
has  cured  an  appreciable  number  of  cancers 
of  the  larynx,  the  trend  in  more  recent  years 
has  been  to  utilize  the  wide-field  type  of  ex- 
tirpation. At  the  Mayo  Clinic,  this  consists 
of  removing  the  hyoid  bone,  epiglottis  and 
tissues  about  the  pre-epiglottic  space,  larynx, 
strap  muscles,  the  upper  two  or  three  trache- 
al rings,  and  the  lobe  of  the  thyroid  on  the 
side  of  the  lesion  if  it  is  one-sided.  The  writ- 
er believes  that  fixation  of  the  cord  by 
growth  is  an  indication  for  laryngectomy, 
and  has  come  to  respect  also  the  extensive  le- 
sion of  low  grade  one  which  some  patholo- 
gists have  difficulty  in  diagnosing  from 
microscopic  sections  as  anything  but  border- 
line. Two  patients  with  such  lesions  had  lar- 
yngofissure, only  to  return  with  recurrence 
requiring  laryngectomy  within  three  to  six 
months.  In  another  case,  the  infiltrative  na- 
ture of  the  lesion  was  proved  by  laryngofis- 

*Presented  to  the  Midland  Diagnostic  Cancer 
Clinic  in  April,  1961. 


sure  despite  lack  of  such  a finding  from  the 
tissue  first  biopsied.  It  had  been  observed 
clinically  that  the  growth  had  fixed  the  right 
cord ; and  examination  of  the  larynx  when  it 
was  removed  showed  involvement  of  the 
cord,  ventricle,  and  false  cord  with  extension 
to  the  pyriform  sinus. 

Associated  Neck  Dissection. — When  nodes 
are  palpable,  radical  neck  dissection  is  done 
at  the  same  time  as  laryngectomy.  It  is  also 
done  with  laryngectomy  for  extrinsic  lesions 
of  high  grade,  even  if  no  nodes  are  palpable, 
because  of  knowledge  from  the  previously 
mentioned  statistical  study6  of  the  probabil- 
ity of  metastasis.  If  the  lesion  is  midline  or 
bilateral  and  no  nodes  are  palpable,  neck  dis- 
section is  not  done  routinely  because  the  ex- 
aminer cannot  tell  on  which  side  the  involve- 
ment of  glands  will  occur,  if  either,  for  not 
all  extrinsic  lesions  metastasize. 

In  the  Kuhn  and  others6  series  of  602  cases 
of  squamous  cell  carcinoma  of  the  larynx, 
among  31  of  grade  four,  70  per  cent  metas- 
tasized ; and  among  183  of  grade  three,  47 
per  cent  metastasized.  These,  of  course,  were 
the  highest  percentages.  Among  the  in- 
stances of  noncordal  or  diffuse  tumor — the 
so-called  extrinsic  laryngeal  carcinoma — 78 
per  cent  of  those  graded  four  metastasized, 
and  63  per  cent  of  those  graded  three  metas- 
tasized. 

Radical  neck  dissection  is  not  without  its 
postoperative  morbidity.  Very  few  patients 
do  not  complain  about  some  degree  of  aching 
and  stiffness  of  the  shoulder.  This  is  worse 
if  the  shoulder  is  splinted  and  not  used.  The 
basis  for  the  discomfort  is  the  sacrifice  of 
the  spinal  accessory  nerve  at  the  time  of  the 
neck  dissection.  When  a prophylactic  neck 
dissection  is  performed  for  an  extrinsic  le- 
sion of  the  larynx  without  palpable  nodes, 
preservation  of  the  spinal  accessory  nerve 
obviates  the  postoperative  discomfort  in  the 
shoulder  and  still  does  not  greatly  compro- 
mise the  extent  of  resection. 

It  has  also  been  found  that  postoperative 
wound  infection  and  pharyngeal  fistula  oc- 
cur more  often  when  neck  dissection  and 
laryngectomy  are  combined  than  when  only 
wide-field  laryngectomy  is  carried  out.  This 
is  understandable  upon  consideration  of  the 
wide  region  to  be  covered  by  fairly  large  skin 
flaps. 

If  both  sides  of  the  neck  are  to  be  dissect- 
ed, usually  it  is  well  to  defer  the  operation  on 
one  side  until  the  other  has  healed.  Occasion- 
ally, both  sides  are  done  at  the  time  of  lar- 
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yngectomy,  but  this  raises  the  chances  of  fis- 
tula and  infection  proportionately,  as  well  as 
increasing  the  difficulties  entailed  by  so 
drastic  an  attack  on  the  channels  of  venous 
return  from  the  head. 

Other  Surgical  Procedures. — In  the  past 
several  years  there  have  been  reports13  of 
conservative  radical  operations  for  extrinsic 
carcinoma  of  the  larynx  in  which  the  vocal 
cords  are  preserved  and  the  growth  removed 
by  pharyngotomy  along  with  neck  dissection. 
Individual  study  of  each  patient  and  the  ex- 
tent of  his  lesion  indicates  instances  in  which 
this  procedure  is  suitable.  There  may  be  a 
long  wait  before  the  patient  is  able  to  swal- 
low without  choking  and  is  able  to  be  de- 
cannulated  from  the  feeding  tube  and  the 
tracheotomy  tube. 

Radiation  Therapy. — A few  physicians 
treat  all  laryngeal  carcinoma  primarily  with 
some  form  of  radiation  therapy,  and  reserve 
surgical  measures  for  attempts  to  salvage 
cases  in  which  the  lesion  is  not  eradicated  or 
in  cases  of  recurrence  after  the  radiation 
treatment.  This  is  a radical  plan,  hardly  jus- 
tifiable when  the  statistics  of  cure  are  ex- 
amined.5' 1G’ 20  As  previously  mentioned,  most 
laryngologic  surgeons  now  do  not  argue 
about  the  choice  of  therapy  for  early  cordal 
lesions  of  one  or  both  cords  not  affecting  mo- 
bility, since  the  initial  treatment  by  CoC0 
cures  the  same  percentage  as  does  surgery, 
and  with  the  end  result  usually  a better 
voice  than  remains  after  operation. 

The  effect  of  a radical  course  of  radiation 
therapy  on  an  individual  is  not  inconsider- 
able, even  though  it  may  be  better  tolerated 
when  delivered  by  Co60  than  as  200  kv. 
roentgen  rays.  Seed  and  Nuttall16  stated  that 
it  was  a grave  mistake  to  assume  that  the 
choice  in  treating  cancer  of  the  larynx  lies 
between  a dangerous,  speech-destroying,  mu- 
tilating operation,  and  “a  bit  of  ray  treat- 
ment” followed  by  permanent  cure  and  per- 
fect function.  They  added  that  it  was  just  as 
great  a mistake  to  overemphasize  the  post- 
radiation discomforts  and  complications. 

Lesions  that  fix  a cord  have  been  noted  to 
respond  poorly  to  radiation  treatment,  and 
severe  reactions  have  been  noted  in  patients 
with  such  lesions.  Marchetta  and  others9 
found  that  radionecrosis  resulted  in  10  per 
cent  of  158  cases  of  carcinoma  of  the  intrin- 
sic larynx  treated  by  irradiation,  and  that 
death  usually  resulted  unless  the  necrotic 
tissues  were  excised.  It  generally  is  acknowl- 
edged that  healing  is  likely  to  be  delayed 


after  surgery  which  follows  a radical  course 
of  radiation  therapy,  and  also  that  infection 
and  fistulization  are  more  frequent  than  if 
radiation  therapy  had  not  been  given. 
Fletcher3  stated  that  these  complications  are 
less  if  Co00  has  been  used;  but  he  wanted  to 
dispel  some  of  the  misconceptions  about  Co60 
therapy,  namely:  (1)  that  supervoltage  has 
something  to  offer  in  generalized  cancer,  (2) 
that  the  radioresistant  cancers  are  radiosen- 
sitive to  supervoltage  therapy,  (3)  that  treat- 
ment of  a recurrence  after  an  original  radia- 
tion treatment  is  feasible  with  supervoltage 
therapy,  and  (4)  that  there  is  some  specific- 
ity of  action  on  cancers  by  the  various  modal- 
ities of  supervoltage. 

In  a discussion  of  surgery  of  the  neck  fol- 
lowing radiation  treatment  for  cancer, 
Work21  mentioned  several  of  the  difficulties 
encountered  by  those  who  undertake  such 
cases.  He  pointed  out  that  most  of  the  delay 
of  healing  and  other  complications  occurred 
when  the  surgery  was  done  a year  or  more 
after  the  irradiation  therapy. 

Difficult  Choices. — Occasionally  a patient 
is  seen  with  nodal  metastasis  to  the  neck 
whose  primary  tumor  is  a superficial  mu- 
cous membrane  lesion  in  the  pyriform  fossa 
or  arytenoepiglottic  fold.  The  superficiality 
is  determined  not  so  much  by  the  appearance 
of  the  lesion  as  by  the  mobility  of  the  mucous 
membrane  at  the  time  of  biopsy  and  the 
lack  of  involvement  of  the  intrinsic  larynx. 
It  is  believed  that  radical  neck  dissection  for 
the  nodes  and  Co60  treatment  to  the  primary 
lesion  is  justified  in  such  an  instance.  Again 
this  is  individualizing  the  treatment.  In  the 
writer’s  experience,  such  a course  is  com- 
patible with  extended  cure  as  well  as  preser- 
vation of  the  larynx,  but  it  is  not  feasible  for 
extensive  growths. 

Most  radiotherapists  will  agree  that  radi- 
cal neck  dissection  is  superior  to  radiation 
for  lesions  of  the  cervical  nodes  that  have 
developed  by  metastasis  from  squamous  car- 
cinoma of  the  larynx.  Too  frequently,  one 
sees  large  extrinsic  lesions  with  extensive 
metastatic  cervical  growths,  some  of  which 
are  found  to  have  disseminated  outside  the 
lymph  nodes  at  the  time  of  neck  dissection 
and  laryngectomy.  The  surgeons  are  then 
faced  with  a dilemma  as  to  whether  they 
should  subject  the  patient  to  a full  course  of 
radiation  therapy  immediately.  This  course 
may  be  right  and  again  it  may  be  wrong ; but 
since  cancer  of  the  larynx  is  unpredictable, 
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it  is  not  right  to  withhold  treatment  which 
might  be  of  benefit. 

In  some  patients,  recurrence  will  develop 
even  after  seemingly  adequate  radical  sur- 
gery combined  with  radiation.  No  further 
surgery  is  possible,  and  no  more  radiation 
can  be  tolerated ; yet  a few  patients  can  be 
salvaged  by  the  implantation  of  radon  seeds 
or  the  use  of  radium  needles. 


Past  and  Future 

Toward  the  end  of  the  last  century,  when 
surgeons- — primarily  Germans — began  surgi- 
cal treatment  of  carcinoma  of  the  larynx, 
the  survival  rate  was  extremely  low.  It  took 
some  time  for  results  to  become  satisfactory 
enough  so  that  a cancer  of  the  larynx  was 
not  simply  a notice  of  impending  death.  In 
this  century  the  five-year  survival  rates  for 
laryngeal  cancer  have  improved.  They  can 
be  improved  still  further  if  cases  can  be  di- 
agnosed earlier  and  the  more  advanced  le- 
sions treated  initially  by  more  radical  sur- 
gery. Jackson  and  his  colleagues4  reported 
on  25  years’  experience  with  treatment  of 
cancer  of  the  larynx  in  which  1,022  patients 
were  involved.  Their  five-year  survival  rate 
was  87  per  cent  after  primary  partial  lar- 
yngectomy, and  was  increased  to  91  per  cent 
by  additional  treatment  of  recurrences.  The 
survival  rate  for  patients  treated  by  primary 
laryngectomy  was  64  per  cent,  and  was  im- 
proved 3 per  cent  more  by  additional  treat- 
ment of  patients  with  recurrences.  Of  Or- 
ton’s14 623  patients,  441  were  operated  on 
with  a cure  rate  of  approximately  70  to  75 
per  cent.  The  cure  rate  is  much  higher  for 
early  cordal  lesions,  and  diminishes  gradual- 
ly as  the  distance  of  the  lesion  from  the  cord 
increases.  The  lowest  rates  are  those  for  tu- 
mors behind  the  cricoid  cartilage  and  of  the 
pyriform  fossa.  Even  these,  being  in  the 
neighborhood  of  25  to  30  per  cent,  are  better 
than  the  survival  rates  for  carcinoma  of  the 
lung.  Investigators2  have  reported  a five- 


year  survival  rate  of  41.2  per  cent  among  17 
traced  patients  with  cancer  of  the  pyriform 
sinus  from  a 15-year  period  in  which  1,875 
new  patients  were  seen  with  cancer  of  the 
larynx. 

So  although  the  survival  rates  for  carci- 
noma of  the  larynx  are  improved,  more  im- 
provement is  necessary.  This  is  no  longer  a 
hopeless  disease,  but  again,  the  earlier  the 
lesion  is  diagnosed,  the  more  hope  is  justi- 
fied, and  the  less  extensive  the  surgery  re- 
quired. 
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Logical  Sequence  in  Management 
Of  Disseminated  Breast  Cancer 

FRED  J.  ANSFIELD,  M.D. 


OF  THE  2,000  patients  who  reported 
to  the  chemotherapy  clinic*  during  the 
past  six  years,  patients  with  disseminated 
breast  cancer  were  second  in  number  only 
to  those  with  incurable  colon  or  rectal  can- 
cer. Disseminated  cancer  of  the  breast  was 
attacked  with  a variety  of  treatment  modali- 
ties including  either  additive  or  ablative  hor- 
monal manipulation,  roentgen-ray  therapy, 
and  chemotherapy. 

Method  and  Materials 

The  author  and  his  associates  do  not  sub- 
scribe to  prophylactic  oophorectomy  even  in 
the  young  woman  with  positive  indications 
of  cancer  in  the  axillary  glands  at  the  time 
of  radical  mastectomy,  as  oophorectomy  oft- 
en produces  osteoporosis.  Moreover,  about  30 
per  cent  of  such  patients  are  cured  by  radi- 
cal mastectomy,  thus  oophorectomy  in  this 
group  is  unwarranted.  Prophylactic  oophor- 
ectomy in  these  young  women  eliminates  the 
best  opportunity  of  determining  whether  the 
recurrent  disseminated  breast  cancer  which 
might  appear  later  is  hormone-dependent. 
With  the  loss  of  this  important  clue,  many 
physicians  hesitate  to  recommend  further 
ablative  therapy  such  as  adrenalectomy  or 
hypophysectomy  later  in  the  sequence  of 
treatment. 

The  menopausal  age  played  an  important 
role  in  the  current  study  of  planned  man- 
agement of  women  with  disseminated  breast 
cancer.  Patients  who  had  not  entered  the 
menopause  (including  those  who  had  not 
menstruated  for  one  year)  were  castrated 
surgically  after  careful  baseline  studies  were 
completed.  These  studies  included  chest 

*Cancer  Research  Hospital,  University  of  Wiscon- 
sin, University  Hospitals. 


roentgenograms;  a bone  survey  of  the  skull, 
ribs,  dorsolumbar  spine,  pelvis,  and  upper 
femurs;  colored  photographs  of  visible  le- 
sions ; and  caliper  measurements  of  all  pal- 
pable or  visible  lesions. 

Castration  by  X-ray  was  considered  only 
if  the  patient  absolutely  refused  surgery. 
Oophorectomy  was  preferred  as  the  more 
positive  way  of  insuring  removal  of  the 
estrogen  source,  particularly  in  the  event  of 
an  aberrant  ovary  which,  because  of  its  po- 
sition, might  not  be  thoroughly  ablated  by 
radiotherapy.  Moreover,  the  author  believes 
that  pelvic  irradiation  renders  a patient  a 
poor  risk  by  reducing  the  amount  of  chemo- 
therapeutic agents  which  can  be  adminis- 
tered safely  later  in  the  sequence  of  ther- 
apy.4 No  patient  in  the  author’s  series  was 
found  to  be  too  poor  a risk  for  this  ablative 
surgery.  Patients  were  not  subjected  to  hys- 
terectomy, as  oophorectomy  alone  was  all 
that  was  indicated. 

Following  oophorectomy,  no  other  anti- 
tumor therapy  was  given  for  four  to  six 
weeks,  other  than  the  occasional  considera- 
tion of  roentgen-ray  therapy  for  a vertebra 
or  for  an  advanced  osteolytic  metastasis  of 
the  femur  if  a pathologic  fracture  were  im- 
minent. However,  if  these  were  the  only  le- 
sions that  could  be  followed  in  evaluating  the 
effect  of  oophorectomy,  roentgen-ray  therapy 
was  withheld  and  strict  bed  rest  enforced  for 
four  to  six  weeks,  at  which  time  roentgeno- 
grams were  repeated.  If  it  then  was  deter- 
mined that  oophorectomy  was  ineffective,  fo- 


Logical  sequence  of  treatment  im- 
proves the  prognosis  in  breast  cancer. 
Careful  documentation  of  results 
before  and  after  each  method  of 
treatment  is  of  prime  importance. 
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cal  radiotherapy  to  these  lesions  was  admin- 
istered promptly. 

Too  often,  physicians  in  their  earnest  de- 
sire to  effect  a remission  will  add  treatment 
with  testosterone  and  sometimes  an  antime- 
tabolite or  alkylating  agent  immediately  fol- 
lowing oophorectomy.  About  one  third  of 
women  of  premenopausal  age  who  have  dis- 
seminated breast  cancer  will  have  a remis- 
sion varying  from  several  months  to  a year, 
and  occasionally  longer,  from  castration 
alone.  If  this  occurs,  the  outlook  is  a good 
deal  less  ominous.  But  if  the  other  forms 
of  therapy  are  introduced  immediately  fol- 
lowing oophorectomy,  it  is  impossible  to  de- 
termine what  produced  an  ensuing  remis- 
sion, so  that  the  testosterone  and/or  other 
chemotherapy  cannot  be  discontinued  with- 
out the  danger  of  inviting  reactivation  when, 
in  fact,  the  oophorectomy  may  be  the  sole 
cause  of  the  remission.  The  masculinization 
resulting  from  androgens  in  such  instances 
is  unforgivable,  as  is  the  toxicity  produced 
regularly  by  the  chemotherapeutic  agent. 
Both  are  unnecessary  at  this  time  in  a pa- 
tient who  goes  into  remission  from  oophor- 
ectomy alone. 

Four  to  six  weeks  following  oophorectomy, 
and  with  no  other  treatment  introduced  to 
confuse  the  picture,  the  patients  in  this 
study  returned  for  careful  comparison  of 
the  present  lesions  with  those  of  the  base- 
line studies.  If  regression  had  occurred  or  if 
no  progression  could  be  elicited,  no  therapy 
was  indicated  and  the  patient  again  returned 
six  to  eight  weeks  later.  Comparable  studies 
were  made  then,  including  the  appropriate 
roentgen  rays.  Repeat  evaluations  at  about 
two-month  intervals  were  performed  with  the 
patient  under  no  therapy  until  progression 
appeared.  Then  for  the  first  time,  and  only 
after  careful  documentation  of  the  lesions 
as  was  done  with  the  initial  baseline  studies, 
treatment  with  testosterone  propionate  in 
oil,  100  mg.  intramuscularly  three  times 
weekly,  was  instituted.  Oral  or  sublingual 
tablets  of  methyltestosterone  are  to  be  con- 
demned for  use  in  breast  cancer,  as  hepato- 
toxicity  may  occur  with  the  high  oral  doses 
needed  in  testosterone  therapy. 

After  six  weeks  of  testosterone  therapy, 
the  patient  was  re-evaluated.  If  a remission 
occurred  or  no  progression  appeared,  Depo- 
Testosterone,  200  mg.  every  two  weeks,  was 
substituted  to  avoid  three  weekly  injections. 


Repeat  evaluations  were  then  conducted  ev- 
ery six  to  eight  weeks,  and  included  appro- 
priate roentgenograms.  As  soon  as  objective 
reactivation  occurred,  the  androgen  was  dis- 
continued and  5-fluorouracil  (5-FU)  therapy 
was  instituted. 

Patients  of  premenopausal  age  who 
showed  progression  six  weeks  after  oophor- 
ectomy were  not  given  a trial  with  testo- 
sterone, as  the  likelihood  of  producing  a re- 
mission in  these  patients  was  small.  The 
Cooperative  Breast  Cancer  Group,  of  which 
the  author  is  a member,  showed10  that  the 
over-all  incidence  of  remission  in  patients 
less  than  one  year  past  menopause  was  9 
per  cent,  with  the  poorest  outlook  in  those 
with  metastasis  to  the  liver,  brain,  or  lung. 
Since  failure  to  respond  to  oophorectomy  in- 
dicated their  lesions  probably  were  autono- 
mous rather  than  hormone-dependent,  an- 
drogen therapy  was  bypassed  and  5-FU 
treatment  instituted. 

Women  with  disseminated  breast  cancer 
who  were  one  to  five  years  past  menopause 
were  given  a vaginal  smear  test  for  estro- 
genic activity.  If  more  than  slight  activity 
was  reported,  and  this  occurred  occasionally, 
an  oophorectomy  was  done  and  these  pa- 
tients were  followed  as  were  the  castrated 
patients  previously  described.  If  no  estrogen 
activity  was  found  an  oophorectomy  was  not 
done,  but  the  patient  was  placed  on  the  tes- 
tosterone regimen  with  baseline  studies,  du- 
ration of  treatment,  and  criteria  for  con- 
tinuing or  discontinuing  this  therapy  as  pre- 
viously outlined.  It  should  be  emphasized 
that  testosterone  was  never  continued  more 
than  six  weeks  if  progression  persisted,  as 
it  is  not  justifiable  to  virilize  these  women 
if  the  drug  is  of  no  benefit,  particularly  with 
other  often  effective  treatment  available. 

Patients  five  years  or  more  past  meno- 
pause, after  careful  baseline  studies  were 
made,  were  given  stilbestrol,  15  mg.  daily, 
as  this  was  found  more  effective  than  testo- 
sterone in  this  age  group  by  the  Subcommit- 
tee on  Breast  and  Genital  Cancer.1  However, 
this  retrospective  study  has  not  been  ac- 
cepted as  entirely  valid  by  the  author  and 
his  associates,  since  its  cases  were  not  re- 
viewed, and  some  patients  were  given  inef- 
fective oral  doses  of  testosterone.  Neverthe- 
less, preliminary  results  of  tests  by  the  Co- 
operative Breast  Cancer  Group  has  not 
shown  testosterone  to  be  superior.  Therefore, 
in  this  age  group  stilbestrol  was  given  as  the 
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first  palliative  effort.  Gastric  irritation  was 
sometimes  avoided  by  using  the  enteric  coat- 
ed tablets  and  initiating  treatment  with  doses 
of  5 mg.  at  bed  time  for  three  days,  followed 
by  10  mg.  at  bed  time  for  three  days,  and 
then  the  full  15  mg.  at  bed  time  for  not  less 
than  six  weeks.  This  drug  has  distinct  advan- 
tages over  testosterone  in  that  it  does  not 
produce  virilization,  is  taken  orally,  and  is  in- 
expensive. It  did  produce  disconcerting  vagi- 
nal bleeding  not  infrequently.  The  patients 
were  re-evaluated  after  six  weeks  of  stilbes- 
trol  therapy.  If  progression  appeared,  this 
therapy  was  halted  and  5-FU  treatment  insti- 
tuted. If  remission  appeared  or  if  no  pro- 
gression was  evident,  the  estrogen  was  con- 
tinued for  months  or  years  until  progres- 
sion occurred,  at  which  point  the  drug  was 
stopped.  When  reactivation  occurred,  the 
lesions  were  again  carefully  documented  and 
no  therapy  was  given  for  six  weeks.  Kauf- 
man9 reported  a withdrawal  remission  in 
30  per  cent  of  patients  who  initially  re- 
sponded to  stilbestrol,  and  later  reactivation, 
at  which  point  the  drug  was  withdrawn  and 
the  lesions  were  carefully  followed.  No  other 
therapy  was  given  if  a rebound  regression 
occurred  until  eventually  progression  ap- 
peared. In  these  patients,  or  in  those  who 
failed  to  improve  after  six  weeks  of  treat- 
ment with  stilbestrol,  5-FU  therapy  was  in- 
stituted. 

Results 

Since  1957,  more  than  200  patients  with 
disseminated  breast  cancer  were  treated  with 
5-FU.  Of  158  patients  entered  into  the  au- 
thor’s study,  52  met  the  following  criteria 
of  improvement : 

1.  At  least  25  per  cent  reduction  in  the 
size  of  the  lesion. 

2.  Subjective  improvement. 

3.  Levelling  off  or  reversal  of  the  down- 
ward weight  curve. 

4.  Improvement  in  the  performance  sta- 
tus. 

5.  Factors  1-4  occurred  and  continued  for 
not  less  than  two  months. 

The  toxicity,  method  of  administration, 
and  patient  selection  in  connection  with 
5-FU  therapy  has  been  previously  report- 
ed.4’ G'8’ 11  Thirty  days  after  the  last  dose  of 
5-FU,  the  patients  returned  for  re-evaluation. 
If  regression  of  the  lesions  occurred  or  no 
progression  appeared,  repeated  courses  of 
5-FU  were  given  for  months  or  years  after 


Dr.  Ansfield,  who  has  been 
active  in  research  in  the 
field  of  cancer  therapy,  is 
associate  professor  of  sur- 
gery at  the  Cancer  Re- 
search Hospital,  which  is 
part  of  the  system  of  hos- 
pitals of  the  University  of 
Wisconsin,  Madison. 

intervals  of  30  days  between  courses  until 
frank  progression  developed,  at  which  point 
5-FU  therapy  was  halted. 

5-Fluoro-2'-deoxyuridine  (5-FUDR)  was 
found  superior  to  5-FU  in  breast  cancer  in 
that  24  of  46  patients  met  all  criteria  of  im- 
provement. Toxicity,  drug  administration, 
and  patient  selection  in  connection  with  this 
compound  was  previously  reported.3  Unfor- 
tunately, this  drug  is  very  expensive  and  in 
extremely  short  supply,  and  at  present  is  un- 
available except  for  special  studies. 

In  a recent  study5  comparing  a group  of 
117  patients  with  disseminated  breast  can- 
cer who  were  treated  either  with  hormones, 
radiotherapy,  ablative  surgery,  or,  in  a few 
instances,  with  an  alkylating  agent,  and  an- 
other group  of  125  patients  who  were  simi- 
larly treated  but  who  had  5-FU  or  5-FUDR 
in  addition,  the  survival  time  of  the  latter 
group  was  doubled.  No  other  chemotherapy 
was  employed  in  this  fluoropyrimidine-treat- 
ed  group,  which  was  studied  from  1957 
through  1959. 

If  progression  appeared  on  5-FU  or  5- 
FUDR  therapy,  the  drug  was  discontinued 
and  the  patient  was  given  Cytoxan  which 
was  effective  in  9 of  30  patients  treated.  The 
doses  used  and  method  of  administration 
were  reported  previously.2 

One  group  has  found  Methotrexate  effec- 
tive in  producing  objective  regressions  in  4 
of  11  patients  with  disseminated  breast  can- 
cer, and  thus  another  old,  yet  effective,  chem- 
otherapeutic drug  has  been  added  to  our 
armamentarium.  Therefore,  patients  who 
failed  to  respond  to  Cytoxan  were  given  a 
trial  with  Methotrexate. 

If  progression  appeared  under  this  anti- 
folic  compound,  this  therapy  was  discontin- 
ued and  further  hormonal  manipulation  was 
considered.  If  the  patient  was  young  and 
had  previously  shown  a regression  after 
oophorectomy,  adrenalectomy  or  hypophys- 
ectomy  was  recommended  at  this  time.  Or, 
if  the  patient  had  not  had  a trial  with  hor- 
mones, testosterone  was  administered  to 
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those  less  than  five  years  past  menopause.  If 
one  had  no  clue  as  to  whether  the  lesion  was 
or  was  not  sensitive  to  hormones,  the  au- 
thor did  not  then  recommend  adrenalectomy 
or  hypophysectomy.  Too  often  the  referring 
physician  was  unable  to  evaluate  the  re- 
sponse to  oophorectomy  or  to  hormones  be- 
cause careful  measurements  of  lesions  be- 
fore and  after  therapy  were  not  available. 
The  likelihood  of  a remission  from  these 
formidable  ablative  operations  is  consider- 
ably higher  in  a patient  who  has  had  a defi- 
nite remission  after  oophorectomy,  and  this 
information  is  lost  if  a young  woman  has 
had  a prophylactic  oophorectomy,  or  if  ad- 
ditional anti-tumor  therapy  is  added  at  the 
time  of  oophorectomy  to  confuse  the  history. 

Adrenalectomy  or  hypophysectomy  is  not 
recommended  earlier  even  in  patients  whose 
cancer  is  known  to  be  sensitive  to  hormones, 
because  these  procedures  make  a woman  a 
poor  risk  for  therapy  with  5-FU  or  5-FUDR, 
as  she  cannot  as  safely  tolerate  the  shocking 
reactions  which  sometimes  occur  with  the 
use  of  these  drugs. 

Summary 

The  prognosis  for  most  patients  with  dis- 
seminated breast  cancer  has  been  signifi- 
cantly improved  during  the  past  five  years, 
particularly  when  a logical  sequence  of  treat- 
ment is  employed.  Moreover,  the  comfort 


and  feeling  of  well-being  has  been  improved 
for  most  of  these  patients  by  the  judicious 
use  of  hormonal  manipulation,  roentgen-ray 
therapy,  and  a wide  spectrum  of  chemothera- 
peutic compounds. 

The  need  for  individual  attention  to  each 
patient,  exploitation  of  clues  of  hormonal  de- 
pendence, and  careful  documentation  of  re- 
sults before  and  after  each  modality  of  ther- 
apy is  of  prime  importance  in  producing  the 
maximum  degree  and  duration  of  palliation. 
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More  Women  In  Medical  School 

Women  are  continuing  their  climb  to  the  top  in  professional 
fields,  and  the  latest  “datagram”  distributed  by  the  Association  of 
American  Medical  Colleges  shows  that  the  number  of  women  accepted 
into  medical  school  has  steadily  increased  over  the  last  30  years. 

In  1929,  the  percentage  of  women  entering  medical  school  com- 
pared to  the  total  enrollment  was  4.5  per  cent;  by  1962,  this  figure 
had  risen  to  8.5  per  cent,  with  the  major  part  of  the  increase  oc- 
curring since  1951. 
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Clinicopathologic  Conference 


R.  H.  Rigdon,  M.D.;  Wilson  Harrison,  M.D.; 
McClure  Wilson,  M.D.;  Julian  Chen,  M.D.; 
William  0.  Green,  Jr.,  M.D.;  and  D.  M.  Mazuelos,  M.D. 


This  is  the  second  in  a series  of  clinicopatho- 
logic conferences  from  the  University  of  Texas 
Medical  Branch,  Galveston.  The  case  described 
was  referred  to  the  John  Sealy  Hospital  by  Dr. 
James  B.  Stubbs  of  Galveston.  Members  of  the 
Department  of  Pathology  taking  part  in  the  con- 
ference are  Drs.  R.  H.  Rigdon,  Julian  Chen,  and 
William  0.  Green,  Jr.  With  the  Department  of 
Radiology  is  Dr.  McClure  Wilson.  The  thoracic 
surgeon  is  Dr.  Wilson  Harrison.  Resident  physi- 
cian is  Dr.  D.  M.  Mazuelos. 


and  brownish  pigmentation  suggestive  of 
long-standing  venous  circulatory  difficulty. 
His  head  was  normal.  There  was  bilateral 
arcus  senilis.  Extraocular  movements  were 
normal.  Pupils  reacted  to  light  and  accom- 
modation. The  fundi  showed  grade  two  hy- 
pertensive changes  with  normal  discs.  Oral 
hygiene  was  poor  with  dental  caries  and 
many  teeth  absent.  Mucous  membranes  were 
clear. 


Clinical  Protocol 

The  patient,  a 66  year  old  white  male,  was 
admitted  to  John  Sealy  Hospital  with  a 
“lung  lesion”  which  had  been  found  on  a 
routine  examination.  For  the  preceding  four 
months  he  had  noticed  some  exertional  dysp- 
nea, but  denied  having  had  fever,  cough, 
chest  pain,  or  hemoptysis.  He  had  had  some 
pitting  edema  of  the  ankles  during  this  time, 
which  was  not  relieved  by  a digitalis  prep- 
aration given  him  earlier  for  dyspnea.  He 
was  able  to  sleep  flat  in  bed.  He  had  lost  ap- 
proximately four  pounds  of  weight,  in  spite 
of  a good  appetite,  during  the  three  weeks 
prior  to  hospital  admission.  The  patient  de- 
nied ever  having  smoked  cigarettes  and  said 
he  was  only  an  occasional  drinker.  He  had 
suffered  bronchial  asthma  for  about  eight 
years.  The  family  history  was  noncontribu- 
tory; his  father  died  from  trauma  when  50 
years  old,  his  mother  from  leukemia  at  56, 
and  his  only  sister  was  living  and  well. 

The  patient  was  an  obese  white  male.  He 
was  short  of  breath  but  did  not  appear  acute- 
ly ill.  His  blood  pressure  was  172/102  mm.  of 
mercury.  The  rectal  temperature  was  99  F. ; 
respiratory  rate  20  per  minute;  and  pulse 
rate  100  per  minute.  There  was  no  cyanosis, 
and  his  skin  was  of  good  turgor  except  over 
the  lower  extremities  where  there  were 
prominent  varicosities  with  trophic  changes 


The  chest  showed  a slight  increase  in  an- 
teroposterior (AP)  diameter  but  was  sym- 
metrical, and  expansion  seemed  to  be  normal. 
The  lung  fields  were  clear  to  auscultation 
and  percussion.  The  heart  was  within  the 
range  of  normal  size.  The  rhythm  and  rate 
were  regular.  The  cardiac  sounds  were  nor- 
mal. The  abdomen  was  protuberant.  The 
liver  was  palpated  three  finger  breadths  be- 
low the  right  costal  margin.  It  was  smooth 
and  non-tender.  The  spleen  seemed  to  be 
enlarged.  The  prostate  was  small,  firm, 
smooth,  and  non-tender.  The  testes  were 
slightly  atrophic.  The  peripheral  pulses  were 
all  present.  Deep  reflexes  were  normal. 

Laboratory  examination  showed  the  hemo- 
globin to  be  15.7  mg.  per  100  ml.  The  white 
blood  cell  count  was  6,400  with  60  per  cent 
neutrophils,  2 per  cent  stabs,  37  per  cent 
lymphocytes,  and  1 per  cent  monocytes.  The 
hematocrit  was  48.  VDRL  was  non-reactive. 
Fasting  blood  sugar  was  88  mg.  per  100  ml. 
Alkaline  phosphatase  was  1.6  (sigma  units). 
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CLINICO- 

PATHOLOGIC 

CONFERENCE 


Guest  Editor: 

Dr.  Howard  C.  Hopps 


Volume  59,  JULY,  1963 


705 


CLINICOPATHOLOGIC  CONFERENCE — Rigdon,  et  aL— cant'd 

Sputum  for  acid  fast  bacilli  was  negative  on 
three  occasions  and  negative  for  malignant 
cells  in  two  different  preparations.  The  elec- 
trocardiogram suggested  the  presence  of  an 
old  posterior  scar  with  complete  right  bundle 
branch  block.  A bronchoscopy  was  per- 
formed. No  anatomical  abnormality  was  ob- 
served ; bronchial  washings  were  obtained. 

DR.  JULIAN  CHEN: — (cytopathologist) 
A few  malignant  epithelial  cells  were  present 
in  the  bronchial  washings.  They  were  small 
and  occurred  either  singly  or  in  minute  clus- 
ters. The  nuclei  were  round  to  oval  and  a 
few  were  spindle  shaped.  The  nuclei  were 
slightly  hyperchromatic  and  coarse  chroma- 
tin clumps  were  in  the  thin  nuclear  mem- 
brane. Small  irregular  nucleoli  were  visible 
in  some  of  the  cells.  The  cytoplasm  was 
scanty  and  eosinophilic.  It  was  difficult  to 
diagnose  from  these  smears  the  type  of  ma- 
lignant cell.  The  so-called  oat  cell  tumor  is 
unlikely.  The  large  amount  of  eosinophilic 
cytoplasm  is  not  the  characteristic  feature 
of  this  particular  type  of  tumor.  Also,  there 
were  none  of  the  features  present  to  suggest 
either  an  adenocarcinoma  or  a squamous  cell 
carcinoma.  It  would  appear  that  these  tumor 
cells  originated  in  an  undifferentiated  car- 
cinoma of  the  small  cell  type.  Because  of  the 
small  number  of  malignant  cells  in  the  speci- 
men, one  would  think  that  the  primary  tu- 
mor probably  was  located  in  the  peripheral 
lung  tissue  rather  than  in  the  lumen  of  a 
major  bronchus. 

DR.  McCLURE  WILSON (radiologist) 
Erect  posteroanterior  (PA)  lateral  and  right 
and  left  anterior  oblique  films  of  the  chest 
were  available  for  review.  There  was  a large, 
thin-walled  cyst  in  the  left  upper  lobe.  Poor- 
ly defined  and  somewhat  nodular  streaks  of 
increased  density  extended  outward  from  the 
left  hilus  into  the  upper  left  lobe  toward  the 
previously  described  thin-walled  cyst.  Simi- 
lar streaks  of  increased  density  extended 
downward  along  the  left  border  of  the  heart. 
The  left  cardiac  border  itself  was  hazy  and 
indistinct.  An  ill-defined,  small,  oval  density 
of  undetermined  nature  was  present  in  the 
left  costophrenic  angle.  The  lateral  film 
showed  an  increase  in  the  AP  dimension  of 
the  chest,  widening  of  the  retrosternal  clear 
space,  and  moderate  bulging  of  the  intercos- 
tal spaces.  The  heart  was  slightly  enlarged. 
No  significant  abnormality  was  seen  in  the 


Fig.  1.  Erect  PA  chest  film.  The  heart  is  enlarged.  There 
is  a prominence  of  both  hilar  shadows.  A cyst  is  present 
in  the  left  upper  lobe.  There  is  a poorly  defined  infiltra- 
tion extending  along  the  left  heart  border. 

bony  thorax.  Laminagrams  were  made  of  the 
hilar  areas  on  both  sides,  but  they  did  not 
provide  any  significant  additional  informa- 
tion. There  were  no  previous  films  for  com- 
parison (Fig.  1). 

The  roentgenographic  findings  would  be 
consistent  with  a diagnosis  of  pulmonary 
emphysema.  There  were  superimposed  cystic 
changes  in  the  left  upper  lobe.  The  enlarged 
hilar  shadows  could  represent  dilated  pul- 
monary arteries  secondary  to  pulmonary  hy- 
pertension. Because  this  patient  has  had  cy- 
tological  studies  of  bronchial  washings  which 
were  positive  for  malignant  cells,  the  more 
prominent  left  hilus  and  associated  perihilar 
infiltration  had  to  be  looked  upon  with  con- 
siderable suspicion.  A mass  in  this  region 
could  be  obscured  by  the  enlarged  pulmonary 
arteries. 

DR.  WILSON  HARRISON:— (surgeon) 
Although  the  patient  obviously  was  a poor 
candidate  for  operation,  and  the  site  of  the 
malignant  process  had  not  been  established, 
an  enlargement  of  the  left  hilum  by  X-ray 
and  the  presence  of  malignant  cells  in  the 
bronchial  washings  indicated  to  me  that  an 
exploration  should  be  carried  out.  At  opera- 
tion there  was  a mass  in  the  left  upper  hilum 
which  was  quite  firm,  and  the  arteries  were 
very  greatly  enlarged.  The  first  branch  of 
the  pulmonary  artery  to  the  left  upper  lobe 
was  almost  as  large  as  the  left  main  pul- 
monary artery  should  be,  and  on  palpation 
the  mass  appeared  to  be  directly  behind  this 
artery.  In  an  attempt  to  dissect  down  upon 
this  mass,  the  vessels  to  the  left  upper  lobe 
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were  fairly  well  isolated,  and  it  was  only 
well  along  in  the  dissection  that  it  became 
apparent  that  the  mass  was  actually  within 
the  first  branch  of  the  pulmonary  artery. 
This  artery  was  then  opened,  and  it  was 
found  that  the  mass  was  not  a malignancy 
but  a thrombus. 

Because  the  extensive  nature  of  the  throm- 
botic process  was  still  not  known,  and  be- 
cause the  carcinoma  had  not  been  found,  it 
was  decided  that  the  next  best  thing  to  do 
would  be  to  remove  the  left  upper  lobe.  It 
was  already  largely  dissected  out,  and  there 
was  reason  to  hope  that  the  site  of  the  tumor 
would  be  here  because  the  associated  throm- 
botic disease  seemed  to  be  concentrated  in 
this  lobe.  And,  too,  it  seemed  that  the  left 
upper  lobe  would  not  be  functional  because 
of  the  extensive  thrombus. 

At  the  end  of  the  operative  procedure, 
when  everything  was  thought  to  be  going 
along  very  well,  for  no  apparent  reason  the 
blood  pressure  suddenly  dropped.  A blood 
transfusion  was  given.  A short  time  later 
there  was  another  drop  in  the  blood  pressure, 
the  heart  dilated,  the  beat  became  sluggish, 
and  the  rate  slowed.  Ventilation  and  airways 
were  checked,  the  trachea  and  bronchi  were 
aspirated  several  times,  and  various  meas- 
ures were  taken  to  make  sure  that  the  res- 
piration was  all  right.  Cardiac  massage  and 
other  supportive  measures  were  unsuccessful 
and  the  patient  was  pronounced  dead. 


Diagnosis 

DR.  WILLIAM  O.  GREEN,  JR.:— (surgi- 
cal pathologist)  Pathologic  examination  of 
surgical  specimens  yielded  the  following  in- 
formation : 

1.  Several  anthracotic  nodes  0.5  to  1.4  cm. 
in  diameter  from  mediastinal  region  showed 
no  tumor  in  frozen  section. 

2.  An  anthracotic  node  1.2  cm.  in  diameter 
from  the  hilar  region  of  the  left  lung  showed 
no  evidence  of  malignancy  in  frozen  section. 

3.  A yellowish-gray  fragment  of  tissue  0.2 
by  0.5  cm.  from  the  wall  of  the  pulmonary 
artery  showed  in  frozen  section  “fibromuscu- 
lar  tissue”. 

4.  Tissue  from  the  left  upper  lobe:  An- 
thracotic pigment  was  present  beneath  the 
pleura.  Fibrinous  and  fibrous  pleural  adhe- 
sions were  numerous.  Organizing  thrombi 
were  present  in  many  of  the  branches  of  the 
pulmonary  artery.  In  the  lower  portion  of 


the  upper  lobe  were  many  firm  areas  that 
had  the  appearance  of  infarcts.  No  areas 
were  present  to  suggest  tumor  in  either  the 
mucosa  of  the  maj  or  bronchi  or  their  branch- 
es. Multiple  longitudinal  sections  through 
this  lung  revealed  in  the  apex  of  the  left  lobe 
a thin  walled  cyst,  4.9  cm.  in  diameter,  that 
had  collapsed. 

Microscopically,  there  were  numerous 
areas  of  recent  hemorrhagic  infarction.  In- 
terstitial fibrosis  and  a diffuse  infiltration  of 
the  tissues  with  chronic  inflammatory  cells 
occurred  in  areas  apart  from  these  infarcts. 
The  wall  of  the  cyst  was  composed  of  dense 
fibrous  tissue  in  which  there  were  many 
chronic  inflammatory  cells.  The  walls  of 
many  of  the  smaller  and  larger  bronchi  were 
thick ; and  many  of  the  bronchioles  had  a 
thick,  eosinophilic,  homogenous  basement 
membrane,  a change  like  that  frequently 
present  in  chronic  asthma.  Many  of  the  pul- 
monary arteries  were  occluded  by  old  throm- 
boemboli. 

Diagnoses  of  surgical  specimens  were  as 
follows : 

1.  Hemorrhagic  infarcts  in  left  upper  lobe. 

2.  Interstitial  fibrosis  and  chronic  inflam- 
mation with  cyst  formation. 

3.  Thromboemboli,  old,  pulmonary  artery. 

4.  Bronchial  basement  membrane  thicken- 
ing (chronic  asthma). 

5.  Reactive  hyperplasia  and  fibrocalcific 
nodules  in  hilar  and  mediastinal  lymph 
nodes. 

6.  Fibrous  thickening  and  chronic  inflam- 
mation of  visceral  and  parietal  pleura. 

Comment:  The  source  of  the  malignant 
cells  from  the  bronchial  washings  was  not 
apparent  within  the  tissues  from  this  lobe. 

DR.  R.  H.  RIGDON : — (pathologist)  The 
autopsy  was  performed  five  hours  after  the 
patient’s  death.  The  incision  in  the  left  side 
of  the  thoracic  cavity  was  extended  and  the 
routine  incision  made  into  the  thorax.  Ap- 
proximately 1000  cc.  of  blood  were  present 
in  the  left  thoracic  cavity.  The  right  lung 
was  distended  and  there  were  numerous  fi- 
brous adhesions  between  the  layers  of  pleura. 
The  lower  lobe  of  the  left  lung  was  present, 
and  dense  adhesions  bound  it  to  the  dia- 
phragm and  thoracic  wall.  The  operative 
area  was  carefully  examined  but  nothing  of 
interest  was  found.  The  left  bronchial  ar- 
tery, which  had  been  ligated  during  the  op- 
eration, contained  a large  thrombus. 

The  larynx,  trachea,  and  lungs  were  re- 
moved together  and  the  pulmonary  vessels 
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Fig.  2.  Pulmonary  artery  showing  a mural  thrombus. 


were  carefully  dissected,  after  which  the 
specimen  was  fixed  in  formaldehyde. 

A mural  thrombus  was  present  in  the  pul- 
monary artery  a few  centimeters  distal  to 
the  pulmonary  valve  (Fig.  2).  This  was  con- 
tinuous with  the  thrombus  in  the  branch  of 
the  pulmonary  artery  going  to  the  left  lower 
lobe.  This  lobe  was  completely  atelectatic.  A 
mural  thrombus  was  present  in  the  area  of 
the  superior  branch  of  the  right  pulmonary 


Fig.  3.  Mural  thrombi  are  present  in  branches  of  the  pul- 
monary artery. 


artery  and  in  the  branch  passing  to  the  mid- 
dle lobe  (Fig.  3).  There  was  some  evidence 
of  a thrombotic  process  in  the  branch  of 
the  pulmonary  artery  passing  to  the  lower 
right  lobe.  The  thrombosed  vessels  frequent- 
ly were  greatly  dilated.  These  thrombotic 
changes  were  old  and  firmly  attached  to  the 
vessel  wall.  No  infarcts  were  found  in  the 
right  lung,  but  there  were  some  focal  areas 
of  atelectasis  and  dense  fibrous  pleural  ad- 
hesions. Large  amounts  of  bloody  mucoid 
material  were  present  in  the  bronchi  and 
trachea.  No  changes  were  observed  macro- 
scopically  that  would  suggest  a carcinoma. 

After  fixation  the  lung  was  cut  in  sections 
one  centimeter  or  less  in  thickness.  No  tu- 
mor was  demonstrated ; however,  there  were 
some  areas  of  fibrosis  and  emphysema.  Mul- 
tiple sections  of  the  lung  were  used  for  par- 
affin blocks.  The  histologic  sections  were 
stained  with  hematoxylin  and  eosin.  Few 
areas  of  fibrosis  and  organizing  pneumonia 
were  present.  The  wall  of  many  of  the  bron- 
chioles and  small  bronchi  was  surrounded 
by  a narrow  zone  of  eosinophilic-staining  tis- 
sue like  that  present  in  the  lungs  of  asth- 
matics (Fig.  4).  A minimal  amount  of  acute 
and  chronic  bronchitis  and  some  emphysema 
were  present.  Although  there  were  areas 
suggestive  of  malignancy,  none  were  consid- 
ered diagnostic.  However,  additional  sections 


Fig.  4.  An  eosinophilic  band  immediately  beneath  the  epi- 
thelium surrounds  lumen  of  bronchus.  This  type  of  lesion 
may  occur  in  chronic  cases  of  asthma.  Hematoxylin  and 
eosin  stain;  x 88.4. 
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Fig.  5.  Small  focus  of  neoplastic  cells  in  the  right  lung. 
These  cells  are  small  and  round.  Some  suggest  oat  cells. 
Hematoxylin  and  eosin  stain;  x 108.8. 


were  cut  from  the  paraffin  blocks,  and 
groups  of  epithelial  cells  that  were  consid- 
ered neoplastic  (Fig.  5)  were  found.  Usual- 
ly these  cells  partially  filled  the  lumen  of  a 
few  alveoli.  The  shape  of  these  tumor  cells 
suggested  an  oat  cell.  These  neoplastic  foci 
usually  were  present  in  or  near  areas  of 
scarring  (Fig.  6).  Sometimes  several  focal 
areas  of  tumor  cells  were  present  in  one 
paraffin  section  and  there  was  no  apparent 
continuity  of  growth  between  these  foci.  This 
distribution  of  tumor  cells  suggested  multi- 
ple foci  of  origin.  At  no  place  did  we  ob- 
serve an  infiltration  of  the  wall  of  a bron- 
chus by  tumor  cells.  No  tumor  was  present 
in  nine  lymph  nodes  removed  from  the  medi- 
astinum. 

The  heart  weighed  550  Gm.  The  aortic, 
pulmonary,  and  mitral  valve  each  measured 
9 cm.  and  the  tricuspid  13  cm. ; the  left  ven- 
tricle measured  1.8  cm.  in  thickness,  and  the 
right  one  was  0.8  cm.  The  external  surface 
of  the  heart  was  pale.  The  right  ventricle 
was  dilated  and  the  wall  was  thicker  than 
normal.  The  left  ventricle  was  normal  in  size 
and  the  valves  were  within  the  range  of 
normal.  There  was  very  little  atherosclerosis 
present  in  the  first  portion  of  the  aorta. 
However,  there  were  some  atheromatous 
ulcers  in  the  lower  third  of  the  aorta.  The 
coronaries  were  sclerotic  but  no  occlusion 
was  demonstrated.  Old  scars  were  present  in 
the  wall  of  the  left  ventricle  and  in  the  intra- 
ventricular septum. 


Fig.  6.  Foci  of  neoplastic  cells  in  an  area  of  fibrosis  in 
the  right  lung.  Hematoxylin  and  eosin  stain;  x 128. 


The  liver  weighed  1550  Gm.  The  external 
surface  was  smooth  and  the  cut  surface  had 
a nutmeg  appearance.  The  gallbladder  was 
filled  with  thick  bile.  There  was  no  obstruc- 
tion in  the  bile  passages.  The  spleen  weighed 
225  Gm.  No  specific  lesions  were  observed. 
No  changes  of  interest  were  found  in  the 
pancreas.  The  adrenals  were  surrounded  by 
a tremendous  amount  of  fat. 

Final  anatomic  diagnoses  were  as  follows : 

1.  Resection  of  left  upper  lobe  of  lung. 
Patient  died  on  the  operating  table. 

2.  1000  ml.  of  blood  in  left  pleural  cavity. 

3.  Mural  thrombi,  old  and  recent,  in  pul- 
monary artery  and  its  major  branches. 

4.  Dilatation  of  the  pulmonary  artery  and 
its  branches. 

5.  Focal  areas  of  atelectasis  in  right  lung 
and  lower  lobe  of  left  lung. 

6.  Fibrous  pleural  adhesions,  bilateral. 

7.  Acute  and  chronic  bronchitis  (history 
of  asthma). 

8.  Focal  areas  of  fibrosis  and  organizing 
pneumonia. 

9.  Carcinoma  of  right  lung  (tumorlets, 
microscopic) . 

10.  Cardiac  hypertrophy  (550  Gm. ) pri- 
marily on  right  side. 

11.  Dilatation  of  right  ventricle  of  heart. 

12.  Chronic  passive  congestion  of  liver, 
mild. 

13.  Ascites,  approximately  200  ml. 

14.  Benign  prostatic  hypertrophy. 
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The  tumors  in  the  right  lung  of  this  man 
are  the  same  as  those  described  as  “tumour- 
lets”  in  the  recent  book  “Pathology  of  the 
Lung”  by  Spencer.10  This  term  was  given  to 
this  tumor  by  Whitwell13  in  1955.  The  “tu- 
mourlets”  consist  of  uniformly  staining,  non- 
hyperchromatic,  small,  round,  oat  or  spindle 
cells  filling  alveoli.  They  are  never  found  in 
the  absence  of  damaged  lung  tissue.  In  our 
case  there  is  a history  of  asthma  and  patho- 
logic changes  consistent  with  that  diagnosis. 
There  is  no  history  of  cigarette  smoking. 
The  “tumourlets”  are  usually  multifocal  and 
arise  separately  throughout  the  damaged 
lung.  They  rarely  metastasize  to  the  regional 
nodes  and  in  this  case  we  did  not  observe 
any  metastases.  This  neoplastic  lesion  may 
occur  following  influenza  or  giant  cell 
pneumonia.  According  to  Spencer,10  there  is 
evidence  to  suggest  that  bronchiolar  oblitera- 
tion due  either  to  pulmonary  scarring  or 
collapse  may  be  an  etiologic  factor  in  the 
formation  of  these  islets  of  tumor  cells.  The 
benign  nature  of  the  majority  of  these 
growths  is  attested  by  the  survival  of  pa- 
tients in  whom  they  have  been  discovered  in 
specimens  of  excised  lung  tissue.10  Tumorlets 
have  been  observed  more  frequently  in 
women.10  Apparently,  the  first  case  of  this 
type  of  tumor  was  described  in  1929  by  Gray 
and  Cordonnier.4  Since  that  time,  cases  have 
been  reported  by  Stewart  and  Allison,12  Pet- 
ersen and  others,6  Spain  and  Parsonnet,9 
Prior  and  Jones,7  King,5  Spencer  and  Rae- 
burn,11 and  Whitwell.13 

I have  nothing  to  suggest  as  to  the  patho- 
genesis of  the  multiple  thrombi  in  the  pul- 
monary arteries.  Obviously,  they  were  pres- 
ent for  some  time  and  resulted  in  pulmonary 
hypertension  with  subsequent  hypertrophy 
of  the  right  side  of  the  heart  and  some  myo- 
cardial failure,  as  indicated  by  the  enlarged 
liver  and  congestion  about  the  central  veins. 
There  was  a clinical  history  of  dyspnea  and 
pitting  edema  of  the  ankles  for  the  past  four 
months.  The  immediate  cause  of  death,  ob- 
viously, is  related  to  the  operation. 

DR.  HARRISON : The  findings  at  autopsy 
are  most  surprising,  not  only  from  their  na- 
ture but  from  the  extent.  Hardly  a segmental 
artery  in  either  lung  seemed  to  remain  un- 
plugged, much  of  this  evidently  being  old 
thrombosis  ranging  from  completely  white 
fibrous  scars  to  fairly  recent  thrombi.  The 
amazing  thing  is  that  the  patient  had  been 


able  to  live  and  do  as  well  as  he  had  in  the 
recent  past,  particularly  that  he  had  been 
able  to  be  comfortable  flat  in  bed  and  was 
able  to  tolerate  as  much  of  the  operative 
procedure  as  he  did.  The  second  surprising 
feature  is  that  the  carcinoma,  which  was  so 
small  that  it  was  missed  both  by  roentgen  ray 
and  the  first  pathologic  examination,  was,  in 
fact,  not  even  in  the  left  lung  but  in  the 
right.  It  had  shed  enough  cells,  however,  into 
the  bronchial  tree  to  be  “the  voice  of  the 
siren  that  led  us  onto  the  rocks”. 

DR.  D.  M.  MAZUELOS:— (resident)  The 
clinical  syndrome  of  ( 1 ) acute  obstruction  in 
the  pulmonary  arteries  by  either  emboli  or 
thrombosis  and  (2)  chronic  obstruction  re- 
lated to  certain  degenerative  and  inflamma- 
tory diseases  of  the  heart,  lungs,  and  pul- 
monary vessels  is  well  known.  There  is  a 
third  type  of  pulmonary  artery  obstruction 
characterized  by  slowly  developing  throm- 
bosis of  the  pulmonary  arterial  tree  with 
progressive  right  ventricular  failure.  The 
pathogenesis  of  pulmonary  thrombosis  may 
be  difficult  or  impossible  to  establish.  Bren- 
ner2 concluded  from  his  studies  that  most 
thrombi  of  the  pulmonary  arteries  are  em- 
bolic, originating  either  in  the  systemic 
veins  or  in  the  right  side  of  the  heart.  Local 
development  of  a mural  thrombus  is  also  a 
frequent  occurrence.  All  causes  of  pulmo- 
nary thrombosis  can  be  classified  generally 
in  two  categories:  (1)  that  in  which  pri- 
mary lung  disease,  such  as  infection  or  tu- 
mor, directly  involves  the  pulmonary  arterial 
tree  and  leads  to  pulmonary  thrombosis  with 
propagation  of  the  clot,  and  (2)  the  group 
of  cases  characterized  by  diffuse  vascular 
disease  of  the  lungs,  usually  secondary  either 
to  degenerative  or  chronic  inflammatory  dis- 
ease or  secondary  to  mitral  stenosis.  Second- 
ary to  the  pulmonary  obstruction  are  the 
following:  (a)  pulmonary  hypertension,  (b) 
hypertrophy  of  the  right  ventricle,  (c)  right 
heart  failure,  each  of  which  may  aggravate 
the  existing  disease  and  may  result  in  sudden 
death.  In  a group  of  299  cases  reported  re- 
cently,3 122  were  due  to  congenital  or  ac- 
quired heart  diseases,  pulmonary  tubercu- 
losis, acute  and  chronic  pulmonary  diseases, 
mediastinal  diseases,  and  blood  discrepan- 
cies. In  the  remaining  177  cases  there  was 
no  associated  cardiac,  pulmonary,  or  medi- 
astinal disease  process. 

The  symptoms  of  pulmonary  artery  throm- 
bosis are  often  those  of  congestive  cardiac 
failure.  Associated  pulmonary  diseases  will 
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often  be  apparent.  The  diagnosis  of  throm- 
bosis, therefore,  is  seldom  made  before  death, 
the  formation  of  thrombi  usually  being  un- 
suspected.1 The  duration  of  symptoms  dating 
from  the  onset  of  thrombosis  or  embolism 
may  be  as  short  as  two  weeks  or  as  long  as 
four  years.  The  occurrence  of  thrombi  is 
commonest  in  the  older  age  groups,  but  in- 
stances have  been  reported  in  children ; and, 
in  the  presence  of  antecedent  emboli,  chronic 
massive  thrombosis  may  occur  at  any  age. 
Cyanosis  may  or  may  not  be  present,  al- 
though it  is  sometimes  severe.  Pulmonary  in- 
farction or  embolism  is  not  a necessary  part 
of  the  clinical  or  pathologic  picture  although 
it  may  occur  if  fragments  of  the  thrombi 
become  detached  and  migrate  peripherally 
into  the  smaller  branches  of  the  pulmonary 
arteries. 

The  roentgenographic  characteristics  of 
thrombosis  of  the  pulmonary  arteries  vary 
with  the  type  of  pulmonary  disease  and  the 
extent  of  the  thrombotic  process.8  Usually 
there  is  a diminution  of  the  vascular  mark- 
ings of  the  peripheral  lung  fields  and  promi- 
nent vascular  shadows  at  the  hilum.  The 
radiologists  may  be  able  to  arrive  at  the 
correct  diagnosis  after  angiocardiograms 
have  been  made.  The  electrocardiogram  find- 
ings vary  with  the  extent  of  the  thrombotic 
process.  One  may  find  normal  sinus  rhythm, 
right  axis  deviation,  and  pulmonary  P waves 
present  in  many  cases. 


DR.  HARRISON : We  might  have  been 
more  concerned  about  the  possibility  of  pul- 
monary artery  thrombosis  pre-operatively 
and  have  been  much  more  concerned  with  the 
revelation  of  the  greatly  enlarged  artery  con- 
taining the  thrombus,  but  I cannot  see  how 
this  would  have  altered  the  course  of  events 
as  we  knew  that  the  cancer  was  there  and 
some  effort  had  to  be  made  to  find  it. 
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Study  Uncovers  No  Evidence 
Hair  Spray  Harms  Lungs 

Animal  and  human  studies  have  produced  no  evidence  that  in- 
halation of  hair  spray  causes  lung  disease,  a medical  research  group 
has  reported. 

There  have  been  several  reports  inferring  that  particles  of  hair 
spray  components  accumulate  in  the  lungs  as  a result  of  inhalation, 
producing  a disease  termed  “hair  spray  thesaurosis”. 

However,  the  researchers  said,  the  existence  of  such  a disease 
has  not  been  established.  The  report  appears  in  the  June  15  issue  of 
the  Journal  of  the  American  Medical  Association. 
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AMA  Adopts  Three  Texas  Resolutions 


THREE  resolutions  presented  by  the  Texas 
delegation  were  favorably  received  and 
were  adopted  as  policy  of  the  American  Med- 
ical Association  at  its  112th  annual  meeting 
at  Atlantic  City  on  June  16-21. 

The  positive  measures  presented  by  the 
Texas  delegates  embraced  (1)  support  of 
legislation  designed  to  ease  the  tax  burden 
on  the  aged  and  those  who  support  them, 
(2)  support  of  a bid  which  would  give  the 
Veterans’  Affairs  Committee  of  the  U.S. 
House  of  Representatives  authority  to  ap- 
prove Veterans’  Administration  construction 
prior  to  the  appropriation  of  funds,  and  (3) 
support  of  Congressional  intent  on  radioac- 
tive drugs  as  expressed  in  the  Atomic  En- 
ergy Act  of  1954. 

Similar  resolutions  previously  had  been 
approved  by  the  House  of  Delegates  of  the 
Texas  Medical  Association  during  the  1963 
Annual  Session  in  Dallas. 

The  AMA  House  of  Delegates  reiterated 
support  of  four  principles,  and  asked  the 
88th  Congress  to  consider  them  favorably  in 
its  deliberations  on  tax  rate  deductions  and 
tax  revisions : 

1.  The  Internal  Revenue  Code  should  be 
amended  to  permit  a taxpayer  to  deduct  in 
full  the  amounts  paid  for  the  medical  care 
of  those  who  have  reached  age  65.  A tax- 
payer now  may  deduct  all  medical  expenses 
paid  on  behalf  of  his  or  his  spouse’s  65-year- 
old  father  or  mother.  Payment  of  medical 
expenses  for  other  persons  who  fall  within 
the  class  of  dependents  is  limited,  however, 
to  the  amount  which  exceeds  3 per  cent  of  the 
taxpayer’s  adjusted  gross  income.  It  is  pro- 
posed that  taxpayers  should  be  permitted  to 
deduct  any  medical  expenses  paid  by  them 
for  dependents  over  age  65,  without  regard 


to  the  3 per  cent  limitation  and  parental 
limitation,  and  without  regard  to  the  amount 
or  percentage  of  support  contributed  by  the 
taxpayer. 

2.  The  AMA  House  of  Delegates  also 
agreed  that  the  cost  of  drugs  should  be  con- 
sidered the  same  as  any  other  medical  ex- 
pense in  computing  the  medical  deduction 
based  upon  the  payment  of  medical  expenses 
of  a person  over  age  65.  Under  present  law 
the  total  amount  paid  for  drugs  must  first 
be  reduced  by  1 per  cent  of  the  taxpayer’s 
gross  income.  Only  the  remainder  is  deduc- 
tible. It  was  pointed  out  that  costly  drugs 
are  just  as  vital  to  medical  care  as  bedpans 
and  heating  pads,  yet  drugs  are  subject  to  a 
1 per  cent  limitation  while  appliances  are 
classed  simply  as  medical  expenses. 

3.  The  AMA  favors  amending  the  Internal 
Revenue  Code  to  permit  those  over  age  65  to 
receive  full  tax  benefit  for  medical  expenses 
by  use  of  “carry  forward”  and  “carry  back” 
principles.  Businesses  currently  are  permit- 
ted to  offset  losses  in  one  year  against  profits 
in  another  year.  The  corporation  with  a cur- 
rent year  profit  may  apply  the  prior  year 
loss  to  offset  part  or  all  of  that  profit.  The 
Texas  resolution  pointed  out  that  this  prin- 
ciple might  well  be  applied  to  medical  ex- 
penses of  the  elderly.  If  an  aged  person  has 
unusually  high  medical  expenses  in  one  year, 
he  or  she  should  be  permitted  to  carry  back 
(or  forward)  the  “excess”  so  that  the  tax 
benefit  will  not  be  lost  to  him. 

4.  The  AMA  supports  the  principle  that 
a tax  credit  should  be  provided  for  medical 
expenses  paid  by  over-age-65  taxpayers  with 
the  credit  related  to  income  and  medical  ex- 
penses. The  Texas  resolution  said  that  it  can 
be  demonstrated  that  added  personal  ex- 
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emption  for  age  provides  greatest  tax  relief 
where  it  is  least  needed.  The  same  applies 
with  even  greater  emphasis  to  medical  ex- 
pense deductions  for  older  people.  It  there- 
fore has  been  recommended  that  for  persons 
who  have  attained  age  65,  a credit  against 
tax  liability  should  be  used  instead  of  a medi- 
cal expense  deduction.  The  tax  credit  should 
be  related  to  the  amount  of  income  and  to 
medical  expenses  so  that  a taxpayer  who 
has  medical  expenses  which  are  large  in  pro- 
portion to  his  income  will  receive  the  greater 
amount  of  tax  relief. 

Acting  on  a resolution  proposed  by  the 
Texas  delegation,  the  AMA  House  of  Dele- 
gates voted  to  support  H.R.  4847  and  work 
to  influence  the  Congress  to  act  favorably 
on  the  bill. 

This  legislation  would  limit  the  authority 
of  the  Veterans’  Administration,  the  Bureau 
of  the  Budget,  and  the  President  to  propose 
new  veterans’  hospital  construction,  and 
would  require  that  any  proposed  new  build- 
ing be  approved  by  the  Veterans’  Affairs 
Committee  of  the  House  of  Representatives 
prior  to  the  appropriation  of  funds. 

Under  present  statutes,  the  President  of 
the  United  States  can  legally  propose  the  con- 
struction of  a new  veterans’  hospital  by  in- 
cluding the  item  in  his  annual  budget  mes- 
sage to  Congress,  without  consulting  the 
Veterans’  Affairs  Committee.  This  year, 
President  John  F.  Kennedy  has  proposed  the 
construction  of  a new  VA  Hospital  in  San 
Antonio  and  in  other  cities. 

The  Texas  resolution  pointed  out  that  this 
situation,  in  effect,  transfers  constitutional 
prerogatives  for  policy  on  internal  affairs 
from  the  Congress  to  the  Executive  Branch. 
It  also  violates  the  Congressional  mandate 
that  the  Veterans’  Affairs  Committee  exer- 
cise legislative  authority  over  the  activities 
of  the  Veterans’  Administration. 

Effective  testimony  on  this  resolution 
was  presented  by  Dr.  Milton  V.  Davis,  Chair- 
man of  the  TMA  Committee  on  Military  and 
Veterans  Affairs  before  the  AMA  Reference 
Committee.  The  AMA  House  of  Delegates 
subsequently  approved  the  TMA  resolution 
in  revised  form. 

In  another  Texas  resolution  it  was  pointed 
out  that  the  U.S.  Atomic  Energy  Commission 
has  an  effective  licensing  system  for  approv- 
al of  researchers  and  investigational  uses  to 
protect  the  health  and  safety  of  the  public. 
The  resolution  expressed  concern  in  regard 
to  regulations  proposed  by  the  Food  and 


Drug  Administration  which  it  said  would 
seriously  discourage  and  restrict  the  peaceful 
uses  of  atomic  energy. 

Dr.  Herbert  C.  Allen,  Jr.,  Houston,  chair- 
man of  the  TMA  Committee  on  Nuclear  Med- 
icine, told  the  AMA  Reference  Committee 
that  a complex  regulatory  system  consisting 
of  dual  governmental  regulation  by  two  sepa- 
rate federal  agencies  would  impair  the  utili- 
zation of  radio-pharmaceuticals  in  medicine. 
He  said  the  dual  system  would  make  it  more 
difficult  to  provide  radio-pharmaceuticals 
for  an  individual  investigator  to  enable  him 
to  pursue  original  ideas  of  his  own. 

The  AMA  House  of  Delegates  subsequently 
approved  the  Texas  resolution  opposing  the 
proposed  FDA  regulations  pertaining  to  ra- 
dio-pharmaceuticals. The  AMA  House  also 
agreed  to  support  new  legislation  in  the  88th 
Congress  designed  to  insure  that  previous 
Congressional  interest,  as  expressed  in  the 
Atomic  Energy  Act  of  1954,  should  continue 
to  be  the  governing  policy  of  all  federal 
agencies. 

Dr.  Rouse  Elected  AMA  Speaker; 

Heads  Medicine,  Pharmacy  Group 

Dr.  Milford  O.  Rouse,  Dallas,  was  elected 
Speaker  of  the  House  of  Delegates  at  the 
American  Medical  Association  1963  annual 
meeting  held  in  Atlantic  City,  N.J.,  June  16- 
21. 

Dr.  Rouse  is  the  first  Texan  ever  to  be 
selected  as  the  presiding  officer  of  the 
AMA’s  top  policy-making  body  which  is  com- 
posed of  227  delegates  of  constituent  state 
medical  societies,  including  9 from  Texas. 

Dr.  Rouse,  who  has  served  as  Vice  Speak- 
er of  the  House  of  Delegates  for  the  past 
four  years,  was  elected  unanimously.  In  the 
nominating  speech,  Dr.  J.  B.  Copeland,  San 
Antonio,  pointed  out  that  Dr.  Rouse  “is  an 
effective  presiding  officer,  he  is  extremely 
fair  and  considerate,  and  he  has  distin- 
guished himself  by  his  expeditious  handling 
of  the  business  of  the  House  of  Delegates  in 
his  role  as  Vice  Speaker.” 

Dr.  Rouse  also  has  been  named  chairman 
of  the  new  Joint  Commission  on  Medicine  and 
Pharmacy  which  is  to  explore  interprofes- 
sional relationships  of  the  two  professions. 

The  eight-member  commission  was  named 
by  the  American  Medical  Association  and 
leaders  of  the  pharmacy  profession,  with 
four  members  from  each  group. 

Decision  to  name  the  joint  commission  was 
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reached  last  May  at  a meeting  at  AMA  head- 
quarters in  Chicago  of  representatives  of  the 
American  Pharmaceutical  Association  and 
the  National  Association  of  Retail  Druggists 
with  the  Board  of  Trustees  and  the  Judicial 
Council  of  the  AMA.  The  meeting  was  ar- 
ranged by  the  AMA  Board  of  Trustees  to 
give  representatives  of  pharmacy  an  oppor- 
tunity to  discuss  the  recently  published  opin- 
ion of  the  Judicial  Council  regarding  physi- 
cian ownership  of  drug  stores,  drug-packag- 
ing houses,  and  pharmaceutical  companies. 


AMA  House  of  Delegates' 

Various  Actions  Reported 

Enlargement  of  the  Board  of  Trustees,  the 
sections  and  scientific  program  of  the  AMA, 
interns  and  residents,  a new  Institute  for 
Biomedical  Research,  a physician’s  pension 
plan,  and  the  relation  between  tobacco  and 
disease  were  among  the  major  subjects  acted 
upon  by  the  House  of  Delegates  at  the  Amer- 
ican Medical  Association’s  112th  annual 
meeting  held  June  16-20  in  Atlantic  City, 
according  to  a report  from  the  office  of  the 
AMA  Executive  Vice  President. 

Dr.  Norman  A.  Welch  of  Boston,  member 
of  the  House  of  Delegates  since  1951  and 
Speaker  of  the  House  since  1959,  was  named 
President-Elect  of  the  Association  by  accla- 
mation. Dr.  Welch  will  become  President  at 
the  June,  1964,  annual  meeting  in  San  Fran- 
cisco, succeeding  Dr.  Edward  R.  Annis  of 
Miami,  Fla.,  who  assumed  office  at  the  Tues- 
day night  inaugural  ceremony  in  Atlantic 
City. 

Final  registration  figures  at  the  meeting 
reached  a grand  total  of  36,811,  including 
12,924  physicians. 

In  considering  a variety  of  resolutions  and 
reports  which  have  been  of  interest  to  Texas 
physicians,  the  House  also  approved  a Judi- 
cial Council  opinion  on  physician  ownership 
of  drugstores,  drug  repackaging  houses  and 
pharmaceutical  companies.  It  agreed  with 
the  Council  on  Legislative  Activities  that  the 
House  should  take  no  official  position  on  the 
“Liberty  Amendment”  but  should  call  it  to 
the  attention  of  individual  physician  citizens. 

It  approved  an  alteration  in  the  Associa- 
tion Bylaws  which  states:  ‘‘The  Council  on 
Medical  Education  and  Hospitals  shall  con- 
sist of  ten  Active  or  Service  members  at  least 
one  of  whom  shall  be  a private  practitioner 
of  medicine  who  is  not  a faculty  member  of 


a medical  school  nor  a member  of  a staff  of 
a hospital  associated  with  a medical  school 
or  university.” 

The  House  urged  the  widest  dissemination 
to  AMA  members  of  a joint  report  by  the 
AMA  Council  on  Mental  Health  and  the  Na- 
tional Academy  of  Sciences-National  Re- 
search Council  on  the  use  of  narcotic  drugs 
in  medical  practice  and  the  medical  manage- 
ment of  narcotic  addicts. 

The  House  agreed  with  a Board  of  Trus- 
tees report  which  concluded  that  the  AMA 
should  defer  any  definitive  statement  regard- 
ing the  relationship  of  tobacco  and  disease. 
The  report  pointed  out  that  the  AMA  is  con- 
tinuing its  study  of  this  important  subject 
and  is  merely  deferring  any  public  pro- 
nouncement pending  the  availability  of  more 
information,  including  whatever  may  come 
from  the  study  of  a committee  appointed  by 
the  United  States  Public  Health  Service. 

In  taking  this  action,  the  House  declared 
that  extensive  research  is  still  necessary  for 
the  complete  answers  on  the  cause  and  ef- 
fect of  many  toxins,  including  tobacco.  How- 
ever, the  House  said  that  the  AMA  “has  a 
duty  to  point  out  the  effects  on  the  young  of 
the  use  of  toxic  materials,  including  tobacco, 
and  these  facts  should  be  disseminated,  par- 
ticularly in  our  schools.” 


TMA  Executive  Secretary 
Heads  Medical  Society  Executives 

C.  Lincoln  Williston,  Executive  Secretary 
of  Texas  Medical  Association  since  1954,  was 
installed  as  president  of  the  Medical  Society 
Executives  Association  at  their  annual  meet- 
ing which  immediately  preceded  the  1963 
American  Medical  Association  meeting  in  At- 
lantic City. 

He  presided  over  sessions  of  a three-day 
intensive  training  course  on  what  the  medi- 
cal society  executive  should  know. 

The  MSEA  is  comprised  of  350  executive 
officers  of  county,  state,  and  national  medi- 
cal societies. 

Prior  to  his  selection  as  president-elect  last 
year,  Mr.  Williston  had  served  two  years  on 
the  board  of  directors,  as  chairman  of  the 
educational  committee,  and  as  chairman  of 
the  nominations  committee  of  the  group. 

Other  activities  of  the  TMA  executive  in- 
clude being  former  chairman  of  the  public 
relations  advisory  committee  to  the  AMA, 
past  president  of  the  Rotary  Club  of  West 
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TMA  Executive  Secretary  C.  Lincoln  Williston  takes  the 
gavel  as  new  president  of  the  Medical  Society  Executives 
Association.  At  right  is  outgoing  president  Donald  L.  Tay- 
lor, executive  director  of  the  Iowa  Medical  Society. 

Austin,  and  immediate  past  chairman  of  the 
southwest  district  of  the  Public  Relations 
Society  of  America.  He  serves  on  the  board 
of  directors  of  the  United  Fund  of  Austin 
and  Travis  County  and  of  Seton  Hospital. 

Before  coming  to  TMA,  Mr.  Williston  was 
manager  of  the  Office  of  Public  Information 
of  the  University  of  Illinois  Chicago  Profes- 
sional Colleges. 


Tersery  Appoints  Committee 
On  Medicine,  Religion 

Dr.  Robert  Mayo  Tenery,  President  of  the 
Texas  Medical  Association,  has  begun  a seri- 
ous endeavor  to  unify  medicine  and  religion. 

He  has  appointed  a special  committee  to 
study  the  implementation  of  a program  in 
Texas  which  has  been  developed  by  the  De- 
partment of  Medicine  and  Religion  of  the 
American  Medical  Association.  Pilot  pro- 
grams were  undertaken  in  Abilene,  Pampa, 
and  Dallas,  and  in  other  cities  across  the 
nation  in  1961  and  1962. 

Members  of  the  Committee  include  Dr. 
Edwin  Goodall,  Breckenridge,  the  chairman 
and  a Presbyterian;  Dr.  H.  Frank  Carman, 
Dallas,  a Southern  Baptist;  Dr.  Howard  0. 
Smith,  Marlin,  an  Episcopalian;  Dr.  Travis 
Smith,  Abilene,  a Presbyterian;  Dr.  M.  0. 
Rouse,  Dallas,  a Southern  Baptist;  Dr.  John 
P.  McGraw,  Houston,  a Catholic;  and  Dr. 
Frank  Cohen,  Fort  Worth,  a Jew. 


Speaking  before  his  fellow  physicians  at 
the  recent  TMA  Annual  Session  in  Dallas, 
Dr.  Tenery  expressed  his  belief  that  this 
Committee  on  Medicine  and  Religion  might 
provide  an  answer  to  the  criticism  that  medi- 
cine has  changed  from  “an  art  with  a little 
science  to  a science  with  a little  art.” 

“We  need  to  consider  the  whole  man  . . . 
we  can  put  bones  together  but  we  cannot 
heal.  God  does  the  healing.  Better  under- 
standing between  the  ministry  and  the  physi- 
cians is  something  that  can  accomplish  a 
great  deal  in  the  years  ahead,”  he  said. 


Tenery,  Williston  To  Speak 
To  Texas  Pharmacists 

Dr.  Robert  Mayo  Tenery,  President  of 
Texas  Medical  Association,  and  C.  Lincoln 
Williston,  Executive  Secretary  of  the  Asso- 
ciation, will  be  guest  speakers  at  the  84th 
annual  meeting  and  exhibit  of  the  Texas 
Pharmaceutical  Association  in  San  Antonio 
July  21-24. 

Dr.  Tenery,  along  with  a hospital  admin- 
istrator and  a dentist,  will  participate  in  a 
panel  entitled,  “Our  Interdependence  With 
Pharmacy”.  The  discussion  is  a feature  of 
the  Tuesday  morning  general  session. 

Mr.  Williston  will  moderate  a panel  on 
“Health  Care  of  Our  Senior  Citizens”  which 
is  scheduled  for  the  closing  general  session 
on  Wednesday  afternoon.  W.  R.  McBee,  ex- 
ecutive director  of  Blue  Cross-Blue  Shield  of 
Texas,  and  Dr.  Franklin  F.  Ham  of  Cali- 
fornia will  participate  on  the  panel. 

“Accepting  the  Challenge  to  Our  Profes- 
sion” is  the  theme  of  the  four-day  meeting. 
The  group  will  meet  in  both  the  Villita  As- 
sembly Building  and  the  Granada  Hotel  and 
Inn. 

Entertainment  will  include  a “Fiesta 
Noche”  on  Sunday,  three  hospitality  hours, 
a dance  on  Monday,  a bierstube  on  Tuesday, 
and  a banquet  and  “Au  Revoir”  dance  on 
W ednesday. 


AHA  to  Meet  in  New  York  Aug.  26-29 

New  York  City  Coliseum  will  be  the  site 
of  the  1963  annual  meeting  of  the  American 
Hospital  Association  Aug.  26-29. 

The  four-day  meeting  will  include  both 
morning  and  afternoon  programs,  beginning 
on  Monday  afternoon,  Aug.  26. 
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Texas  Doctor  in  India 


Fighting  the  Cold  War  with  Missionary  Medicine 


//I  T’S  ONLY  BEEN  ten  days  since  I got 

| out  of  the  hospital,  Doctor.  Should  1 
wait  another  month  to  take  a bath?” 

The  dialogue  is  fictitious,  but  the  situation 
actually  confronted  Dr.  Kurt  Lekisch,  a Mid- 
land physician  who  is  now  serving  in  a mis- 
sionary hospital  in  South  India.  The  inquiry 
came  while  he  was  enjoying  dinner  at  the 
home  of  a Moslem  who  had  recently  been 
released  from  the  hospital  after  an  attack  of 
cholera. 

Dr.  Lekisch  did  not  report  what  he  replied 
to  his  host’s  question,  but  he  explained  in  a 
letter  to  the  Journal  that  the  Hindus  and 
Christians  bathe  often  in  India,  but  “the 
Moslems  are  somewhat  negligent  when  it 
comes  to  taking  a bath !” 

Dr.  Lekisch’s  term  in  India  was  arranged 
through  the  American  Medical  Association’s 
Department  of  International  Health. 
Through  this  department,  he  was  put  in 
touch  with  the  Christian  Medical  Council  for 
Overseas  Work  of  the  Lutheran  Church — 
Missouri  Synod.  This  group  accepted  him  in 
a new  one-year  program  of  voluntary  medi- 
cal assignment  and  offered  him  a choice  of 
countries — Nigeria  or  India.  Dr.  Lekisch 
chose  Asia  over  Africa. 

Poor  sanitation  and  its  two  sisters,  starva- 
tion and  poverty,  make  India  a hotbed  of 
medical  problems ; and  Dr.  Lekisch,  as  a med- 
ical missionary  at  Bethesda  Lutheran  Hos- 
pital in  Ambur,  South  India,  is  pitting  his 
talents,  along  with  those  of  five  of  his  asso- 
ciates at  the  hospital,  against  the  combined 
threat  to  the  health  of  that  exotic  land. 

“The  extreme  poverty  of  the  masses  of  the 
people  is  depressing,”  writes  the  Texas  phy- 
sician who  specializes  in  internal  medicine. 
“The  average  income  of  a tannery  worker 
or  a farm  coolie  for  eight  hours  work  is 
about  40  cents  per  day.”  With  this  kind  of 
income,  obtaining  a proper  diet  is  impossi- 
ble since  the  cost  of  living  has  risen  sharply 
in  India  during  the  past  few  years.  The  peo- 
ple’s diets  of  rice  and  rice  soup  are  some- 
times supplemented  with  American  milk 
powder  which  is  distributed  free  in  schools, 
churches,  and  hospitals ; unfortunately,  how- 
ever, about  a third  of  the  donated  powder  “is 
finding  its  way  to  the  black  market,”  accord- 
ing to  Dr.  Lekisch.  He  did  mention  though 


that  laws  passed  recently  to  condemn  the 
black  market  dealers  are  being  enforced. 

“Many  people,  including  children,  are  ex- 
isting on  starvation  diets,”  commented  Dr. 
Lekisch.  Milk,  eggs,  or  meat  cannot  be  ob- 
tained on  their  scanty  income.  Therefore,  he 
sees  many  patients  suffering  from  vitamin 
deficiency,  especially  vitamins  B,  and  B2. 
Most  Hindu  diets  consist  mainly  of  rice  and 
highly  seasoned  vegetables,  although  Mos- 
lems and  Christians  sometimes  add  chicken 
or  mutton.  Dr.  Lekisch  mentioned  that  “the 
frequency  of  cancer  of  the  esophagus  and 
stomach  is  amazing  and  possibly  can  be  ex- 
plained by  the  intake  of  highly  seasoned  food 
throughout  the  years.” 

Language  Barrier  a Problem 

Although  English  is  the  language  of  in- 
struction used  in  all  schools,  colleges,  and 
professional  institutions  throughout  India, 
and  only  medical  books  by  English  and 
American  authors  are  used,  Dr.  Lekisch  cites 
the  language  barrier  as  one  of  his  greatest 
problems.  Formerly,  only  five  year  mission 
terms  were  available,  and  missionary  nurses 
and  physicians  under  this  program  were  re- 
quired to  study  the  local  language  in  India 
for  one  year  before  they  began  their  special- 
ized medical  duties.  Under  the  new  one-year 
program,  however,  language  study  is  not  re- 
quired. 

Thus,  to  secure  medical  histories  from  the 
average  local  citizen,  Dr.  Lekisch  must  rely 
on  an  interpreter  who  speaks  both  English 
and  Tamil,  the  local  language.  This  is  often 
unsatisfactory.  Dr.  Lekisch  is  also  unable  to 
communicate  with  his  practical  nurses  who 
have  a very  limited  knowledge  of  English. 

At  the  hospital,  Dr.  Lekisch  is  one  of  two 
foreign  physicians,  the  other  being  a German 
surgeon  who  serves  as  medical  superintend- 
ent. In  addition,  there  are  four  Indian  physi- 
cians— three  women  and  one  man.  In  Am- 
bur, a city  of  43,000  population,  there  are 
13  physicians  in  private  practice  and  one  in 
charge  of  a Government  Clinic,  a free  clinic 
with  a patient  load  of  approximately  400  pa- 
tients daily.  This  ratio  is  quite  a bit  higher 
than  the  national  average  of  one  physician  to 
every  8,000  people. 
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“In  general,  one  can  say  that  highly 
trained  physicians  are  available  in  the  metro- 
politan areas,”  writes  the  Midland  doctor. 
India  thus  suffers  from  a problem  in  com- 
mon with  the  rest  of  the  world — distribution 
of  physicians. 

“All  of  the  physicians  employed  in  this 
hospital  are  allopathic  physicians,”  stated 
Dr.  Lekisch.  “Their  medical  training  has 
been  in  recognized  Indian  medical  schools.” 
However,  he  continued,  “the  standard  of  our 
medical  staff  may  be  explained  by  stating 
that  two  of  the  members  took  in  October, 
1962,  the  Educational  Council  for  Foreign 
Medical  Graduates  (ECFMG)  test  and 
passed  with  marks  higher  than  75  per  cent.” 
Although  he  personally  has  had  no  experi- 
ence with  their  results,  Dr.  Lekisch  stated 
that  ayurvedism,  Siddha,  and  Unani,  as  well 
as  homeopathy,  are  practiced  in  India. 

Bethesda  Lutheran  Hospital,  a 200  bed  in- 
stitution, is  65  per  cent  self-supporting,  with 
one  third  of  its  budget  coming  from  the 
headquarters  of  the  Lutheran  church — Mis- 
souri Synod,  in  St.  Louis.  Its  facilities  include 
a “comfortable,  air-conditioned  surgical  pa- 
vilion, a poorly  run  medical  laboratory,  an 
X-ray  department  which  includes  one  70  mm. 
chest  survey  machine  and  a 150  MA  Siemens 
Standard  apparatus  which  is  out  of  date,” 
according  to  the  Texas  doctor’s  description. 

The  hospital  is  divided  into  obstetrical, 
medical,  and  surgical  departments,  and  in 
1958,  an  independent  tuberculosis  ward  was 
added.  This  ward  is  supported  by  the  Wheat 
Ridge  Foundation,  a sister  organization  of 
the  Lutheran  church,  having  headquarters  in 
Chicago.  In  addition,  the  Foundation  sup- 
ports three  beds  on  the  surgical  chest  ward 
of  the  Vellore  Christian  Medical  College  Hos- 
pital, located  30  miles  east  of  Ambur.  The 
beds  are  always  occupied  by  patients  from 
the  tuberculosis  ward  at  Bethesda  Hospital, 
and  there  is  always  a waiting  list  for  these 
beds. 

When  Dr.  Lekisch  arrived  in  Ambur,  he 
found  the  tuberculosis  ward  (which  is  his 
special  domain ) dirty ; the  patients  were  pes- 
tered with  ants  and  flies,  and  food  was  scat- 
tered everywhere.  Now  the  ward  is  clean, 
and  the  nurses  cooperate  to  keep  it  that  way. 
However,  the  nurses’  cooperation  is  limited, 
for  as  Dr.  Lekisch  explains,  Indian  nurses 
often  feel  that  it  is  beneath  their  dignity  to 
clean  up  dirt.  They  call  the  person  working 
under  them,  who  in  turn  assigns  the  job  to 
the  person  under  him.  This  is  continued 


Dr.  Kurt  Lekisch  of  Midland  closely  examines  one  of  his 
patients  in  South  India.  The  Texas  physician  will  leave 
for  the  United  States  in  September,  after  completing  one 
year  of  voluntary  medical  missionary  work. 

down  to  the  lowest  employee.  Thus  energy 
and  time  are  lost  because  of  “incomplete 
communication  and  lack  of  trained  person- 
nel,” according  to  Dr.  Lekisch. 

Other  hospital  conditions  also  show  the 
vast  difference  between  India  and  the  U.  S. 
There  the  plumbing  equipment  leaks  (and  as 
Dr.  Lekisch  writes,  “The  plumber  and  his 
assistant  are  definitely  in  need  of  postgrad- 
uate work  in  their  chosen  profession!”),  and 
the  entire  hospital  has  only  one  phone.  Mes- 
sages are  delivered  from  one  part  of  the  hos- 
pital to  another  by  ward  ayahs  (cleaning 
women)  or  by  “latchies”  (cleaning  boys). 
Nurses  aides  and  nurses  consider  it  beneath 
them  to  deliver  messages. 

Hospital  Duties 

Dr.  Lekisch’s  duties  at  the  hospital  are  di- 
rected in  three  different  phases.  He  super- 
vises and  reports  all  diagnostic  X-ray  work 
in  the  hospital,  conducts  medical  consulta- 
tions by  appointment,  and  is  responsible  for 
the  over-all  guidance  of  the  tuberculosis 
work.  The  latter  duty  includes  overseeing  a 
ward  with  40  patients  and  a chest  clinic  with 
a patient  load  of  350  (each  patient  is  exam- 
ined once  a month).  His  tuberculosis  work 
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Dr.  Lekisch's  wife,  Dorle,  prepares  to  examine  a slide 
under  one  of  the  hospital  microscopes. 


also  includes  reading  and  reporting  X-ray 
films  secured  from  survey  work  of  the  en- 
tire population  of  Ambur. 

Tuberculosis  is  the  main  health  problem 
in  India.  Nearly  7,000,000  Indian  citizens 
are  afflicted  with  active  pulmonary  tubercu- 
losis, but  only  20,000  hospital  beds  are  avail- 
able for  them.  Therefore,  Indian  physicians 
and  doctors  interested  in  international  medi- 
cine have  developed  methods  for  simple  and 
practical  home  care  for  tuberculosis  patients. 
This  form  of  treatment  was  developed  by  the 
Tuberculosis  Chemotherapy  Research  Center 
in  Madras,  India,  an  institution  which  works 
with  the  Indian  Medical  Research  Council, 
the  British  Medical  Council,  the  World 
Health  Organization,  and  the  government  of 
the  State  of  Madras. 

At  present,  the  home  treatment  consists  of 
two  weekly  injections  of  streptomycin,  two 
injections  of  isonicotinic  acid  hy  dr  azide 
(I.N.H.),  and  daily  administration  of  vita- 
min Bo  to  prevent  peripheral  neuritis  caused 
by  the  I.N.H.  injections.  These  medications 
are  administered  by  medical  personnel. 

“The  regular  intake  of  these  drugs  has 
been  found  to  be  the  main  factor  in  cure, 
with  less  significance  attached  to  rest  and 


diet,”  writes  Dr.  Lekisch.  He  reported  that 
1,400  patients  and  their  contacts  (about  five 
contacts  per  patient)  under  such  domiciliary 
management  for  at  least  one  year  have  been 
followed  for  five  years,  and  that  the  recur- 
rence rate  of  active  tuberculosis  was  found 
to  be  between  only  3 and  5 per  cent.  Only 
2i/2  per  cent  of  the  entire  group  required 
surgery. 

The  institute  has  further  proven  through 
culture  methods  and  animal  experiments  that 
the  virulence  of  the  average  tuberculosis 
bacillus  in  India  is  less  severe  than  strains 
of  tuberculosis  bacilli  from  Britain. 


Gosha  Ladies  and  TB 

Secluded  ladies  and  tuberculosis  both  pre- 
sent problems,  but  seldom  do  they  combine 
to  present  a ticklish  situation  such  as  the  one 
now  facing  Dr.  Lekisch  and  his  Ambur  asso- 
ciates. The  physicians  are  preparing  to 
launch  an  extensive  bacille  calmette  Guerin 
(BCG)  immunization  program  in  their  area 
— a program  which  will  affect  the  entire 
population  and  its  battle  with  tuberculosis. 
However,  the  citizens  of  the  community  pre- 
sent a unique  situation — about  1,000  are 
Christian,  half  are  Hindu,  and  half  are  Mos- 
lem. The  success  of  the  program  depends  on 
immunizing  everyone,  yet  the  Moslems  keep 
their  women  in  complete  seclusion  from  the 
outside  world : they  are  known  as  Gosha  la- 
dies and  live  in  isolation  according  to  the 
Koran.  A solution  must  be  found  which  will 
allow  the  physicians  to  immunize  these  wom- 
en without  antagonizing  their  men. 

To  complicate  matters  further,  the  BCG 
program,  organized  on  a house-to-house 
basis,  “must  begin  at  5 a.m.  before  the  peo- 
ple leave  their  huts  for  work”,  reports  Dr. 
Lekisch. 

The  first  part  of  the  program  will  consist 
of  purified  protein  derivative  (PPD)  skin 
testing : persons  with  negative  reactions  will 
receive  the  new  Japanese  strain  BCG  vac- 
cine prepared  in  the  King  Institute  in  Mad- 
ras. The  Ambur  program  is  part  of  a nation- 
wide BCG  program,  based  on  the  findings  of 
the  National  Tuberculosis  Institute  in  Bang- 
alore and  the  World  Health  Organization. 
These  groups  established  that  200,000,000 
people  in  India  require  BCG  vaccine,  but  on- 
ly 70,000,000  have  been  immunized  so  far. 
Teams  are  trained  in  the  Bangalore  institu- 
tion for  four  months,  then  sent  out  to  carry  j 
out  the  protective  immunization. 
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“Diagnostic  medical  alertness  is  not  a req- 
uisite,” wrote  Dr.  Lekisch  of  medical  prac- 
tice in  India.  Most  of  the  diseases  encoun- 
tered have  “rather  obvious  clinical  impres- 
sions.” He  mentioned  in  particular  that  “the 
frequency  of  congenital  abnormalities  related 
to  the  cardiovascular  apparatus  is  astonish- 
ing.” “Hypertension,  which  is  known  as  es- 
sential hypertension,  is  a common  abnormal- 
ity. Rheumatic  fever  occurs  and  produces 
mitral  stenosis  in  patients  under  20.  Leprosy 
is  more  or  less  endemic  in  this  particular 
area.  Malignant  abnormalities  are  found 
here  in  younger  people,  and  obstetrical  com- 
plications are  common.  Typhoid  fever  is  di- 
agnosed throughout  the  year ; however,  chol- 
era is  seasonal.  Filariasis  is  common;  how- 
ever, malaria  has  been  more  or  less  eradi- 
cated due  to  WHO  programs.” 

Because  Indians  tend  to  intermarry  (and 
Dr.  Lekisch  suggests  that  this  is  due  to  a 
desire  to  keep  property  in  the  family),  di- 
abetes mellitus  is  very  common  in  India. 
However,  regardless  of  the  need,  insulin  is 
about  ten  times  more  expensive  there  than 
in  the  United  States.  This  is  unusual,  for  in 
general,  drugs  are  slightly  cheaper  there  than 
in  the  U.S.,  according  to  Dr.  Lekisch.  Un- 
realistic and  complicated  duty  restrictions 
handicap  the  shipments  of  medical  donations 
to  mission  hospitals  in  India,  but  all  major 
pharmaceutical  companies  throughout  the 
world  have  subsidiaries  in  India.  Dr.  Lekisch 
pointed  out  that  the  Chinese-Indian  conflict 
has  even  affected  the  medical  practice,  for 
the  drug  supply  is  from  time  to  time  ex- 
hausted and  difficult  to  replace  because  of 
the  conflict. 

Quackery  is  another  problem  which  besets 
both  Indian  physicians  and  the  mission  doc- 
tors. “Many  patients  submit  to  medical  care 
too  late,”  writes  Dr.  Lekisch.  Often  they 
have  consulted  “quacks”  before  securing 
standard  medical  care,  or  they  have  submit- 
ted to  herb  medicine  or  bone  setting  by  crude 
methods  which  are  practiced  throughout  the 
villages. 

If  a Christian  with  poor  qualifications  and 
a Moslem  or  Hindu  with  good  qualifications 
apply  for  the  same  job,  Dr.  Lekisch  pointed 
out  that  in  almost  every  case,  preference 
is  given  to  the  Christian  applicant.  This 
practice,  of  course,  does  not  help  to  attract 
qualified  Indian  natives  into  medical  fields. 

American  Prestige  Up 

Since  the  beginning  of  the  Chinese-Indian 


Standing  outside  Ambur  Mission  Hospital,  Dr.  Lekisch 
and  several  of  his  Indian  colleagues  and  assistants  show 
the  spirit  of  international  cooperation  that  makes  their 
missionary  medicine  successful. 

conflict,  Dr.  Lekisch  reports  that  American 
prestige  has  advanced  considerably  and  ap- 
preciation is  evident  for  the  contributions  of 
the  American  taxpayers.  Indian  youth  is  par- 
ticularly patriotic,  and  to  show  this,  Dr. 
Lekisch  cited  an  incident  that  occurred  at  a 
well-known  Indian  college  where  Krishna 
Menon  was  delivering  a speech.  The  students 
ended  his  presentation  unceremoniously  by 
snipping  the  wires  of  the  loud  speaker ! 

In  India,  two  different  types  of  medical 
schools  offer  education  to  future  physicians : 
the  mission  medical  schools  and  the  govern- 
ment medical  schools.  Dr.  Lekisch  explained 
that  the  mission  schools,  in  contrast  to  the 
government  schools,  are  “blessed  with  full- 
time directors  in  each  vital  department.”  In 
the  government  schools,  only  20  per  cent  of 
the  instructors  are  on  full-time  basis.  The 
department  heads  in  the  mission  schools  are 
usually  assigned  from  different  church 
groups,  and  their  support  comes  mainly 
from  Britain  and  the  U.S.  At  present,  three 
professors  covering  otolaryngology,  urology, 
and  pathology  are  teaching  in  India,  a long 
way  from  their  home  base,  the  College  of 
Medical  Evangelists  School  of  Medicine  in 
Loma  Linda,  Calif. 
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Two  medical  mission  schools  exist  in  India, 
one  of  which,  the  Vellore  Christian  Medical 
College,  is  located  quite  close  to  Ambur.  This 
school  was  founded  in  1924  by  Dr.  Ida  Scud- 
der,  whose  family  has  done  missionary  work 
in  that  vicinity  for  more  than  100  years.  Vel- 
lore was  started  for  Indian  girls  only,  but 
it  was  later  changed  to  a coed  school.  It 
limits  the  admission  of  non-Christian  medi- 
cal students  to  10  per  cent  in  each  class,  or 
five  each  year,  since  only  50  students  are 
admitted  annually.  The  requirement  is  only 
one  year  of  college  training,  but  the  pre- 
entrance test  demands  excellent  knowledge 
of  English,  since  all  teaching  is  done  in  Eng- 
lish and  all  ^textbooks  are  written  in  that 
language.  The  course  lasts  five  and  one-half 
years. 

Birth  control  and  family  planning  remain 
a troublesome  problem  in  the  Asian  country. 
Although  birth  control  offices  have  been  es- 
tablished in  connection  with  medical  schools 
and  government  hospitals,  they  have  not 
been  successful  because  90  per  cent  of  the 
Indian  population  resides  in  small  villages 
where  they  are  not  exposed  to  programs  of 
family  planning.  As  a result,  since  1947,  the 
population  has  expanded  by  60,000,000  peo- 
ple. 

Living  conditions  in  India  have  offered  no 
complications  for  Dr.  Lekisch  and  his  wife. 
When  they  leave  Ambur  in  September,  they 
will  return  to  Midland  leaving  behind  them 
that  American  rarity — a good  cook!  She  is 
an  Indian  who  was  originally  trained  by 
American  nurses  stationed  in  Ambur.  While 
in  India,  the  Lekisches  reside  in  a “comfort- 
able” building  which  they  share  with  the 
superintendent  of  nurses,  who  comes  from 
California,  and  the  chief  anesthetist,  a nurse 
retired  from  the  armed  forces.  The  doctor 
and  his  wife  occupy  quarters  which  include 
one  bedroom,  a spacious  veranda,  and  a bath. 
The  building  grounds  include  a garden. 

Dr.  Lekisch  is  now  working  on  the  prob- 
lem of  importing  from  Germany  an  electro- 
cardiogram machine  for  the  hospital,  but  the 
paper  work  requires  six  to  nine  months  to 
obtain  duty-free  import.  New  automobiles 
cannot  be  bought  in  India  because  the  armed 
forces  have  priority,  and  the  import  of  cars 
is  impossible  because  of  government  restric- 
tions. Nevertheless,  Dr.  Lekisch  secured  an 
Indian-built  Jeep  station  wagon  for  trans- 
portation use;  funds  for  this  Jeep  were  fur- 
nished by  Midland  friends.  However,  he  now 


fears  gasoline  rationing,  which  might  be 
brought  on  by  the  Chinese-Indian  conflict. 

Dr.  Lekisch  was  born  in  Germany,  but 
came  to  the  U.S.  in  1937,  practiced  in  Mid- 
land after  1940,  and  served  as  an  Army  med- 
ical officer  in  World  War  II.  In  November, 
Dr.  Lekisch  explained  his  departure  for  a 
foreign  land  in  this  way:  “My  country  has 
been  good  to  me,”  he  said.  “This  is  a part  of 
my  plan  to  fight  my  own  cold  war  for  my 
country.  The  saving  of  one  child’s  life  by  an 
American  in  a foreign  country  is  worth  more 
in  propaganda  value  than  millions  of  dollars 
in  foreign  aid.” 

Postgraduate  Courses 

Allergy,  Pittsburgh,  Pa.,  Oct.  14-18,  1963. 
— The  Sections  on  Allergy  of  the  Veterans’ 
and  Montefiore  Hospitals,  Pittsburgh,  Pa., 
will  present  an  intensive  five  day  course. 
This  course  is  intended  to  orient  the  internist 
and  the  general  physician  in  the  various 
phases  of  allergic  diseases.  Sessions  will  be 
held  daily  from  8:30  a.m.  to  5 p.m.  with 
scheduled  dinner  conferences  in  the  evenings. 
A distinguished  local  and  visiting  faculty  will 
present  cases  with  lectures  as  well  as  labora- 
tory demonstrations,  illustrating  various  clin- 
ical and  therapeutic  problems.  This  course 
should  also  be  of  interest  to  the  dermatolo- 
gist, the  rhinologist,  and  the  pediatrician  in- 
terested in  fundamental  concepts  involved  in 
the  care  of  allergic  patients.  The  registration 
fee  is  $85.  Inquiries  should  be  made  to:  Dr. 
Leo  H.  Criep,  Central  Allergy  Laboratory, 
Veterans’  Administration  Hospital,  Univer- 
sity Drive,  Pittsburgh  40,  Pa. 

Chemical  and  Biological  Defense,  bimonth- 
ly, Fort  McClellan,  Ala. — The  course,  which 
will  be  repeated  through  April,  1964,  is  con- 
ducted by  the  United  States  Public  Health 
Service,  Division  of  Health  Mobilization,  in 
cooperation  with  the  Army  Chemical  Corps 
School,  Fort  McClellan,  and  is  designed  to 
train  public  health  and  medical  personnel  in 
developing  chemical  and  biological  defense 
programs  within  states,  counties,  and  prin- 
cipal municipalities. 

There  is  no  tuition  fee  nor  is  security  clear- 
ance required.  Future  six-day  courses  are 
scheduled  to  begin  Aug.  19,  Oct.  14,  Dec.  9, 
1963,  and  Feb.  10  and  April  6,  1964.  One 
two- week  class  beginning  June  8,  1964,  has 
been  scheduled  for  the  presentation  of  the 
course,  “Public  Health  and  Medical  CBR  De- 
fense.” The  second  week  of  this  course  will 
be  devoted  to  Radiological  Defense. 
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Requests  for  enrollment  forms  and  further 
information  should  be  addressed  to:  Deputy 
Chief,  Training  Branch,  Division  of  Health 
Mobilization,  Public  Health  Service,  Depart- 
ment of  Health,  Education,  and  Welfare, 
Washington  25,  D.C. 

Brother  Physician  League 
Helps  Overseas  Doctors 

Physicians  serving  as  missionaries  in  for- 
eign lands  are  kept  in  touch  with  develop- 
ments in  their  own  country  through  the 
Brother  Physician  League,  a program  origi- 
nated by  the  Christian  Medical  Society. 

The  league  links  physicians  in  the  U.S. 
and  U.S.  physicians  overseas.  Under  the 
League  plan,  the  “at  home”  doctor  acquaints 
himself  through  correspondence  with  the 
medical  and  missionary  problems  of  the  over- 
seas doctor.  He  shares  current  medical  books 
or  journals,  offers  to  secure  consultation  on 
medical  problems,  and  helps  with  matters 
such  as  furlough  arrangements  or  postgrad- 
uate study. 

Information  on  the  Brother  Physician 
League  may  be  obtained  by  writing  to  J. 
Raymond  Knighton,  Christian  Medical  Soci- 
ety, 1122  Westgate,  Oak  Park,  111. 

Regular  Smallpox  Shots  Advised 
For  Many  Near  U.S.  Points  of  Entry 

Surgeon  General  Luther  L.  Terry  has  rec- 
ommended that  persons  who  work  in  and 
around  international  seaports,  airports,  and 
land  border  points  of  entry,  and  those  who 
meet  and  treat  the  sick,  be  vaccinated  against 
smallpox  at  least  every  three  years  and  pre- 
ferably every  year. 

The  recommendation  in  no  way  affects  the 
present  vaccination  requirement  for  persons 
entering  the  United  States.  They  must  have 
been  vaccinated  within  the  past  three  years. 

Commenting  on  the  recommendation,  Dr. 
Terry  said:  “Its  purpose  is  to  increase  and 
maintain  at  a high  level  the  protection 
against  smallpox  of  those  persons  who  are 
most  likely  to  have  contact  with  an  infected 
international  traveler.  These  persons  include 
port  workers ; airline  and  shipping  company 
employees ; taxi,  bus,  and  ambulance  drivers ; 
policemen;  porters;  restaurant,  hotel,  and 
laundry  workers ; and  physicians,  nurses,  and 
hospital  employees.  They  are  the  people  who 
are  most  liable  to  be  infected  by  a sick  trav- 
eler and  to  spread  smallpox  into  the  com- 
munity. 

“It  is  our  hope,”  Dr.  Terry  continued, 


“that  local  health  departments  and  employee 
health  services  in  port  areas  will  cooperate 
with  the  medical  officers  in  charge  of  our 
quarantine  stations  in  carrying  out  a volun- 
tary, continuing  program  of  smallpox  vac- 
cinations for  these  high-risk  groups.  The  jet 
airplane  has  brought  smallpox  to  our  door- 
steps and  the  danger  of  the  disease  being  im- 
ported into  the  United  States  has  therefore 
never  been  greater.  Our  recommended  pro- 
gram of  vaccinations  for  selected  employee 
groups,  in  conjunction  with  the  present  ef- 
forts of  the  American  Medical  Association  to 
raise  the  immunity  level  of  the  general  pop- 
ulation, would  go  a long  way  toward  prevent- 
ing or  containing  an  outbreak  of  smallpox 
should  an  infected  traveler  ever  slip  through 
our  quarantine  screen.” 

AMA  Announces  Symbol 
To  Aid  Emergency  Care 

The  American  Medical  Association  has 
announced  a new  universal  symbol  which 
will  tell  anyone  rendering  emergency  care 
to  a person  who  is  unconscious  or  otherwise 
unable  to  communicate  that  its  wearer  has  a 
special  physical  condition  requiring  special 
attention. 

The  symbol  may  be  displayed  on  a wrist- 
let, an  anklet,  a medallion  around  the  neck 
or  elsewhere.  The  symbol  will  be  a sign  that 
there  are  vital  medical  facts  on  a personal 
health  information  card  in  the  bearer’s  purse, 
wallet,  or  on  an  alerting  device.  These  cards 
have  been  printed  by  the  AMA  for  several 
years.  A similar  card  is  furnished  by  the 
Texas  Medical  Association. 

The  symbol  is  a hexagon-shaped  emblem 
containing  a six-pointed  figure,  or  sign  of 
life.  Superimposed  on  the  figure  is  a staff 
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with  a snake  entwined  about  it — the  staff 
of  Aesculapius,  the  insignia  of  the  medical 
profession. 

Baylor  Receives  Two  Grants 
From  Public  Health  Service 

Baylor  University  College  of  Medicine  has 
recently  been  notified  that  it  will  be  the  re- 
cipient of  two  Public  Health  Service  grants. 

One  is  a grant  giving  initial  support  to  a 
proposed  long-range  program  of  research  in 
human  virology.  The  grantee,  Joseph  L.  Mel- 
nick,  Ph.D.,  chairman  of  the  Department  of 
Virology  and  Epidemiology  at  Baylor,  cur- 
rently directs  a productive  research  program 
that  was  organized  at  Baylor  in  1958. 

The  new  grant  will  provide  funds  for  basic 
and  applied  studies.  Scientists  in  the  Baylor 
center  will  study  the  fine  structure  of  viruses 
by  physical  and  chemical  methods  and  will 
conduct  research  to  characterize  the  bio- 
chemical events  leading  to  virus  replication. 

In  addition  to  studying  viral  infection  at 
the  cellular  level,  the  investigators  will  un- 
dertake epidemiologic  and  immunologic  stud- 
ies in  the  hope  of  advancing  measures  for 
prevention,  diagnosis,  and  treatment  of  dis- 
eases caused  by  viruses. 

The  grant,  to  be  administered  by  the  Na- 
tional Institute  of  Allergy  and  Infectious 
Diseases  of  the  National  Institutes  of  Health, 
was  awarded  upon  the  recommendation  of 
the  National  Advisory  Allergy  and  Infectious 
Diseases  Council,  which  is  comprised  of  lead- 
ers in  science  and  public  affairs. 

The  Council,  which  recommended  approval 
of  the  grant  totaling  $73,139  providing  sup- 
port for  a five-month  period  of  this  year, 
has  recommended  continuing  support  at  a 
level  of  $150,000  annually  for  five  additional 
years. 

The  Surgeon  General,  commenting  on  the 
award,  said,  “Long-term  support  of  scien- 
tists in  different  disciplines  working  now  as 
a team  supplies  continuity  and  creates  a pro- 
ductive environment.” 

A second  grant  of  $32,356  to  Baylor  Uni- 
versity School  of  Medicine  provides  for  es- 
tablishment of  a six-bed  General  Clinical  Re- 
search Center  for  Chronic  Illness  at  Texas 
Institute  for  Rehabilitation  and  Research 
(TIRR),  Houston.  Principal  Investigator  is 
Dr.  Stanley  W.  Olson.  TIRR  is  a 55-bed  re- 
search hospital  whose  professional  staff  is 
composed  of  full-time  members  of  the  Baylor 
faculty. 


PR  in  Dr/s  Office 
To  Be  Discussed  Sept.  28 

Public  relations  in  the  doctor’s  office  will 
be  under  discussion  on  Sept.  28  when  the 
Texas  Medical  Association  Public  Relations 
Conference  is  held  in  Austin. 

The  day’s  program  will  include  presenta- 
tions by  five  guest  speakers  and  two  panels, 
committee  and  council  meetings,  a luncheon 
for  all  participants  at  the  Headquarters 
Building,  a hospitality  hour  hosted  by  the 
Charles  0.  Finley  Co.,  and  the  Texas  Tech- 
nological College-University  of  Texas  foot- 
ball game  at  7 :30  p.m.  at  Memorial  Stadium. 
On  Sunday,  Sept.  29,  the  Executive  Board 
will  meet. 

Four  of  the  five  guest  speakers  have  been 
secured.  These  include  Jim  Reed  of  Chicago, 
director  of  the  AMA  Communications  Divi- 
sion; Leonard  E.  Read,  Irvington-on-Hudson, 
N.Y.,  president  of  Foundation  for  Economic 
Research;  Dr.  William  H.  Gordon,  Lubbock, 
TMA  Vice  President;  and  the  Rev.  Robert  E. 
Richards,  youth  leader  and  lecturer  from  La 
Verne,  Calif.  Dr.  Robert  Mayo  Tenery,  Pres- 
ident of  TMA,  will  also  address  the  confer- 
ees. 

The  morning  panel  speakers  will  stress  the 
idea  that  public  relations  begins  at  home. 
“Operation  Hometown”  will  be  summarized, 
the  public  relations  value  of  community 
health  projects  will  be  outlined,  and  the  ma- 
terials available  on  the  1963-1964  high  school 
debate  topic,  “Resolved,  That  Social  Security 
Benefits  Should  Be  Extended  to  Include 
Complete  Medical  Care”,  will  be  listed. 

The  afternoon  panel  speakers  will  attack 
the  problem  of  public  relations  in  the  doctor’s 
office  in  discussing  doctor-patient  relation- 
ships, office  management,  and  the  public  re- 
lations role  of  the  office  assistant. 


Si4M,A  Chooses  Texans 

Jack  H.  Henry,  a junior  at  the  University 
of  Texas  Southwestern  Medical  School  in 
Dallas,  has  been  elected  one  of  seven  regional 
vice  presidents  of  the  Student  American 
Medical  Association  for  the  1963-1964  term. 

Another  Texas  student,  David  M.  Kerr,  a 
freshman  at  the  University  of  Texas  Medical 
Branch,  Galveston,  is  the  winner  in  the 
medical  illustration  category  of  the  medical 
art  competition  conducted  by  SAMA.  His 
entry  was  entitled  “Claw  Hand  Deformity”. 


722 


TEXAS  State  Journal  of  Medicine 


Personals 

A flair  for  writing  and  a love  for  the  stars 
made  Dr.  Howard  Stanley  Aronson  of  Dallas 
a natural  to  create  an  astronomy  book,  but 
Dr.  Aronson’s  book  is  special  in  that  it  is 
written  for  children.  “Heavenly  Zoo”,  a 
child’s  book  telling  the  story  of  the  stars  and 
their  courses,  is  one  result  of  the  physi- 
cian’s many-faceted  interests.  He  is  also  the 
author  of  “Zeb  Pike”,  one  of  the  American 
hero  series,  which  reveals  his  interest  in  his- 
tory as  well. 

Dr.  Aronson  was  recently  honored  at  a 
“Heavenly  Zoo”  autograph  party  at  the  Cen- 
tral Texas  Museum  in  Salado. 

- o - 

A Highlands  doctor  who  has  practiced 
medicine  for  more  than  50  years,  Dr.  Charles 
R.  Waters,  was  awarded  a plaque  by  the 
Highlands  Rotary  Club  in  recognition  of  his 
special  service  to  the  club  and  the  commun- 
ity. Dr.  Waters  is  a former  president  of  the 
organization. 

- o - 

Dr.  Mike  A.  Adkisson  of  Greenville  is  the 
recent  recipient  of  one  of  the  15  residency 
fellowships  in  pediatrics  which  were  award- 
ed to  doctors  in  12  states  by  Wyeth  Labora- 
tories. The  fellowship  provides  $4,800  to  fi- 
nance two  years  of  advanced  study  in  pedi- 
atrics. 

- o - 

Dr.  Donald  L.  Paulson  of  Dallas  was  re- 
cently elected  District  12  Regent  by  the 
American  College  of  Chest  Physicians  at  its 
29th  annual  meeting  in  Atlantic  City. 

- o - 

Dr.  John  P.  McGovern  of  Houston  has 
been  elected  president  of  the  American  As- 
sociation for  the  Study  of  Headache. 

- o — 

Dr.  William  A.  Spencer,  Houston,  director 
of  the  Texas  Institute  for  Rehabilitation  and 
Research  at  the  Texas  Medical  Center,  is  a 
member  of  a special  committee  which  au- 
thored a report,  “Areawide  Planning  of  Fa- 
cilities for  Rehabilitation  Administration,” 
one  of  a series  of  Public  Health  Service  docu- 
ments on  health  facility  planning. 

- o - 

Dr.  Sidney  Stout  of  Fort  Worth  was  in 
charge  of  a program  on  civil  defense  at  a 
recent  meeting  of  the  Tarrant  County  Medi- 
cal Society. 


Dr.  J.  Arnold  Bargen, 
senior  gastroenterologist 
at  the  Scott  and  White 
Clinic,  Temple,  since 
1960,  has  been  named  di- 
rector of  Medical  Educa- 
tion for  the  Scott  and 
White  Memorial  Hospital 
and  Scott,  Sherwood  and 
Brindley  Foundation.  Dr. 

Bargen  assumed  the  di-  Dr.  Bargen 

rector’s  post  July  1 and 
is  now  directing  the  intern  and  resident 
training  programs  carried  out  at  the  institu- 
tion. The  new  post  of  Director  of  Medical 
Education  has  been  created  by  Scott  and 
White  to  greatly  expand  its  training  program 
for  intern  and  resident  physicians. 

- o - 

Donald  M.  Anderson,  TMA  Assistant  Ex- 
ecutive Secretary,  has  been  named  executive 
vice  president  of  the  Texas  Society  of  Asso- 
ciation Executives. 

- o - 

Dr.  Leo  J.  Peters,  Schulenburg,  has  been 
named  that  city’s  outstanding  citizen  of  the 
year  at  a recent  Chamber  of  Commerce  ban- 
quet. 


School  of  Nursing  Dean 
At  UT  Medical  Branch  Retires 

After  serving  as  Pro- 
fessor and  Dean  of  the 
School  of  Nursing  at  the 
University  of  Texas  Med- 
ical Branch  in  Galveston 
for  21  years,  Marjorie 
Bartholf  retired  June  1. 

During  her  tenure  at 
the  nursing  school,  899 
nurses  have  been  gradu- 
ated; this  is  more  than 
half  of  all  the  nurses 
graduated  from  the  school  in  its  73  year 
history. 

“It  has  ever  been  her  dedication  never  to 
lose  sight  for  one  minute  of  the  therapeutic 
power  of  tender  loving  care,  but  rather  to 
make  this  meaningful  as  tender,  loving,  and 
knowledgeable  care  of  the  patient  in  distress 
and  pain,”  said  Dr.  John  B.  Truslow,  execu- 
tive dean  and  director  of  the  medical  branch, 
in  tribute  to  Miss  Bartholf. 


Marjorie  Bartholf 
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MEDICOLEGAL  NOTES 


Physicians  May  Release  Material 
For  Statistical  Studies 


Statistical  studies,  so  necessary  in  estab- 
lishing a basis  for  medical  research,  have 
been  hampered  materially  in  recent  years 
because  doctors,  hospitals,  and  similar  medi- 
cal organizations  have  felt  that  to  divulge 
information  from  patient  records  to  groups 
making  statistical  surveys  would  constitute 
a breach  of  the  confidential  relationship  be- 
tween the  patient  and  the  doctor,  hospital,  or 
medical  organization.  This  would  subject 
such  medical  persons  or  organizations  to  civil 
liability  for  the  breach  of  a patient’s  right 
of  privacy.  This  feeling  was  justified  and 
well  founded.  Instances  of  such  litigation 
occurred  in  Texas  and  in  other  states.  As  a 
result,  those  research  groups  working  to 
eliminate  the  mortality  and  morbidity  of 
certain  diseases  and  illnesses  were  hampered 
in  their  efforts. 

Recognizing  this  problem,  the  Texas  Medi- 
cal Association  joined  forces  with  the  Texas 
Hospital  Association  and  other  allied,  health- 
oriented  groups  to  support  legislation  that 
would  exempt  these  research  facilities,  as 
well  as  the  organizations  supplying  statistics, 
from  legal  liability  for  furnishing  such  in- 
formation. 

The  purpose  of  the  legislation  was  to  allow 
confidential  information  to  be  received  by 
the  State  Department  of  Health,  medical  or- 
ganizations, hospitals,  hospital  committees, 
or  other  organizations  in  the  course  of  a 
medical  study  for  the  purpose  of  reducing 
morbidity  or  mortality.  Such  information  and 
material  were  to  be  furnished  and  used  only 
for  the  purpose  of  advancing  medical  re- 
search, medical  education,  statistical  and 
other  studies,  with  the  purpose  of  exempting 
from  legal  liability  those  furnishing  such 
information  as  well  as  those  studying  and 
publishing  the  results  and  summaries  of  such 
studies. 

The  pertinent  sections  of  the  legislation 
which  finally  passed  are  as  follows : 

Sec.  1.  Any  person,  hospital,  sanitorium,  nurs- 
ing or  rest  home,  medical  society,  cancer  registry, 
or  other  organization  may  provide  information, 
interviews,  reports,  statements,  memoranda,  or 
other  data  relating  to  the  condition  and  treatment 
of  any  person  to  the  State  Department  of  Health, 


medical  organizations,  hospitals  and  hospital  com- 
mittees, to  be  used  in  the  course  of  any  study  for 
the  purpose  of  reducing  morbidity  or  mortality, 
and  no  liability  of  any  kind  or  character  for  dam- 
ages or  other  relief  shall  arise  or  be  enforced 
against  any  person  or  organization  by  reason  of 
having  provided  such  information  or  material, 
or  by  reason  of  having  released  or  published  the 
findings  and  conclusions  of  such  groups  to  ad- 
vance medical  research  and  medical  education, 
or  by  reason  of  having  released  or  published 
generally  a summary  of  such  studies. 

Sec.  2.  The  State  Department  of  Health,  medi- 
cal organizations,  hospitals  and  hospital  commit- 
tees shall  use  or  publish  said  material  only  for  the 
purpose  of  advancing  medical  research  or  medical 
education  in  the  interest  of  reducing  morbidity 
or  mortality,  except  that  a summary  of  such 
studies  may  be  released  by  any  such  group  for 
general  publication.  In  all  events  the  identity  of 
any  person  whose  condition  or  treatment  has  been 
studied  shall  be  confidential  and  shall  not  be  re- 
vealed under  any  circumstances.  All  information, 
interviews,  reports,  statements,  memoranda,  or 
other  data  furnished  by  reason  of  this  Act  and 
any  findings  or  conclusions  resulting  from  such 
studies  are  declared  to  be  privileged. 

It  is  to  be  noted  that  under  no  circum- 
stances are  the  names  of  persons  involved  to 
be  revealed.  The  question,  “Why  was  it  nec- 
essary that  names  be  included  in  the  first 
place?”  was  asked  initially  when  this  matter 
was  being  considered  by  the  Legislature. 
Those  involved  in  the  statistical  studies 
pointed  out  that  many  times  the  statistics 
that  they  received,  where  no  names  were  for- 
warded to  them,  resulted  in  overlapping  and 
duplication,  consequently  the  final  statistical 
analysis  of  a particular  disease  or  illness  was 
inaccurate  to  the  extent  of  such  duplication 
and  repetition.  Section  2 indicates  that  pro- 
vision for  the  protection  of  the  individual  has 
been  made  and  the  problem  of  duplication 
which  had  previously  hindered  statistical 
surveys  has  been  met. 

The  result  of  this  legislative  effort  on  the 
part  of  members  of  the  health  professions  is 
to  insure  that  the  dread  diseases,  which  take 
such  a grim  toll,  can  be  attacked  on  a sound 
and  reliable  statistical  basis. 

— Philip  R.  Overton,  LL.B., 
General  Counsel, 

Texas  Medical  Association. 
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Statement  on  Use  of  Narcotics, 
Management  of  Addicts  Approved 

The  American  Medical  Association  has  ap- 
proved a statement  of  the  Association’s 
Council  on  Mental  Health  and  the  National 
Academy  of  Sciences-National  Research 
Council  regarding  the  use  of  narcotic  drugs 
in  medical  practice  and  the  medical  manage- 
ment of  narcotic  addicts. 

The  statement  emphasized  that  laws  and 
regulations  controlling  narcotics  are  not 
meant  to  interfere  with  the  legal  and  medi- 
cally sound  administration  of  these  drugs  in 
legitimate  medical  practice.  For  purposes  of 
the  document,  the  WHO  definition  of  addic- 
tion was  adopted.  Included  were  the  follow- 
ing conclusions : 

All  addicted  persons,  including  those  in 
confinement,  should  be  given  a humane  medi- 
cal withdrawal  under  medical  supervision. 
There  is  no  excuse  for  the  so-called  cold  tur- 
key treatment.  The  optimal  conditions  for 
carrying  out  withdrawal  treatment  are  found 
in  a closed,  specialized  narcotic  treatment 
unit,  since  it  requires  a drug-free  environ- 
ment. Oral  methadon  may  be  supplied  on  a 
daily  dose  basis  to  protect  an  addict  from 
withdrawal  symptoms  for  a period  up  to 
ten  days  or  two  weeks  if  the  attending  physi- 
cian has  confirmed  that  the  patient  has  been 
accepted  for,  and  is  awaiting,  admission  to 
a facility  for  the  treatment  of  narcotic  addic- 
tion. 

The  statement  was  explicit  in  its  approval 
of  continued  research  on  the  problems  of 
addiction:  “Many  of  the  restrictions  on  the 
use  of  narcotics  in  general  medical  practice 
may  properly  be  modified  for  the  purpose  of 
carrying  out  bona  fide  research  activities 
since  research  creates  special  requirements. 
Such  activities  must,  however,  be  carried  out 
within  the  limits  of  ethical  medical  practice 
as  applied  to  research.” 


Pamphlets 

“Diabetes — What  You  Don’t  Know  Can 
Hurt  You”,  is  a new  physicians’  waiting 
room  pamphlet,  prepared  by  the  Ames  Com- 
pany, Inc.,  of  Elkhart,  Ind. 

The  pamphlet,  designed  for  the  physicians’ 
patients,  deals  with  the  signs  and  symptoms 
of  diabetes  and  the  importance  of  detecting 
diabetes  early.  Attention  is  called  to  the  esti- 


mated 1,500,000  unknown  diabetics,  the 
warning  signs  of  diabetes  and  the  dangers 
of  untreated  diabetes. 

Single  copies  of  the  booklet,  “A  List  of 
Current  Health  Insurance  Books”,  published 
by  the  Health  Insurance  Institute,  are  avail- 
able without  charge  from  the  Institute. 

The  booklet  is  a 40-page  bibliography,  the 
fifth  annual  one  published,  which  can  serve 
as  a reference  on  current  writings  on  all 
facets  of  health  insurance.  It  lists  162  indi- 
vidual publications  and  is  divided  into  11  sec- 
tions, including  general  insurance,  gerontol- 
ogy, social  security,  statistics,  and  period- 
icals. 


Freeport  Citizens  Given 
Free  Glaucoma  Tests 

Free  glaucoma  tests  were  offered  to  all 
Freeport  citizens  on  May  27  by  the  Brazoria 
County  Medical  Society,  working  in  coopera- 
tion with  the  Houston  Ophthalmological  So- 
ciety and  the  Texas  Society  for  the  Preven- 
tion of  Blindness. 

The  simple  test,  which  used  a tonometer  to 
register  the  pressure  inside  the  eyeball,  was 
administered  as  a public  service  by  volunteer 
eye  specialists  from  the  county  medical  soci- 
ety. They  were  assisted  by  nurses  from  the 
area  hospitals. 

Tests  were  given  between  7 and  9:30  p.m. 
in  the  Freeport  Junior  High  School  cafeteria. 

The  Fraternal  Order  of  Eagles  of  Brazos- 
port  sponsored  the  tests  for  glaucoma.  Ad- 
vance publicity  pointed  out  that  the  tests  are 
painless  and  that  a few  minutes  of  a person’s 
time  now  may  prevent  partial  or  total  blind- 
ness in  later  years. 


Dallas  To  Host  Physical 
Medicine  Group  Aug.  26 

Physicians  interested  in  attending  the  an- 
nual meeting  of  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation  should 
reserve  Aug.  26  for  that  event. 

The  group  will  meet  at  the  Sheraton-Dal- 
las  Hotel  in  Dallas. 

Information  may  be  obtained  from  Dr. 
Max  K.  Newman,  President,  American  Acad- 
emy of  Physical  Medicine  and  Rehabilitation, 
30  North  Michigan  Ave.,  Chicago  2. 
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Bibliography  on  School  Health 


Immunizations  and  physical  examinations 
required  for  school  children  will  confront 
many  physicians  in  the  next  several  weeks 
before  school  opens.  As  a service  to  Texas 
physicians,  the  Memorial  Library  has  com- 
piled the  following  list  of  writings  on  school 
health : 

Abrams,  I.:  Evaluation  of  Tape  Recording  of 
Heart  Sounds  on  Mass  Scale  in  School  Children, 
J.  Sch.  Health  33:62  (Feb.)  1963. 

American  School  Health  Association:  Eye  Health 
Programs:  Statement  of  Policy  by  American  School 
Health  Association,  J.  Sch.  Health  33:263  (June) 
1963. 

Berger,  K. : Kindergartners — on  Doctors  and 
Health  Practices,  Western  J.  Surg.  68:335  (Sept.- 
Oct.)  1960. 

Bibliography  on  Misconceptions  Related  to  Health, 
J.  Sch.  Health  32:412  (Dec.)  1962. 

Black,  M.  E.,  et  al.:  III.  Supervision  of  Speech 
and  Hearing  Programs,  J.  Speech  Hearing  Dis. 
supp.  8:22  (July)  1961. 

Bloch,  W.  H. : Medical  Aspects  of  Wrestling 
Among  High  School  Students,  J.  Sch.  Health  33:76 
(Feb.)  1963. 

Brashear,  R.  G.:  Medical  Problems  in  Organiza- 
tion of  Athletic  Program,  Postgrad.  Med.  28:360 
(Oct.)  1960. 

Bumbalo,  T.  S.:  Tuberculosis  in  Children,  J.  Sch. 
Health  33:111  (March)  1963. 

Bungham,  D.  S.,  et  al. : Public  School  Speech  and 
Hearing  Services.  IV.  Program  Organization  and 
Management,  J.  Speech  Hearing  Dis.  supp.  8:33 
(July)  1961. 

Burnett,  J.  H. : Supervision  of  Football  in  Bos- 
ton High  Schools,  J.  Iowa  Med.  Soc.  50:605  (Oct.) 
1960. 

Cade,  O.  R.:  Ages  One  to  Six — Getting  Ready 
Years,  Wisconsin  Med.  J.  58:709  (Dec.)  1959. 

Chapman,  M.  E.,  et  al. : VI.  Clinical  Practice: 
Remedial  Procedures,  J.  Speech  Hearing  Dis.  supp. 
8:58  (July)  1961. 

Cockbum,  T.  A.:  Changes  in  School  Health  Pro- 
gram, Cincinnati  J.  Med.  43:531  (Dec.)  1962. 

Corliss,  L.  M.:  Report  of  Denver  Research  Project 
on  Health  Interests  of  Children,  J.  Sch.  Health  32 : 
355  (Nov.)  1962. 

Curry,  F.  J.:  Tuberculin  Skin  Testing  in  San 
Francisco  Schools  as  Instrument  of  Tuberculosis 
Casefinding,  Dis.  Chest  42:489  (Nov.)  1962. 

Dietrich,  H.  F.:  Selected  Immunizations  in  Child- 
hood, Postgrad.  Med.  32:41  (Nov.)  1962. 

Diskan,  S.  M.:  Eye  Health  Screening  in  Schools, 
Med.  Times  87:1311  (Oct.)  1959. 

Dreizen,  S.,  and  Stone,  R.  E.:  Human  Nutritive 
and  Growth  Failure,  Postgrad.  Med.  32:381  (Oct.) 
1962. 

Emery,  F.  C.:  School  Physical  Examinations,  J. 
Maine  Med.  Ass.  52:358  (Dec.)  1961. 

Garber,  A.  T.:  School  Health  Record  Keeping,  J. 
Sch.  Health  33:125  (March)  1963. 

Guthrie,  E.  H.,  et  al.:  Research  Needs  and  Bottle- 
necks in  School  Health,  Amer.  J.  Public  Health  51 : 
1525  (Oct.)  1961. 


Harlan,  H.  R. : Modern  Approaches  to  School 
Dental  Health  Programs,  JAMA  171:62  (Sept.  5) 
1959. 

Hudson,  P.,  and  Levitas,  I.  M.:  New  Look  in 
School  Health  Programs,  J.  Med.  Soc.  New  Jersey 
56:496  (Aug.)  1959. 

Hunter,  A.  M.,  et  al. : Compulsory  and  Voluntary 
School  Immunization  Programs  in  United  States,  J. 
Sch.  Health  33:98  (March)  1963. 

Irvine,  E.  D.:  Medical  Examination  at  School, 
Lancet  1:52  (Jan.  5)  1963. 

Johns,  J.  J.:  For  Healthier  Children,  Texas  J. 
Med.  58:261  (April)  1962. 

Kaplan,  A.  J. : Preventive  Psychiatry  in  Public 
Schools,  Med.  Times  90 : 1045  (Oct.)  1962. 

Kau,  M.  C.  W.,  and  Edgar,  K.  J.:  Dental  Find- 
ings: High  Caries  Rate  School  Health  Service  Eval- 
uation Study,  Hawaii  Med.  J.  22:107  (Nov.-Dee.) 
1962. 

Lanciano,  R.  C.:  Observations  of  Visually  Handi- 
capped and  Cross-Eyed  School  Children,  Clin.  Pediat. 
1:157  (Dec.)  1962.' 

Lampe,  J.  M.:  Hyperactivity  in  Children,  J.  Sch. 
Health  33:86  (Feb.)  1963. 

Lampe,  J.  M.:  Medical  Basis  for  Restriction  from 
Athletic  Competition — Orthopedic  Viewpoint,  J.  Sch. 
Health  33:87  (Feb.)  1963. 

Lampe,  J.  M.:  Handedness  and  School  Progress, 
J.  Sch.  Health  33:228  (May)  1963. 

Lavietes,  R. : Teacher’s  Role  in  Education  of  Emo- 
tionally Disturbed  Child,  Amer.  J.  Orthopsychiat. 
32:854  (Oct.)  1962. 

Lawson,  L.  J.,  Jr.,  et  al. : Eye  Health  Program 
in  Public  Schools,  Pediatrics  24:458  (Sept.)  1959. 

Lippman,  O.:  Ophthalmology  and  School  Health, 
Amer.  J.  Ophthal.  52:278  (Aug.  6)  1961. 

Mand,  C.  L.:  School  Environment  and  Emotional 
Health,  J.  Sch.  Health  32:375  (Nov.)  1962. 

Mantz,  G.  K. : Safety  Education  in  Public  Schools, 
Nurs.  Outlook  10:661  (Oct.)  1962. 

Mattison,  B.  F.:  Working  Together  for  School 
Health,  J.  Sch.  Health  33:158  (April)  1963. 

Medical  Examination  at  School,  Lancet  2:1259 
(Dec.  15)  1962. 

Mitchell,  H.  H.,  and  Peeples,  W.  J.:  Newer  Con- 
cepts of  School  Health  Services,  JAMA  171:2060 
(Dec.  12)  1959. 

National  Medical  Foundation  for  Eye  Care,  Iden- 
tification of  School  Children  Requiring  Eye  Care, 
Report  to  Educators  and  Physicians,  No.  7,  1959. 

Olshaker,  B.:  Pediatric  Psychiatry  in  School 
Health  Seivices  Program,  Med.  Ann.  DC  29:89 
(Feb.)  1960. 

Pollack,  J. : Preschool  Examination,  Clin.  Proc. 
Child.  Hosp.  18:332  (NoW)  1962. 

Radin,  S.  S.:  Mental  Health  Problems  of  School 
Children,  J.  Sch.  Health  32:390  (Dec.)  1962. 

Radin,  S.  S.:  Mental  Health  Problems  of  School 
Children,  J.  Sch.  Health  33:250  (June)  1963. 

Randall,  H.  B.:  Adolescent  in  School,  J.  Amer. 
Med.  Worn.  Ass.  17:728  (Sept.)  1962. 

Randall,  H.  B.:  Respiratory  Infections  in  School, 
J.  Sch.  Health  32:195  (May) ‘l962. 

Reichert,  J.  L. : Role  of  Medical  Society  School 
Health  Committee,  J.  Sch.  Health  33:1  (Jan.)  1963. 

Schwartz,  W.  F. : Some  Pragmatic  Considerations 
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in  Venereal  Disease  Education,  J.  Sch.  Health  33:164 
(April)  1963. 

Sharp,  E.  G.:  Changing  Role  of  Physician  Serv- 
ing School,  JAMA  171:67  (Sept.  5)  1959. 

School  Health  Policies,  Pediatrics  24:672  (Oct.) 
1959, 

Scurletis,  T.  D.,  et  al.:  Immunization  Study  of 
First  Grade  Children  in  North  Carolina,  1961-1962, 
N.  Carolina  Med.  J.  23:562  (Dec.)  1962. 

Shaw,  J.  H.:  Health  Needs  in  School  Athletic 
Programs,  J.  Sch.  Health  33:205  (May)  1963. 

Sterky,  G. : Diabetic  Schoolchildren,  Acta  Paediat. 
supp.  144:1,  1963. 

Stevens,  J.  B.:  Orthopedic  Conditions  of  Children, 
J.  Sch.  Health  33:210  (May)  1963. 

Stine,  O.  C.:  Trends  in  Health  Education  by  Phy- 
sicians in  Child  Health  Conferences  in  Baltimore, 
1821-1959,  Maryland  Med.  J.  11:589  (Nov.)  1962. 

Taylor,  L.  L. : 100%  Is  Not  Always  Good,  J.  Sch. 
Health  32:385  (Dec.)  1962. 

Texas  State  Department  of  Health  and  Texas 
Education  Agency,  Hearing  Conservation  Program 
for  Children  of  Texas,  Austin,  Texas  State  Depart- 
ment of  Health,  1957. 

Walker,  C.  H.  M.:  Cardiac  Sounds  and  Murmurs 
in  Children : Evaluation  with  Stethoscope,  J.  Sch. 
Health  33:195  (May)  1963. 

Warner,  B.  E.:  Relationships  Between  Health  and 
Socio-Moral  Behavior  Pertinent  to  Health  Guidance, 
J.  Sch.  Health  32:368  (Nov.)  1962. 

Weber,  F.  J.,  and  Hetzneeker,  W.  H. : Radiation 
and  Child  Health,  Pediatrics  28:147  (July)  1961. 

Zigler,  E.,  and  de  Labry,  J.:  Concept-Switching 
in  Middle-class,  Lower-class  and  Retarded  Children, 
J.  Abnorm.  Soc.  Psychol.  65:267  (Oct.)  1962. 

Zinner,  E.  M.:  Role  of  Speech  Correctionist  as 
Colleague  on  School  Health  Team,  J.  Sch.  Health 
33:193  (May)  1963. 


Book  Notes 

Resistance  of  Bacteria  to  the  Penicillins.  Ciba  Foun- 
dation Study  Group  No.  13.  A.  V.  S.  De  Reuck 
and  Margaret  P.  Cameron,  Eds.  123  pp.  Boston, 
Little,  Brown  and  Co.,  1962.  $2.95. 


Dictionary  of  Erotic  Literature.  Harry  E.  Wedeck. 
552  pp.  New  York,  Philosophical  Library,  1962. 
$10. 

New  Films  in  TMA  Library 

Poisonous  Snakes.  Sound,  color,  15  minutes,  lay, 
1962. 

An  IDENTIFICATION  sequence  of  poisonous 
snakes  in  the  United  States  that  are  of  the 
greatest  significance  to  man  is  presented.  In- 
cludes establishing  close  ups,  and  extreme 
close  ups,  as  well  as  habitats  in  which  each 
may  be  found.  A brief  sequence  reviewing 
the  key  steps  in  first  aid  treatment  for  snake 
bite  follows.  The  final  sequence  brings  out 
ways  to  prevent  snake  bites. 


"This  jury  duty  is  fun.  Today  we  tried  a malpractice  case 
on  that  doctor  that  called  me  fat." 


Recent  Deaths 


DR.  J.  CHAPA-BADILLO 

Dr.  Jesus  Chapa-Badillo,  who  had  prac- 
ticed in  Laredo  for  24  years,  died  there  of 
carcinoma  of  the  liver  on  March  22.  He  was 
70. 

The  physician  was  born  at  Atotonilco, 
Hidalgo,  Mexico,  on  Dec.  28,  1892,  the  son  of 
Juvencio  Chapa  and  Trinidad  Badillo.  On 
Jan.  29,  1922,  he  married  Miss  Aurora  Garza 
in  Laredo. 

Dr.  Chapa-Badillo  received  his  preliminary 
education  in  Tulancingo,  Hidalgo,  and  was 


graduated  from  the  Escuela  Nacional  de 
Medicina  Homeopatica  del  Institute  Politec- 
nico  Nacional  in  Mexico  City  on  June  11, 
1916.  His  degree  was  revalidated  by  the  Es- 
cuela Nacional  de  Medicina  in  Mexico  City  in 
1928.  During  World  War  I,  he  served  as  an 
active  member  of  the  Mexican  Red  Cross, 
and  in  1919,  he  joined  the  U.S.  Army  as  a 
private  in  the  medical  department  in  Texas 
at  Fort  McIntosh  and  later  at  Fort  Sam 
Houston.  He  was  honorably  discharged  with 
the  rank  of  sergeant. 

In  1920  when  he  took  his  examination  be- 


Volume  59,  JULY,  1963 


727 


fore  the  Texas  State  Board  of  Medical  Exam- 
iners, he  made  a grade  of  94.5,  reportedly 
one  of  the  highest  grades  made  to  that  date. 

From  1916  to  1918,  Dr.  Chapa-Badillo 
practiced  in  Tacubaya,  Distrito  Federal,  and 
from  1918  to  May,  1919,  he  practiced  at 
Atotonilco.  After  the  war,  he  practiced  a few 
months  in  Laredo,  then  returned  in  1922  to 
Atotonilco,  where  he  remained  until  1923. 
At  that  time  he  moved  to  Pachuca,  Hidalgo, 
where  he  served  as  physician  and  surgeon 
for  the  American  Mines  Company  for  12 
years.  In  1934,  he  resigned  and  returned  to 
practice  in  Atotonilco,  where  he  remained 
until  December,  1938,  when  he  decided  to  re- 
turn to  Texas  where  educational  facilities 
were  better.  He  practiced  in  Laredo  from 
1939  until  his  death. 

Between  1921  and  1924,  the  physician  was 
a member  of  Webb  County  Medical  Society, 
and  in  1939,  he  rejoined  the  same  society, 
which  now  includes  Webb,  Zapata,  and  Jim 
Hogg  Counties.  He  was  a member  of  the 
American  Medical  Association  and  was  elect- 
ed to  honorary  membership  in  the  Texas 
Medical  Association  in  1961. 

Dr.  Chapa-Badillo  became  an  American 
citizen  in  1920,  but  lost  his  citizenship  while 
lie  lived  in  Mexico.  He  made  application  for 
reinstatement  and  again  became  a citizen  in 
1945. 

Dr.  Chapa-Badillo  is  survived  by  his  wife ; 
two  daughters,  Mrs.  Richard  K.  Finlay  of 
Little  Rock,  Ark.,  and  Mrs.  Peter  A.  Cous- 
soulis,  Jr.,  of  Laredo;  and  six  grandchildren. 
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DR.  E.  D.  McKAY 

Dr.  Edward  Danson  McKay  of  Amarillo 
was  killed  May  13  in  an  airplane  crash  near 
Stillwater,  Okla.  The  52-year-old  ophthalmol- 
ogist was  the  only  occupant  of  the  single- 
engine plane  en  route  to  Amarillo  from  Still- 
water where  he  had  been  to  visit  his  daugh- 
ter, Kay,  a student  at  Oklahoma  State  Uni- 
versity. 

Dr.  McKay  was  a director  of  the  American 
National  Bank  of  Amarillo  and  was  a vice 
president  of  the  Panhandle-Plains  Historical 
Society.  He  was  a member  of  the  Potter-Ran- 
dall  Counties  Medical  Society,  the  American 
Medical  Association,  the  Texas  Medical  As- 
sociation, Texas  Society  of  Ophthalmology 
and  Otolaryngology,  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  and 
the  American  College  of  Surgeons. 

He  was  born  April  5,  1911,  in  Oklahoma 
City.  His  parents  were  Mr.  and  Mrs.  Edward 
F.  McKay.  He  was  graduated  in  1935  from 
the  University  of  Oklahoma  School  of  Medi- 
cine at  Norman.  He  served  his  internship  at 
Evanston,  111.,  at  Evanston  Hospital.  He 
served  his  residency  at  the  Episcopal  Eye 
and  Ear  Hospital  in  Washington,  D.C.,  and 
received  postgraduate  training  at  New  York 
Polyclinic  Hospital,  New  York  Eye  and  Ear 
Infirmary,  and  Indiana  University. 

He  was  certified  by  the  American  Board 
of  Ophthalmolgy  and  the  American  Board  of 
Otolaryngology  in  1943.  He  practiced  at  Mi- 
ami, Okla.,  Oklahoma  City  Clinic,  Scott  and 
White  Clinic  in  Temple,  Tex.,  and  moved  to 
Amarillo  in  1952. 
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Dr.  McKay  was  a major  in  the  U.S.  Army 
medical  corps  from  1942  to  1946. 

He  was  a member  and  a ruling  elder  of 
Westminster  Presbyterian  Church,  and  a 
member  of  the  Khiva  Temple,  and  the  Ama- 
rillo Rotary  Club. 

He  married  his  wife,  formerly  Charlotte 
Sears,  in  Oklahoma  City  in  August,  1935. 
She  survives  as  do  three  sons,  Joe  McKay  of 
Lubbock,  Pete  McKay  of  Amarillo,  and  Dick 
McKay,  a student  at  Sherman ; his  daughter, 
Kay;  and  two  grandchildren  of  Lubbock. 

j 

DR.  M.  N.  KLEBAN 

Dr.  M.  Nathan  Kleban,  president  of  Texas 
Medical  Association’s  District  1,  died  May 
26  in  El  Paso.  The  46-year-old  internist  had 
begun  his  practice  there  in  1955. 

A native  of  San  Antonio,  he  attended  San 
Antonio  schools,  San  Antonio  Junior  College, 
St.  Mary’s  University,  and  received  his  B.A. 
degree  from  Trinity  University.  He  received 
his  M.D.  degree  from  Southwestern  Medical 
School  in  Dallas  and  interned  at  Johns  Hop- 
kins Hospital  in  Baltimore,  Md.  He  did  resi- 
dencies at  Parkland  Hospital  and  Timber- 
lawn  Sanitarium  in  Dallas. 

He  was  chief  of  staff  at  the  R.  E.  Thoma- 
son General  Hospital  and  vice  chief  of  staff 
at  Providence  Memorial  Hospital  in  El  Paso. 
He  was  chairman  of  the  medical  advisory 
board  of  the  Planned  Parenthood  Center,  a 
director  of  the  Cielo  Vista  Optimist  Club,  a 
member  of  the  Phi  Delta  Epsilon  medical 
fraternity,  the  Alpha  Omega  Alpha  honor 
medical  society,  and  the  Alpha  Pi  Alpha  fra- 
ternity. 

He  was  certified  by  the  American  Board  of 
Internal  Medicine  and  was  an  associate  of 
the  American  College  of  Physicians.  He  was 
a member  of  the  Southern  Medical  Associa- 
tion, the  Texas  Society  of  Internal  Medicine, 
American  Society  of  Internal  Medicine,  Tex- 
as Heart  Association,  American  Heart  As- 
sociation, the  National  Rehabilitation  Asso- 
ciation, the  American  Association  for  the 
Advancement  of  Science,  El  Paso  County 
Medical  Society,  Texas  Medical  Association, 
and  American  Medical  Association. 

His  hobbies  were  tennis,  swimming,  and 
music. 

Survivors  include  his  widow,  the  former 
Fay  Sitton  of  Pyote;  a daughter,  Mary 
Adelia ; and  a son,  John  Andrew,  all  of  El 
Paso. 


DR.  B.  M.  WORKS 

Dr.  Bynum  McWhorter  Works  of  Browns- 
ville died  at  his  home  April  5 at  the  age  of  71. 

He  was  born  in  Georgetown,  June  16,  1891, 
and  his  parents  were  William  Wesley  and 
Belle  (McWhorter)  Works.  He  attended 
Waxahachie  High  School  and  received  his 
bachelor  of  arts  degree  from  Trinity  Univer- 
sity in  Waxahachie  in  1913.  His  M.D.  degree 
was  conferred  by  the  University  of  Texas 
Medical  Branch  in  1918. 

He  interned  at  John  Sealy  Hospital  in  Gal- 
veston and  served  a residency  at  Philadelphia 
General  Plospital  in  Philadelphia,  in  1918- 
1919.  Following  this  he  did  postgraduate 
work  at  Loyola  University  in  New  Orleans. 
Later,  in  1936,  he  took  further  advanced 
training  at  Stanford  University  School  of 
Medicine,  San  Francisco,  in  radiology. 

He  was  a general  practitioner  in  Browns- 
ville from  1919  until  1944  when  he  limited 
his  practice  to  radiology. 

Certified  in  1919  by  the  National  Board  of 
Medical  Examiners,  he  was  a former  presi- 
dent of  Mercy  Hospital  staff  in  Brownsville 
and  a member  of  the  Cameron-Willacy  Coun- 
ties Medical  Society,  the  Texas  Medical  As- 
sociation, the  American  Medical  Association, 
and  the  Texas  Radiological  Society. 

He  was  a member  of  the  Unitarian  church 
and  various  civic  and  service  organizations, 
and  was  former  president  of  the  Rotary 
club.  During  World  War  II  he  served  on  the 
draft  board  and  on  the  committee  on  mili- 
tary affairs  of  the  county  medical  society. 

He  was  the  original  radiologist  director  of 
the  Mercy  Hospital  school  of  x-ray  technol- 
ogy. He  was  closely  associated  with  the  work 
of  his  county  tuberculosis  association  and 
was  one  of  its  directors  during  his  active 
years  of  practice.  He  was  radiologist  for  the 
Brownsville  tuberculosis  clinic  and  for  the 
Brownsville  Medical  Service  for  the  Indigent 
from  its  origin  in  1956  until  his  death. 

He  was  interested  in  scouting  and  formed 
the  first  Cub  Scout  den  in  Brownsville.  His 
hobbies  included  traveling,  hunting,  fishing, 
golf,  piano  playing,  glee  club,  and  photog- 
raphy. 

He  married  a former  registered  nurse, 
Anna  Lee  Konzack  of  Alta  Loma,  Tex.,  on 
May  1,  1919,  in  Philadelphia. 

Mrs.  Works  survives  as  do  two  sons,  Dr. 
Lee  Works  of  Brownsville  who  had  practiced 
radiology  with  his  father,  and  Dr.  B.  M. 
Works,  Jr.,  a general  practitioner  in  San  An- 
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tonio;  one  daughter,  Anne  Works  Harris, 
now  at  the  University  of  Texas  in  Austin; 
and  two  brothers,  Dr.  Royal  Leone  Works  of 
Los  Angeles  and  William  Dabney  Works  of 
Chicago. 


DR.  S.  W.  LESTER 

Dr.  Stanley  Wilson  Lester,  50,  died  May 
12  in  a Port  Lavaca  hospital  after  a week’s 
illness.  He  had  suffered  a coronary  throm- 
bosis at  his  home  on  May  6. 

He  was  chief  of  staff  of  the  Champ  Tray- 
lor Memorial  Hospital  and  was  county  health 
officer,  having  practiced  medicine  in  Port 
Lavaca  since  June,  1939.  He  began  the  organ- 
ization of  the  local  hospital  in  January,  1946, 
and  had  been  associated  with  it  continuously 
since  its  opening  in  April,  1951. 

During  World  War  II,  Dr.  Lester  served 
four  and  a half  years  with  the  armed  forces. 
He  spent  two  and  a half  years  in  the  Aleu- 
tian Islands  and  one  year  in  Luzon,  Philip- 
pines, and  held  the  rank  of  major. 

Dr.  Lester  was  born  in  Big  Spring,  Dec. 
6,  1912,  the  son  of  Frank  and  Mattie  Belle 
(Stanley)  Lester. 

He  attended  Colorado  Agricultural  and 
Mechanical  College  at  Fort  Collins  for  three 
years  and  was  graduated  from  the  Univer- 
sity of  Colorado  School  of  Medicine  where 
he  was  one  of  five  members  of  his  class 
named  to  Alpha  Omega  Alpha  medical  fra- 
ternity. He  served  a one  year  junior  intern- 


ship and  an  18-month  senior  internship  at 
Denver  General  Hospital. 

Dr.  Lester  was  a member  of  the  American 
Medical  Association,  the  Texas  Medical  As- 
sociation, and  was  a past  president  of  the 
Victoria-Calhoun-Goliad  Counties  Medical 
Society.  He  had  been  president  of  the  Cal- 
houn County  School  Board,  and  was  one  of 
the  organizers  of  the  Hatch  Bend  Country 
Club. 

He  was  also  one  of  the  organizers  of  the 
First  National  Bank  of  Port  Lavaca  and 
served  as  chairman  of  the  board  of  directors. 

He  was  a member  of  the  Chamber  of  Com- 
merce, the  Calhoun  County  United  Fund,  Ro- 
tary Club,  and  the  First  Methodist  Church. 
He  served  as  the  first  company  physician  for 
the  Aluminum  Company  of  America’s  Point 
Comfort  Works. 

Dr.  Lester  was  also  a farmer,  fisherman, 
golfer,  and  aviator  and  piloted  his  own  plane. 

In  1952,  he  was  named  Calhoun  County’s 
outstanding  citizen  of  the  year.  He  was  the 
first  president  of  the  Calhoun  Medical  Staff, 
the  local  Heart  Association,  the  local  United 
Fund,  and  the  local  TB  Association. 

He  was  married  to  the  former  Miss  Isabel 
Thon  in  September,  1937,  in  Idaho  Springs, 
Colo.  Besides  his  wife,  he  is  survived  by  two 
sons,  Stanley  Patterson  and  Thon  Wilson; 
and  one  daughter,  Christina,  all  of  Port  La- 
vaca; two  sisters,  Mrs.  Paula  Dotson  of  Big 
Spring  and  Mrs.  Lois  Schwartz  of  Los  An- 
geles; two  brothers,  Noel  Lester  and  Howard 
Lester,  both  of  Big  Spring. 

DR.  R.  B.  ANDERSON 

Dr.  Roland  Ballard  Anderson,  Port  Arthur 
health  officer  and  physician  since  1947,  died 
May  16  of  coronary  thrombosis. 

He  was  born  Oct.  23,  1909,  in  Sherman, 
the  son  of  Reuben  Bennet  and  Pearl  E.  (For- 
man) Anderson.  He  attended  school  in  Se- 
guin  and  at  the  University  of  Texas  before 
going  to  Baylor  University  College  of  Medi- 
cine to  receive  his  degree  in  1935.  He  in- 
terned at  City  and  County  Hospital  in  Fort 
Worth,  and  served  a-surgical  residency  at 
Memorial  Hospital  in  Houston. 

During  World  War  II  he  served  in  the 
U.S.  Navy  in  the  South  Pacific. 

He  was  a member  of  the  American  Medi- 
cal Association,  the  Texas  Medical  Associa- 
tion, and  the  Jefferson  County  Medical  Soci- 
ety. He  belonged  to  the  Baptist  church. 

He  was  married  to  Fo.v  Beatrice  Walden 
of  Dallas  on  May  18,  1940,  in  Hillsboro. 
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Mrs.  Anderson  survives  as  do  his  mother 
of  Seguin ; a sister,  Mrs.  Martha  Machemehl, 
also  of  Seguin ; and  two  nephews. 

DR.  L.  E.  BUSH 

Dr.  Leonard  Ewing  Bush  of  Huntsville 
died  May  7 at  his  home  of  a coronary  occlu- 
sion. 

Dr.  Bush  was  born  July  6,  1902,  in  Hunts- 
ville. His  parents  were  Dr.  Leonard  Holmes 
and  Mary  (Read)  Bush.  He  received  his  ear- 
ly education  in  the  public  schools  of  Hunts- 
ville and  was  graduated  from  Columbia  Mili- 
tary Academy,  Columbia,  Tenn.,  in  1920.  He 
did  his  premedical  work  at  Rice  Institute 
(now  Rice  University)  and  at  Southwestern 
University.  He  was  a member  of  Kappa  Sig- 
ma fraternity. 

He  was  graduated  from  Tulane  University 
School  of  Medicine  in  New  Orleans  in  1928 
and  was  a member  of  Phi  Chi  medical  fra- 
ternity. After  his  internship  at  Scott  and 
White  Hospital,  Temple,  he  entered  the  Grad- 
uate School  of  Medicine  at  the  University  of 
Pennsylvania,  Philadelphia,  Pa.  He  served  a 
residency  in  surgery  at  Rutherford  Hospital, 
Rutherfordton,  N.C. 

He  began  his  medical  practice  in  Houston 
in  September,  1931.  In  1934,  he  moved  to 
Huntsville  to  be  associated  with  his  father. 

He  married  Josephine  Miller  on  Nov.  10, 
1935,  in  Huntsville. 

He  served  as  medical  director  of  Sam 
Houston  State  Teachers  College  in  Huntsville 
for  several  years. 


During  World  War  II,  he  served  as  a com- 
mander in  the  U.S.  Naval  Reserve  from 
March,  1942,  to  January,  1946,  seeing  duty 
in  the  United  States  and  the  South  Pacific. 
He  returned  to  Huntsville  and  practiced 
there  until  August,  1952,  when  he  accepted 
a position  with  Brown  and  Root,  Inc.,  and 
moved  to  Port  Lavaca  for  three  years.  While 
in  Port  Lavaca  he  served  as  chief  of  staff 
of  the  Calhoun  County  Memorial  Hospital 
for  one  year.  Returning  to  Huntsville  in 
1955,  he  joined  the  medical  staff  of  the  Texas 
Department  of  Corrections  where  he  prac- 
ticed for  eight  years  until  illness  forced  his 
retirement  in  April,  1963. 

He  was  a member  of  the  Walker-Madison- 
Trinity  Counties  Medical  Society,  the  Texas 
Medical  Association,  the  American  Medical 
Association,  the  Postgraduate  Medical  As- 
sembly of  South  Texas,  and  the  American 
and  Texas  Academies  of  General  Practice. 
He  served  as  the  first  president  of  the  Ninth 
District  Medical  Society  and  had  served  sev- 
eral times  as  president  of  his  county  medical 
society.  Several  times  he  was  chief  of  staff 
of  the  Huntsville  Memorial  Hospital.  He  was 
one  of  the  founders  of  the  Postgraduate  Med- 
ical Assembly  of  South  Texas. 

He  was  a member  of  the  Methodist  church 
and  on  its  official  board  at  Huntsville. 

Survivors  include  his  wife  of  Huntsville; 
two  sisters,  Mrs.  James  J.  Thomason  of 
Huntsville,  and  Mrs.  Clement  S.  Keator  of 
Philadelphia,  Pa. ; one  nephew,  James  Leon- 
ard Thomason  of  Littleton,  Colo. ; and  one 
niece,  Katharine  Thomason  of  Huntsville. 
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Dr.  William  Franklin  Benson,  a Pasadena 
pediatrician,  was  killed  in  a boating  accident 
April  16  near  Houston.  Another  physician 
killed  in  the  accident  was  Dr.  Immanuel 
Frederick  Uetzmann,  also  of  Pasadena. 

Dr.  Benson,  44,  was  born  April  1,  1919,  in 
Cleburne.  He  was  the  son  of  William  Earl 
Benson  of  Fort  Worth  and  the  late  Ola 
(Sherrel)  Benson. 

He  attended  school  in  Gainesville,  went  to 
Texas  A&M  College  for  a year,  and  received 
a bachelor  of  science  degree  from  North  Tex- 
as State  Teachers  College  in  1939  (now 
North  Texas  State  University).  He  was 
graduated  from  the  University  of  Tennessee 
with  an  M.D.  degree  in  1943.  His  internship 
was  served  at  Jeff  Davis  Hospital  and  his 
residency  in  Hermann  Hospital,  both  in 
Houston. 

He  was  certified  by  the  American  Board 
of  Pediatrics  in  1955. 

A navy  veteran  of  World  War  11,  he  had 
practiced  medicine  in  Brady,  Brownwood, 
and  Pasadena.  He  was  a clinical  instructor 
at  Baylor  University  College  of  Medicine  in 
Houston. 

He  was  the  author  of  an  article  published 
in  GP  in  1950. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
and  the  Harris  County  Medical  Society.  He 
also  belonged  to  the  Texas  Pediatric  Society 
and  American  Academy  of  Pediatrics.  He 
was  an  Episcopalian,  Shriner,  and  Mason. 

His  hobbies  were  fishing  and  flying. 
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He  is  survived  by  his  wife,  Mary  (Swart- 
out)  Benson,  and  two  children,  William 
Franklin,  Jr.,  and  Mary  Catherine,  of 
Brownwood;  and  his  father  of  Fort  Worth. 

DR.  I.  F.  UETZMANN 

Dr.  Immanuel  Frederick  Uetzmann  of 
Pasadena,  an  obstetrician-gynecologist,  lost 
his  life  in  a boating  accident  April  16  near 
Houston  together  with  another  Pasadena 
physician,  Dr.  William  F.  Benson. 

Dr.  Uetzmann  was  born  Aug.  12,  1927,  in 
Watertown,  Wis.  His  parents  are  the  Rev. 
and  Mrs.  1.  G.  Uetzmann  of  Watertown,  Wis. 
He  attended  Northwestern  Preparatory 
School  in  Watertown,  Wis.,  Northwestern 
College,  Watertown,  Wis.,  and  the  Univer- 
sity of  Wisconsin,  Madison,  Wis.  He  received 
his  B.S.  and  M.D.  degrees  there. 

He  came  to  Texas  to  intern  at  Baptist  Me- 
morial Hospital  in  San  Antonio  and  to  serve 
a residency  there  and  at  the  USAF  Hospital 
in  Houston.  He  served  two  years  as  a U.S. 
Air  Force  captain  at  Ellington  Air  Force 
Base,  Tex. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
and  the  Harris  County  Medical  Society. 

He  was  a member  of  Nu  Sigma  Nu  medi- 
cal fraternity  and  the  Lutheran  church.  His 
hobbies  were  hunting,  fishing,  nature  lore, 
and  bowling. 

Survivors  include  his  parents  and  two  sis- 
ters of  Wisconsin  and  a daughter,  Carolyn, 
of  Dallas. 
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An  internationally  recognized  orthopedist, 
Dr.  George  William  Nordholtz  Eggers,  67, 
died  in  New  York  City  on  May  2.  He  was 
there  to  attend  the  centennial  celebration  of 
the  Hospital  for  Special  Surgery.  He  was  one 
of  the  guests  of  honor  as  president  of  the 
American  Orthopaedic  Association  and  be- 
cause of  his  long  and  distinguished  services 
in  the  field  of  orthopedic  surgery  and  trau- 
matology. 

Dr.  Eggers,  who  was  professor  of  ortho- 
pedic surgery  and  chief  of  the  division  of 
orthopedic  surgery  at  the  University  of  Tex- 
as Medical  Branch  in  Galveston,  was  a na- 
tive of  Galveston.  He  was  born  Jan.  28,  1896, 
and  was  the  son  of  Emil  E.  F.  and  Gertrude 
(Mensman)  Eggers.  He  married  Edith  Sykes 
of  Galveston  on  Dec.  31,  1923. 

He  attended  Ball  High  School  in  Galveston 
and  received  his  undergraduate  degree  in 
1917  from  Rice  Institute,  now  Rice  Univer- 
sity. His  medical  degree  was  granted  in 
1923  by  the  University  of  Texas  Medical 
Branch  in  Galveston.  He  interned  at  Charity 
Hospital  in  New  Orleans  in  1924-1925. 

From  1923  to  1924,  Dr.  Eggers  served  the 
University  of  Texas  Medical  Branch  as  an 
anatomy  instructor,  then  as  an  instructor  in 
surgery  from  1925  to  1929.  From  1929  to 
1931,  he  was  assistant  professor  in  surgery 
and  orthopedic  surgery;  in  1931,  he  was 
named  associate  professor  of  orthopedic  sur- 
gery; in  1942,  clinical  professor  of  ortho- 
pedic surgery;  and  in  1943,  professor  of  or- 
thopedic surgery  and  medical  director  of 
physical  therapy. 

Dr.  Eggers  was  also  orthopedic  consultant 
to  four  hospitals  and  visiting  orthopedist  at 
two  others  at  the  time  of  his  death. 

The  physician  had  received  international 
recognition  for  his  research  work,  especially 
for  his  self-designed  orthopedic  appliances. 
His  best  known  invention  was  an  internal 
contact  splint,  universally  called  the  “Eggers 
Splint.” 

In  1949,  he  was  presented  the  Robert  Dan- 
is Award  by  the  Scientific  Committee  of 
the  International  Society  of  Surgery  at  New 
Orleans.  This  award  was  given  for  impor- 
tant work  on  the  operative  treatment  of  frac- 
tures. He  was  a past  recipient  of  the  Gold 
Medal  Award  for  Scientific  Value  of  Exhibit 
on  “The  Influence  of  the  Contact-Compres- 
sion Factor  on  Osteogenesis  of  Surgical 


Fractures”  which  was  presented  at  the  Jan- 
uary, 1949,  meeting  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons  in  Chicago. 
These  are  among  several  awards  he  received. 

Dr.  Eggers  was  also  recognized  as  a lec- 
turer ; and  in  1962,  he  delivered  the  Packard 
Lecture  at  the  University  of  Colorado  Medi- 
cal Center  in  Denver.  He  had  given  numer- 
ous lectures  in  Monterrey,  Mexico  City,  and 
Puebla,  Mexico,  and  had  been  named  an  hon- 
orary citizen  of  Puebla. 

He  was  overseas  consultant  in  orthopedic 
surgery  for  the  Far  East  Command  at  the 
request  of  the  Surgeon  General,  U.S.  Army, 
and  in  1954  he  spent  two  months  in  Japan 
and  Korea. 

In  addition  to  the  American  Orthopaedic 
Association  1962-1963  presidency,  Dr.  Eg- 
gers had  served  as  president  of  the  American 
Academy  for  Cerebral  Palsy,  the  Texas  Or- 
thopaedic Association,  the  Texas  Surgical  So- 
ciety, the  American  Board  of  Orthopaedic 
Surgery,  Clinical  Orthopaedic  Society,  Hous- 
ton Orthopaedic  Club,  and  Texas  Rheuma- 
tism Association.  He  was  a past  vice  presi- 
dent of  the  American  Academy  of  Ortho- 
paedic Surgeons. 

He  was  on  the  editorial  advisory  board 
of  the  American  Journal  of  Orthopedics  and 
was  associate  editor  of  the  Journal  of  Bone 
and  Joint  Surgery. 

He  had  published  more  than  60  articles  in 
his  40  years  of  practice. 

An  approved  orthopedic  surgeon  and  chair- 
man of  the  technical  advisory  committee  of 
the  Division  of  Crippled  Children’s  Services 
of  the  Texas  State  Department  of  Health, 
Dr.  Eggers  was  also  on  the  medical  advisory 
committee  of  the  Texas  Rehabilitation  Cen- 
ter at  Gonzales  and  a member  of  the  execu- 
tive committee  and  board  of  directors  of  the 
Texas  Society  for  Crippled  Children. 

He  was  also  a member  of  the  Texas  Medi- 
cal Association  through  the  Galveston  Coun- 
ty Medical  Society,  the  American  Medical 
Association,  American  Association  for  the 
Surgery  of  Trauma,  American  Association 
of  University  Professors,  American  College 
of  Surgeons,  International  Society  of  Ortho- 
paedic Surgery  and  Traumatology,  Singleton 
Surgical  Society,  Southern  Medical  Associa- 
tion, Southern  Surgical  Association,  Ortho- 
paedic Research  Society,  and  Southwestern 
Surgical  Congress  of  which  he  was  one  of 
the  founders. 

Social  and  community  organizations  with 
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which  he  was  connected  included  the  Amer- 
ican Legion  of  Galveston,  the  Galveston 
Chapter  of  the  National  Foundation  of  which 
he  was  a former  chairman  and  member  of  the 
board  of  directors,  and  the  Benevolent  and 
Protective  Order  of  Elks. 

During  the  first  World  War,  he  was  a first 
lieutenant  and  served  with  the  army  over- 
seas. 

He  had  been  a member  of  Alpha  Omega 
Alpha  medical  honorary  fraternity  for  41 
years  and  of  Sigma  Xi,  honorary  fraternity 
for  individuals  in  natural  sciences,  since 
1957. 

Dr.  Eggers  is  survived  by  his  widow;  a 
daughter,  Mrs.  Lloyd  C.  Roosevelt  of  Galves- 
ton; a son,  Dr.  G.  W.  N.  Eggers,  Jr.,  associ- 
ate professor  of  anesthesiology  at  the  Uni- 
versity of  Missouri  Medical  Center  in  Colum- 
bia, Mo. ; and  three  grandchildren. 


Coming 

American  Medical  Association,  Clinical  Meeting,  Portland,  Ore., 
Dec.  1-4,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago 
10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Houston,  Annual  Session,  April  23- 
26,  1964  ; Austin,  Public  Relations  Conference,  Sept.  28,  1963  ; 
Austin,  Conference  for  County  Medical  Society  Officials,  Jan. 
18,  1964.  C.  L.  Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 

Current  Meetings 

JULY 

Texas  Division,  American  Cancer  Society,  Abilene,  July  9-10, 
1963.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Rehabilitation  Association,  Austin,  July  24-26,  1963.  D. 

Preston,  3700  Worth,  Dallas  10,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  12-13, 
1963.  Dr.  S.  H.  Ware,  Jr.,  3154  Reid  Drive,  Corpus  Christi, 
Sec. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July 
18-20,  1963.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

AUGUST 

American  Congress  of  Physical  Medicine  and  Rehabilitation, 
Dallas,  Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michi- 
gan, Chicago  2,  Exec.  Dir. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963. 
Dr.  Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11, 
Sec. 

National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30- 
Dec.  5,  1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 
American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New 
York  City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.,  Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 


DR.  G.  W.  N.  EGGERS 


Meetings 

American  Academy  of  Pediatrics,  Chicago,  Oct.  5-10,  1963.  Dr. 

E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 
American  Association  of  Plastic  Surgeons,  Washington,  D.C., 
Oct.  13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada, 
April  27-29.  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  H.  M. 

Spence,  4105  Live  Oak  St.,  Dallas  21,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963.  Mr. 

G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  Feb.  29- 
March  6,  1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder, 
Colo.,  Treas. 

American  College  of  Chest  Physicians,  Portland,  Ore.,  Nov.  30- 
Dec.  1,  1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11, 
Exec.  Dir. 

American  College  of  Gastroenterology,  Washington,  D.C.,  Oct. 
20-23,  1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists,  Miami 
Beach,  Fla.,  May  17-22,  1964.  Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 

Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 
American  College  of  Surgeons,  Clinical  Conference,  San  Fran- 
cisco, Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  40  East  Erie, 
Chicago,  Sec. 

American  Dermatological  Association,  Hawaii,  June  27- July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society.  Dr.  C.  J.  Lund,  260  Crittenden 
Blvd.,  Rochester  20,  N.  Y. 

American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Neurological  Association,  Atlantic  City,  June  15-17, 
1964.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
American  Proctologic  Society,  Philadelphia,  May  10-14,  1964.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo., 
Nov.  11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec. 
Sec. 
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American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29- 
Oct.  5,  1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

American  Surgical  Association,  Hot  Springs,  Va.,  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Denver, 
Oct.  10-12,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chi- 
cago 1,  Exec.  Dir. 

International  College  of  Surgeons,  North  American  Federation, 
Chicago,  Sept.  9-12,  1964.  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Medical  Society  of  United  States  & Mexico,  Guadalajara,  Dec., 
1963.  Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix,  Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22, 
1963.  Mr.  M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Oklahoma  City, 
March  27-28,  1964.  L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963. 
Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963. 
Dr.  Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  Denver,  Oct.  10-12,  1963.  Dr.  Boen 
Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963. 
Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 
Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905 
5th  Ave.,  Fort  Worth,  Sec. 

Southwestern  Surgical  Congress,  San  Antonio,  April  26-29,  1964. 
Dr.  R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26, 
1963.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Air-Medics  Association,  Houston,  April  23-26,  1964.  Dr. 

C.  F.  Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Houston,  April 
23,  1964.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 
Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr. 

F.  L.  Clements,  2410  San  Antonio,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Corpus 
Christi,  Feb.  29,  1964.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Fort 
Worth,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics.  Dr.  G.  K. 

Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Rod- 
ger G.  Smyth,  331  W.  Nueva  St.,  San  Antonio,  Sec. 

Texas  Dermatological  Society,  Amarillo.  Dr.  M.  A.  Forbes,  607 
W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Houston,  April  26,  1964.  Dr.  John 
W.  Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Heart  Association,  San  Antonio,  Sept.  13-15,  1963.  Mr. 

E.  T.  Guy,  2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Houston,  April  23,  1964. 

Dr.  R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Neuropsychiatric  Association,  Houston,  April  26,  1964. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Houston,  April  23-26,  1964. 

Dr.  Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Houston  April  23-26,  1964.  Dr. 

Margaret  Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Houston,  April  23-26,  1964. 

Dr.  J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Houston, 
April  23-26,  1964.  Dr.  D.  Hoehn,  Doctor’s  Bldg.,  Fort  Worth, 
Sec. 

Texas  Proctologic  Society,  Houston,  April  23,  1964.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 

Murphy,  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 
O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 


Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 

Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Houston,  April  26,  1964.  Dr. 

L.  Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Houston.  Dr.  L. 

Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Mrs.  Edith 
DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas,  Jan.  25-26,  1964.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Houston,  April  23,  1964.  Dr. 

W.  C.  Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 
Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin, 

October,  1963.  Mrs.  Maria  P.  Hathaway,  1012  State  Office 
Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  5-7, 
1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Surgical  Society,  Fort  Worth,  Oct.  6-8,  1963.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society.  Dr.  J.  C.  Long,  805  W.  8th, 
Plainview,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Miss 
Pansy  Nichols,  2106  Manor  Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Monter- 
rey, Mexico,  March  2-6,  1964.  Dr.  U.  Blanco,  El  Paso,  Sec. 


District 


First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society,  July,  1963.  Weldon  G.  Kolb,  421  S. 
Oak,  La  Marque,  Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beau- 
mont, Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale, 
Jacksonville,  Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite 
N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  S.  E.  Cock- 
rell, Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
2-4,  1964.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr. 
F.  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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TMA  Officers,  Councils,  & Committees,  1963-1964 


Officers 

Robert  Mayo  Tenery,  Waxahachie,  President. 

Max  E.  Johnson,  San  Antonio,  President  Elect. 
William  H.  Gordon,  Lubbock,  Vice  President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1965). 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 
Howard  0.  Smith,  Marlin,  Treasurer  (1965). 
James  D.  Murphy,  Fort  Worth,  Speaker  of  the 
House  of  Delegates. 

Charles  Max  Cole,  Dallas,  Vice  Speaker  of  the 
House  of  Delegates. 

Board  of  Trustees 

Troy  A.  Shafer,  Harlingen,  Chairman  (1964). 
Byron  P.  York,  Houston,  Vice  Chairman  (1968). 
James  A.  Hallmark,  Fort  Worth,  Secretary 
(1967). 

J.  B.  Copeland,  San  Antonio  (1966). 

C.  P.  Hardwicke,  Austin  (1966). 

Elliott  Mendenhall,  Dallas  (1965). 

C.  E.  Willingham,  Tyler  (1964). 

Board  of  Councilors 

First  District:  Charles  E.  Oswalt,  Jr.,  Fort  Stock- 
ton,  Chairman  (1964)  ; Russell  Holt,  El  Paso, 
Vice  Councilor. 

Second  District:  Henrie  E.  Mast,  Midland  (1966)  ; 

A.  H.  Daniell,  Brownfield,  Vice  Councilor. 

Third  District:  Julian  M.  Key,  Pampa  (1965)  j1 
James  G.  Morris,  Lubbock,  Vice  Councilor. 
Fourth  District:  S.  Braswell  Locker,  Brownwood 
(1964) ; Henry  N.  Ricci,  San  Angelo,  Vice  Coun- 
cilor. 

Fifth  District:  Walter  Walthall,  San  Antonio,  Vice 
Chairman  (1965)  ; George  H.  Hermann,  Del 
Rio,  Vice  Councilor. 

Sixth  District:  Harold  E.  Griffin,  Corpus  Christi 
(1965)  ;2  Vacancy,  Vice  Councilor. 

Seventh  District:  Jay  J.  Johns,  Taylor  (1966)  ; 

Ray  L.  Shepperd,  Burnet,  Vice  Councilor. 
Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin,  Sec- 
retary (1966)  ; George  Glover,  Victoria,  Vice 
Councilor. 

Ninth  District:  James  H.  Sammons,  Highlands 
(1966);  Haden  E.  McKay,  Humble,  Vice  Coun- 
cilor. 

Tenth  District:  Charles  W.  Castle,  Liberty  (1966)  ; 
Vacancy,  Vice  Councilor. 

Eleventh  District:  R.  H.  Bell,  Palestine  (1964)  ; 

William  C.  Smith,  Carthage,  Vice  Councilor. 
Twelfth  District:  Tom  M.  Oliver,  Waco  (1965); 

Dick  Cason,  Hillsboro,  Vice  Councilor. 
Thirteenth  District:  Travis  Smith,  Abilene  (1964) ; 

Robert  L.  Daily,  Wichita  Falls,  Vice  Councilor. 
Fourteenth  District:  B.  E.  Park,  Dallas  (1964)  ; 

Horace  A.  Baker,  Wills  Point,  Vice  Councilor. 
Fifteenth  District:  Walter  C.  Barnes,  Texarkana 
(1965)  ; William  A.  King,  Omaha,  Vice  Coun- 
cilor. 

1Elected  April  30,  1963,  to  replace  William  H.  Gordon,  Lub- 
bock, who  resigned. 

2Elected  April  30,  1963,  to  replace  Stanley  W.  Bohmfalk,  Wes- 

laco, who  resigned. 


Delegates  to  the  American 
Medical  Association  and  Alternates 

J.  B.  Copeland,  San  Antonio,  Chairman  (1965). 

Alternate:  George  Turner,  El  Paso  (1965). 
Troy  A.  Shafer,  Harlingen  (1964). 

Alternate:  Harvey  Renger,  Hallettsville  (1964). 
John  K.  Glen,  Houston  (1964). 

Alternate:  N.  L.  Barker,  Paris  (1964). 

G.  W.  Cleveland,  Austin  (1964). 

Alternate:  Ridings  E.  Lee,  Dallas  (1964). 

John  L.  Otto,  Galveston  (1964). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (1964). 
T.  C.  Terrell,  Fort  Worth  (1965). 

Alternate:  Denton  Kerr,  Houston  (1965). 

M.  O.  Rouse,  Dallas  (1965). 

Alternate:  R.  D.  Moreton,  Fort  Worth  (1965). 

J.  C.  Terrell,  Stephenville  (1965). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1965). 
R.  W.  Kimbro,  Cleburne  (1965). 3 

Alternate:  J.  E.  Miller,  Dallas  (1965).4 

Executive  Board 

Ex  Officio:  President,  Vice  President,  President 
Elect,  Secretary,  Treasurer,  Speaker  of  the  House 
of  Delegates,  Vice  Speaker  of  the  House  of  Dele- 
gates, Trustees,  Councilors,  Texas  delegates  and  al- 
ternates to  the  AMA,  Council  on  Medical  Jurispru- 
dence, and  chairmen  of  councils. 

Councils 

(The  President  and  Executive  Secretary  are  ex 
officio  members  of  all  Councils.) 

Council  on  Annual  Session 

Herman  C.  Sehested,  Fort  Worth,  Chairman 
(1964). 

John  Meadows,  Jr.,  San  Antonio  (1965). 5 
W.  Tom  Arnold,  Houston  (1965).° 

John  P.  McGovern,  Houston  (1964). 

Dennis  M.  Voulgaris,  Wharton  (1966). 

John  W.  Chriss,  Corpus  Christi  (1966). 7 
Madison  Lee,  Jr.,  Tyler  (1966). 8 

Council  on  Constitution  and  By-Laws 

J.  T.  Billups,  Houston,  Chairman  (1964). 
Stephen  R.  Lewis,  Galveston  (1965). 

J.  J.  Andujar,  Fort  Worth  (1965). 

George  M.  Jones,  Dallas  (1964). 

M.  D.  Thomas,  El  Paso  (1966). 

David  Wade,  Austin  (1966).“ 

Joe  Donaldson,  Pampa  (1966). 10 
(Ex  officio  members:  Speaker  and  Vice-Speaker 
of  the  House  of  Delegates.) 

Council  on  Medical  Education  and  Hospitals 

G.  V.  Brindley,  Jr.,  Temple,  Chairman  (1965). 

3Serves  as  delegate  designate  until  Jan.  1.  1964. 

-'Serves  as  alternate  delegate  designate  until  Jan.  1,  1964. 
-’Elected  April  30,  1963,  to  replace  Max  E.  Johnson,  San  An- 
tonio, who  resigned. 

eElected  April  30,  1963,  to  replace  Mavis  P.  Kelsey,  Houston, 
who  resigned. 

’Elected  April  30,  1963,  upon  enlargement  of  council  to  seven 
members. 

sElected  April  30,  1963,  upon  enlargement  of  council  to  seven 
members. 

BElected  April  30,  1963,  upon  enlargement  of  council  to  seven 
members. 

“Elected  April  30,  1963,  upon  enlargement  of  council  to  seven 
members. 
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John  W.  Lanius,  Dallas  (1965). 

Jack  B.  Lee,  San  Antonio  (1965). 

James  A.  Greene,  Houston  (1964). 

A.  J.  Gill,  Dallas  (1964). 

M.  H.  Crabb,  Fort  Worth  (1966). 

Weldon  G.  Kolb,  La  Marque  (1966). 

Council  oyi  Medical  Jurisprudence 

John  M.  Smith,  Jr.,  San  Antonio,  Chairman 
(1965). 

Joe  T.  Nelson,  Weatherford  (1965). 

Floyd  A.  Norman,  Dallas  (1964). 

Haden  E.  McKay,  Humble  (1964). 

N.  L.  Barker,  Paris  (1966). 

Tom  Duke,  Amarillo  (1966). 11 

Robert  L.  Daily,  Wichita  Falls  (1966). 12 

Council  on  Medical  Service  and  Insurance 

Charles  D.  Bussey,  Dallas,  Chairman  (1965). 
William  E.  Sharp,  Baytown  (1965). 

John  E.  Ballard,  San  Angelo  (1965). 

Gail  Medford,  Jr.,  Lufkin  (1964). 

C.  F.  Jorns,  Houston  (1966). 

J.  G.  Rodarte,  Temple  (1966). 

David  O.  Johnson,  Austin  (1964). 

Council  on  Public  Relations  and  Public  Service 
Glenn  D.  Carlson,  Dallas,  Chairman  (1965). 13 
John  H.  Bohmfalk,  San  Antonio  (1965). 

G.  M.  McCaskey,  Corpus  Christi  (1965). 14 
Courtney  M.  Townsend,  Paris  (1964). 

J.  T.  Ainsworth,  Houston  (1964). 

Van  D.  Goodall,  Clifton  (1966). 

O.  Edward  Egbert,  Jr.,  El  Paso  (1966). 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Dallas,  Chairman  (1965). 

Herbert  C.  Allen,  Jr.,  Houston  (1965). 

John  W.  Middleton,  Galveston  (1965). 

Howard  R.  Dudgeon,  Waco  (1964). 

Robert  E.  Leslie,  El  Campo  (1966). 

William  J.  McGanity,  Galveston  (1966). 

Committees 

The  committees  serving  under  the  vai-ious  boards 
and  councils  of  the  Texas  Medical  Association  are 
as  follows: 

Board  of  Councilors 

Committee  on  Contract  Medicine  (standing) 

E.  Peter  Garber,  Galveston,  Chairman  (1964). 
Robert  C.  Jackson,  Harlingen  (1965). 

William  M.  Ashe,  Dallas  (1965). 

Francis  Hood,  Sweetwater  (1965). 

R.  B.  Johns,  Abilene  (1964). 

Paul  Collins,  Wichita  Falls  (1964). 15 

H.  W.  Kilpatrick,  III  (1966). 

Homer  V.  Hedges,  Hico  (1966). 

O.  Roger  Hollan,  San  Antonio  (1966). 16 

Cormnittee  on  Liaison  with  State  Bar  of  Texas 
(standing) 

D.  W.  Carter,  Dallas,  Chairman  (1964). 

1:LElected  April  30,  1963,  upon  enlargement  of  council  to  seven 
members. 

12Elected  April  30,  1963,  upon  enlargement  of  council  to  seven 
members. 

13Appointed  chairman  April  30,  1963,  to  replace  Foy  H. 
Moody,  Corpus  Christi,  who  resigned. 

14Elected  April  30,  1963,  to  replace  Foy  H.  Moody,  who  re- 
signed. 

15Appointed  Oct.  23,  1962,  to  fill  vacancy. 

16Appointed  May  7,  1963,  to  fill  vacancy. 


Mylie  E.  Durham,  Jr.,  Houston.17 
Edward  T.  Driscoll,  Midland  (1964). 

Robert  Gossett,  San  Antonio  (1966). 18 
Jesson  L.  Stowe,  El  Paso  (1965). 10 
Frederick  C.  Lowry,  Austin  (1965). 20 
John  W.  Griffin,  Port  Lavaca  (1966). 21 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees. 

Chairman,  Board  of  Councilors. 

Chairman,  Council  on  Medical  Service  and 
Insurance. 

Chairman,  Council  on  Medical  Jurisprudence. 
Chairman,  Council  on  Public  Relations  and 
Public  Service. 

Board  of  Trustees 

Advisory  Committee  to  the  Woma?i’s  Auxiliary 
(standing) 

A.  O.  McCary,  Freeport,  Chairman  (1966). 
Martin  L.  Towler,  Galveston  (1965). 

George  W.  Tipton,  Austin  (1964). 

Coynmittee  on  May  Owen  Physicians’  Benevolent 
Fund  (special) 

Travis  Smith,  Abilene,  Chairman. 

Max  E.  Johnson,  San  Antonio. 

James  A.  Hallmark,  Fort  Worth. 

May  Owen,  Fort  Worth. 

G.  V.  Brindley,  Sr.,  Temple. 

Denton  Kerr,  Houston. 

George  Waldron,  Houston. 

Robert  Mayo  Tenery,  Waxahachie. 

Coynmittee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth,  Chairman 
(1965). 

G.  V.  Brindley,  Sr.,  Temple  (1965). 

W.  D.  Thames,  Jr.,  Lufkin  (1965). 

Morris  Polsky,  Austin  (1964). 

W.  C.  Dine,  Amarillo  (1964). 22 
Gerald  A.  King,  Fort  Worth  (1966). 

Lyman  Blair,  Houston  (1966). 

Joe  C.  Rude,  Austin  (1966). 

Vacancy  (1964). 

W.  B.  Russ,  San  Antonio  (Emeritus  Member). 
L.  H.  Reeves,  Fort  Worth  (Emeritus  Member). 

H.  Reid  Robinson,  Galveston  (Emeritus  Mem- 
ber) . 

Pat  I.  Nixon,  San  Antonio  (Emeritus  Member). 

Council  on  Annual  Session 

Comynittee  on  General  Arrangements  for  Annual 
Session  (special) 

A.  O.  Fly,  Houston,  Chairman. 

B.  F.  Kitchen,  Houston,  Vice  Chairman. 

Coynmittee  on  Scientific  Exhibits  (standing) 

Jasper  H.  Arnold,  Houston,  Chairman  (1964). 
John  A.  Welty,  Harlingen  (1965). 

John  E.  Johnson,  Jr.,  Galveston  (1965). 

J.  Frank  Beall,  Nacogdoches  (1965). 


17Appointed  in  October,  1962,  to  fill  vacancy. 

18Appointed  in  October,  1962,  to  fill  vacancy,  and  reappointed 
in  May,  1963. 

10Appointed  in  October,  1962,  to  fill  vacancy. 

^Appointed  in  October,  1962,  to  fill  vacancy. 

21Appointed  in  October,  1962,  to  fill  vacancy  and  reappointed 

in  May,  1963. 

^Appointed  in  May,  1963,  to  fill  unexpired  term  of  Denton 
Kerr,  Houston,  who  was  unable  to  attend  two-thirds  of  meetings. 
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Walter  Long,  Austin  (1964). 

Nathan  Cedars,  Stephenville  (1966). 
David  Shrum,  Houston  (1966). 
Vacancy  (1964). 23 
Vacancy  (1966). 


Council  on  Medical  Education  and  Hospitals 

Committee  for  Amemcan  Medical  Association 
Education  and  Research  Foundation 
(standing) 

Herbert  A.  Bailey,  Dallas,  Chairman  (1964). 
Edward  S.  Crocker,  Houston  (1965). 

E.  M.  Addison,  Huntsville  (1965). 

Douglas  B.  Black,  Lamesa  (1965). 

H.  E.  Whigham,  McAllen  (1964). 

Nelson  L.  Schiller,  Austin  (1964). 

J.  C.  Terrell,  Stephenville  (1966). 

P.  W.  Voltz,  Jr.,  San  Antonio  (1966). 

Vacancy  (1966). 

Advisers  to  Student  American  Medical  Association 
Homer  A.  Taylor,  Jr.,  Houston  (Baylor). 
Charles  LeMaistre,  Dallas  (Southwestern 
Medical  School) . 

E.  Sinks  McLarty,  Galveston  (University  of 
Texas  Medical  Branch). 

Appointees  to  Texas  Commission  on  Patient  Care 
Joseph  F.  McVeigh,  Fort  Worth  (1964). 

G.  E.  Brereton,  Dallas  (1964). 

A.  J.  Bankhead,  Tyler  (1964). 

Joseph  C.  Magliolo,  Dickinson  (1964). 

Committee  on  Hospital  Accreditation  (standing) 

Ray  L.  Shepperd,  Burnet,  Chairman  (1966). 
Maynard  Hart,  El  Paso  (1965). 

Dean  Dimmitt,  Uvalde  (1965). 

Dan  Spivey,  Lufkin  (1964). 

Hugh  F.  Rives,  Jacksonville  (1964). 

R.  E.  Speegle,  Garland  (1964). 

William  F.  Ross,  San  Benito  (1966). 

Vacancy  (1965). 

Vacancy  (1966). 

Committee  on  Medical  Careers 

Russell  Scott,  Houston,  Chairman  (1965). 
Harry  M.  Shytles,  Sherman  (1965). 

A.  Fletcher  Clark,  Jr.,  San  Antonio  (1965). 
John  Bonnet,  Temple  (1964). 24 
John  B.  Truslow,  Galveston  (1964). 

Walter  A.  Brooks,  Quanah  (1964). 

Vacancy  (1966). 

M.  D.  McCauley,  Austin  (1966). 

Peter  Kamin,  San  Antonio  (1966). 

Committee  on  Liaison  with  Medical  Schools 
(standing)25 

Russell  L.  Deter,  El  Paso,  Chairman  (1966). 
Frank  Harrison,  Dallas  (1966). 

L.  Bonham  Jones,  San  Antonio  (1966). 

Harry  Spence,  Dallas  (1965). 

Stanley  Olson,  Houston  (1965). 

May  Owen,  Fort  Worth  (1964). 

Henry  Renfert,  Jr.,  Austin  (1964). 

2;5Vacancy  created  by  inability  of  Thomas  U.  Taylor,  Fort 
Worth,  to  attend  two- thirds  of  meetings. 

-‘Appointed  May  7,  1963,  to  fill  unexpired  term  of  G.  Thomas 
Shires,  Dallas,  who  was  unable  to  attend  two-thirds  of  meetings. 

"■Formerly  Special  Committee  on  Liaison  with  Medical  Schools. 
Elevated  to  standing  status  with  membership  of  9 at  1963  An- 
nual Session. 


Vacancy  (1965). 

Vacancy  (1964). 

Council  on  Medical  Jurisprudence 

Committee  on  Military  and  Veterans  Affairs 
(standing) 

Milton  V.  Davis,  Dallas,  Chairman  (1965). 
Dickson  K.  Boyd,  Denton,  Vice  Chairman 
(1966). 

Philip  T.  Williams,  San  Antonio  (1965). 

James  C.  Whittington,  Fort  Worth  (1964). 
Richard  H.  Harrison,  III,  Bryan  (1964). 

Paul  R.  Meyer,  Port  Arthur  (1964). 

James  E.  Watson,  Jr.,  Houston  (1966). 

Vacancy  (1965). 26 
Vacancy  (1966). 

Council  on  Medical  Service  and  Insurance 

Committee  on  Association  Insurance  Programs 
(standing) 

Alford  R.  Hazzard,  Austin,  Chairman  (1965). 
G.  J.  Pruitt,  Lufkin  (1965). 

A.  L.  Hewitt,  Lubbock  (1964). 

C.  C.  Shotts,  San  Antonio  (1964). 

John  Douglas,  Austin  (1966). 

Charles  W.  Klanke,  Houston  (1966). 

Laurance  Nickey,  El  Paso  (1966). 

Committee  on  Health  Insurance  (standing) 

A.  Rex  Kirkley,  Temple,  Chairman  (1965). 
William  M.  Sherrill,  Houston  (1965). 

Jack  L.  Eidson,  Weatherford  (1965). 

E.  A.  Maxwell,  San  Antonio  (1964). 

Norman  West,  Hillsboro  (1964). 27 
Mario  E.  Ramirez,  Roma  (1964). 

George  L.  Walmsley,  Baytown  (1966). 

Marvin  Schlecte,  Plainview  (1966). 

Bill  B.  Markette,  San  Antonio  (1966). 

Subcommittees  of  Committee  on  Health  Insurance : 
Appointees  to  Hospitals-Insurance-Physicians 
Joint  Advisory  Committee 
C.  D.  Bussey,  Dallas  (1964). 

A.  Rex  Kirkley,  Temple  (1964). 

G.  W.  Cleveland,  Austin  (1964). 

Committee  on  Liaison  with  Blue  Shield 
(standing) 

Everett  C.  Fox,  Dallas,  Chairman  (1965). 
R.  W.  Kimbro,  Cleburne  (1965). 

Harvey  Renger,  Hallettsville  (1965). 

Olin  B.  Gober,  Temple  (1964). 

R.  H.  Bell,  Palestine  (1964). 

J.  B.  Copeland,  San  Antonio  (1964). 

E.  A.  Rowley,  Amarillo  (1966). 

Denton  Kerr,  Houston  (1966). 

James  A.  Hallmark,  Fort  Worth  (1966). 

Committee  on  Professional  Insurance  (standing) 

D.  0.  Johnson,  Austin,  Chairman  (1964). 

R.  E.  Read,  Lufkin  (1965). 

A.  W.  Bronwell,  Lubbock  (1965). 

Bill  Robins,  Houston  (1964). 

Patrick  H.  Pappas,  Lubbock  (1966). 

Edward  G.  Naslund,  Amarillo  (1966). 

Vacancy  (1966). 


L>“Vacancy  created  by  inability  of  M.  E.  Malakoff,  Laredo,  to 
attend  two-thirds  of  meetings. 

-"Appointed  in  May,  1963,  to  fill  unexpired  term  of  H.  D. 
Gilliam,  McAllen,  who  was  unable  to  attend  two-thirds  of  meet- 
ing's. 
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Committee  on  Workmen’s  Compensation  Insurance 
(standing) 

Edward  T.  Smith,  Houston,  Chairman  (1965). 
J.  B.  Chester,  Dallas  (1965). 

Richard  C.  Bellamy,  Liberty  (1964). 

F.  C.  Rehfeldt,  Fort  Worth  (1964). 

Ralph  E.  Donnell,  Jr.,  Abilene  (1966). 

James  L.  Mims,  Jr.,  San  Antonio  (1966). 
Edward  F.  Thomas,  Amarillo  (1966). 

Council  on  Public  Relations  and  Public  Service 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Houston,  Chairman  (1964). 

C.  J.  Ruilmann,  Austin  (1965). 

John  Dupre,  Levelland  (1965). 

Edward  J.  Lefeber,  Galveston  (1965). 
Elizabeth  Gentry,  Austin  (1964). 

Vance  Terrell,  Stephenville  (1964). 

Ernest  W.  Keil,  Austin  (1966). 

Roy  H.  Morris,  Elgin  (1966). 

Vacancy  (1966). 

Committee  on  Disaster  Medical  Care  (standing) 
Ben  A.  Merrick,  Dallas,  Chairman  (1964). 

Joe  R.  Shaeffer,  San  Antonio  (1965). 

T.  June  Melton,  Midland  (1965). 

W.  D.  Nicholson,  Freeport  (1965). 

J.  L.  Johnson,  Amarillo  (1966). 

John  C.  Allensworth,  Mineral  Wells  (1966). 

0.  A.  Fly,  Jr.,  Houston  (1964).2S 
Vacancy  (1964). 20 
Vacancy  (1966). 

Committee  on  Industrial  Health  (standing) 

Robert  J.  Potts,  Dallas,  Chairman  (1966). 
Robert  A.  Wise,  Houston  (1965). 

G.  V.  Launey,  Dallas  (1965). 30 

John  C.  Parsons,  San  Antonio  (1965). 31 
Carl  A.  Nau,  Oklahoma  City  (1964). 

Jesse  G.  Burdick,  Pasadena  (1964). 

Kurt  Lekisch,  Midland  (1964). 

F.  W.  Wilson,  Port  Arthur  (1966). 

E.  E.  Baden,  Raymondville  (1966). 

Committee  on  Medicine  and  Religion  (special) 
Edwin  Goodall,  Breckenridge,  Chairman. 

H.  Frank  Carman,  Dallas. 

Frank  Cohen,  Fort  Worth. 

John  P.  McGraw,  Houston. 

Howard  0.  Smith,  Marlin. 

M.  0.  Rouse,  Dallas,  ex  officio. 

Travis  Smith,  Abilene,  ex  officio. 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Floresville,  Chairman  (1966). 
J.  C.  Ellington,  San  Antonio  (1965). 

Lorence  W.  Feller,  Fredericksburg  (1965). 
Charles  A.  Pigford,  Houston  (1965). 

Ben  Primer,  Sr.,  Austin  (1964). 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1966). 

J.  E.  Peavy,  Austin  (1966). 

George  L.  LeBeau,  Jr.,  Wichita  Falls  (1964).32 
Vacancy  (1964). 33 


^Appointed  in  May,  1963,  to  fill  vacancy. 

20Vacancy  created  by  inability  of  C.  J.  McCollum,  Victoria,  to 
attend  two-thirds  of  meetings. 

^Appointed  Feb.  5,  1963,  to  fill  vacancy. 

31Appointed  in  May,  1963,  to  fill  vacancy. 

32Appointed  in  June,  1963,  to  fill  unexpired  term  of  A.  L. 
Delaney,  Liberty,  who  was  unable  to  attend  two-thirds  of  meet- 
ings. 

^Vacancy  created  by  inability  of  Bruce  H.  Johnson,  Loraine, 
to  attend  two-thirds  of  meetings. 


Committee  on  Rural  Health  (standing) 

Vacancy  (1966). 

J.  G.  Sanders,  Bremond  (1965). 

Vacancy  (1965). 34 

Sam  R.  Barnes,  Trinity  (1965). 

Lloyd  Sherrill,  Ozona  (1964). 

George  V.  Pazdral,  Somerville  (1964). 

Vacancy  (1964). 35 
Vacancy  (1966). 

Vacancy  (1966). 

Committee  on  School  Health  (standing) 

Edwin  L.  Rippy,  Dallas,  Chairman  (1964). 
Zenas  W.  Hutcheson,  Jr.,  Andrews  (1965). 

R.  K.  Arnett,  Lufkin  (1965). 

H.  C.  Chancellor,  Honey  Grove  (1964). 

M.  A.  Childers,  San  Antonio  (1964). 

Vacancy  (1965). 38 
Vacancy  (1966). 

Vacancy  (1966). 

Vacancy  (1966). 

Committee  on  Transportation  Safety  (standing) 
Heinrich  Lamm,  Harlingen,  Chairman  (1965). 
Otto  Lippmann,  Austin  (1965). 

William  H.  Neil,  Fort  Worth  (1965). 

D.  R.  Knapp,  Kerrville  (1964). 

Linwood  H.  Denman,  Lufkin  (1964). 

Boyd  D.  Alexander,  Waco  (1964). 

Mario  Palafox,  El  Paso  (1966). 

Vacancy  (1966). 

Vacancy  (1966). 

Council  on  Scientific  Advancement 

Committee  on  Athletics  (standing)37 

Robert  G.  McCorkle,  Houston,  Chairman  (1966). 
Harry  W.  Slade,  Waco  (1966). 

Charles  Sadler,  Amarillo  (1964). 

J.  Frank  Beall,  Nacogdoches  (1965). 

Louis  Levy,  Fort  Worth  (1966). 

Alfred  E.  Voigt,  El  Paso  (1965). 

Ray  Lawson,  Dallas  (1965). 

William  Horn,  Fort  Worth  (1964). 

Dan  Spivey,  Lufkin  (1964). 

Committee  on  Cancer  (standing) 

Howard  R.  Dudgeon,  Waco,  Chairman  (1965). 
Tom  B.  Bond,  Fort  Worth  (1965). 

John  F.  Thomas,  Austin  (1965). 

R.  Lee  Clark,  Jr.,  Houston  (1964). 

John  R.  Rainey,  Austin  (1964). 

William  S.  Brumage,  Austin  (1964). 

W.  Q.  Budd,  Amarillo  (1966). 

Jabez  Galt,  Dallas  (1966). 

Gerald  Jordan,  El  Paso  (1966). 

Committee  on  Cardiovascular  Diseases  (standing) 
Robert  E.  Leslie,  El  Campo,  Chairman  (1965). 
David  Miesch,  Paris  (1965). 

S.  W.  Thorn,  Houston  (1965). 

W.  Frank  McKinley,  Marlin  (1964). 

William  B.  Adamson,  Abilene  (1966 1.38 


^Vacancy  created  by  inability  of  John  B.  Miller,  El  Paso,  to 
attend  two-thirds  of  meetings. 

35Vacancy  created  by  inability  of  A.  E.  Mgebroff,  Yoakum,  to 
attend  two-thirds  of  meetings. 

36Vacancy  created  by  inability  of  Paul  H.  Mitchell,  Corsicana, 
to  attend  two-thirds  of  meetings. 

37Formerly  Special  Committee  to  Study  the  Dangers  of  “Helmet 
Blocking”  in  Interscholastic  Football.  Elevated  to  standing  status 
at  1963  Annual  Session. 

^Appointed  in  June,  1963,  to  fill  unexpired  term  of  G.  S. 
Shepard,  Lufkin,  who  was  unable  to  attend  two-thirds  of  meet- 
ings. 
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John  R.  Derrick,  Galveston  (1966). 30 
K.  C.  Sherman,  Harlingen  (1964). 40 
John  M.  Verosky,  El  Paso  (1966). 

Vacancy  (1964). 41 

Committee  on  Maternal  Mortality  (standing) 
William  J.  McGanity,  Galveston,  Chairman 
(1966). 

J.  C.  Rucker,  Jacksonville  (1965). 

Donald  M.  Gready,  Houston  (1965). 

Fred  W.  Lurting,  Big  Spring  (1965). 

Stephen  W.  Cobb,  Dallas  (1965). 

R.  P.  McDonald,  Fort  Worth  (1964). 

W.  H.  Jondahl,  Harlingen  (1964). 

R.  E.  Moon,  San  Angelo  (1964). 

Henry  C.  McGrede,  Jr.,  Longview  (1964). 
Warren  T.  Kable,  Jr.,  Wichita  Falls  (1964). 
Vacancy  (1966). 

Vacancy  (1966). 

Vacancy  (1966). 

James  R.  Morgan,  El  Paso  (1964). 

Matthew  H.  Talty,  Jr.,  Houston  (1965). 

Peggy  Joyce  Whalley,  Dallas,  ex  officio. 

Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1965). 
Ivan  Bruce,  Galveston  (1965). 

George  Constant,  Victoria  (1965). 

A.  D.  Pattillo,  Austin  (1964). 

Dorothy  Wyvell,  Midland  (1964). 

P.  C.  Palasota,  Abilene  (1964). 

Leroy  A.  Boriack,  Corpus  Christi  (1966). 
Holland  C.  Mitchell,  Waco  (1966). 

Charles  H.  Brown,  Wichita  Falls  (1966). 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Houston,  Chairman 
(1965). 

E.  E.  Anthony,  Jr.,  Fort  Worth  (1965). 

C.  C.  Shullenberger,  Houston  (1965). 

J.  Allen  Chamberlin,  Houston  (1964). 

Lloyd  R.  Hershberger,  San  Angelo  (1964). 
Elbert  DeCoursey,  San  Antonio  (1966). 

J.  R.  Maxfield,  Jr.,  Dallas  (1966). 

Committee  on  Nutrition  (standing) 

Ralph  G.  Greenlee,  Midland,  Chairman  (1965). 
William  Levin,  Galveston  (1965). 

D.  J.  Sibley,  Austin  (1965). 

Joe  D.  Nichols,  Atlanta  (1964). 

Vacancy  (1964). 42 

Andres  Goth,  Dallas  (1964). 

Per  H.  Langsjoen,  Temple  (1966). 

William  J.  Block,  San  Antonio  (1966). 
Vacancy  (1966). 

Committee  on  Rehabilitation  (standing) 

Oscar  Selke,  Houston,  Chairman  (1966). 
Theodore  A.  Klecka,  San  Antonio  (1965). 
Ridings  E.  Lee,  Dallas  (1965). 


•‘“’Appointed  in  June,  1963,  to  fill  unexpired  term  of  Alfred  W. 
Harris,  Dallas,  who  was  unable  to  attend  two-thirds  of  meetings. 

10Appointed  in  June,  1963,  to  fill  unexpired  term  of  Sidney 
Schnur,  Houston,  who  was  unable  to  attend  two-thirds  of  meet- 
ings. 

“Vacancy  created  by  inability  of  Fred  D.  Spencer,  Jr.,  Brown- 
wood,  to  attend  two-thirds  of  meetings. 

‘-Vacancy  created  by  resignation  of  John  R.  Kelsey,  Jr.,  Hous- 
ton, in  April,  1963. 


Edward  Krusen,  Jr.,  Dallas  (1965). 

Ira  Budwig,  El  Paso  (1964). 

Joe  R.  Gandy,  Houston  (1964). 43 
Alfred  H.  Hill,  San  Antonio  (1964). 

D.  J.  Turell,  Houston  (1966). 

Robert  A.  Murray,  Temple  (1966). 

Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Galveston,  Chairman 
(1966). 

John  S.  Chapman,  Dallas  (1965). 

R.  B.  Morrison,  Austin  (1965). 

James  L.  Reagan,  Beeville  (1965). 

Samuel  Topperman,  Tyler  (1964). 

James  E.  Dailey,  Houston  (1964). 

Richard  E.  Allison,  Sanatorium  (1964). 
David  McCullough,  San  Antonio  (1966). 
Daniel  E.  Jenkins,  Houston  (1966). 


Scientific  Section  Officers 

Digestive  Diseases 

John  R.  Kelsey,  Jr.,  Houston,  Chairman. 

Marcel  Patterson,  Galveston,  Secretary. 

General  Practice 

Harry  A.  Tubbs,  Post,  Chairman. 

George  A.  Burgess,  Eagle  Pass,  Secretary. 

Internal  Medicine 

Raymond  D.  Pruitt,  Houston,  Chairman. 

Horace  Cromer,  Austin,  Secretary. 

Obstetrics  and  Gynecology 

Stephen  W.  Cobb,  Dallas,  Chairman. 

Wayne  F.  Baden,  Temple,  Secretary. 

Ophthalmology 

Louis  Daily,  Jr.,  Houston,  Chairman. 

E.  R.  Veirs,  Temple,  Secretary. 

Otolaryngology 

Daniel  B.  Powell,  Jr.,  Austin,  Chairman. 

Ben  T.  Withers,  Houston,  Secretary. 

Pathology 

Alice  Smith,  Dallas,  Chairman. 

John  L.  Wallace,  Jr.,  Fort  Worth,  Secretary. 

Pediatrics 

C.  William  Daeschner,  Jr.,  Galveston,  Chairman. 
David  M.  Mumford,  Houston,  Secretary. 

Public  Health 

Albert  G.  Randall,  Amarillo,  Chairman. 
William  R.  Ross,  Galveston,  Secretary. 

Radiology 

Frederick  J.  Bonte,  Dallas,  Chairman. 

George  F.  Crawford,  Beaumont,  Secretary. 

Surgery 

William  D.  Seybold,  Houston,  Chairman. 

R.  H.  Baskin,  Waco,  Secretary. 

43Appointed  in  June.  1963,  to  fill  vacancy’. 
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VOLUME  59 


Surveys  Bring  F orth 
Curious  Statistics 

A relatively  large  percentage  of  Texans  believe 
“something”  should  be  done  to  help  older  citizens  pay 
for  medical  care,  but  when  choosing  methods  of  fi- 
nance, the  overwhelming  majority  favor  private 
medical  plans  as  opposed  to  the  social  security 
method. 

This  tendency  is  evidenced  in  the  results  of  pub- 
lic opinion  surveys  conducted  recently  by  four  Texas 
Congressmen,  but  there  was  lack  of  uniformity  in 
the  final  statistics. 

Rep.  Bruce  Alger  of  the  Fifth  District  worded 
his  query  this  way: 


Yes 

No 

Do  you  favor  medical  care  for  the  aged  by: 

% 

% 

a.  Increasing  social  security  taxes  to 

finance  such  care? 

5 

93 

b.  Expanding  the  present  Federal-State 

(Keri’-Mills)  legislation? 

10 

88 

c.  Promoting  a low-cost  Blue  Cross  type 

plan  whereby  the  Federal  Govern- 
ment would  assume  full  financial 
responsibility  only  for  persons 
below  a certain  income  level?  13  85 

d.  Or  do  you  favor  private,  voluntary 

medical  plans  with  no  Federal 
participation?  70  28 

On  each  question,  2 per  cent  registered  no  opinion. 

Using  a somewhat  different  approach  in  his 
questionnaire,  Rep.  Olin  Teague  of  the  Sixth  District 
posed  this  hypothesis : Congress  should  enact  a com- 
pulsory federal  program  of  medical  care  for  the  aged 
under  social  security.  Then,  to  stimulate  thought  on 
the  subject,  he  presented  arguments  both  for  and 
against  the  issue.  The  result  was  that  75  per  cent  of 
the  respondents  voted  “no”  and  23  per  cent  voted 
“yes.”  Again,  2 per  cent  had  no  opinion. 

Representatives  Jim  Wright,  12th  District,  and 
Graham  Purcell,  13th  District,  asked  their  constitu- 
ents to  vote  for  or  against  a medicare  program  fi- 
nanced through  social  security  to  pay  part  of  hos- 
pital bills  for  persons  over  65 ; neither  arguments 
nor  alternatives  were  presented.  The  percentage  of 
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persons  voting  for  medicare  registered  40.7 
on  Wright’s  survey  and  43  on  Purcell’s.  Still 
in  the  majority  were  those  opposing  the  is- 
sue— 55.4  and  57  per  cent,  respectively. 

This  curious  phenomenon  now  exists:  Ac- 
cording to  “statistical  surveys,”  the  Dallas 
County  citizens  are  93  per  cent  against  medi- 
cal care  for  the  aged  through  social  security, 
while  only  55.4  per  cent  of  their  Tarrant 
County  neighbors  hold  this  view.  Of  course, 
no  accurate  comparison  actually  can  be  made 
because  the  issue  was  presented  in  two  dif- 
ferent ways,  thus  evoking  different  respons- 
es. Too,  some  Congressmen  mailed  their  ques- 
tionnaires only  to  active  constituents.  On 
the  other  hand,  at  least  one  Representative, 
Jim  Wright,  arranged  to  have  his  question- 
naire published  in  newspapers,  thus  making- 
possible  a more  across-the-board  sampling 
of  opinion. 

These  surveys  were  conducted  by  thought- 
ful men  who  are  conscientious  enough  to  seek 
the  opinions  of  those  whom  they  represent. 
All  reflect  the  fact  that  the  majority  opposes 
social  security  medicine. 

Nevertheless,  the  results  serve  as  a re- 
minder that  statistics  can  be  compiled  in 
various  ways,  and  that  the  method  of  sam- 
pling, as  well  as  the  depth  and  scope  of 
questioning,  will  greatly  affect  the  final 
figures. 

The  results  also  indicate  the  importance  of 
keeping  various  alternatives  to  social  secur- 
ity medicine  in  public  view,  for  when  Amer- 
icans are  given  a choice,  their  heritage  dic- 
tates that  they  choose  the  independent  way. 

After  Summer 
Comes  the  Fall 

“It’s  summer  time  and  the  living  is  easy.” 
Perhaps  the  living  is  too  easy  and  air-condi- 
tioned for  some  erstwhile  fall  athletes.  In 
June,  representatives  from  the  Texas  Medi- 
cal Association  and  the  Texas  Society  of 
Athletic  Team  Physicians  met  with  members 
of  the  University  Interscholastic  League  to 
consider  measures  to  reduce  heat  casualties 
and  injuries  among  athletes. 

Since  a man  or  boy  cannot  be  a part-time 
football  player  without  subjecting  himself 
to  unnecessary  hazards,  he  must  keep  him- 
self in  condition  during  the  summer  by  ac- 
tivities that  properly  acclimate  his  body  to 
strenuous  activity  in  warm,  humid  weather. 


This  joint  committee  recommended  pre- 
season conditioning  with  a regular  outline 
of  exercises  and  activities  for  the  athletes 
during  the  summer,  and  organized  and  grad- 
ually increasing  team  activities  for  at  least 
three  weeks  before  any  actual  drills  or  con- 
tact. At  the  beginning  of  conditioning,  fre- 
quent rest  periods  are  advisable. 

Formerly,  coaches  forbade  players  to  take 
a drink  of  water  during  practice  or  play  of 
any  sport,  and  it  was  a mark  of  distinction 
to  work  with  the  men  until  they  would  “spit 
cotton.”  Scientifically  conducted  fluid  and 
electrolyte  studies  have  shown  that  no  one 
can  work  at  his  peak  efficiency  if  his  body 
is  deprived  of  the  water  and  electrolytes  that 
are  so  vital.  Players  should  be  allowed  to 
drink  water  in  small  quantities  frequently, 
to  replace  water  lost  through  perspiration. 
This  is  particularly  necessary  in  hot  or  hu- 
mid weather,  when  it  also  is  important  that 
every  player  take  salt  tablets  prior  to  prac- 
tice or  play,  during  the  half-time  period, 
and  again  at  the  end  of  the  game.  In  addi- 
tion, the  water  which  the  players  drink  dur- 
ing the  game  or  practice  period  should  con- 
tain an  electrolyte  (salt  and  soda)  to  replace 
further  electrolyte  loss. 

A continuous  replacement  of  water  and 
salt  will  help  prevent  heat  cramps  and  ex- 
haustion. The  water  and  electrolyte  control 
and  the  preseason  physical  conditioning 
should  be  helpful  in  preventing  many  of  the 
extremity  injuries  that  are  induced  by  mus- 
cular tightness,  weakness,  or  fatigue.  With 
poor  preseason  conditioning,  or  with  the 
sluggishness  and  dizziness  that  come  with 
water  and  salt  loss,  an  athlete’s  coordination 
is  impaired,  his  physical  strength  is  reduced, 
and  he  is  predisposed  to  injury. 

All  physicians  must  realize  the  importance 
of  this.  With  the  possible  exception  of  ob- 
stetricians, we  all  are  called  upon  to  give 
advice  regarding  the  athletic  pursuits  of 
children.  By  giving  parents  and  coaches  bet- 
ter advice  on  this  subject,  we  should  be  able 
to  help  in  reducing  the  number  of  athletic 
casualties.  The  youths  of  this  country  need 
to  be  encouraged  to  engage  in  sports  of  all 
types  to  improve  their  general  physical  well- 
being as  well  as  their  moral  and  mental  out- 
look, but  it  is  our  obligation  as  physicians  to 
reduce  the  hazards  in  sports  as  much  as  pos- 
sible. 

— Louis  J.  Levy,  M.D.,  Fort  Worth, 
President-Elect,  Texas  Society  for 
Athletic  Team  Physicians. 
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GU  Tract  Infection 
In  Diabetes  Mellitus 

In  many  patients  with  diabetes  mellitus, 
the  problems  associated  with  genitourinary 
tract  infection  are  more  serious  and  cause 
more  disability  than  any  other  feature  of 
the  metabolic  disorder.  The  incidence  of  in- 
fection is  high ; virtually  all  diabetic  women 
and  more  than  one-half  of  the  men  have  at 
least  one  episode  of  genitourinary  tract  in- 
fection within  five  years  after  the  onset  of 
clinical  diabetes.  The  frequency  and  severity 
of  attacks  tend  to  increase  with  longer  du- 
ration of  diabetes.  The  clinical  picture  is  sel- 
dom that  of  classical  acute  pyelonephritis. 
Far  more  common  is  the  syndrome  of  chron- 
ic or  subacute  low  grade  infection  in  which 
the  symptoms  are  vague  and  the  possibility  of 
genitourinary  tract  infection  must  be  kept 
firmly  in  mind  if  the  diagnosis  is  to  be  made. 
Often  the  patient  is  vehement  in  his  com- 
plaint of  not  feeling  well.  Other  significant 
complaints  usually  are  anorexia  and  nausea, 
which  may  be  severe;  irregular  episodes  of 
sweating;  and  erratic  or  poor  control  of  the 
carbohydrate  defect.  Low  grade  fever  may  be 
present.  A history  of  the  onset  of,  or  increase 
in,  dependent  edema  is  not  uncommon.  On 
careful  questioning,  there  may  be  a history  of 
dysuria,  although  it  is  usually  slight.  The 
most  common  urinary  complaint  is  increas- 
ing frequency  of  urination,  ordinarily  that 
of  nocturia. 

Examination  of  the  urine  usually  reveals 
some  white  blood  cells,  but  these  may  not  be 
grossly  increased.  As  a rule,  small  amounts 
of  protein  are  present.  The  most  useful  lab- 
oratory procedure  is  the  examination  of  the 
sediment  obtained  by  centrifugation  of  a 
midstream  specimen  of  freshly  voided  urine. 
The  presence  of  significant  numbers  of  bac- 
teria strongly  suggests  urinary  tract  infec- 
tion. The  sediment  can  be  dried  and  stained 
with  gram  stain  to  further  identify  the  bac- 
terial flora.  The  organisms  are  usually  of  the 
coliform  group — Escherichia  coli,  Pseudo- 
monas, Proteus,  and  Aerobacter — and  Staph- 
ylococcus aureus.  More  than  one  organism  is 
present  in  a significant  number  of  cases.  The 
bacterial  flora  tends  to  shift  with  succeeding 
episodes  of  active  infection  and  therapy. 
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Culture  and  sensitivity  studies  are  desir- 
able but  have  certain  drawbacks ; the  ten- 
dency toward  recurrence  and  chronicity  lim- 
its the  usefulness  of  the  culture  as  a routine 
measure.  The  frequency  of  occurrence  may 
preclude  routine  culture  as  it  constitutes  an 
undue  economic  drain  compared  to  the  results 
obtained,  and  the  culture  usually  involves 
the  use  of  a catheter  which  insures  the  ap- 
pearance of  infection  if  it  was  not  present 
prior  to  the  catheterization.  The  latter  diffi- 
culty can  be  eliminated  by  the  use  of  mid- 
stream culture  techniques. 

As  a practical  measure,  the  examination 
of  the  stained  sediment  followed  by  a seven 
to  ten  day  course  of  one  of  the  better  sulfa 
compounds  (that  is,  Gantrisin  or  sulfadia- 
zine, 1 gm.  four  times  daily)  is  sufficient  to 
suppress  or  eliminate  the  active  infection  in 
most  patients.  If  the  infection  recurs  within 
four  to  five  weeks,  culture  and  sensitivity 
studies  should  be  carried  out  to  determine 
further  therapy.  Chloramphenicol,  kanamy- 
cin,  and  Coly-Mycin  have  been  the  most  use- 
ful drugs  when  sulfa  compounds  have  failed. 
In  the  author’s  experience,  the  tetracycline 
compounds  have  not  given  good  results.  The 
natural  history  is  that  of  recurrence  with 
eventual  establishment  of  true  chronic  in- 
fection. 

The  location  or  level  at  which  the  initial  in- 
fection occurs  is  not  known.  The  clinical 
course  of  many  of  the  patients  suggests  that 
the  lower  genitourinary  tract  is  involved, 
with  the  infection  ascending  to  the  kidneys. 
In  my  experience,  at  least  50  per  cent  of  the 
diabetic  patients  subjected  to  renal  biopsy 
had  microscopic  evidence  of  infection.  The 
reasons  for  the  increased  susceptibility  for 
infection  and  tendency  towards  chronicity 
are  not  understood.  This  is  not  due  to  the 
type  of  diabetes  or  level  of  carbohydrate  con- 
trol. As  a rule,  intravenous  pyelograms,  cyst- 
oscopy, and  other  methods  of  investigating 
the  genitourinary  tract  reveal  no  abnormal- 
ity, or  an  abnormality  which  has  been  in- 
duced by  the  chronic  infection.  The  outlook 
for  a favorable  response  in  any  single  epi- 
sode is  good,  but  the  long  term  problem  is 
far  more  complex  and  disturbing. 

— Harold  L.  Dobson,  M.D.,  Houston. 
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Fast  Action  Thwarts 
Polio  Outbreaks 

An  increase  in  the  incidence  of  poliomye- 
litis in  Texas  in  1962  provided  an  excellent 
opportunity  to  test  the  efficacy  of  live  oral 
vaccine  in  combatting  pending  type-specific 
outbreaks  of  the  disease. 

A preliminary  report  on  the  experience 
with  Sabin  oral  vaccine  in  Texas  in  1962  ap- 
pears on  page  790  of  this  Journal.  It  is  an- 
ticipated that  a follow-up  report  will  be  avail- 
able early  in  1964. 

Acting  promptly  and  effectively,  county 
medical  societies  took  the  lead  in  organizing 
and  administering  oral  vaccination  programs 
to  head  off  threatened  epidemics.  In  one  com- 
munity (Dilley),  chain  telephone  calls  and  a 
mobile  loud  speaker  with  a bilingual  an- 
nouncer spread  the  word  within  three  hours 
to  residents  in  town  and  outlying  rural 


areas ; this  was  one  of  the  most  successful  as 
well  as  the  fastest  program  conducted  during 
the  year. 

Announcement  of  a slight  risk  involved  in 
the  use  of  type  III  vaccine  in  adults  brought 
a temporary  setback,  but  in  areas  where  this 
type  of  poliomyelitis  was  endemic,  medical 
societies  had  the  courage  of  their  convictions 
to  push  ahead  with  administering  type  III 
Sabin  vaccine,  and  the  success  of  these  ven- 
tures may,  in  the  long  run,  be  responsible  for 
salvaging  the  entire  live  oral  vaccine  pro- 
gram. 

This  mode  of  combatting  poliomyelitis  was 
adopted  early  by  county  medical  societies  as- 
suming leadership  for  the  financing,  plan- 
ning, and  execution  of  the  area-wide  pro- 
grams. Such  commendable  spirit  of  our 
physicians  marks  another  milestone  in  Texas 
medicine. 

— Van  C.  Tipton,  M.D.,  Director, 
Communicable  Diseases  Division, 
Texas  State  Department  of  Health. 


Activities  for  Asthmatics  Reported 

Instead  of  having  their  physical  activities  severely  curtailed, 
children  with  bronchial  asthma  should  be  encouraged  to  perform  regu- 
lar exercise  and  to  participate  in  ordinary  games  of  childhood,  re- 
ported University  of  Texas  researchers  in  a recent  issue  of  the  Jour- 
nal of  the  American  Medical  Association. 

After  conducting  a pilot  study  on  the  effect  of  exercise  on  asth- 
matic youngsters.  Dr.  Thomas  R.  McElhenney  and  Kay  H.  Petersen, 
Ph.D.,  of  Austin  recommended  that  school  boards  create  remedial  or 
adapted  programs  of  physical  education  for  all  children  in  the  com- 
munity who  are  “below  par,”  including  asthmatic  children. 

Twenty  boys,  from  8 to  12  years  old,  were  included  in  the  pilot 
study.  Twice  a week  for  four  months  they  took  part  in  an  activity 
program  designed  to  develop  strength,  endurance,  and  skill  gradually, 
and  to  provide  individual  instruction  and  encouragement  to  practice 
basic  body  skills.  Activities  included  calisthenics,  simple  games,  relays, 
softball,  basketball,  volleyball,  tumbling,  rudimentary  weight  training, 
and  swimming. 

The  authors  reported  that  each  of  the  20  boys  showed  improve- 
ment. The  average  increase  in  vital  lung  capacity  was  18  per  cent, 
and  there  was  an  approximate  30  per  cent  reduction  in  the  number 
and  severity  of  the  asthmatic  attacks  and  the  need  for  symptomatic 
drug  therapy. 

Most  satisfying  of  all  the  results,  reported  the  researchers,  was 
that  the  boys  were  transformed  from  “watchers”  to  “doers.” 
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Economics  of  Medical  Practice 


IN  RECENT  years,  there  has  been  consider- 
able criticism  of  the  rising  costs  of  medical 
care.  It  is  true  that  stepped-up  costs  result 
primarily  from  factors  other  than  profes- 
sional fees,  even  though  professional  fees 
amount  to  approximately  25  per  cent  of  the 
total. 

The  real  cost  of  medical  care  has  risen 
less  rapidly  than  other  services  and  much 
less  rapidly  than  commodities  in  general.  In 
an  extended  period  of  rising  general  price 
levels,  service  prices  tend  to  increase  more 
slowly  than  commodity  prices  during  the 
primary  stages  of  inflation,  and  more  rapidly 
than  commodity  prices  during  the  later 
stages. 

The  critical  attacks  upon  the  medical  pro- 
fession are  prompted  by  the  fact  that  since 
1952,  medical  care  prices  have  gone  up  more 
than  consumer  prices  in  general,  based  on 
the  1947-1949  average.  Actually,  medical 
care  prices  were  belatedly  catching  up  with 
the  consumer  price  level,  which  has  been 
rising  since  1945.  From  1940  to  1960,  physi- 
cians’ fees  have  advanced  less  than  the  con- 
sumer price  index  and  much  less  than  com- 
modity prices,  based  on  the  1935-1939  index. 

Both  the  facts  and  interpretation  of  the 
behavior  of  medical  care  costs  are  misunder- 
stood. Expenditures  for  medical  care  are  five 
times  what  they  were  in  1927  and  more  than 
seven  times  the  1935  figure.  We  must  ac- 
knowledge this  fact,  but  we  also  must  point 
out  that  a larger  population  with  a higher 
income  is  consuming  greater  quantities  of 
medical  care  of  a steadily  improving  quality 
at  nominally  higher  prices.  The  upswing  in 
medical  care  prices  was  only  slightly  more 
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than  average  price  increases  in  the  past  25 
years,  while  per  capita  income  rose  twice  as 
fast. 

Expenditure  of  disposable  income  for  med- 
ical care  has  increased  from  3.99  per  cent  in 
1930  to  4.2  per  cent  in  1940,  4.27  per  cent  in 
1950,  5.4  per  cent  in  1960,  and  5.8  per  cent 
in  1961.  Per  capita  income,  however,  has 
multiplied  fourfold,  and  the  prices  of  con- 
sumer goods  and  services  have  doubled. 

Review  of  128,700  physicians’  income  tax 
returns  in  1959  shows  the  average  physi- 
cian’s annual  net  earnings  as  $17,300  after 
expenses  and  before  taxes.  The  census  bu- 
reau reports  that  64  per  cent  of  the  211,000 
male  physicians  had  earnings  during  1959  of 
$10,000  or  more.  Average  net  incomes  in 
past  years  were  $5,300  in  1930,  $7,600  in 
1940,  and  $11,000  in  1950.  Comparatively, 
the  median  annual  salary  for  United  States 
scientists  was  $10,000  in  1962,  and  median 
salaries  were  higher  for  selected  groups. 
Average  salaries  of  recently  graduated  scien- 
tists are  from  $6,000  to  $7,200. 

In  1961,  Americans  paid  $21.1  billion  for 
medical  care.  Reduced  to  per  capita  figures, 
statistics  show  that  the  average  American 
spent  $79.76  in  direct  payment  and  $36.84 
for  prepaid  health  insurance,  or  a total  of 
$116.60  for  the  year. 

Critics  of  higher  medical  care  prices  also 
are  disparaging  of  the  voluntary  health  in- 
surance mechanism.  Health  insurance  pre- 
miums have  gone  up  because  hospitalization 
costs  continue  to  climb  in  a competitive  labor 
market  and  where  general  costs  of  all  serv- 
ices and  commodities  are  in  a steady  upward 
curve.  Hospitalization  accounts  for  the  major 
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upswing  in  medical  costs,  but  we  are  in  a 
period  of  greater  consumer  demand  for  med- 
ical care  and  hospital  services. 

Insurance  benefits  paid  28.3  per  cent  of 
the  total  medical  bill  in  1961,  and  met  66 
per  cent  of  hospital  charges  and  30  per  cent 
of  physicians’  charges.  Health  insurance  pre- 
miums in  1961  were  $6.7  billion,  and  car- 
riers paid  $6.4  billion  in  benefits. 

The  Social  Security  Administration  esti- 
mates that  private  expenditures  for  health 
care  have  jumped  175  per  cent  since  1948 
because  of  increased  population,  general  na- 
tionwide hike  in  price  levels,  and  cost  of 
living.  About  two-thirds  of  the  increase  was 
attributed  to  higher  prices  and  the  remain- 
ing one-third  to  expanded  use  of  health  serv- 
ices and  improvements  in  the  level  and  scope 
of  these  services. 

Voluntary  health  insurance  has  grown 
rapidly  in  recent  years  and  in  1962,  75  per 
cent  of  the  American  people  were  enrolled. 
There  are  now  1,800  organizations  active  in 
the  health  insurance  field : 839  insurance 
companies,  77  Blue  Cross  plans,  69  Blue 
Shield  plans,  and  nearly  800  plans  sponsored 
by  communities  or  unions. 

Approximately  30  per  cent  of  families  an- 
nually spend  less  than  $50  for  medical  care; 
35  per  cent,  between  $50  and  $200 ; 24  per 
cent,  $200  to  $500 ; and  1 1 per  cent,  $500  or 
more.  This  latter  group  will  bear  some  40 
per  cent  of  all  expenses  on  medical  care. 
These  families  must  give  the  same  consid- 
eration to  health  insurance  as  they  do  to  life, 
fire,  and  automobile  insurance. 

American  people  should  be  educated  to  ob- 
tain adequate  voluntary  health  insurance  for 
themselves  and  their  families,  choosing  from 
various  plans  the  types  and  portions  of  health 
expenditures  they  prefer  to  insure. 

Voluntary  health  insurance  carriers  must 
increase  benefits  in  every  possible  area. 


However,  first  dollar  coverage  and  inclusion 
of  small  budgetable  items  usually  is  not 
worthwhile.  Broad  hospital-surgical-medical 
benefits  that  provide  80  per  cent  of  the  costs 
for  major  and  catastrophic  illnesses,  after  a 
selected  deductible  amount,  give  the  best 
general  coverage.  Major  medical  insurance 
or  extended  hospital-surgical-medical  bene- 
fits provide  protection  against  virtually  all 
types  of  health  care  expenses.  It  is  funda- 
mental that  the  decisions  as  to  type  and 
amount  of  insurance  purchased  be  left  ulti- 
mately to  the  consumer  rather  than  some 
central  decisions-making  body. 

The  recent  provisions  for  all  citizens  over 
65,  and  the  Kerr-Mills  legislation  for  the 
medically  indigent  and  welfare  recipients, 
should  rapidly  enable  us  to  provide  benefits 
for  more  than  90  per  cent  of  our  population. 
If  our  present  growth  is  continued,  this  goal 
can  easily  be  reached  without  federal  inter- 
ference. 

American  medicine  is  the  nation’s  greatest 
bargain.  No  other  country  in  the  world  en- 
joys as  high  a state  of  good  health,  and  sel- 
dom is  longevity  exceeded  or  morbidity  or 
mortality  less. 

The  greatest  medical  advances  are  devel- 
oped in  this  country,  and  our  pharmaceutical 
industry  produces  more  new  drugs,  after  de- 
tailed research  under  strong  safety  laws  and 
regulations,  than  all  other  nations  combined. 

Each  day,  we  enjoy  the  best  preventive, 
diagnostic,  and  therapeutic  medical  facilities 
that  are  available  anywhere.  All  of  this  and 
much  more  is  available  at  a nominal  cost 
with  a system  of  prepayment  to  defray  cata- 
strophic medical  expense.  Most  important, 
under  this  system  the  dual  cornerstones  of 
Americanism — individual  freedom  and  re- 
sponsibility— are  preserved. 

— Everett  C.  Fox,  M.D.,  Dallas. 
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Medical  Fees 


Fees  charged  by  physicians  have  increased  during  the  last  25 
years  of  bureaucratic  inflation,  but  this  increase  is  less  than 
that  for  most  other  services  and  commodities.  Only  a small 
minority  of  doctors  is  guilty  of  overcharging,  but  the  entire 
profession  must  suffer  from  the  image  created  by  these  offend- 
ers . 

Fatients  should  inquire  about  fees  on  the  first  visit  ; however, 
they  rarely  do,  and  physicians  who  broach  the  subject  may  be 
considered  mercenary.  When  a patient  considers  a charge  too 
high,  he  should  discuss  the  matter  with  his  physician;  and,  if 
no  agreement  can  be  reached,  the  problem  should  be  submitted  to 
the  county  medical  society  grievance  committee.  Unfortunately, 
both  patients  and  insurance  companies  may  be  reluctant  to  ap- 
proach the  matter  by  either  of  these  measures,  but  still  the 
medical  profession  is  criticized. 

The  solution  to  this  problem  may  be  found  in  our  Principles  of 
Medical  Ethics.  In  one  report  the  Judicial  Council  of  the  Amer- 
ican Medical  Association  stated:  "The  charging  of  an  excessive 
fee  is  unethical  and  contrary  to  Section  7 of  the  Principles. 
The  physician's  fee  should  be  commensurate  with  the  services 
rendered  and  the  patient's  ability  to  pay." 

In  another  report  the  Council  stated:  "One  of  the  strongest  holds 
of  the  profession  on  public  approbation  and  support  has  been 
the  age-old  professional  ideal  of  medical  service  to  all,  wheth- 
er able  to  pay  or  not.  That  ideal  is  basic  in  our  ethics.  The 
abandonment  of  that  ideal  and  the  adoption  of  a principle  of 
service  only  when  paid  for  would  be  the  greatest  step  toward 
socialized  medicine  which  the  medical  profession  could  take." 


I offer  two  final  comments  for  con- 
sideration. First,  we  should  ask 
ourselves  if  we  have  actually  earned 
each  fee  ; and,  second,  charity  means 
giving  from  the  heart,  not  counting 
unpaid  bills. 


Robert  Mayo  Tenery,  M.D. 

President,  Texas  Medical  Association 


Surgical  Treatment 
Of  Ulcerative  Colitis 


MOST  PATIENTS  with  ulcerative  colitis 
can  be  managed  medically  with  diet, 
sedation,  Azulfadine,  and  steroids.  However, 
about  20  per  cent  of  patients  sick  enough  to 
require  steroids  also  require  surgery  eventu- 
ally. The  classical  indications  for  surgery  in- 
clude recurrent  hemorrhage,  chronic  or  in- 
tractable disease,  stricture,  obstruction,  ma- 
lignancy, and  severe  acute  toxicity  with  or 
without  perforation.  This  last  indication  is 
especially  interesting  because  these  patients 
once  were  considered  unsuitable  for  surgery 
even  though  medical  management  resulted  in 
a high  mortality  rate.  More  recently  it  has 
been  shown  that  ileostomy  with  colectomy 
gives  better  results  in  these  critically  ill  pa- 
tients. 

Since  any  article  can  touch  on  only  a few 
of  the  surgical  aspects  of  ulcerative  colitis, 
the  points  emphasized  herein  are  general 
surgical  management,  conduct  of  the  opera- 
tion, the  ileostomy,  and  the  use  of  steroids. 

The  author  has  had  no  experience  with 
ileoproctostomies  in  ulcerative  colitis,  as  has 
been  advocated  by  Aylett.1  Enthusiasm  for 
this  procedure  has  waxed  and  waned.  There 
is  no  question,  however,  that  some  patients 
would  be  best  handled  by  a subtotal  colecto- 
my with  an  ileorectal  anastomosis.  Further, 
the  author  has  had  no  experience  with  the 
operative  approach  of  Hill5  in  which  the  en- 
tire one-stage  proctocolectomy  is  done  from 
the  abdominal  approach.  Consequently,  these 
two  procedures  are  mentioned  only  briefly. 

The  basis  for  many  of  the  ideas  presented 
is  the  author’s  experience  with  12  patients 
as  shown  in  Fig.  1.  The  results  and  complica- 
tions are  discussed.  For  clarity’s  sake,  in  this 
article  total  colectomy  means  resection  of 
the  entire  colon  and  rectum.  Subtotal  colec- 


tomy means  resection  of  the  colon  from  ce- 
cum through  the  sigmoid,  but  not  including 
the  rectum. 

Preoperative  Management 

Most  of  these  patients  have  been  treated 
with  steroids  for  some  time  and  may  present 
some  special  problems.  If  ACTH  has  been 
used,  conversion  to  cortisone  is  accomplished 
preoperatively.  Usually,  100  mg.  of  cortisone 
intramuscularly  the  evening  before,  and  the 
morning  of,  surgery  are  required  along  with 
a hydrocortisone  drip  during  the  operation. 
As  much  as  300  to  400  mg.  may  be  needed  on 
the  day  of  operation.  Steroids  occasionally 
can  be  discontinued  before  the  patient  is  dis- 
charged. However,  if  he  has  had  steroids  for 
many  months  or  years  preoperatively,  a more 
gradual  decrease  of  the  steroids  is  indicated. 

The  steroids  definitely  complicate  the  sur- 
gical problem.6  Some  psychiatric  problems 
actually  are  caused  by  the  steroids  rather 
than  the  disease.  Further,  there  are  delayed 
wound  healing,  hyperglycemia,  hypertension, 
electrolyte  problems,  and  more  venous  throm- 
boses in  cortisone-treated  patients.  However, 
these  factors  should  not  influence  the  sur- 
geon in  the  selection  of  the  operation  neces- 
sary for  a particular  patient.  Although  large 
doses  of  steroids  may  be  required  to  prevent 
“vascular  collapse,”  it  should  not  be  com- 
mon in  properly  “boostered”  patients. 

When  previous  steroid  therapy  is  a factor, 
however,  several  technical  points  are  of  sig- 
nificance. Retention  sutures  should  be  used. 
Permanent  sutures  around  the  ileostomy  and 
its  mesentery  should  be  added  to  the  catgut 
closure.  Finally,  the  patient  should  be  pre- 
pared for  a slow,  protracted  healing  of  his 
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Indications  for,  and  conduct  of,  surgical 
treatment  of  ulcerative  colitis  are  discussed. 

Of  particular  importance  are  the  effects  of  ROBB  H.  RUTLEDGE,  M.D. 

steroid  therapy.  Construction,  care,  and  com- 
plications of  ileostomy  are  outlined. 


posterior  wound.  In  general,  this  is  prolonged 
as  compared  with  the  healing  time  of  the 
posterior  wound  of  Miles’  operation  for  ma- 
lignancy. 

In  addition  to  the  consideration  of  steroids, 
blood  volume,  electrolyte  balance,  and  gen- 
eral evaluation  are  of  prime  importance.  The 


thoroughness  of  the  bowel  preparation  de- 
pends on  the  urgency  of  the  operation.  If 
time  allows,  a good  preparation  with  Sulfa- 
suxidine  and  neomycin  is  worthwhile.  This 
varies  greatly  depending  on  the  amount  of 
hemorrhage,  toxicity,  or  question  of  perfora- 
tion. 


PATIENTS 

AGE  AT 

OPERATION 

INDICATION 

FOR  SURGERY 

YEAR  OF 

SURGERY 

OPERATION  PERFORMED 

REMARKS  AND 

COMPLICATIONS 

1 . R.  M.  $ 

22 

1 ntractab i 1 i ty 

1953 

I 1 eostomy  and 
Subtotal  Colectomy 

Died;  Unrelated 

Ma 1 i gnancy  - 1 959 

2.  B.  G.  £ 

43 

Acute  Tox i c i ty 

1 955 

1 1 eostomy  and 
Subtotal  Colectomy 

Ileostomy  Fistula:  Rectum 
removed  in  6 months. 

3.  G.  OeWC^ 

1 7 

Acute  Toxicity 

1956 

1 1 eostomy  and 
Subtota 1 Co  1 ectomy 

Stenosis  and  retraction; 
Rectum  removed  1961. 

4.  J.  L.  ^ 

24 

Acute  Tox i c i ty 

1956 

I 1 eostomy  and 
Subtotal  Colectomy 

Rectum  Asymptomatic. 

5.  M.  C.  £ 

60 

? Mali gnancy 

1956 

Left  proctocolectomy 
with  End  Transverse 
Co  1 ostomy 

Vascular  Collapse  without 
prior  Steroids. 

6.  F.  P.  <j> 

27 

Acute  Tox i c i ty 

1956 

1 1 eostomy  and 
Subtota 1 Co  1 ectomy 

Vascular  Collapse.  Rectum 
removed  in  6 months. 

7.  E.  P. 

50 

Acute  Toxicity 

1956 

Ileostomy  and 
Subtota 1 Co  1 ectomy 

Rectum  removed  1961. 

8.  M.  M.  ^ 

25 

Acute  Tox  i c i ty 

1 956 

1 1 eostomy  and 
Total  Col ectomy 

Inadequate  Post.  Dr a i nage ; 
Vascu 1 ar  Coll  apse ; 
Intestinal  Obstruction; 
Pregnancy  1958. 

9.  C.  B.  $ 

34 

Recurrent 

Hemorrhage 

1958 

I 1 eostomy  and 
Total  Colectomy 

Ileostomy  Fistula;  Late 
Ulcerative  i 1 e i t i s;  Stoma  1 
Dysfunction;  Electrolyte 

1 mba lance. 

10.  H.  G.  $ 

57 

Acute  Tox i c i ty 

1 959 

Ileostomy  and 
Subtota 1 Co  1 ectomy 

Rectum  moderately 
Symptomat i c . 

M.  L.  S.  $ 

60 

Recurrent 

Hemorrhage 

I960 

1 1 eostomy  and 
Tota 1 Co  1 ectomy 

Cement  A 1 1 ergy ; 

Skin  Excoriation. 

12.  G.  R.  d* 

42 

Acute  Toxicity 

I960 

I 1 eostomy  and 
Tota 1 Co  1 ectomy 

Perineal  Fistula. 

Fig.  1.  Data  on  surgical  cases  of  ulcerative  colitis. 
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Conduct  of  Operation 

Assuming  that  the  patient  has  universal 
involvement  and  is  not  one  of  the  fortunate 
few  for  whom  a segmental  resection  can  be 
performed,  the  abdomen  is  opened  through  a 
long,  left  paramedian  incision  to  allow  maxi- 
mal distance  of  the  incision  from  the  pro- 
posed ileostomy  and  to  allow  more  easy  ac- 
cess to  the  splenic  flexure,  which  is  often 
difficult  to  mobilize  safely  without  adequate 
exposure.2’  3 

Dissection  is  begun  on  the  right,  mobiliz- 
ing the  cecum  and  right  colon  towards  the 
midline.  After  the  hepatic  flexure  is  freed, 
the  mobilization  continues  toward  the  left 
across  the  transverse  colon.  In  this  stage  the 
omentum  and  transverse  mesocolon  are 
clamped  and  ligated  as  one.  This  effectively 
shuts  off  the  lesser  sac  as  a space  for  small 
bowel  herniation.  After  the  splenic  flexure 
is  freed,  the  descending  colon  and  sigmoid 
are  mobilized  as  in  a standard  colectomy. 

During  the  abdominal  part  of  this  proced- 
ure, abscesses,  perforations,  and  gangrenous 
areas  of  bowel  may  be  found.  In  general,  it 
is  better  to  excise  the  colon  and  drain  the 
abscesses  rather  than  to  perform  any  type  of 
defunctioning  exteriorization  or  compromise 
procedure.  Removal  of  the  diseased  bowel 
seems  necessary  to  the  recovery  of  these  pa- 
tients. 

When  the  dissection  has  reached  the  sig- 
moid area  the  operator  has  several  alterna- 
tives. Perhaps  an  ileoproctostomy  is  feasible 
if  the  rectum  is  not  diseased.  If  the  patient 
is  young,  and  the  removal  of  the  rectum  is 
not  pressing,  the  rectosigmoid  may  be  turned 
in,  or  brought  out  as  a mucous  fistula.  The 
avoidance  of  the  presacral  space  may  pre- 
serve his  sexual  function  and  also  preserve 
his  chance  for  an  anastomosis  at  a later 
date.  Sometimes  the  patient’s  condition  re- 
quires that  the  operation  be  stopped  at  this 
point.  It  takes  a relatively  short  time  to  reach 
this  stage  in  the  dissection,  and  the  operator 
should  not  believe  that  the  operation  is  al- 
most finished.  The  addition  of  the  rectal  pre- 
sacral dissection  prolongs  the  operation  con- 
siderably and  can  be  bloody  and  difficult.  It 
sometimes  is  wiser  to  stop  at  this  point.  How- 
ever, if  the  operative  dissection  has  gone 
well,  and  the  rectum  is  severely  involved,  the 
operator  should  not  hesitate  to  remove  the 
rectum  as  well.  The  removal  may  be  easier 
and  safer  at  this  time.  If  the  rectum  is  left, 
the  superior  hemorrhoidal  artery  should  be 


divided  to  cut  down  the  chances  of  postop- 
erative rectal  hemorrhage. 

The  specimen  is  then  removed.  The  peri- 
toneal floor  is  closed  with  continuous  and 
interrupted  sutures.  The  leaves  of  the  meso- 
colon are  reperitonealized  to  the  lateral  gut- 
ters to  give  a smooth  surface  and  cut  down 
the  chances  of  postoperative  intestinal  ob- 
struction. The  abdominal  wound  is  closed  in 
layers  with  retention  sutures  and  the  ileos- 
tomy is  made.  If  the  perineal  portion  of  the 
operation  has  been  done,  the  presacral  space 
should  be  widely  drained  with  cigarette 
drains  or  a Chaffin  tube. 

Construction  of  Ileostomy 

The  actual  construction  of  the  ileostomy  is 
the  most  important  portion  of  the  operation. 
Most  of  the  later  complications  will  center  on 
problems  related  to  the  ileostomy  stoma.4 

Most  authorities  agree  that  the  right  lower 
quadrant  is  the  best  site  for  the  ileostomy.  If 
scars  there  preclude  a smooth  surface  for  a 
strong  adhesive  support  for  the  bag,  the  ile- 
ostomy may  be  brought  out  through  the 
navel. 

Since  nearly  all  ileostomy  appliances  have 
an  outside  diameter  of  4 in.,  there  must  be 
more  than  2 in.  flat  surface  radius  from  the 
center  of  the  stoma  to  the  navel,  iliac  crest, 
and  pubis.  A permanent  or  temporary  bag 
can  be  used  preoperatively  to  mark  the  site 
and  to  be  sure  the  appliance  is  comfortable 
as  the  patient  sits  down  or  walks.  If  a bag  is 
not  used,  the  site  can  be  chosen  by  measuring 
21/2  in-  lateral  and  then  inferior  to  the  navel. 
This  will  be  about  half-way  on  the  line  be- 
tween the  navel  and  iliac  crest.  This  location 
should  be  carefully  marked  before  the  opera- 
tion begins  (Fig.  2). 

At  the  operating  table  the  ileostomy  is  con- 
structed after  the  specimen  has  been  re- 
moved. First,  a % to  1 in.  diameter  circular 
incision  is  made  through  the  skin  and  soft 
tissue  and  the  button  of  skin  is  removed.  Some 
authors  favor  a vertical  ellipse  1 y$  in.  by  l/> 
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Fig.  2.  Drawings  showing  detail  of  location  of  ileostomy,  to  the  skin.  (Drawing  of  ileostomy  illustration  modified 
its  internal  and  external  fixation,  and  eversion  and  suture  from  Bacon.) 


in.,  feeling  this  will  spread  into  a 1 in.  circle. 
Then  a slightly  smaller  cruciate  or  circular 
incision  is  made  in  the  rectus  fascia.  This 
should  not  be  too  large  or  an  ileostomy  hernia 
is  likely.  Finally,  the  peritoneum  is  opened 
longitudinally  but  no  button  is  removed.  The 
ileum  is  divided  close  to  the  cecum.  If  there 
is  no  disease  extension  up  the  ileum,  only  3 
or  4 in.  of  ileum  are  removed  with  the  colon 
in  order  to  preserve  the  “water-wringer” 
effect  of  the  terminal  small  bowel.  Any  ileal 
involvement  must  be  resected  with  the  colon. 

Next,  the  ileostomy  is  delivered  through 
the  circular  incision  about  2 in.  Inside  the 
abdomen,  the  mesentery  of  the  ileum  is  closed 
to  the  lateral  peritoneal  wall  with  inter- 
rupted cotton  sutures  to  secure  the  ileostomy 
and  to  close  the  gutter,  preventing  small  bow- 
el herniation  (Fig.  2).  Then,  the  mesentery 
of  the  ileum  is  anchored  to  the  peritoneal 
exit  to  prevent  retraction.  A cotton  suture  is 
placed  in  the  ileal  mesentery  near  the  serosa 
about  II/2  in-  proximal  to  the  exit  from  the 


peritoneum,  and  is  passed  through  the  peri- 
toneum and  rectus  to  angle  the  ileum  lateral- 
ly and  prevent  the  full  force  of  peristaltic 
rushes  causing  prolapse.  Instead  of  this 
method  to  prevent  prolapse,  a localized  Noble 
plication  can  be  formed. 

After  the  ileostomy  has  been  anchored  in- 
ternally, the  circular  skin  opening  is  retract- 
ed and  one  or  two  cotton  sutures  are  used  to 
suture  the  ileal  mesentery  to  the  anterior  rec- 
tus fascia.  Care  is  used  to  avoid  the  bowel 
itself  with  all  of  these  fixation  sutures. 

Then,  the  ileostomy  is  everted  full  thick- 
ness on  itself  and  sutured  to  the  dermal  layer 
of  the  skin  with  interrupted  catgut  (Fig.  2). 
This  “Brooke  ileostomy”3  may  have  the  dis- 
advantage of  being  bulky.  It  occasionally  in- 
terferes with  the  patient’s  visualization  of 
his  peristomal  skin  and  accurate  application 
of  his  bag.  The  Turnbull  modification,8  in 
which  the  terminal  inch  of  seromuscular  coat 
is  stripped  before  the  eversion,  virtually  elim- 
inates this  complaint.  However,  this  method 
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has  the  dangers  of  a mucosal  slough  and  pos- 
sibly higher  risk  of  fistula  formation.  In 
most  cases,  the  Brooke  ileostomy  is  satisfac- 
tory and  safer.  In  either  case,  the  eversion 
principle,  followed  by  both  the  Brooke  and 
Turnbull  methods,  has  done  much  to  elimi- 
nate stomal  dysfunction  and  other  ileostomy 
problems. 

Ileostomy  Care 

Postoperative  ileostomy  care  is  of  utmost 
importance  in  getting  a good  long-term  re- 
sult. In  this  presentation  no  attempt  is  made 
to  discuss  in  detail  the  electrolyte  manage- 
ment and  general  care  problems.  Instead  at- 
tention is  centered  on  the  local  care  of  the 
ileostomy  stoma. 

At  the  close  of  the  operation,  a temporary 
plastic  bag  is  applied  directly  on  the  skin 
using  karaya  gum  powder  and  Desitin  to  pro- 
tect any  exposed  skin.  The  early  ileal  con- 
tents are  watery,  irritating,  and  accompanied 
by  stomal  edema.  This  requires  that  the  bag 
be  changed  frequently  and  the  skin  protected. 
In  about  one  week  the  contents  are  more 
solid,  the  edema  has  subsided,  and  a perma- 
nent bag  can  be  applied.  Any  raw  areas  are 
covered  with  karaya  powder.  The  patient’s 
skin  is  tested  for  sensitivity  to  cement,  and 
a carefully  fitted  ileostomy  bag  is  applied. 
The  bag  fits  snugly  around  the  ileostomy 
leaving  exposed  skin  at  a minimum.  If  the 
bag  fits  too  tightly,  however,  or  if  its  belt 
tends  to  pull  the  bag  out  of  position,  under- 
cutting and  fistula  will  result.  Careful  man- 
agement will  allow  less  granulation  tissue  at 
the  ileostomy  cutaneous  junction  and  less 
chance  for  later  constriction.  If  the  ileostomy 
is  working  well,  dilatation  is  not  necessary. 

Later  on,  the  patient  will  gain  consider- 
able weight  and  will  require  a change  in  the 
shape  of  the  disc  part  of  his  bag  to  insure  a 
good  fit. 

Through  both  the  early  and  later  stages  of 
ileostomy  care,  the  patient  can  gain  valuable 
information  from  patients  with  an  estab- 
lished ileostomy  or  from  QT  clubs.  These  pa- 
tients become  ingenious  with  problems  of 
skin  care,  deodorants,  and  ways  of  applying 
the  ileostomy  bag. 

Complications 

The  particular  complications  of  ulcerative 
colitis  surgery  are  primarily  related  to  the 
ileostomy.  The  most  frequent  ones  are  stric- 


ture, fistula,  retraction,  prolapse,  edema, 
skin  excoriation,  electrolyte  imbalance,  sto- 
mal dysfunction,  and  intestinal  obstruction 
(Fig.  3). 

COMPLICATIONS 

Ileostomy  Fistulas  2 

Inadequate  Drainage  Posterior  Wound  ...  2 

(a)  I early  - rectum  removed 
<b)  I late  - incision  and  drainage 

Vascu I ar  Coll  apse .3 

( a ) I operat i ve 
(bl  2 post-operative 

Ileostomy  Retraction  and  Stenosis  ...  I 

Ileostomy  Dysfunction  I 

Recurrent  Electrolyte  Imbalance  ....  I 

Intestinal  Obstruction  ......  I 

Skin  Excoriation  - Cement  Allergy  ...  I 
Ileostomy  Prolapse  or  Hernia  . . . . 0 

Fig.  3.  Complications  in  reported  coses. 

Most  of  these  complications  can  be  pre- 
vented or  decreased  by  the  careful  attention 
to  the  ileostomy  and  its  construction.  How- 
ever, all  will  continue  to  plague  the  patient 
and  surgeon  from  time  to  time. 

Stricture  is  best  prevented  by  making  the 
ileostomy  of  adequate  size  and  by  meticulous 
avoidance  of  skin  contamination  around  the 
ileostomy  base.  If  constriction  does  occur  it 
can  be  relieved  by  four  radial  incisions  in 
the  peristomal  skin  to  allow  ileostomy  ex- 
pansion. A small  ileostomy  is  not  necessarily 
strictured.  Occasionally  a very  small  ileos- 
tomy will  function  normally.  Such  an  ileos- 
tomy should  be  left  alone.  Ileostomies  should 
be  revised  for  symptoms,  not  for  size. 

Ileostomy  fistula  is  a distressing  compli- 
cation that  usually  is  caused  by  improperly 
fitting  appliances,  reaction  around  sutures 
placed  in  the  ileal  wall,  or  by  perforation  of 
food  seeds.  Fistulas  near  the  skin  level  or 
deep  to  it  usually  require  revision  of  the  ile- 
ostomy. The  fistula  often  presents  as  an  ab- 
scess requiring  drainage.  Preferably  this 
drainage  should  be  done  through  an  area  of 
skin  outside  the  area  of  the  bag.  Even  after 
the  abscess  has  been  drained,  most  fistulas 
will  require  a major  ileostomy  revision.  Al- 
though this  can  be  done  by  enlarging  the  in- 
cision of  the  ileostomy  and  advancing  it  by 
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freeing  the  ileostomy  from  the  soft  tissues, 
it  is  better  handled  by  opening  the  main  left 
paramedian  incision  and  freeing  the  tissue 
along  the  ileal  mesentery,  advancing  the  ile- 
um out  of  the  same  exit,  and  fashioning  a 
new  ileostomy  in  the  same  location.  This  ap- 
proach avoids  a scar  in  the  peristomal  skin 
and  makes  application  of  the  ileostomy  ap- 
pliance more  satisfactory. 

Retraction  and  prolapse  occasionally  occur 
in  spite  of  proper  anchoring  and  positioning 
of  the  ileostomy.  In  either  case,  the  main  ab- 
dominal incision  is  opened.  If  the  ileostomy 
has  retracted,  it  can  be  freed  and  advanced 
as  described  in  the  care  of  a fistula.  If  pro- 
lapse is  the  problem,  the  prolapse  can  be  re- 
duced by  gentle  pressure  from  above.  Then 
the  ileostomy  is  properly  anchored.  A Noble 
plication  is  sometimes  of  help  here  to  pre- 
vent recurrent  prolapse. 

Edema  usually  is  caused  by  hypersensitiv- 
ity to  foods  and  chemicals.  This  can  cause 
cramps,  stomal  dysfunction,  and,  if  untreat- 
ed, may  progress  to  strangulation  of  the  ile- 
ostomy. It  is  hard  to  pick  out  the  foods  that 
may  cause  this,  but  they  are  unlikely  to  be 
those  that  cause  urticaria.  The  patient  quick- 
ly learns  to  avoid  foods  which  cause  hyper- 
sensitivity. When  the  patient  is  aware  of  the 
onset  of  the  condition,  he  should  remove  his 
bag  to  avoid  strangulation  of  the  ileum.  A 
large  dose  of  injectable  antihistamine  may 
help  the  edema  to  recede  quickly.  Edema  can 
cause  prolonged  stomal  dysfunction.  Electro- 
lyte replacement  is  necessary  and  occasional- 
ly gentle  catheter  decompression  through  the 
ileostomy  will  help  the  patient  through  this 
period. 

The  modern  ileostomy  appliances  have  de- 
creased skin  problems.  Still,  excoriation  can 
be  a problem.  Contact  between  the  skin  and 
ileostomy  discharge  must  be  minimal.  Aller- 
gic reaction  to  tincture  of  benzoin  and  vari- 
ous cements  may  cause  considerable  skin  irri- 
tation and  ulceration.  If  excoriation  is  a 
problem,  local  care  is  usually  best  handled  by 
Desitin,  karaya  gum  powder,  and  appropri- 
ate antibiotic  creams.  Often  the  karaya  pow- 
der can  be  dusted  over  the  involved  area  di- 
rectly, or  on  top  of  a thin  layer  of  Desitin. 
Then  the  cement  and  bag  can  be  applied  over 
the  karaya  base. 

Intestinal  obstruction  requires  little  elabo- 
ration as  the  same  principles  apply.  One  must 
distinguish  this  from  stomal  dysfunction,  for 
the  latter  does  not  require  surgical  explora- 
tion. Proper  closure  of  the  lateral  gutter  and 


careful  reperitonealization  of  the  colonic  me- 
sentery to  the  lateral  peritoneal  areas  will  de- 
crease the  raw  area  and  the  incidence  of  post- 
operative obstructions. 

Three  other  complications  of  ulcerative  co- 
litis surgery  not  directly  related  to  the  tech- 
nical features  of  the  ileostomy  are  electro- 
lyte imbalance,  “vascular  collapse,”  and  peri- 
neal fistulas. 

The  first  of  these,  electrolyte  imbalance, 
can  occur  even  in  the  absence  of  stomal  dys- 
function, although  the  latter  will  aggravate 
it.  It  is  related  to  the  amount  of  ileum  that 
must  be  sacrificed.  It  is  best  prevented  by 
preserving  as  much  ileum  as  possible.  The 
symptoms  are  those  of  hypokalemia  or  hypo- 
calcemia. Oral  calcium  and  potassium  medi- 
cation will  correct  or  ease  the  symptoms.  The 
patient  should  inspect  to  be  sure  the  medica- 
tion is  not  passed  unchanged  from  the  ileos- 
tomy. 

“Vascular  collapse”  can  occur  during  this 
extensive  surgery  even  if  the  patient  has  not 
had  steroids.  The  extent  of  the  disease  and 
magnitude  of  the  surgery  are  such  that  ster- 
oids may  be  required  whether  or  not  the  pa- 
tient has  had  them  preoperatively.  Most  of 
these  patients,  however,  have  been  on  ster- 
oids and  need  large  doses  during  and  immedi- 
ately after  surgery.  Blood  replacement,  of 
course,  is  necessary  and  has  not  been  dis- 
cussed, but  collapse  may  be  due  to  lack  of 
steroids  rather  than  blood  loss.  Both  factors 
must  be  considered. 

The  third  complication,  perineal  fistula,  is 
usually  the  result  of  inadequate  drainage.  At 
the  conclusion  of  the  perineal  portion  of  the 
operation,  several  large  cigarette  drains  or 
a Chaffin  tube  are  inserted.  They  are  re- 
moved gradually  during  the  first  postopera- 
tive week.  The  posterior  wound  is  kept  clean 
after  that  by  irrigations  and  sitz  baths.  Fre- 
quent digital  examinations  are  needed  to  pre- 
vent bridging  and  fistula  formation  during 
the  healing.  The  posterior  wound  healing 
may  be  prolonged,  occasionally  requiring  six 
months  to  a year.  If  a fistula  or  abscess 
forms,  drainage  is  needed. 


Results 

All  of  the  12  patients  mentioned  in  the 
tables  were  operated  on  between  1953  and 
1960  by  the  author.  Follow-up  data  has  been 
obtained  on  all  by  personal  contact.  There 
was  no  operative  mortality.  The  only  death 
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was  in  a 26-year-old  man  who  died  of  a retic- 
ulum cell  sarcoma  of  the  femur  six  years 
after  his  ileostomy  and  colectomy.  Incidental- 
ly, this  patient  had  an  ileostomy  at  6 years  of 
age,  then  had  it  closed  at  age  10  years,  then 
had  his  permanent  ileostomy  and  colectomy 
at  22  years  of  age. 

The  complications  have  already  been  dis- 
cussed and  are  referred  to  in  Fig.  3.  Six  pa- 
tients required  readmission  (Fig.  4).  Four 
of  these  were  for  removal  of  the  rectum,  and 
one  was  for  incision  and  drainage  of  a peri- 
neal fistula.  Only  one  of  the  patients  has  had 
more  than  one  readmission.  This  patient  has 
had  recurrent  electrolyte  problems  and  an 
ileostomy  fistula.  She  had  25  cm.  of  ileum  re- 
moved at  the  original  operation  because  of  an 
ileo-ileal  fistula.  Then,  at  the  revision  of  her 
ileostomy,  another  11  cm.  was  excised.  This 
pathologic  specimen  showed  ulcerative  en- 
teritis. This  is  thought  by  some  to  be  a cause 
of  late  stomal  dysfunction  and  obstruction.7 
She  has  intermittent  symptoms  of  hypoka- 
lemia and  hypocalcemia  which  usually  re- 
spond to  oral  medication  alone. 

Of  the  11  living  patients,  7 are  housewives. 
One  has  had  an  uneventful  pregnancy  and 
delivery  since  her  colostomy.  There  have 
been  no  broken  homes  or  sexual  incompati- 
bility. All  have  been  able  to  do  their  house- 
work and  engage  in  religious  and  social  ac- 
tivities as  before.  The  other  four  patients  are 
regularly  employed  and  have  retained  their 
previous  positions  or  done  similar  work  ( Fig. 
4). 

Apparently  athletic  participation  is  not 
hampered.  Swimming,  touch  football,  golf, 
and  tennis  have  all  been  enjoyed. 

RESULTS 

Home  Situation  ........  7 

Wage  Earner  .........  4 

Pregnancy  | 

Patients  Readmitted  After  Original  Surgery  . 6 

Abdominoperineal  resection  ...  4 

I I eostomy  fistula I 

Electrolyte  imbalance I 

Per  i nea I f i stu I a I 

Died  (Reticulum  Cell  Sarcoma  Femur)  . . . 1 

Fig.  4.  Results  in  reported  cases. 


Excluding  occasional  oral  potassium  and 
calcium  preparations,  no  medications  have 
been  necessary.  None  of  the  patients  takes 
steroids. 

All  of  the  patients  have  stated  that  mas- 
tery of  the  ileostomy  is  indispensable  to  com- 
plete rehabilitation.  Confidence  in  the  ileos- 
tomy appliance  and  care  in  its  use  are  essen- 
tial. The  bag  is  changed  at  five  to  seven  day 
intervals  and  problems  with  odors  and  bulges 
are  minimal.  Most  of  the  patients  use  some 
sort  of  foam  rubber  ring  on  the  appliance 
or  Band  Aid  foundation  on  the  skin  to  allow 
the  appliance  to  stick  longer  more  comfort- 
ably. Patience  and  support  are  important 
while  the  patient  is  getting  over  his  fear  of 
ileostomy. 


Discussion 

The  newer  modifications  of  the  ileostomy, 
transfusions,  antibiotics,  and  steroids,  have 
improved  greatly  the  results  of  ulcerative 
colitis  surgery.  Steroids  have  allowed  more 
extensive  surgery,  but  also  have  added  a dan- 
ger. Patients  with  acute  toxicity  occasionally 
have  been  treated  too  long  with  steroids  in 
the  hope  of  getting  a remission  without  sur- 
gery. Then,  too  late,  it  is  realized  that  the 
patient  has  developed  a toxic  megacolon  with 
perforation  and  peritonitis.  Steroids  have 
been  very  helpful  in  obtaining  a remission  in 
the  acute  form  of  the  disease.  However,  the 
patient  on  steroids  must  be  carefully  ob- 
served to  be  certain  the  steroids  are  not 
masking  a developing  perforation.  Appar- 
ently prolonged  use  of  steroids  does  not  halt 
the  progress  of  the  disease.  Approximately 
20  per  cent  of  patients  requiring  steroid  ther- 
apy will  eventually  require  surgery. 

Not  all  patients  requiring  surgery  for  ul- 
cerative colitis  need  an  ileostomy  and  total 
colectomy.  Very  few  local  segmental  resec- 
tions will  succeed.  However,  some  patients 
with  disease  localized  to  the  left  colon  area 
are  best  treated  by  a left  proctocolectomy  and 
end-transverse  colostomy.  This  is  especially 
true  in  some  of  the  older  patients.  Other  pa- 
tients will  do  well  with  a subtotal  colectomy 
and  ileoproctostomy  if  the  rectum  is  free  of 
disease.  Some  of  these  anastomoses  eventual- 
ly will  have  to  be  taken  down  and  a perma- 
nent ileostomy  constructed,  but  some  of  them 
work  well.  Some  authors  have  recommended 
an  ileoproctostomy  even  with  a moderately 
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diseased  rectum.  The  end  results  of  these  an- 
astomoses are  not  yet  known. 

In  many  cases,  however,  the  wisest  pro- 
cedure is  an  ileostomy  and  total  colectomy. 
This  is  especially  true  in  cases  of  acute  tox- 
icity and  massive  hemorrhage.  The  procedure 
is  extensive  but  the  removal  of  the  diseased 
bowel  is  essential  to  the  patient’s  recovery. 
A subtotal  colectomy  may  be  enough,  but  if 
the  diseased  rectum  has  to  be  removed  as  an 
emergency  in  the  early  postoperative  period, 
the  risk  is  usually  greater  than  if  the  total 
colectomy  had  been  done  at  the  original  pro- 
cedure. Even  though  it  is  formidable,  most 
patients  tolerate  the  total  colectomy  surpris- 
ingly well. 

Postoperatively  the  ileostomy  still  is  the 
major  source  of  complication.  The  modern 
ileostomy  appliances  and  the  eversion  ileos- 
tomies have  made  the  adjustment  to  ileosto- 
my life  much  less  troublesome  than  it  was 
in  the  past.  The  only  patient  in  this  series 
with  stomal  dysfunction  was  also  the  only 
patient  to  have  involvement  of  the  ileum  with 
disease.  She  subsequently  developed  a late 
ulcerative  enteritis  which  was  treated  by  re- 
section during  ileostomy  revision  for  fistula. 
Tolstedt  and  Bell7  have  found  a group  of 
ileostomy  patients  with  malfunction.  They 
believe  this  ulcerative  enteritis  is  primary 
and  is  the  cause,  not  the  result,  of  the  mal- 
function. 


Summary 

Ulcerative  colitis  is  primarily  a medical 
disease  but  surgery  is  indicated  for  acute 
toxicity,  recurrent  hemorrhage,  stenosis,  in- 
tractability, and  malignancy. 

The  operation  most  often  required  is  ileos- 
tomy and  colectomy,  either  subtotal  or  total. 


Occasional  cases  are  handled  by  ileoproctos- 
tomy  or  more  conservative  resections. 

Steroids  have  helped  in  permitting  this 
extensive  surgery.  Patients  on  large  doses  of 
steroids  can  tolerate  this  surgery  well  even 
though  certain  complications  are  more  fre- 
quent. It  is  important  to  remember  that  ster- 
oids do  not  alter  the  prolonged  course  of  ul- 
cerative colitis.  Furthermore,  they  may  mask 
a perforation  in  acute  toxicity. 

The  construction  of  the  ileostomy  is  of 
prime  importance.  Eversion  ileostomies  and 
modern  ileostomy  appliances  have  eased  the 
postoperative  problems  of  the  ileostomy  pa- 
tient. The  technique  of  ileostomy  is  elabo- 
rated in  detail.  Management  of  such  compli- 
cations as  ileostomy  fistula,  stricture,  re- 
traction, and  prolapse  are  discussed  along 
with  other  common  complications  of  ulcera- 
tive colitis  surgery. 

A small  series  of  12  cases  of  surgical  ul- 
cerative colitis  patients  is  presented.  Re- 
habilitation has  been  good.  Results  and  com- 
plications are  discussed  in  detail. 

An  ileostomy  patient  can  lead  a normal 
life. 
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Traffic  crash  injuries — both  serious  and  fatal — are  reduced  more 
than  one-third  if  car  occupants  are  wearing  seat  belts. 

Since  three  out  of  four  traffic  fatalities  in  the  United  States 
occur  within  25  miles  from  home,  the  use  of  seat  belts  on  short  trips 
seems  the  safest  thing  to  do. 
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Survival  after  Mesenteric  Resection  for  Bowel 
Infarction  from  Mesenteric  Vascular  Occlusion 

ORCENETH  A.  FLY,  JR.,  M.D.,  and  WILLIAM  T.  HILL,  M.D. 


REMOVAL  OF  200  cm.  or  more  of  small 
bowel  has  been  defined  as  massive  or  ex- 
tensive resection.  The  length  of  small  bowel 
in  normal  individuals  ranges  between  450 
and  1000  cm.  Resection  of  200  cm.  may  rep- 
resent removal  of  20  to  50  per  cent  of  the 
total,  or  it  may  indicate  that  250  to  800  cm. 
of  small  intestine  have  been  left  behind.  This 
obviously  results  in  a tremendous  variation 
in  end  results.  It  seems  more  reasonable  to 
classify  resections  of  the  small  bowel  on  the 
basis  of  the  total  functional  length  that  re- 
mains. The  authors  have  selected  for  inclu- 
sion in  this  study  only  those  surviving  pa- 
tients who  have  less  than  150  cm.  of  small 
bowel  remaining  after  resection  for  gangrene 
caused  by  vascular  occlusion. 

Obstruction  of  the  branches  of  the  superi- 
or mesenteric  vessel  or  vessels  may  result  in 
infarction  of  a portion  or  all  of  the  small 
bowel  and  the  right  colon.  Infarction  of  a 
small  segment  is,  fortunately,  more  common 
than  infarction  of  the  entire  small  bowel.  Up 
to  50  per  cent  of  the  small  bowel  can  be  re- 
sected without  any  serious  nutritional  dis- 
turbances and  with  a low  operative  mortality 
rate.  Resections  that  leave  less  than  150  cm. 
of  small  bowel  would  be  expected  to  be  asso- 
ciated with  a higher  operative  mortality  rate 
and  a higher  degree  of  nutritional  disturb- 
ance. 

The  general  attitude  toward  the  effective- 
ness of  treatment  of  the  patient  with  mas- 
sive infarction  of  the  small  bowel  has  been 
pessimistic.  Whitaker  and  Pemberton,  in 
1938,  stilted,  “This  condition  (mesenteric 
vascular  occlusion)  often  defies  recognition 
and  is  treated  by  various  surgical  and  non- 
surgical  methods,  usually  to  no  avail.”  In 


1944  Ficarra  wrote,  ‘‘Treatment  is  of  no 
avail  in  those  cases  in  which  occlusion  of  the 
superior  mesenteric  artery  produces  gan- 
grene of  the  entire  small  intestine.”  Gold- 
man,12 in  reviewing  the  experience  at  Van- 
couver General  Hospital  from  1947  to  1956, 
found  that  five  patients  with  mesenteric  vas- 
cular occlusion  underwent  exploratory  sur- 
gery without  resection.  At  postmortem  exam- 
ination, 10  of  49  patients  were  found  to  have 
infarction  which,  if  resected,  would  have 
been  compatible  with  life. 

The  mortality  rate  in  patients  with  mesen- 
teric vascular  occlusion  has  been  high.  The 
patients  are  usually  in  the  older  age  groups. 
They  often  have  associated  cardiovascular, 
renal,  hepatic,  or  other  chronic  diseases.  The 
process  is  usually  far  advanced  at  the  time 
of  surgery  because  of  the  difficulties  of  early 
diagnosis.  It  is  known  that  without  surgery, 
the  mortality  rate  is  nearly  100  per  cent.  In 
a series  of  surgically  treated  patients  with 
infarction  of  the  small  bowel  of  varying  ex- 
tent caused  by  mesenteric  vascular  occlusion, 
Seybold  and  Musgrove  reported  a mortality 
rate  of  10  per  cent.  The  resections  that  leave 
less  than  150  cm.  of  functioning  bowel  would 
be  expected  to  carry  a still  higher  mortality 
rate,  but  no  matter  how  poor  the  results,  the 
mortality  cannot  exceed  that  which  occurs 
without  resection. 

In  a review  of  the  literature,111- 13‘1!'  18 
case  reports  were  elicited  of  survival  after 
extensive  resection  of  the  small  bowel  after 
mesenteric  vascular  occlusion.  These  are  pre- 
sented in  detail  with  two  other  cases  (Table 
1).  Each  of  the  patients  retained  less  than 
150  cm.  of  small  bowel,  and  in  11  patients  a 
portion  or  all  of  the  right  colon  was  removed. 
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Small  bowel  resection  may  be  described  as 
"massive"  in  relation  to  the  amount  of  func- 
tional intestine  that  remains.  Such  resection 
is  not  incompatible  with  useful  life,  and  nu- 
tritional problems  ordinarily  can  be  con- 
trolled. Findings  in  20  patients  have  been 
tabulated,  each  of  whom  was  left  with  less 
than  150  cm.  of  small  bowel.  Periods  of  fol- 
low-up study  range  from  one  to  six  years. 


The  remainder  of  the  small  bowel  was  almost 
entirely  jejunum,  and  ranged  from  15  to  150 
cm.  in  length.  Follow-up  study  of  from  one  to 
six  years  is  included  in  18  reports.  Six  of  the 
patients  have  died.  The  period  from  operation 
to  death  ranged  from  ten  months  to  31/2 
years.  One  of  the  deaths,  which  occurred  in 
a patient  who  had  remaining  15  cm.  of  jejun- 
um, was  attributed  to  nutritional  disturb- 
ances superimposed  on  severe  cardiovascular 
disease.  Among  the  survivors  of  the  series. 


two  patients  with  15  cm.  of  jejunum  who 
had  no  severe  metabolic  disturbances  were 
included.  The  state  of  health  was  reported  as 
“fair  to  good’’  in  each  of  the  14  surviving  pa- 
tients. All  were  able  to  participate  in  normal 
activities  without  difficulty.  Their  occupa- 
tions included  manual  labor,  executive  duties, 
and  sales  work.  The  two  patients  to  be  de- 
scribed were  able  to  carry  out  normal  activi- 
ties until  unrelated  pathologic  processes  de- 
veloped which  resulted  in  the  death  of  each. 


Table  1. — Patients  Surviving  Resection. 


Case 

Ref. 

No. 

Age 

Sex 

Remaining 

cm. 

Resection 

Y ears 

Weight 

Loss 

Health 

Movements 
Per  Day 

1 

7 

67 

M 

90 

Yes 

1 

Died 

4-6 

2 

8 

19 

M 

45 

Yes 

6 

25 

Good 

2-3 

3 

9-10 

51 

F 

45 

Yes 

6 

50 

Good 

4-5 

4 

11 

64 

M 

135 

Yes 

5 

12 

48 

F 

35 

No 

1 

Fair 

6 

6 

13 

47 

F 

15 

No 

% 

48.4 

3-6 

7 

14 

61 

M 

75 

Yes 

1% 

30 

Good 

2-4 

8 

15 

73 

M 

150 

No 

% 

0 

Good 

1-3 

9 

16 

46 

M 

0 

Yes 

% 

70 

Died 

10 

17 

59 

F 

30 

Yes 

% 

Died* 

11 

18 

55 

M 

105 

No 

1 1/12 

2 

12 

19 

56 

M 

21 

No 

4 

Good 

3-6 

13 

20 

63 

F 

60 

No 

1/12 

20 

4-6 

14 

21 

65 

F 

25 

Yes 

11/12 

Good 

15 

22 

48 

M 

15 

Yes 

5/12 

50 

3-5 

16 

22 

48 

M 

15 

No 

2 

Diedf 

17 

23 

60 

M 

37.5 

No 

11/12 

0 

3-4 

18 

24 

57 

M 

20 

Yes 

1 

35 

Good 

5 

19 

59J 

M 

30 

Yes 

1% 

42 

Died# 

3-5 

20 

53§ 

M 

90 

No 

3% 

48 

Died 

1-4 

* Gastrectomy  (75  per  cent)  performed  several  years  before  small  bowel  resection.  Patient  died  of 
malnutrition. 

f Hypoproteinemia.  Congestive  failure. 

JCase  1,  this  report. 

§Case  2,  this  report. 

# Complications  after  surgery  for  perforated  gastric  ulcer. 

^Bronchogenic  carcinoma  with  metastasis. 
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Case  Reports 

Case  1. — A 59-year-old  white  man  was  ad- 
mitted to  St.  Luke’s  Episcopal  Hospital  June 
7,  1957,  with  abdominal  pain  of  ten  hours’ 
duration.  The  pain  was  generalized,  constant, 
and  unrelieved  by  Demerol.  Mild  heart  fail- 
ure had  occurred  six  months  before  admis- 
sion, and  the  patient  was  taking  digitalis. 

He  was  acutely  ill,  sweating  profusely,  and 
in  intense  pain.  His  height  was  5 ft.  814  in., 
and  he  weighed  147  lbs.  Blood  pressure  was 
190/110  mm.  of  mercury;  pulse,  82;  and 
temperature,  98.2  F.  The  abdomen  was 
board-like  and  acutely  tender,  but  not  dis- 
tended. No  peristalsis  was  discernible. 

On  roentgenologic  examination,  distended 
loops  of  small  bowel  in  the  left  upper  quad- 
rant were  seen,  and  scattered  gas  was  evi- 
dent in  the  colon.  No  free  air  was  present. 

Laboratory  work  included  an  essentially 
normal  urinalysis;  hemoglobin  (Hgb.),  17.2 
gm.  per  100  cc. ; and  hematocrit  (Hct.),  53 
vol.  per  cent.  The  white  blood  cell  count  was 
elevated  to  25,500,  with  73  per  cent  segment- 
ed polymorphonuclear  leukocytes,  14  per  cent 
bands,  9 per  cent  lymphocytes,  3 per  cent 
monocytes,  and  1 per  cent  basophils.  The 
serum  amylase  was  69  mg.  per  100  cc. 

Exploratory  surgery  was  performed  six 
hours  after  admission.  Intestinal  gangrene 
began  30  cm.  distal  to  the  ligament  of  Treitz 
and  extended  to  the  junction  of  the  proxi- 
mal and  middle  thirds  of  the  transverse 
colon.  There  was  gross  evidence  of  cirrhosis 
of  the  liver. 

All  gangrenous  bowel  was  resected  and  a 
transverse  jejunocolostomy  performed.  On 
pathologic  examination,  the  surgical  speci- 
mens were  found  to  consist  of  910  cm.  of 
small  bowel  with  mesentery  attached,  and  20 
cm.  of  terminal  ileum  and  10  cm.  of  cecum 
and  proximal  colon  with  mesentery  attached. 
The  proximal  10  cm.  of  small  bowel  (jeju- 
num) was  relatively  normal.  The  remainder 
of  the  small  bowel,  including  all  of  the  ter- 
minal ileum,  was  gangrenous.  All  mesenteric 
vessels  were  filled  with  thrombi  (Fig.  1). 

The  postoperative  course  was  uneventful. 
Nasogastric  suction  was  discontinued  on  the 
third  postoperative  day  and  a liquid  diet 
started.  The  patient  was  dismissed  from  the 
hospital  on  the  20th  postoperative  day  on  a 
low  fat  diet.  He  was  having  three  bowel 
movements  per  day  and  his  weight  had  sta- 
bilized at  120  lbs. 

He  was  re-admitted  to  the  hospital  four 


months  after  operation  because  of  persistent 
large,  loose  stools  (about  six  per  day),  pro- 
lapsed, painful  hemorrhoids,  and  rapid  loss 
of  weight  during  the  previous  two  weeks.  His 
appetite  had  been  good,  but  he  had  not  fol- 
lowed the  recommended  diet. 

He  Avas  emaciated  and  weighed  109  lbs. 
Blood  pressure  was  120/70  mm.  of  mercury 
and  the  pulse  was  68.  The  abdomen  was  dis- 
tended (grade  I)  ; there  was  no  rigidity  or 
tenderness.  The  liver  edge  was  palpable  and 
hard.  On  rectal  examination,  the  prostate 
was  found  to  be  enlarged,  and  prolapsed  in- 
ternal and  external  hemorrhoids  were  discov- 
ered. 

Laboratory  evaluation  included  normal 
findings  on  urinalysis  with  a specific  grav- 
ity of  1.016.  Hemoglobin  was  16  gm.  per  100 
cc. ; Hct.,  52  vol.  per  cent.  White  blood  count 
was  11,100  with  20  per  cent  segmented 
forms,  5 per  cent  bands,  68  per  cent  lympho- 
cytes, 3 per  cent  monocytes,  2 per  cent  eosin- 
ophils, and  1 per  cent  basophils.  Blood  urea 
nitrogen  was  11  mg.  per  100  cc.  Sodium  was 


Fig.  1.  Case  1.  Microscopic  section  of  surgical  specimen 
of  gangrenous  small  bowel  showing  edema,  hemorrhage, 
and  necrosis  of  mucosa,  lumen  filled  with  blood,  and  sub- 
mucosal vein  filled  with  sludged  red  blood  cell  thrombi. 
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137  mEq.  per  liter;  potassium,  4 mEq.  per 
liter;  chlorine,  107  mEq.  per  liter;  and  car- 
bon dioxide,  22.5  mEq.  per  liter.  Liver  func- 
tion studies  were  normal.  Serum  protein  was 
8.2  gm.  per  100  cc.  with  albumin,  4.45  gm. 
per  100  cc.,  and  globulin  3.75  gm.  per  100  cc. 

By  the  12th  hospital  day,  the  patient’s  gen- 
eral condition  was  much  improved.  His 
weight  was  stable  at  105  lbs.  The  gain  and 
recent  loss  were  thought  to  be  caused  by 
edema.  On  a rigid  regimen  of  high  protein, 
low  residue  diet,  his  bowel  movements  de- 
creased to  three  a day.  He  was  dismissed  on 
this  diet  with  additional  vitamin  supple- 
ments. 

The  patient  was  next  seen  15  months  after 
his  original  operation,  and  11  months  after 
a hemorrhoidectomy.  He  was  admitted  to  the 
hospital  because  of  severe  abdominal  pain 
which  he  had  had  for  30  hours.  Onset  fol- 
lowed a large  meal  of  fried  chicken,  fried 
potatoes,  macaroni  and  cheese,  and  other 
such  items.  He  had  been  ravenous  and  had 
refused  to  stay  on  his  low  fat  diet. 

After  a period  of  observation,  exploratory 
surgery  of  the  abdomen  was  performed  and 
a perforated  gastric  ulcer  was  closed  pri- 
marily. Exploration  of  the  remaining  intes- 
tine at  this  time  showed  that  30  to  40  cm. 
of  jejunum  remained.  It  was  thick-walled 
and  dilated  to  approximately  4 cm.  The  an- 
astomosis was  patent.  During  the  postopera- 
tive period,  the  patient  developed  a gastro- 
cutaneous  fistula.  Roentgenograms  were 
made  by  the  instillation  of  Renografin 
through  the  fistula,  and  the  short  segment  of 
jejunum  was  outlined  (Fig.  2).  The  transit 
time  from  stomach  to  colon  was  20  minutes. 

On  the  22nd  postoperative  day,  the  patient 
developed  evidence  of  a cerebrovascular  acci- 
dent and  died. 

Case  2. — A 53-year-old  white  man  was  ad- 
mitted to  St.  Luke’s  Episcopal  Hospital  on 
Jan.  21,  1957,  with  abdominal  pain  of  24 
hours’  duration.  He  had  been  drinking  heav- 
ily for  ten  days.  He  developed  lower  abdom- 
inal pain  followed  in  12  hours  by  nausea  and 
vomiting,  and  in  16  hours  by  the  passage  of 
red  blood  per  rectum.  Twenty  hours  after 
onset,  the  pain  was  less,  but  recurred  more 
severely  one  hour  before  admission.  The  pain 
was  constant,  and  was  of  an  aching  and 
cramping  type.  For  five  years  the  patient 
had  been  under  treatment  for  hypertension 
with  Serpasil.  Bilateral  deep  venous  throm- 
bosis of  the  legs  had  recurred  on  several  oc- 
casions during  the  past  several  years. 


On  admission  the  patient  was  alert,  anx- 
ious, perspiring,  and  acutely  ill.  Blood  pres- 
sure was  200/110  mm.  of  mercury,  and  pulse 
rate  was  120.  He  was  5 ft.  11  in.  tall  and 
weighed  187  lbs.  Temperature  was  normal. 
Positive  findings  were  limited  to  the  ab- 
domen. There  was  mild  lower  abdominal  ten- 
derness with  no  rebound  or  spasm.  Peristal- 
sis was  reduced,  and  no  ascites  was  found. 

The  laboratory  reported  a Hct.  of  47  vol. 
per  cent,  and  Hgb.  of  15.5  gm.  per  100  ml. 
The  white  blood  cell  count  was  15,400  per  cu. 
mm.  with  79  per  cent  segmented  forms,  11 
per  cent  bands,  7 per  cent  lymphocytes,  and 
3 per  cent  monocytes. 

A diagnosis  of  acute  gastroenteritis  was 
suggested.  During  the  next  16  hours  the  pain 
continued  despite  Demerol  injections.  The 
patient  was  nauseated  and  perspiring  freely. 
Fourteen  hours  after  admission  he  became 
dizzy,  lost  consciousness,  and  fell.  He  was 
convulsive  and  cyanotic.  His  blood  pressure 
was  120/90  mm.  of  mercury  and  the  pulse 
was  150.  The  blood  pressure  rapidly  fell  to 
unobtainable  levels  in  spite  of  intravenous 


Fig.  2.  Case  1.  Roentgenographic  examination  with  water- 
soluble  opaque  media  through  gastrocutaneous  fistula 
outlining  remaining  small  bowel  and  proximal  colon.  The 
length  of  the  residual  jejunum  was  estimated  to  be  30 
cm.  at  the  time  of  surgery. 
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administration  of  fluids.  With  Levophed,  the 
pressure  was  raised  to  120/100  mm.  of  mer- 
cury with  a pulse  of  150  (of  poor  quality). 
The  patient  continued  to  be  alert.  On  exam- 
ination at  this  time,  generalized  abdominal 
tenderness,  mostly  in  the  right  lower  quad- 
rant, was  found.  No  muscle  spasm  was  noted, 
but  there  were  signs  of  ascites,  confirmed  by 
aspiration.  Old  blood  was  found  in  the  rec- 
tum. Laboratory  findings  were  unchanged. 

Massive  upper  gastrointestinal  hemor- 
rhage was  suspected,  and  the  patient  was 
given  2500  cc.  of  blood.  Roentgenographic 
examination  at  this  time  afforded  no  evi- 
dence of  intestinal  obstruction  or  free  intra- 
peritoneal  air.  The  Hct.  rose  to  59  vol.  per 
cent,  and  the  Hgb.  to  19.5  gm.  per  100  ml. 
Serum  amylase  was  24  mg.  per  cent.  The 
electrocardiographic  findings  were  negative. 
A tentative  diagnosis  of  strangulation  of 
bowel  or  mesenteric  vascular  occlusion  was 
made,  and  exploration  was  advised. 

At  surgery,  the  entire  small  bowel,  with 
the  exception  of  90  cm.  of  upper  jejunum, 
was  found  to  be  gangrenous  because  of  mes- 
enteric vascular  occlusion.  Resection  was 
done  and  a jejunocecostomy  formed.  The 
liver  showed  gross  evidence  of  cirrhosis.  The 
surgical  specimen  consisted  of  220  cm.  of 
small  bowel.  The  proximal  and  distal  9 cm. 
were  relatively  normal  and  the  remainder 
was  gangrenous  (Fig.  3). 

The  patient  had  a stormy  postoperative 
course.  Levophed  was  required  to  maintain 
the  blood  pressure  for  the  first  72  hours. 
Nasogastric  suction  was  discontinued  on  the 
fourth  postoperative  day  and  oral  feedings 
were  instituted.  A deep  thrombophlebitis  of 
the  legs  developed  on  that  day ; the  patient 
was  treated  with  anticoagulants,  heat,  and 
elevation.  On  the  ninth  postoperative  day  a 
wound  abscess  was  drained.  In  spite  of  anti- 
coagulants, an  acute  iliofemoral  thrombo- 
phlebitis developed  on  the  thirteenth  post- 
operative day.  This  subsided  slowly  with  con- 
servative management. 


The  patient  was  dismissed  after  34  days, 
and  a low  fat,  high  protein  diet  was  pre- 
scribed. His  weight  had  stabilized  at  1541/2 
lbs.,  and  he  was  having  four  to  five  bowel 
movements  daily. 

The  patient  was  next  admitted  to  the  hos- 
pital, three  years  after  his  original  operation, 
for  an  elective  investigation  of  gastrointes- 
tinal tract  function.  He  stated  that  he  was 
able  to  maintain  himself  on  a low  fat,  low 
carbohydrate,  high  protein  diet.  He  had 
found  that  he  was  able  to  eat  carbohydrates, 
with  the  exception  of  sugar,  without  diffi- 
culty, but  that  any  excessive  sugar  intake  re- 
sulted in  abdominal  cramps,  excess  gas,  and 
more  frequent  bowel  movements.  He  felt  that 
he  consumed  approximately  20  per  cent,  or 
500  calories,  more  per  day  than  he  had 
before  the  small  bowel  resection.  He  ate 
three  regular,  fairly  large  meals  each  day, 
with  no  feedings  between  meals.  Bowel  move- 
ments were  usually  firm  and  formed.  Stray- 
ing from  his  diet  resulted  in  more  frequent 
bowel  movements  that  were  soft  and  liquid. 
He  said  that  he  averaged  from  one  to  four 
bowel  movements  per  day.  His  weight  had 
been  stable  at  139  lbs.  for  the  previous  year. 


Fig.  3.  Case  2.  Microscopic  section  of  small  bowel  (surgi- 
cal specimen)  showing  profound  edema,  hemorrhage,  and 
venous  thrombosis  in  submucosa,  and  infarction  of  mucosa. 
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Table  2.— 

-Case  2,  Hematology. 

1/21/57 

1/22/57 

1/30/57 

2/25/57 

1/23/60 

Hemoglobin 

15.5 

19.5 

13 

12.5 

12.7 

Hematocrit 

47 

59 

40 

39 

40 

White  blood  cells  (thousands) 

15.4 

29.8 

10.5 

6.85 

9.0 

Polymorphonuclear  leukocytes 

79 

65 

74 

61 

72 

Stab  cells 

11 

28 

4 

1 

5 

Lymphocytes 

7 

6 

20 

37 

18 

Monocytes 

3 

1 

2 

3 

Eosinophils 

2 

Basophils 

1 

Table  3.- 

—Case  2,  Chemistry. 

1/23/57 

1/24/57 

1/26/57 

2/21/57 

1/23/60 

Na  (mEq./liter) 

128 

136 

132 

136 

139 

Cl  (mEq./liter) 

76.5 

85.2 

86.7 

106 

98 

K (mEq./liter) 

3.25 

3.6 

3.0 

4.0 

4.3 

C02  (mEq./liter) 

27.8 

33 

26.9 

BUN  (mg./lOO  cc.) 

57 

33 

10.5 

Ca 

9.3 

P 

2.9 

Table  4. — Case  2,  Liver  Function  Studies. 


Table  5. — Case  2,  Miscellaneous  Laboratory  Data. 


Test 


Admission  1 


Admission  2 


Total  protein 

6.75  gm./lOO  cc. 

Albumin 

4.1  gm./lOO  cc. 

Globulin 

2.65  gm./lOO  cc. 

Alkaline  phosphatase 

1.5  BLU 

BSP  retention 

30  min. 

14% 

Cephalin  flocculation 

24  hrs.  3-f 

1 + 

48  hrs.  4 + 

2 + 

Bilirubin 

Total 

0.4  mg./lOO  cc. 

Direct 

0.15  mg./lOO  cc. 

Thymol  turbidity 

2 units 

Table  6.— Case  2,  Glucose  Tolerance  Test. 

Blood 

(mg./lOO  ml.)  Urine 

Fasting 

73 

Neg. 

30  Min. 

140 

Neg. 

1 Hour 

147 

Neg. 

2 Hours 

85 

Neg. 

3 Hours 

67 

Neg. 

Basal  metabolic  rate 
Total  Cholesterol 
Ester 
Total 

Acid  phosphatase 
Prostatic 
Magnesium 

Leucine  amino  peptidase 
Lactic  dehydrogenase 
Serum  glutamic  oxaloacetic 
transaminase 
Serum  glutamic  pyruvic 
transaminase 
Protein  bound  iodine 
Amylase 


Admission  2 
—3% 

149  mg.% 
107  mg.% 
0.36  BLU 

0.11  BLU 
1.9  mg./lOO  ml. 
120  units 
290  units 


5.8  gg/100  ml. 
24  units/ 100  ml. 


Table  7. — Case  2,  Vitamin  A Tolerance  Test. 


Fasting 
3 Hours 
5 Hours 
7 Hours 


30  mcg./lOO  ml. 
460  mcg./lOO  ml. 
210  mcg./lOO  ml. 
110  mcg./lOO  ml. 


He  had  been  able  to  carry  on  the  full  activi- 
ties of  his  profession  as  a sales  executive. 

The  patient  was  well-developed,  although 
thin.  There  were  no  abnormalities  of  the 
head  and  neck.  Findings  from  examination 
of  the  supraclavicular,  axillary,  inguinal,  and 
other  lymph  node  areas  were  within  normal 
limits.  The  thyroid  was  not  palpable.  The 
heart  was  normal  in  size  and  there  were  no 
abnormal  sounds.  The  rate  and  rhythm  were 
regular.  Lungs  were  clear  to  auscultation  and 
percussion.  The  liver  edge  was  palpable  just 
beneath  the  costal  margin,  and  the  edge  was 


sharp  and  non-tender.  There  were  no  masses 
or  abnormalities  palpable  in  the  abdomen.  A 
healed  right  rectus  abdominal  incision  was 
found  to  be  intact.  There  was  a large,  di- 
lated, and  tortuous  vein  across  the  lower 
abdomen  from  the  suprapubic  region  to  the 
saphenous  near  the  saphenofemoral  junction. 
The  femoral,  popliteal,  dorsalis  pedis,  and 
posterior  tibial  pulses  were  normal.  Bilateral 
greater  saphenous  varicosities  were  noted, 
and  there  was  bilateral  grade  I to  II  edema 
of  the  lower  legs.  Rectal  findings  were  with- 
in normal  limits. 
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The  results  of  a complete  laboratory  eval- 
uation are  found  in  Tables  2 to  4. 

In  the  last  line  of  figures  in  Table  2 it  will 
be  noted  that  the  Hgb.  and  Hct.  determina- 
tions are  near  normal.  There  was  no  evi- 
dence of  a macrocytic  anemia,  such  as  has 
been  suggested  in  the  literature  to  exist  in 
association  with  loss  of  ileal  absorptive  sur- 
face. 

During  the  acute  stage  of  illness  there  was 
some  electrolyte  deficiency  (Table  3).  At  the 
time  of  evaluation  under  normal  circum- 
stances, the  sodium,  chlorine,  and  potassium 
were  normal.  Calcium  and  phosphorus  were 
normal,  and  the  patient  developed  no  evi- 
dence of  tetany. 

The  cephalin  flocculation  was  abnormal 
during  the  postoperative  period,  but  was 
near  normal  at  the  time  of  elective  study 
three  years  later  (Table  4).  All  of  the  other 
studies  were  within  normal  limits  at  the  time 
of  study  (Table  5). 

On  roentgenographic  examination,  the  up- 


Fig.  4.  Cose  2.  Roentgenographic  examination  of  gastroin- 
testinal tract  with  barium  outlining  the  remaining  small 
bowel  (jejunum)  estimated  to  be  90  cm.  at  the  time  of 
surgery. 


XXX  CASE  2 

Fig.  5.  Comparison  of  normal  fat  absorption  curve  with 
findings  in  case  2. 

per  gastrointestinal  tract  was  normal  (Fig. 
4).  The  jejunum  appeared  to  be  approxi- 
mately two  feet  in  length.  At  30  minutes,  the 
barium  had  reached  the  terminal  portion  of 
the  jejunum,  and  at  one  hour  part  of  the 
barium  had  entered  the  ascending  colon,  and 
the  terminal  jejunum  was  dilated.  Films  at 
li/>  to  two  hours  showed  the  barium  pro- 
gressing into  the  ascending  colon.  At  21/2 
hours  nearly  all  of  the  barium  was  in  the 
right  colon,  and  films  at  three,  four,  and  six 
hours  showed  the  barium  remaining  in  the 
right  half  of  the  colon. 

The  ability  of  the  gastrointestinal  tract 
to  absorb  fats  was  measured  by  the  admin- 
istration of  radioactive  triolein.  Serial  blood 
samples  were  obtained  at  intervals  for  a 
total  of  five  hours  after  ingestion  of  the  tri- 
olein. The  results  are  plotted  in  Fig.  5 and 
compared  with  a normal  curve. 

The  glucose  tolerance  (Table  6)  and  the 
vitamin  A tolerance  (Table  7)  curves  were 
within  normal  limits.  The  patient  was  dis- 
missed from  the  hospital  with  no  change  in 
his  regimen. 

He  was  next  admitted  to  the  hospital 
March  15,  1960,  approximately  three  years 
and  three  months  after  his  original  admis- 
sion. He  gave  a history  of  a convulsive  epi- 
sode and  of  recurrent- weakness  and  jerking 
of  the  right  arm.  Neurosurgical  consultation 
at  this  time  contributed  to  diagnosis  of 
bronchogenic  carcinoma  with  cerebral  metas- 
tasis. The  patient  was  treated  with  nitrogen 
mustard.  His  condition  gradually  worsened, 
and  he  died  on  July  5,  1960 — 31/2  years  after 
operation. 

At  postmortem  examination,  evidence  of 
a bronchogenic  carcinoma  of  the  right  lower 
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Fig.  6.  Case  2.  Microscopic  section  of  metastatic  squamous 
cell  carcinoma  of  bronchial  origin  in  left  cerebral  hemis- 
phere (postmortem). 


lobe  of  the  lungs  was  discovered,  with  me- 
tastases  to  hilar  and  mediastinal  lymph 
nodes,  liver,  kidneys,  and  left  cerebral  hemis- 
phere. The  liver  was  found  to  extend  3 cm. 
below  the  xiphoid  process  in  the  midline  and 
1 cm.  below  the  right  costal  margin  in  the 
midclavicular  line.  The  weight  of  the  liver 
was  1800  gm.  It  contained  multiple  small 
metastatic  lesions,  but  there  was  no  evidence 
of  cirrhosis.  Only  approximately  1 meter  of 
jejunum  was  found,  and  it  appeared  to  be 
normal.  Colonic  findings  were  within  normal 
limits  (Figs.  6 and  7). 

Discussion 

Both  of  these  patients  exhibited  several 
manifestations  which  characterize  adapta- 
tion of  the  individual  to  a decrease  in  small 
bowel  absorptive  area.  In  each  there  was  a 


Fig.  7.  Case  2.  Microscopic  examination  of  liver  (post- 
mortem) showing  normal  architectural  and  cellular  pattern. 


rapid  and  persistent  decline  in  body  weight 
to  a level  which  could  be  supported  by  the 
absorptive  power  of  the  bowel.  The  caloric 
intake  was  increased  in  case  1 to  an  abnor- 
mal level  and  in  case  2 by  about  20  per  cent. 
Bowel  movements  stabilized  at  three  to  five 
per  day  but  were  increased  when  patients 
did  not  stay  with  the  recommended  dietary 
program.  Both  patients  were  able  to  carry 
on  their  normal  activities.  In  neither  case 
was  any  electrolyte,  blood,  or  calcium  abnor- 
mality found  at  any  time  during  the  postop- 
erative period.  Death  in  case  1 might  be  con- 
sidered to  be  related  to  underlying  disease, 
but  in  case  2 it  was  in  no  way  related  to  the 
nutritional  defect. 

Nutritional  problems  that  are  associated 
with  deficient  small  bowel  absorptive  area 


Table  8. — Nutritional  Studies  of  Patients  with  Radical  Resection. 


Cm.  of 

Small  Intestine 
Remaining 

Reason 

for 

Resection 

Utilization  of: 

Carbo- 
hydrate Protein  Fats 

Christensen,  et  al.7 

75  cm. 

Mesenteric  vascular  occlusion 

80% 

80% 

West,  et  al.20 

85  cm. 

Regional  enteritis 

75% 

55% 

Althausen,  et  al.1 

60  cm. 

Regional  enteritis 

99% 

62% 

23% 

Todd,  et  al. 

90  cm. 

Regional  enteritis 

99% 

75% 

38-55% 
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have  been  studied  in  considerable  detail  in 
several  patients  (Table  8).  Each  of  these 
cases  falls  into  the  category  of  massive  re- 
section as  defined  in  this  presentation.  These 
studies  were  made  with  the  patients  on  a 
controlled  diet.  Utilization  was  determined 
by  comparison  of  intake  with  stool  output. 
It  will  be  noted  that  protein  utilization  was 
approximately  75  per  cent  of  normal.  Fat 
utilization  was  relatively  normal  in  Christen- 
sen’s case,7  but  decreased  in  the  three  oth- 
ers.1- 20  Todd  has  noted  that  the  stool  fat  is 
in  the  form  of  fatty  acids,  and  concludes 
that  fat  digestion  is  normal  but  absorption 
deficient.  The  recently  developed  technique 
in  which  I131-labeled  triolein  and  oleic  acid 
are  used  is  worthwhile  in  the  clinical  evalu- 
ation of  problems  of  absorption  and  digestion 
of  fat.  In  case  2,  fat  absorption  was  meas- 
ured by  the  administration  of  Ii3i-labeled  tri- 
olein and  the  estimation  of  absorption  by 
serial  blood  samples  (Fig.  2).  In  this  patient 
the  fat  absorption  was  found  to  be  3.5  per 
cent  in  four  hours  as  compared  to  the  normal 
of  17  per  cent  in  four  hours.  This  repre- 
sented a degree  of  fat  absorption  of  20  per 
cent  of  normal. 

Utilization  of  carbohydrates,  when  calcu- 
lated on  the  basis  of  controlled  intake  and 
stool  analysis  has  been  reported  as  99  per 
cent.1-  11  It  has  been  suggested,  however,  that 
these  studies  are  unreliable  for  these  rea- 
sons there  is  a rapid  transit  of  gastrointes- 
tinal contents  through  the  remaining  small 
bowel  into  the  colon  where  they  may  be  re- 
tained for  several  hours ; the  normal  bacteri- 
al flora  of  the  colon  has  the  ability  to  fer- 
ment undigested  carbohydrates ; this  fer- 
mentation reaction  results  in  the  formation 
of  gas  and  volatile  short  chain  fatty  acids; 
and  these  products  may  induce  the  attacks  of 
abdominal  pain,  distention,  excess  flatus,  and 
diarrhea  which  are  reported.  It  has  been 
possible  to  control  and  prevent  these  attacks 
by  decreasing  carbohydrates  in  the  diet  or 
by  sterilization  of  the  colon  with  antibiotics. 
One  patient  (case  2)  noted  that  signs  and 
symptoms  of  this  type  would  occur  after  in- 
gestion of  concentrated  carbohydrates  in 
such  foods  as  pie,  candy  bars,  or  cake.  It 
could,  therefore,  be  assumed  that  carbohy- 
drate utilization  may  be  decreased  in  the 
same  relative  percentage  as  protein  or  fats. 


Summary 

1.  A more  rational  definition  for  massive 
small  bowel  resection  has  been  formulated. 

2.  Massive  small  bowel  resection  is  com- 
patible with  a productive  life. 

3.  Although  nutritional  problems  exist, 
they  can,  in  most  cases,  be  controlled  by  a 
suitable  dietary  regimen. 

4.  The  human  body  has  a remarkable  abil- 
ity to  adapt  to  the  loss  of  a major  portion  of 
the  digestive  tract.  Two  illustrative  cases  are 
presented  in  detail. 
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Acute  Upper  Gastrointestinal  Hemorrhage 

COL.  PETER  ZANCA,  USA,  MC 


“J"HE  NEED  FOR  prompt  and  accurate  di- 
agnostic and  surgical  or  medical  manage- 
ment of  the  patient  with  acute  upper  gas- 
trointestinal (GI)  tract  bleeding  is  well 
known.  The  roentgenologic  examination  per- 
formed during  the  acute  bleeding  phase  as 
part  of  the  vigorous  diagnostic  approach 
(V.D.A.)  has  proved  useful.  This  approach 
involves  all  aspects  of  emergency  patient 
care  and  is  successfully  accomplished 
through  the  combined  efforts  of  the  gastro- 
enterologist, the  radiologist,  and  the  sur- 
geon.7’ 9 

Accurate  diagnosis  and  localization  of  the 
bleeding  site  in  the  patient  with  acute  upper 
GI  tract  bleeding  can  be  made  in  about  85 
per  cent  of  all  cases  if  patients  are  examined 
by  endoscopy  and  roentgenology  immediately 
after  admission  to  the  hospital.  Although  the 
radiologic  and  endoscopic  examinations  alone 
have  inherent  limitations  and  blind  areas  for 
optimum  examination,  as  complementary 
techniques,  these  examinations  increase  the 
total  accuracy  in  diagnosis.  Where  the  endo- 
scopic examination  alone  fails,  the  roentgeno- 
logic examination  may  succeed.  In  those 
cases  where  the  radiologic  examination  alone 
fails,  the  endoscopic  examination  may  suc- 
ceed. The  radiologic  examination  alone  ac- 
curately determined  the  exact  site  of  bleed- 
ing in  the  upper  GI  tract  in  29  of  the  42 
cases  reported  herein. 

The  V.D.A.  as  employed  at  Brooke  Gen- 
eral Hospital  has  been  emphasized  in  recent 
years  by  Col.  Eddy  Palmer,  USA,  MC. 
In  1954  Colonel  Palmer  compared  the  diag- 
nostic results  when  employing  the  V.D.A. 
with  the  delayed  diagnostic  approach  in  the 
patient  with  acute  massive  upper  GI  tract 
bleeding.  In  a series  of  212  cases  studied  by 
the  delayed  approach,  only  85  per  cent  cor- 
rect diagnoses  were  made.  With  the  V.D.A., 
78  per  cent  of  121  cases  were  accurately  di- 
agnosed.8 


Method  of  Roentgen-Ray  Examination 

The  radiologic  examination  is  performed 
in  Brooke  General  Hospital  at  any  time,  day 


or  night,  immediately  after  admission.  The 
patient  must  be  out  of  shock,  have  had  ice- 
water  lavage,  and  have  had  both  an  esopha- 
goscopic  and  gastroscopic  examination.  The 
fluoroscopic  and  radiographic  examination  is 
performed  by  the  radiologist.  To  permit  dou- 
ble contrast  air  study  of  the  stomach  and 
duodenum  and  to  study  the  esophagus,  stom- 
ach, and  duodenum,  a combined  Hampton- 
Schatzki  roentgen-ray  examination  tech- 
nique is  followed.3’  12  Positioning  of  the  pa- 
tient varies  with  the  ability  of  the  patient  to 
cooperate  and  with  his  general  physical  con- 
dition. Generally  patients  are  examined  in  the 
semi-upright,  supine,  and  prone  positions. 
The  patient  is  given  about  2 oz.  of  the  bari- 
um mixture,  and  using  gentle  palpation,  the 
stomach  and  duodenal  bulb  are  coated  with 
the  contrast  media.  In  the  supine  position, 
with  the  patient’s  right  side  up,  contrast  air 
study  of  the  antrum  and  bulb  is  obtained. 
This  allows  better  visualization  of  ulcers  and 
other  abnormalities  on  the  anterior  and  pos- 
terior walls  of  the  duodenal  bulb  and  an- 
trum. With  the  patient  in  prone  position  and 
with  his  left  side  up  under  the  fluoroscopic 
screen,  double  contrast  visualization  of  the 
fundus  of  the  stomach  is  accomplished.  Spot 
films  taken  with  mild  compression  or  pres- 
sure of  these  areas  are  taken  whether  an 
abnormality  is  seen  under  the  fluoroscope  or 
not.  The  patient  then  swallows  the  remainder 
of  the  8 oz.  of  barium,  and  the  esophagus, 
stomach,  and  duodenum  are  re-examined. 
Spot  films  of  suspected  abnormal  areas  are 
again  taken.  The  radiologic  examination  is 
completed  by  taking  routine  roentgenograms 
of  the  abdomen  in  the  prone  anterior  (PA) 
frontal  and  in  30  degree  right  anterior  ob- 
lique (RAO)  prone  positions.  Right  lateral 
recumbent  views  are  added  as  required.  The 
duodenal  bulb  is  best  seen  in  the  prone  RAO 


Using  the  endoscopic  and  radiologic  exam- 
inations as  complementary  diagnostic  tech- 
niques in  the  vigorous  diagnostic  approach, 
the  author  reports  their  accuracy  and  suc- 
cess in  localizing  the  bleeding  site. 
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position.  Following  this  technique,  no  com- 
plications have  been  observed,  and  hemor- 
rhage is  neither  increased  nor  induced  as  the 
result  of  the  roentgenologic  examination.2- 4- 

12,  15,  16 

Results 

In  1960,  the  author  studied  the  examina- 
tions of  75  patients  with  acute  upper  GI 
tract  bleeding.  Forty-two  patients  had  com- 
bined endoscopic  and  radiologic  examina- 
tions, and  the  majority  of  these  patients 
were  examined  by  the  V.D.A.  A few  of  the 
42  cases  had  either  the  endoscopic  or  radio- 
logic  examinations  performed  at  different 
times.  These  cases  are  included  in  this  report 
because  the  preparation  of  the  patient  and 
the  timing  of  the  examinations  closely  ap- 
proached the  V.D.A.  The  radiologic  examina- 
tion alone  was  accurate  in  localizing  the 
bleeding  site  in  29  of  these  cases.  The  accu- 
racy of  the  radiologic  results  has  been  con- 
firmed by  endoscopy,  biopsy,  surgery,  or 
autopsy,  or  by  follow-up  clinical  observation 
and  roentgen-ray  examinations.  The  inci- 
dence and  accuracy  in  localizing  the  bleeding 
site  by  the  V.D.A.  and  the  contribution  of 
the  roentgen-ray  examination  in  this  tech- 
nique are  shown  in  Table  1.  Multiple  lesions 
were  found  in  four  of  42  cases.  These  four 
included  examples  of  hiatus  hernia,  duodenal 
ulcer,  and  gastritis;  esophagitis  and  duo- 
denal ulcer;  hiatus  hernia  and  duodenal  ul- 
cer ; and  marginal  ulcer  and  gastritis. 


Discussion 

Review  of  the  literature  shows  that  the 
roentgenologic  examination  alone  will  yield 
40  to  80  per  cent  accuracy  in  determining 
the  precise  source  of  bleeding  or  the  correct 
diagnosis  in  the  patient  with  acute  upper 
GI  bleeding.  The  best  results  have  been  re- 
ported by  those  authors  who  have  followed 
the  more  thorough  and  planned  diagnostic 
approaches.  Cantwell  reports  82  per  cent  ac- 
curacy in  localizing  bleeding  sites;  Switzer 
and  Nichol  report  73.8  per  cent  accuracy; 
Warthin  reports  66  per  cent  accuracy;  and 
Zamcheck  and  others  report  80  per  cent  ac- 
curacy in  localizing  bleeding  sites.1- 14-  1T-  18 
Some  of  the  poorer  results  are  due  to  im- 
proper or  incomplete  examinations,  to  im- 
proper preparation  of  the  patient,  to  the 
basic  deficiencies  attributed  to  misinterpreta- 
tion, or  to  the  limitations  imposed  by  diag- 
nostic equipment. 

Excluding  errors  which  may  be  the  result 
of  poor  technique  or  to  inexperience  or  di- 
vided attention  by  the  examiner,  there  are 
other  major  pitfalls  and  sources  of  error  by 
roentgen-ray  examination  alone.11- 13 

These  include  anatomically  difficult  areas 
for  observation  and  palpation  such  as  the 
distal  esophagus  and  fundus;  lesions  less 
than  2 mm.  which  may  be  missed  or  confused 
with  flecks  of  barium  between  mucosal  folds 
especially  on  the  greater  curvature  of  the 
stomach ; large  ulcers  which  may  be  mistaken 
for  diverticula  or  which  may  simulate  a nor- 
mal duodenal  bulb  (if  barium  is  not  retained 
in  the  ulcer  crater,  these  ulcers  may  not  be 


Table  1. — Conditions  Causing  Upper  GI  Tract  Bleeding  (A2  Cases). 


No.  of 
Cases 

Roentgen-Ray 

\T  TV  \ 

Correct 

Diagnoses 

Ilct  L1UI1  > 

Incorrect 

Diagnoses 

Correct 

Diagnoses 

Incorrect 

Diagnoses 

Duodenal  ulcer 

13 

13 

13 

Gastric  ulcer 

4 

2 

2 

4 

Postbulbar  ulcer 

3 

3 

3 

Stomal  ulcer 

1 

1 

1 

Esophageal  varices 

5 

5 

5 

Gastritis 

3 

1 

2 

2 

1 

Esophagitis 

2 

2 

2 

Carcinoma  of  stomach 

2 

2 

2 

Mallory- Weiss  syndrome 

1 

1 

1 

Gastric  varix 

1 

1 

1 

Carcinoma  of  esophagus 

1 

1 

1 

“Anastomatic  blowout” 

1 

1 

1 

Unknown* 

5* 

5* 

5* 

Totals 

42 

29 

13 

35 

7 

‘'Four  false  negative  and  one  false  positive  diagnoses  were  made  by  roentgen-ray 
examination  alone  using  the  vigorous  diagnostic  approach.  In  two  of  the  false  nega- 
tive cases  the  bleeding  site  could  not  be  found  at  surgery. 
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shown,  especially  when  the  ulcer  has  a wide 
neck)  ; small  varices  in  distal  esophagus  and 
stomach  which  may  be  collapsed  from  recent 
hemorrhage  and  may  not  be  visualized ; dif- 
ficulty in  diagnosing  ulcer  or  cancer  in  hiatus 
hernia;  difficulty  in  distinguishing  between 
benign  and  malignant  gastric  ulcer;  and  in- 
traluminal masses  which  may  not  be  large 
enough  to  encroach  on  normal  structures  and 
may  be  missed. 

Other  major  pitfalls  are  the  misinterpre- 
tation of  blood  clots,  food,  fluid,  and  foreign 
bodies ; the  presence  of  multiple  lesions  which 
may  increase  chances  for  missing  the  actual 
bleeding  site  (multiple  lesions  were  present 
in  45  per  cent  of  a series  of  116  cases18  and 
in  four  of  the  42  cases  studied  for  this  re- 
port) ; the  difficulty  in  differentiating  be- 
tween active  ulcer,  healed  ulcer,  and  spasm ; 
the  decision  whether  spasm,  deformity,  and 
irritability  of  the  bulb  represents  definite 
pathology  and  whether  small  ulcers  in  these 
areas  have  been  obscured  because  of  the 
contracted  musculature;  the  increase  in  mu- 
cosal folds  which  may  represent  inflamma- 
tion or  carcinomatous  infiltration ; the  in- 
ability to  make  the  diagnosis  of  erosive 
esophagitis  or  gastritis  accurately  by  roent- 
gen-ray examination  alone;  and  the  knowl- 
edge that  the  bleeding  site  will  remain  ob- 
scure in  10  to  12  per  cent  of  all  cases  at  sur- 
gery or  autopsy.5 

Additional  problems  which  may  be  sources 
of  error  include  varices  of  the  esophagus  and 
stomach  which  may  resemble  carcinoma ; the 
possibility  that  hiatal  hernia  alone  may  not 
be  the  source  of  bleeding ; postbulbar  lesions 
which  are  frequently  overlooked;  postopera- 
tive deformities,  marginal  and  stomal  path- 
ology, and  fistula,  all  of  which  make  inter- 
pretation difficult;  the  crater  which  is  path- 
ognomonic of  ulcer,  and  indirect  signs  which 
are  not  always  diagnostic  and  lead  to  false 
positive  and  false  negative  findings;  over- 
filling of  the  stomach  or  duodenal  bulb  with 
contrast  media  without  compression  which 


may  obscure  visualization  of  pathology ; and 
the  possibility  of  finding  other  diseases 
which  are  not  responsible  for  bleeding  (48.3 
per  cent  of  238  cases10). 


Summary 

The  vigorous  diagnostic  approach  used 
early  in  the  patient  with  acute  upper  G1 
bleeding  was  diagnostically  accurate  in  35 
of  the  42  cases  in  this  study.  Except  for 
shock,  there  are  no  contraindications  for 
V.D.A.,  and  the  examinations  are  not  haz- 
ardous to  the  patient.  Roentgenologic  exam- 
ination alone  accurately  diagnosed  and  lo- 
calized the  bleeding  site  in  29  of  the  42  cases 
reported  herein.  The  combined  endoscopic 
and  radiologic  methods  of  examination  are 
complementary  diagnostic  procedures,  make 
for  ideal  preparation  of  the  patient,  and  al- 
low early  investigation  of  difficult  diagnostic 
areas  of  the  upper  GI  tract. 

REFERENCES 

1.  Cantwell,  D.  F.  : Ward  Barium  Meal  Examination  in  Acute 
Gastro-intestinal  Haemorrhage,  Clinical  Radiology  (London) 
11:60  (Jan.)  1960. 

2.  Hampton,  A.  O. : Safe  Method  for  Roentgen  Demonstra- 
tion of  Bleeding  Duodenal  Ulcers,  Amer.  J.  Roentgenol.  38 : 565 
(Oct.)  1937. 

3.  Heublein,  G.  W.,  et  al. : Acute  Upper  Gastrointestinal 
Bleeding  Roentgenologically  Considered,  New.  Engl.  J.  Med.  84: 
1003  (Dec.)  1960. 

4.  Lodwick,  G.  S. : Bleeding  from  Upper  Gastro-intestinal 
Tract — Symposium.  Part  II.  Role  of  Roentgenologist,  J.  Iowa 
Med.  Soc.  43:211  (June)  1953. 

5.  Moreton,  R.  D. : Roentgenologic  Considerations  of  Gastro- 
intestinal Bleeding,  J.  Med.  Ass.  Georgia  42:523  (Dec.)  1953. 

6.  Ochsner,  A.,  et  al. : Massive  Intestinal  Hemorrhage,  Post- 
grad. Med.  28:393  (Oct.)  1960. 

7.  Palmer,  E.  D. : Diagnosis  of  Upper  Gastrointestinal  Hem- 
orrhage, Springfield,  111.,  Charles  C Thomas  Co.,  1961. 

8.  Palmer  E.  D.  : Diagnostic  Errors  in  Severe  Gastrointesti- 
nal Hemorrhage,  U.S.  Armed  Forces  Med.  J.  5:350  (March) 
1954. 

9.  Palmer,  E.  D. : Further  Experiences  with  Vigorous  Diag- 
nostic Approach  to  Upper  Gastrointestinal  Hemorrhage,  Amer. 
J.  Med.  Sci.  223:497  (May)  1957. 

10.  Palmer,  E.  D. : Observations  on  Vigorous  Diagnostic  Ap- 
proach to  Severe  Upper  Gastrointestinal  Hemorrhage,  Ann. 
Intern.  Med.  36:1484  (June)  1952. 

11.  Pulvertaft,  C.  N. : Pitfalls  in  Diagnosis  of  Gastric  and 
Duodenal  Ulcer,  Current  Medical  Digest  28:102  (Jan.)  1961. 

12.  Schatzki,  R.  : Roentgenological  Examination  in  Patients 
with  Bleeding  from  Gastrointestinal  Tract,  New  Engl.  J.  Med. 
235:783  (Nov.  28)  1946. 

13.  Swenson,  P.  C.,  and  Jeffrey,  R.  B. : Limitations  in  Use 
of  Roentgen  Examination  of  Gastrointestinal  Tract,  JAMA 
153:1422  (Dec.  19)  1953. 

14.  Switzer,  W.  E.,  and  Nichol,  W.  W.  : Emergency  Surgery 
for  Severe  Upper  Gastrointestinal  Hemorrhage,  Arch.  Surg. 
(Chic.)  77:843  (Dec.)  1958. 

15.  Templeton,  F.  E. : X-Ray  Examination  of  Stomach,  Chi- 
cago, Univ.  of  Chicago  Press,  p.  22,  1944. 

16.  Templeton,  F.  E. : X-ray  Examination  of  Stomach,  Gastro- 
enterology 34:248  (Feb.)  1958. 

17.  Warthin,  T.  A.,  et  al. : Management  of  Upper  Gastroin- 
testinal Hemorrhage,  Ann.  Intern.  Med.  39:241  (Aug.)  1953. 

18.  Zamcheck,  N.,  et  al. : Early  Roentgen  Diagnosis  in  Mas- 
sive Bleeding  from  Upper  Gastrointestinal  Tract,  Amer.  J.  Med. 
13:713  (Dec.)  1952. 

t Dr.  Zanca,  Brooke  General  Hospital,  San  Antonio. 


Volume  59,  AUGUST,  1963 


767 


Gastroenteritis  in  Eastern  Saudi  Arabia 

J.  R.  McNIEL,  M.D. 


THE  PURPOSE  of  this  study  was  to  sum- 
marize facts  about  gastroenteritis  as  it 
occurs  in  eastern  Saudi  Arabia.  No  previous 
data  on  gastroenteritis  in  this  area  have 
been  found  in  the  English  literature. 


Material  and  Methods 

The  records  of  386  pediatric  patients  with 
gastroenteritis  who  were  hospitalized  in 
Dhahran  during  the  four-year  period  1957 
through  1960  were  reviewed.  The  ages, 
weights,  bacteria  cultured,  and  results  of 
treatment  were  tabulated.  The  only  weights 
used  were  rehydration  weights  of  patients 
who  survived  long  enough  to  be  rehydrated. 
These  weights  were  plotted  on  standard 
growth  charts.* 

Typing  for  pathogenic  Escherichia  coli  was 
available  from  1958. 


Results 

The  age  distribution  and  case  fatality  rate 
for  different  ages  are  shown  in  Table  1 ; 51.8 
per  cent  of  the  patients  were  under  six 
months  of  age  and  90.1  per  cent  were  under 
the  age  of  two  years. 

Table  2 shows  the  kinds  of  bacteria  iso- 
lated from  stool  and  rectal  swab  cultures 
and  the  number  of  fatalities  from  each  kind 
of  organism.  It  should  be  noted  that  the  most 
common  types  of  organisms  isolated  were 

*Charts  of  Dr.  Harold  C.  Stuart  and  associates, 
Department  of  Maternal  and  Child  Health,  Harvard 
School  of  Public  Health,  Boston,  were  used  and  the 
percentile  distribution  redrawn  in  Fig.  1. 


Table  1. — Age  Distribution  of  386  Children  with 
Gastroenteritis  and  Number  of  Fatalities. 


Age  No.  of  Cases 

No.  of  Fatalities 

Newborn  27 

9 

0-2  mo.  71 

20 

3-5  mo.  102 

20 

6-11  mo.  91 

16 

12-23  mo.  57 

11 

2-12  yrs.  38 

4 

Total  386 

80 

Table  2. — Bacteria  Isolated  from  Stool 

and 

Rectal  Swab  Cultures. 

No.  of 

No.  of 

Organism 

Patients 

Deaths 

Shigella  A 

4 

1 

B 

37 

7 

C 

1 

0 

D 

3 

0 

other 

1 

0 

Total  Shigella 

46 

8 

Salmonella  B 

8 

2 

C 

5 

0 

D 

1 

0 

E 

4 

0 

Total  Salmonella 

18 

2 

Pathogenic  E.  coli 

0111 :B4 

5 

1 

055  :B5 

4 

1 

026:B6 

3 

0 

0125 :B15 

2 

0 

086  :B7 

i 

0 

0128 :B12 

i 

0 

Total  path.  E.  coli. 

16 

2 

Pseudomonas 

12 

1 

Aerobacter 

7 

2 

Unidentified  Enterobacteriaceae  5 

i 

Alkaligenes 

2 

0 

Citrobacter 

1 

0 

Proteus 

96 

14 

Total 

203 

30 

minus  20  double 

infections  = 

183 

768 
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Data  on  diarrheal  disease  in  Arabia  have 
been  recorded  and  reported  in  the  English 
language.  When  compared  with  cases  re- 
ported in  Arizona,  findings  show  interesting 
variations. 


Proteus,  Shigella,  Salmonella,  pathogenic  E. 
coli,  and  Pseudomonas.  There  were  20  dou- 
ble infections.  There  were  80  deaths.  No  par- 
ticular organism  appeared  to  cause  a signifi- 
cantly higher  death  rate. 

Of  791  cultures  taken  290,  or  36.6  per  cent, 
were  positive  for  one  of  the  bacteria  shown 
in  Table  2.  Of  386  patients  183,  or  47.4  per 
cent,  had  positive  cultures. 

Table  3 shows  a crude  case  fatality  rate 
by  year  in  per  cent  of  admissions  and  a cor- 
rected case  fatality  rate  which  excludes  those 
patients  which  were  moribund  on  admission. 
There  was  a decline  in  both  these  rates  from 
1958  through  1960. 


Table  3. — Percentage  of  Cases  Resulting  in 
Fatalities,  1957-1960. 


1957 

1958 

1959 

1960 

Crude  case 
fatality  rate 

(%) 

29 

35.8 

14 

11 

Corrected  case 
fatality  rate 

(%) 

18 

24 

7.6 

5.5 

Fig.  1 shows  the  weight  percentile  distri- 
bution of  236  patients.  It  can  be  seen  that 
34,  or  14.4  per  cent,  of  these  were  above  the 
third  percentile  and  15,  or  6.8  per  cent,  were 
above  the  tenth  percentile  for  American  chil- 
dren. 

Of  386  patients  there  were  80  deaths,  a fa- 
tality rate  of  20.7  per  cent. 


Discussion 

Goodwin  and  others,2  in  a study  of  etiology 
of  diarrheal  diseases  in  Arizona,  found  an 
age  distribution  of  67  per  cent  under  one 


WEIGHT 


BOYS  G/RLS 


year  and  78  per  cent  under  the  age  of  two 
years.  In  this  same  study  recognized  bac- 
terial pathogens  were  found  in  57  per  cent 
of  the  630  cases  observed  compared  to  47 
per  cent  in  the  present  study.  Of  the  hospital- 
ized cases  64  per  cent  recovered  compared  to 
80  per  cent  in  the  present  study. 

The  kinds  of  bacteria  found  in  Arizona 
were  similar  to  those  found  in  Arabia  with 
Shigella  being  more  prominent  than  Salmon- 
ella in  both  areas.  The  commonest  types  of 
pathogenic  E.  coli  in  Arizona,  055  and  0111, 
were  also  the  commonest  in  Arabia. 
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GASTROENTERITIS  IN  SAUDI  ARABIA  — McNiel  — cont'd 


Proteus  cultured  from  the  stool  is  consid- 
ered to  be  pathogenic  by  one  author1  and 
nonpathogenic  by  another.3  No  conclusion  re- 
garding this  can  be  drawn  from  the  present 
study. 

It  should  be  noted  that  in  all  age  groups 
in  the  United  States  Salmonella  organisms 
are  more  commonly  isolated  from  the  stool  of 
patients  with  gastroenteritis,3  but  in  patients 
under  two  years  of  age  Shigella  organisms 
are  more  often  isolated.2 


Dr.  James  R.  McNiel,  a na- 
tive Texan,  is  employed  with 
the  Arabian-American  Oil 
Co.  in  Dhahran,  Saudi  Ara- 
bia. 


groups  with  the  highest  incidence  and  the 
highest  fatality  rates  were  the  very  young. 


Summary 

In  386  patients  with  acute  gastroenteritis 
hospitalized  in  Dhahran,  Saudi  Arabia,  the 
most  commonly  isolated  organisms  were  Pro- 
teus, Shigella,  Salmonella,  pathogenic  E.  coli, 
and  Pseudomonas  in  decreasing  order.  No 
higher  death  rate  was  associated  with  any 
particular  organism.  The  fatality  rate  de- 
clined to  a low  of  1 1 per  cent  in  1960.  The  age 
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Students  Voice  Disapproval 
Of  Federal  Med  ical  Control 

Tomorrow’s  physicians  will  continue  the  fight  against  federal 
control  of  medicine,  reports  a recent  Redbook  survey  entitled,  “What 
Our  Future  Doctors  Will  Do”. 

Their  sample  of  students  at  24  medical  schools,  including  Baylor 
University  College  of  Medicine,  Houston,  and  the  University  of  Texas 
Medical  Branch,  Galveston,  showed  student  disapproval  of  the  Admin- 
istration’s Medicare  bill  by  a four  to  one  margin. 

Most  of  the  dissenting  voters  were  located  in  the  Northeast  and 
at  Boston  University,  New  York  University,  the  University  of  Chi- 
cago, Stanford  University,  and  the  Albert  Einstein  College  of  Medi- 
cine of  Yeshiva  University  in  New  York. 

Southern  medical  students  were  the  most  impassioned  in  their 
antagonism  to  the  bill.  One  University  of  Texas  senior  called  the 
program  “another  fatal  advance  toward  a socialistic  society  that  even 
further  contradicts  the  free-enterprise  principles,  destroys  the  free 
right  of  patients  to  select  their  own  physicians,  and  would  unneces- 
sarily burden  physicians  with  insignificant  complaints  from  neurotic 
patients.” 

Although  the  Kerr-Mills  Act  received  two  to  one  support  in  the 
survey,  critics  objected  to  the  “means  test”  as  its  greatest  drawback. 
“I  don’t  like  the  idea  of  people  having  to  declare  themselves  paupers 
before  getting  funds  for  medical  care,”  said  a senior  in  New  York. 
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Pseudo-Hirschsprung's  Disease  of  the  Ileum 

A.  0.  SINGLETON,  JR.,  M.D.,  and  EARL  J.  ROTH,  M.D. 


HIRSCHSPRUNG’S  disease  of  the  colon 
is  a well  established  clinical  entity  con- 
sisting of  a congenital  absence  of  ganglion 
cells  in  Auerbach’s  plexus.  It  is  most  com- 
monly found  in  segments  of  the  distal  colon 
which  lack  progressive  peristaltic  waves. 
This  results  in  dilatation  and  hypertrophy  of 
the  proximal  bowel  with  partial  intestinal 
obstruction  which  tends  to  become  more  com- 
plete. 


Hirschsprung’s  disease  must  be  considered 
when  there  is  evidence  of  partial  small  intes- 
tinal obstruction  and  dilated  hypertrophied 
bowel  proximally  blending  into  normal-ap- 
pearing bowel  distally  and  when  there  is  no 
internal  or  external  mechanical  blockage  of 
the  lumen. 


Fig.  1.  Upper  gastrointestinal  series.  Barium  is  beginning  to 
fill  dilated  ileal  loop. 


Case  Report 

A five-month-old  white  girl  was  admitted  to  John 
Sealy  Hospital  on  Sept.  26,  1961,  with  a chief  com- 
plaint of  intermittent  diarrhea  of  five  months’  dura- 
tion. This  child  was  born  after  an  uncomplicated, 
full  term  pregnancy  with  a normal  delivery  and 
weighed  7 lb.  4 oz.  at  birth.  At  the  time  of  admission 
the  child  weighed  9 lb.  8 oz.  It  was  thought  that  the 
patient  probably  had  a malabsorption  syndrome. 
Since  studies  were  negative  for  cystic  fibrosis,  para- 
sitism, and  other  infections,  an  extensive  diagnostic 
workup  was  done.  In  the  hospital  the  patient’s  bow- 
els were  distended  at  times,  and  there  were  episodes 
of  vomiting.  Flat  films  showed  dilated  loops  of  bow- 
el. An  upper  gastrointestinal  series  demonstrated 
dilated  loops  of  small  bowel  in  the  ileal  area  which 
slowly  emptied  (Figs.  1 and  2).  A barium  enema 
was  normal  except  that  the  cecum  was  displaced  up- 
ward by  dilated  loops  of  small  bowel  (Fig.  3).  The 
patient  failed  to  respond  to  various  special  diets 
including  a gluten-free  one.  On  Nov.  22,  1961,  an 
exploratory  laparotomy  was  performed  with  a pre- 
operative diagnosis  of  incomplete  mechanical  small 
bowel  obstruction.  A segment  of  hypertrophied  di- 
lated ileum  was  found  with  normal-sized  terminal 
ileum  (Fig.  4).  No  evidence  of  mechanical  obstruc- 
tion was  present.  The  dilated  segment  of  ileum  ter- 
minated rather  abruptly  and  blended  into  normal- 


When  dilatation  and  hypertrophy  of  the 
proximal  bowel  is  accompanied  by  partial 
intestinal  obstruction,  Hirschsprung's  disease 
must  be  considered  as  a cause  of  the  condi- 
tion. The  author  describes  the  differential 
diagnosis  of  a five-month-old  girl  who  evi- 
denced these  symptoms. 
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Fig.  2.  Upper  gastrointestinal  series.  Dilated  ileal  loop 
filled  with  barium. 


sized  bowel  about  12  in.  proximal  to  the  ileocecal 
junction.  The  bowel  was  resected  from  4 in.  above 
to  4 in.  below  the  transitional  area.  After  frozen 
sections  revealed  the  presence  of  ganglia,  an  end-to- 
end  ileoileostomy  was  performed. 

The  pathological  diagnosis  was  a segment  of  ileum 
showing  changes  histologically  compatible  with  celiac 
disease  and  malabsorption  syndrome  based  on  the 
appearance  of  the  mucosa  (Fig.  5).  The  circumfer- 
ence of  the  dilated  segment  was  9 cm.  as  compared 
to  3 cm.  for  the  normal  segment.  A 1 cm.  ulceration 
was  present  at  the  junction  between  the  two  regions 
(Fig.  6).  Ganglion  cells,  noted  through  the  ulcerated 
section,  were  present  in  both  the  dilated  and  normal 
segments  in  approximately  equal  numbers  and  were 
histologically  similar  (Fig.  7).  Sections  through  the 
dilated  segment  revealed  hypertrophy  of  both  muscle 
layers  which  would  seem  to  indicate  that  for  some 
time  there  had  been  at  least  partial  obstruction  dis- 
tal to  this  point. 

Postoperatively,  the  patient  made  an  uneventful 
recovery.  She  was  maintained  on  a gluten-free  diet 
and  began  to  gain  weight  slowly.  One  month  post- 
operatively, an  infant’s  soft  diet  was  started.  With 
the  recurrence  of  diarrhea  and  cessation  of  weight 
gain,  the  gluten-free  diet  was  reinstated.  Thereafter 
the  patient  gained  weight  adequately.  At  the  time 
of  discharge,  she  weighed  11  lb.  2%  oz.  At  a follow- 
up visit  in  the  outpatient  clinic  three  months  from 
the  date  of  surgery,  she  weighed  15  lb.  4 oz.  At  this 
time  the  patient  was  being  maintained  on  a gluten- 
free  diet,  was  gaining  weight  well,  and  was  free  of 
the  preoperative  complaint  of  diarrhea. 


Fig.  3.  Barium  enema.  Displacement  of  cecum  upward  and 
medially  by  gas-filled  ileal  loop. 


Fig.  4.  Reproduction  from  motion  picture  frame  showing 
dilated  hypertrophied  ileum. 
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Fig.  5.  Resected  ileum  showing  changes  histologically  com-  Fig.  6.  Ulcer  at  junction  of  dilated  and  normal  segment  of 

patible  with  celiac  disease  and  malabsorption  syndrome.  bowel.  Hematoxylin  and  eosin.  (X  51.59) 

Hematoxylin  and  eosin.  (X  31.69) 


Discussion 

It  should  be  realized  that  a partial  intes- 
tinal obstruction  extending  over  a given 
period  will  result  in  dilatation  and  hyper- 
trophy of  the  proximal  bowel  for  a varying 
distance  above  the  obstruction.  In  the  ab- 
sence of  extrinsic  or  intrinsic  mechanical  ob- 
struction, the  etiology  of  the  condition  may 
be  obscure.  Many  causes  must  be  considered.4 
First  is  a group  involving  the  central  and 
autonomic  nervous  systems.  Paralytic  ileus 
of  a reflex  nature  is  commonly  seen  and  may 
be  localized  to  certain  segments  of  bowel,  but 
it  usually  does  not  persist  in  a chronic  state 
that  would  result  in  the  problem  being  con- 
sidered here.  Pancreatitis,  cholecystitis,  en- 
teritis, peptic  ulcer,  and  other  inflammations 
have  been  implicated  in  prolonged  ileus,  since 
most  of  these  involve  the  upper  gastrointesti- 
nal tract.7  Trauma  with  reflex  ileus  must 
also  be  considered. 

Although  it  has  been  shown  that  placebos 
can  cause  a 24  per  cent  reduction  in  bowel 
motility,  emotional  factors  have  remained  as 
a controversial  cause  of  ileus. 

Disease  involvement  or  interruption  of  ex- 
trinsic innervation  of  the  bowel  such  as  after 
vagotomy,  diabetic  neuropathy,  vitamin  defi- 


Fig.  7.  Ganglion  cells  present  in  resected  bowel.  Hematoxy- 
lin and  eosin.  (X  275.54) 


ciency,  porphyria,  or  inflammation  have  been 
implicated. 

The  intrinsic  nervous  system  is  composed 
of  ganglion  cells  and  their  neurons  located 
between  the  circular  and  longitudinal  fibers 
(Auerbach’s  plexus)  and  beneath  the  sub- 
mucosa (Meissner’s  plexus).  Since  the  in- 
trinsic nervous  system  is  necessary  for  peri- 
stalsis, abnormalities  of  the  ganglia  of  Auer- 
bach’s plexus  are  expected  to  be  manifested 
by  disturbed  bowel  motility.  The  classical 
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case  of  congenital  megacolon  involves  the 
terminal  colon  and  rectum,  but  there  is  great 
variation  in  the  extent  of  the  segment  with- 
out ganglion  cells.  Although  megacolon  is 
usually  limited  to  the  sigmoid  area,  the  entire 
colon  is  involved  in  about  1 per  cent  of  in- 
fants.10 Skipped  areas  of  normal  bowel  be- 
tween segments  without  ganglion  cells  have 
been  described  but  must  be  very  uncom- 
mon.1- 9 It  has  been  demonstrated  that  mega- 
bladder and  secondary  megalo-ureter  may  be 
associated  with  Hirschsprung’s  disease.  The 
question  has  been  raised  as  to  whether  py- 
loric stenosis,  cardiospasm  with  dilatation  of 
the  esophagus,  and  choledochal  cysts  are 
also  related  problems. 

Areas  without  ganglion  cells  involving  the 
small  bowel,  though  rare,  have  been  report- 
ed.2 

Besides  congenital  megacolon  without  gan- 
glion cells,  an  acquired  type  of  megacolon 
associated  with  Chagas’  disease  ( Trypano- 
soma cruzi)  has  long  been  recognized  in 
South  America  and  may  occur  in  residents 
of  the  southern  part  of  the  United  States.3- 6 
The  esophagus,  stomach,  duodenum,  jejun- 
um, and  ureter  may  also  be  involved  with 
this  type.  The  basic  lesion  is  an  inflamma- 
tory degeneration  of  the  ganglion  cells  of  the 
myenteric  plexus  caused  by  toxins  released 
with  rupture  of  Trypanosoma  pseudocysts  in 
the  muscular  coats  of  the  hollow  viscera.  The 
patients  usually  show  a positive  complement 
fixation  test  to  products  of  T.  cruzi. 

Other  conditions  associated  with  degenera- 
tive ganglion  disease  are  scleroderma,  por- 
phyria, vitamin  deficiency,  and  electrolyte 
imbalance. 

Intestinal  obstruction  with  adhesions  is 
usually  related  to  mechanical  blockage  of 
the  bowel,  but  it  has  been  suggested  that 
local  ischemia  caused  by  the  pull  of  the  ad- 
hesion may  cause  fibrosis  of  the  wall  involv- 
ing Auerbach’s  plexus. 

A wide  range  of  ganglion  cell  dysfunction 


while  the  cell  remains  histologically  normal 
is  reasonable. 

Local  vascular  disease  such  as  lupus  and 
purpura  may  cause  malfunction  of  both  mus- 
cle and  nerve  tissue.  Dermatomyositis  appar- 
ently results  in  damage  to  the  muscle  tissue 
only.  Hypoproteinemia  also  probably  falls  in- 
to this  category. 

Certain  substances  are  capable  of  altering 
intestinal  motility.4  Atropine  blocks  the  re- 
sponse of  smooth  muscle  to  acetylcholine.  In- 
terference with  nerve  transmission  is  a prop- 
erty of  eserine,  which  acts  by  inhibiting  ace- 
tylcholine esterase.  Hexamethonium  blocks 
the  synaptic  transmission  of  the  sensory  im- 
pulses to  the  motor  neuron.  Possibly  drugs 
administered  for  other  purposes,  abnormal 
metabolites,  and  the  lack  of  certain  sub- 
stances in  deficiency  states  have  a similar 
action  which,  as  yet,  is  poorly  understood  or 
unrecognized.5 

Dilatation  and  hypertrophy  of  the  intes- 
tine can  be  reproduced  by  reversing  a seg- 
ment of  bowel  and  then  restoring  continuity. 
The  direction  of  peristalsis  remains  con- 
stant.8 

In  summation,  the  etiology  of  the  abnor- 
mally large  ileum  in  this  case  must  remain 
obscure. 

There  may  be  a question  whether  the  ulcer 
at  the  point  of  transition  in  the  bowel  was 
the  primary  entity  with  secondary  spasm 
resulting  which  caused  the  dilatation  and  hy- 
pertrophy, or  whether  it  was  a secondary  re- 
sult of  stasis.  It  was  noted  that  hypertrophy 
of  the  musculature  extended  beyond  the  point 
of  ulceration  and  that  no  evidence  of  spasm 
was  seen  at  the  time  of  operation.  If  this 
case  is  basically  one  of  a malabsorption  syn- 
drome, it  is  strange  that  the  patient  did  not 
respond  to  gluten-free  diets  before  operation, 
and  yet  the  stopping  of  the  gluten-free  diet 
after  operation  resulted  in  some  recurrence 
of  symptoms.  Whether  the  child  has  done 
better  because  of  or  in  spite  of  resecting  the 
segment  of  bowel  is  difficult  to  determine. 
Should  this  same  type  of  condition  occur  in 
the  future,  it  is  recommended  that  it  be 
handled  similarly,  in  an  attempt  both  to  es- 
tablish the  diagnosis  and  to  remove  the  area 
of  bowel  where  the  transition  from  a normal 
to  an  abnormal  condition  occurs.  In  a case 
similar  in  many  respects  which  was  reported 
from  the  Mayo  Clinic,  bypassing  of  the  area 
did  not  result  in  an  improvement ; and  it  was 
not  until  the  bowel  was  resected  that  the 
problem  was  resolved.2 
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Summary 

In  cases  of  intestinal  obstruction,  hyper- 
trophied and  dilated  loops  may  be  found 
which  blend  into  normal-appearing  distal 
bowel  without  evidence  of  intrinsic  or  ex- 
trinsic blockage.  Although  agangliosis  of 
the  bowel  should  be  considered,  it  must  be 
realized  that  many  other  etiological  factors 
can  account  for  such  a condition.  An  illus- 
trative case  involving  a five-month-old  infant 
is  reported. 
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New  Test  Reported  for  Penicillin  Allergy 

A new  and  safer  test  for  determining  whether  a person  is  allergic 
to  penicillin  has  been  reported  by  Dr.  Walter  B.  Shelley,  a Phila- 
delphia dermatologist,  writing  in  the  April  20  issue  of  the  Journal 
of  the  American  Medical  Association. 

Under  the  new  procedure,  the  test  for  a reaction  is  carried  out 
in  the  laboratory  instead  of  on  the  patient,  he  said.  Only  a drop  of 
blood  from  the  patient’s  fingertip  is  needed  for  analysis  under  a 
microscope. 

Probably  the  most  common  means  of  testing  for  penicillin  sensi- 
tivity today  is  to  inject  a small  amount  of  the  drug  into  the  patient’s 
skin,  Dr.  Shelley  said.  However,  even  this  small  amount  of  penicillin 
can  be  hazardous  for  some  patients  and  the  test  itself  has  caused 
occasional  fatalities. 

The  blood  test  for  penicillin  sensitivity  grew  out  of  a better  un- 
derstanding of  the  allergic  reaction,  Dr.  Shelley  said. 

Studies  have  shown  that  when  a person  is  challenged  with  a 
substance  to  which  he  is  allergic,  two  types  of  cells,  the  basophils  in 
the  blood  and  the  mast  cells  in  the  skin,  release  histamine  and  dis- 
integrate in  the  process,  he  said.  It  is  the  release  of  histamine  that 
appears  to  be  primarily  involved  in  development  of  allergic  symptoms. 

When  the  patient’s  drop  of  blood  is  mixed  with  a solution  of 
penicillin  under  the  microscope,  he  said,  the  basophils  can  be  observed. 
If  a certain  percentage  of  the  basophils  disintegrate,  it  indicates  that 
the  patient  is  allergic.  In  severe  reactions,  all  the  basophils  may  dis- 
integrate slowly  or  explosively  although  this  is  rare,  said  the  author. 

If  the  test  shows  a negative  response,  Dr.  Shelley  noted,  it  indi- 
cates the  absence  of  antibodies  resistant  to  penicillin  on  the  day  of 
the  test  and  that  a reaction  will  not  be  triggered  by  any  penicillin 
given  on  that  day. 

Six  different  techniques  for  performing  the  basophil  test  have 
been  devised,  including  one  suitable  for  office  use. 

The  tests  have  been  studied  in  275  persons  with  a history  of  re- 
action following  penicillin  therapy  and,  for  comparison  purposes,  in 
persons  who  did  not  react  to  penicillin. 
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Primary  Infarction  of  Omentum 

JOHN  C.  TURNER,  JR.,  M.D.,  and  MADISON  J.  LEE,  JR.,  M.D. 


PRIMARY  INFARCTION  of  the  omentum 
denotes  a localized  area  of  hemorrhagic 
infarction  of  the  free  edge  of  the  greater 
omentum.  It  occurs  in  the  absence  of  other 
known  disease  either  intraperitoneal,  sys- 
temic, or  traumatic.11  This  report  is  intended 
to  call  attention  to  this  infrequently  reported 
pathologic  condition  which  is  of  surgical  sig- 
nificance because  it  produces  symptoms  sim- 
ilar to  those  of  other  acute  intra-abdominal 
lesions. 


Review  of  the  Literature 

Bush,  in  1896,  reported  the  first  case  of 
primary  infarction  of  the  omentum.3  In  1959 
Halligan  and  Rabiah  collected  60  authentic 
case  reports  from  the  literature  and  added 
four  cases  of  their  own.6  Since  the  time  of 
that  report,  the  authors  have  been  able  to 
find  eight  additional  cases  in  the  literature, 
bringing  the  total  number  of  reported  cases 
to  72.  An  additional  case  is  reported  in  this 
paper. 

Case  Report 

A 42-year-old  white  male  was  admitted  to  the 
hospital  with  a two-day  history  of  severe  cramping 
and  generalized  abdominal  pain.  The  day  prior  to 
his  admission  the  pain  localized  to  the  right  lower 
quadrant  and  persisted  there.  There  was  no  radia- 
tion and  the  pain  was  said  to  be  worse  with  move- 
ment. The  patient  was  nauseated  and  anorexic  but 
had  not  vomited.  No  history  of  trauma  was  elicited. 
The  patient  reported  there  had  been  no  similar  epi- 
sodes of  abdominal  pain  since  his  childhood. 

Examination  on  admission  showed  the  patient’s 
temperature  to  be  100  F.  The  patient  appeared 
acutely  ill  and  was  having  moderately  severe  ab- 
dominal pain.  The  abdomen  was  obese  and  slightly 
distended,  and  there  was  tenderness,  spasm,  and 
rebound  tenderness  lateral  to  the  right  mid-abdomen. 


No  abdominal  masses  were  palpable.  The  remainder 
of  the  physical  examination  was  normal. 

Laboratory  studies  showed  a leukocytosis  with  a 
white  blood  cell  count  of  12,800  with  70  per  cent 
polymorphonuclear  leukocytes.  Urinalysis  was  nor- 
mal. Hemoglobin  was  15.6  gm.  per  100  cc. 

The  clinical  impression  was  acute  retrocecal  ap- 
pendicitis, and  exploration  was  advised. 

The  abdomen  was  opened  through  a transverse 
right  mid-abdominal  incision.  A mass  of  gangrenous 
omentum,  about  4 by  3 inches  in  area  and  3 inches 
in  diameter  was  encountered.  Careful  examination 
failed  to  reveal  any  cause  for  the  infarction  and 
showed  the  absence  of  any  pathologic  condition  in- 
volving the  appendix,  the  cecum,  or  the  right  colon. 
The  appendix  itself  was  retrocecal  in  position  with 
an  atrophic  distal  end.  It  was  in  no  way  related  to 
the  gangrenous  omentum.  The  gangrenous  omentum 
was  excised,  and  appendectomy  was  performed. 

The  pathologic  report  was  as  follows:  “Omen- 
tum sections  show  basically  normal  omental  fat  in 
which  is  superimposed  a process  of  diffuse  hemor- 
rhage. The  hemorrhage  tends  to  follow  the  normal 
trabeculations  and  partitions  seen  in  such  fat  and 
there  is  little  actual  destruction  of  the  structure  of 
the  fat.  The  veins  are  distended  with  blood  clot 
which  shows  no  evidence  of  organization.  The  arteri- 
oles show  a mild  to  moderate  degree  of  sclerosis 
insufficient,  however,  to  account  for  the  infarction 
on  a sclerotic  basis.  There  is  a moderate  degree  of 
acute  inflammatory  reaction  noted  especially  along 
the  outside  margins  of  the  specimens  with  some 
projection  along  trabeculations  into  the  interior.  The 
entire  process  shows  an  additional  feature  of  begin- 
ning fibrosis  of  healing.  There  is  no  anatomic  or 
pathologic  reason  found  histologically  to  account  for 
this  infarction.  No  malignancy  seen.”  (Fig.  1)  Ac- 
cordingly, a pathologic  diagnosis  of  primary  infarc- 
tion of  the  omentum  was  made. 

Postoperatively,  the  patient  had  an  uneventful 
convalescence  and  was  dismissed  from  the  hospital 
seven  days  later. 

Discussion 

Primary  infarction  of  the  omentum  has 
been  known  by  various  names  including  acute 
hemorrhagic  epiploitis,  idiopathic  segmental 
infarction,  and  primary  omental  thrombosis.1 
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A case  report  is  presented  which  is  believed 
to  be  the  73rd  recorded  incidence  of  this 
condition.  It  should  be  carefully  differenti- 
ated from  secondary  infarction  of  omentum. 


When  the  diagnosis  is  made  strict  criteria 
must  be  observed  in  order  to  avoid  confusion 
with  the  more  common  secondary  infarc- 
tion.13 First,  the  infarction  must  be  spon- 
taneous and  idiopathic  and  not  preceded  by 
trauma,  infection,  or  other  etiologic  factors 
which  by  obvious  cause  and  effect  could  in- 
itiate the  process.  Second,  it  must  be  seg- 
mental and  not  associated  with  massive  vas- 
cular occlusions  involving  large  areas  of  the 
omentum  and/or  adjacent  organs.  Third,  it 
must  be  primarily  in  the  omentum  and  not 
the  result  of  disease  of  the  neighboring  struc- 
tures. Fourth,  it  should  present  the  typical 
gross  and  microscopic  picture,  excluding  es- 
pecially the  presence  of  a pedicle,  either 
twisted  or  untwisted,  which  would  indicate 
pathology  secondary  to  torsion. 

Undoubtedly  many  cases  have  not  been  re- 
ported but  have  gone  unrecognized,  as  it  has 
been  shown  that  the  infarcted  segment  can 
be  allowed  to  remain  in  the  abdomen  with 
no  ill  effects.4 

This  condition  has  been  reported  in  pa- 
tients between  the  ages  of  three  years  to  71 
years  with  the  peak  age  incidence  in  the 


Fig.  1. 


third  decade.  A large  majority  of  the  re- 
ported cases  has  been  in  male  patients.11 

The  pathogenesis  of  primary  omental  in- 
farction is  as  obscure  as  the  name  implies. 
Various  theories  of  etiology  have  been  postu- 
lated. The  theory  of  Pines  and  Rabinovitch10 
is  the  one  most  generally  accepted.  They  sug- 
gest that  a pull  on  the  omental  veins  pro- 
duces endothelial  injury  with  consequent 
thrombus  formation.  Experimentally,  they 
were  able  to  demonstrate  this  mechanism  in 
rabbits.  Totten  supports  this  theory  and  adds 
that  rupture  with  hemorrhagic  extravasa- 
tion and  secondary  thrombosis  may  be  pro- 
duced during  digestion  by  coughing,  strain- 
ing, or  sneezing  at  a time  when  venous  en- 
gorgement is  greatest.12 

The  symptomatology  fits  no  definite  dis- 
ease pattern.  The  only  constant  symptom  is 
abdominal  pain.  Hyperesthesia  of  the  skin 
overlying  the  involved  area  (Ligat’s  test)  is 
said  to  be  suggestive  of  this  disease.7  The 
authors  were  unaware  of  this  when  this  pa- 
tient was  seen  and  therefore  do  not  know  if 
hyperesthesia  was  present. 

The  usual  preoperative  diagnosis  is  acute 
appendicitis,  although  other  conditions  which 
can  produce  symptoms  warranting  explora- 
tory abdominal  surgery  have  been  suspected 
in  the  differential  diagnosis. 

Once  the  abdomen  has  been  opened,  the 
presence  of  a serosanguineous  fluid  should 
make  the  surgeon  suspicious  of  omental  in- 
farction. This  finding  has  been  emphasized 
independently  by  Bohan2  and  by  James.9 

The  treatment  of  primary  omental  infarc- 
tion is  resection  of  the  involved  area  of 
omentum  and  incidental  appendectomy.  The 
prognosis  is  good  with  rapid  recovery.  No 
case  of  recurrent  infarction  has  been  re- 
ported.0 
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INFARCTION  OF  OMENTUM  — Turner  & Lee  — continued 


Summary 

Primary  infarction  of  the  omentum  has 
been  reported  infrequently  in  the  literature. 
Only  72  cases  have  been  previously  reported. 
The  authors  have  reported  the  73rd  case. 

This  condition  should  be  carefully  differ- 
entiated from  secondary  omental  infarction 
and  should  be  classed  as  one  of  the  causal 
factors  of  an  acute  abdominal  condition. 
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$200,000  Businesses  Are  Sidelines 
For  Two  Gatesville  Doctor  Brothers 

Two  physician  brothers  from  Gatesville,  Dr.  Elworth  Lowrey 
and  Dr.  Wendall  Lowrey,  spend  four  hours  each  a week  running  two 
businesses  which  gross  $200,000  each  a year. 

The  doctors’  businesses  have  developed  into  two  of  the  biggest 
in  town,  yet  they  regard  each  as  merely  a sideline  to  the  practice 
of  medicine. 

One  business,  the  Medical  Plastics  Laboratory,  makes  models  of 
human  skulls,  skeletons,  and  individual  bones.  Its  customers  are  phy- 
sicians, dentists,  medical  schools,  and  claims  lawyers.  The  Lowreys 
began  the  laboratory  after  returning  from  World  War  II  astounded 
at  the  cost  of  real  skeletons. 

The  second  business,  Anchor  Plastics,  Inc.,  makes  fiber  glass 
reinforced  plastic  boats.  With  both  businesses,  the  doctors  employ 
about  35  people,  including  young  persons  who  might  otherwise  have 
left  their  home  town  for  jobs  elsewhere. 

The  Drs.  Lowrey  were  recently  written  up  in  Medical  Economics. 
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Oral  Hypaque  Sodium  as  Contrast  Medium 
In  Gastrointestinal  Examinations 


B.  W.  FORTNER,  M.D.,  and  T.  B.  WILLIAMS,  M.D. 


THE  USE  OF  Hypaque  Sodium  (brand  of 
diatrizoate  sodium)  orally  or  as  an  enema 
in  gastrointestinal  examinations  is  not  a new 
procedure.  Its  practical  aspects  and  safety 
have  been  described  by  a number  of  investi- 
gators.3’ 6i  10  Oral  Hypaque  has  found  wide 
usage  in  radiography  of  the  gastrointestinal 
tract  in  suspected  tracheo-esophageal  fistu- 
las, esophageal  strictures  or  obstruction,  gas- 
trointestinal obstruction,3  gastrointestinal 
perforations,  and  hypertrophic  pyloric  ste- 
nosis. 

One  reason  for  its  usefulness  is  its  non- 
irritating nature  upon  entering  the  perito- 
neal or  pleural  cavities  and  tracheo-bronchial 
tree.  It  also  has  the  advantage  of  being  mis- 
cible with  blood  thus  permitting  the  exami- 
nation of  the  gastrointestinal  tract  in  the 
presence  of  hemorrhage.  It  is  less  viscous 


The  authors  report  that  diatrizoate  sodium 
is  useful  in  gastrointestinal  examinations 
when  there  are  contraindications  to  the  use 
of  barium.  Although  the  films  do  not  result 
in  as  good  a quality  as  those  obtained  when 
barium  is  used,  they  are  adequate  for  diag- 
nostic purposes. 

than  barium  and  will  demonstrate  pyloric 
stenosis  and  stenosing  ulcers  of  the  pylorus.9 
This  substance  does  not  inspissate  in  the 
colon  or  interfere  with  surgery  when  per- 
formed shortly  after  the  gastrointestinal  ex- 
amination.8 

Hypaque  does  not  provide  as  good  contrast 
as  does  barium ; however,  in  most  cases 
opacification  and  contrast  are  sufficient  so 
that  no  further  barium  studies  are  required. 
Eleven  reproductions  of  roentgen  rays  and 


Fig.  1.  A 73-year-old  man  had  intermit- 
tent epigastric  pain  for  several  years.  For 
two  weeks  prior  to  admission  there  had 
been  almost  continuous  vomiting,  and 
obstruction  was  suspected.  A gastrointes- 
tinal series  using  40  per  cent  Hypaque 
demonstrated  a peptic  ulcer  but  no  ob- 
struction. 
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Fig.  2.  (right)  A 54-year-old  man  had  epigastric  pain  for 
one  year  which  was  only  partially  relieved  by  food.  He  lost 
50  pounds  in  one  year.  A gastrointestinal  series  using  40 
per  cent  Hypaque  revealed  almost  complete  obstruction  and 
a probable  mass  in  the  stomach.  Laparotomy  showed  ade- 
nocarcinoma of  the  stomach. 


Fig.  3.  (left)  A 49-year-old  man  had  a three-week  history 
of  cramping  abdominal  pain  and  vomiting.  Three  years  pre- 
viously he  had  been  stabbed  in  the  abdomen,  and  obstruc- 
tion secondary  to  adhesions  was  considered.  An  examina- 
tion using  40  per  cent  Hypaque  showed  a large  gastric 
ulcer  without  obstruction. 


Fig.  4.  A 53-year-old  man  developed  ab- 
dominal pain,  jaundice,  and  white  stools. 
A cholecystoduodenostomy  was  done  else- 
where. An  examination  using  40  per  cent 
Hypaque  demonstrated  the  site  of  anas- 
tomosis. 
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brief  clinical  summaries  are  presented  which 
demonstrate  the  diagnostic  quality  of  oral 
Hypaque  examinations. 


Medium 

Oral  Hypaque  Sodium  is  available  in  both 
liquid  and  powder  form.  As  previously  stat- 
ed, it  is  a brand  of  diatrizoate  sodium  and 
contains  59.87  per  cent  iodine.  The  authors 
have  used  both  the  liquid  and  the  powder  form 
with  equally  good  results.  There  have  been 
no  major  side  effects  and  although  the  taste 
is  not  pleasing,  it  is  acceptable  even  to  in- 
fants. The  authors  have  used  only  water  as 
a diluent  even  though  milk,  carbonated 
drinks,  and  flavoring  such  as  vanilla  make 
the  solution  more  palatable. 

The  solution  may  be  diluted  to  any  desired 
percentage.  The  authors  have  used  Hypaque 
in  dilution  from  25  to  100  per  cent,  although 


Fig.  5.  A 48-year-old  man  first  noted  crampy  para-umbili- 
cal pain  and  coffee  ground  vomitus  three  days  prior  to 
admission  to  the  hospital.  A gastrointestinal  series  using 
40  per  cent  Hypaque  revealed  a moderate  sized  reducible 
hiatus  hernia.  This  subsequently  was  corrected  surgically. 


it  has  been  their  experience  that  a 40  per 
cent  solution  is  adequate  for  visualization. 
Others1’ 4 ■ 7 have  reported  satisfactory  re- 
sults with  a 25  per  cent  solution. 


Case  Material 

The  clinical  charts  and  roentgen-ray  exam- 
inations of  42  patients  in  whom  oral  Hypaque 
was  used  have  been  reviewed.  All  these  pa- 
tients exhibited  gastrointestinal  symptoms 
or  signs  which  suggested  the  possibility  of 
perforation,  obstruction,  or  hemorrhage. 

Trctcheo-Esophageal  Fistulas. — Oral  Hy- 
paque was  used  in  four  cases  of  suspected 
tracheo-esophageal  fistula.  The  results  of  the 
four  examinations  were  negative.  Subsequent 
clinical  course  failed  to  reveal  any  evidence 
of  fistula. 

No  aspiration  occurred  in  these  four  cases 
but  oral  Hypaque  is  well  tolerated  by  the 
tracheo-bronchial  tree.  The  viscosity  is  low. 

Hypertrophic  Pyloric  Stenosis. — Oral  Hy- 
paque was  used  in  two  suspected  cases  of 
hypertrophic  pyloric  stenosis.  In  one  case  the 


Fig.  6.  A 59-year-old  man  had  symptoms  of  nausea  and 
vomiting  and  progressive  distention.  Obstruction  was  con- 
sidered but  a 40  per  cent  Hypaque  gastrointestinal  series 
showed  duodenal  ulceration.  There  was  good  response  to 
medical  management. 
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Fig.  7.  A three-week-old  infant  Had  vom- 
ited bile-stained  fluid  since  birth.  Exam- 
ination revealed  a protuberant  abdomen 
with  hyperactive  bowel  sounds.  A gastro- 
intestinal series  using  40  per  cent  Hy- 
paque  was  performed.  Dilatation  of  the 
duodenum  with  partial  obstruction  was 
noted.  A malrotation  of  the  small  bowel 
with  stenosis  of  the  duodenum  at  the  lig- 
ament of  Treitz  was  found  at  laparotomy. 


Fig.  8.  A 59-year-old  woman  developed 
signs  of  intestinal  obstruction.  Recumbent 
films  of  the  abdomen  showed  only  a 
large  gas-filled  segment  of  bowel  below 
the  transverse  colon  which  was  thought 
to  be  the  cecum.  A gastrointestinal  series 
and  motor  meal  examination  using  oral 
Hypaque  were  performed.  An  abdominal 
film  showed  the  Hypaque  accumulating  in 
the  gas-filled  segment  of  bowel.  The  ter- 
minal ileum  was  well  visualized  and  was 
seen  to  empty  into  this  dilated  segment 
of  bowel.  This  was  thought  to  represent 
an  intermittent  volvulus  of  the  cecum.  A 
barium  enema  was  done  and  revealed  al- 
most complete  obstruction  of  the  large 
bowel  at  the  mid  portion  of  the  ascending 
colon.  At  laparotomy  the  cecum  was 
found  to  be  attached  to  an  abnormally 
long  mesentery  resulting  in  increased  mo- 
bility with  intermittent  obstruction. 


results  were  negative  and  the  clinical  symp- 
toms responded  to  symptomatic  manage- 
ment. The  second  case  showed  the  classic 
roentgen  findings  of  hypertrophic  pyloric 
stenosis,  although  a definite  "olive”  could 
not  be  palpated.  Subsequently,  surgery  dem- 
onstrated hypertrophic  pyloric  stenosis  and 
the  patient  responded  well  to  surgical  cor- 
rection. 


Gastrointestina l Obstructions. — Twenty- 
one  patients  suspected  of  having  obstruction 
of  the  esophagus,  stomach,  or  duodenum 
were  examined.  In  five  of  these,  definite  ob- 
struction was  demonstrated.  In  five,  no  ob- 
struction was  demonstrated  and  these  pa- 
tients responded  to  conservative  manage- 
ment. In  the  remaining  11  patients,  various 
lesions  such  as  peptic  ulcers,  stenoses,  filling 
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defects,  and  hernias  were  demonstrated.  On 
review  of  the  roentgen-ray  films,  it  is  be- 
lieved that  these  lesions  were  demonstrated 
as  well  by  oral  Hypaque  as  they  would  have 
been  by  barium. 

The  surgeons  did  not  report  any  interfer- 
ence in  subsequent  surgical  correction  of  ob- 
structions. 

Gastrointestinal  Tract  Perforation. — Oral 
Hypaque  was  used  in  four  cases  of  suspected 
perforation.  In  one,  the  results  were  nega- 
tive. An  esophago-pleural  fistula  was  demon- 
strated in  one  case.  There  were  no  untoward 
effects  from  the  presence  of  Hypaque  in  the 
pleural  cavity.  Oral  Hypaque  failed  to  reveal 
a fistula  between  the  gallbladder  and  duo- 
denum and  an  esophago-pleural  fistula.  Both 
of  these  defects  were  subsequently  demon- 
strated when  barium  was  used  in  the  exam- 
ination. 


Fig.  9.  A 58-year-old  woman  had  epigastric  pain  and 
vomiting  for  one  week  prior  to  admission.  An  upper  gastro- 
intestinal series  using  40  per  cent  Hypaque  revealed  a 
large  ulcer.  At  surgery  this  ulcer  was  found  to  have  eroded 
into  the  liver. 


The  authors  prepared  this 

report  when  they  were  radi- 

ology  residents  at  John  Sea- 

ly  Hospital  in  Galveston. 

| yJ 

The  senior  author.  Dr.  Fort- 

ner,  (pictured),  is  now  in 



private  practice  in  Florida. 

,V--  ‘ 

Postoperative  Gastrectomies. — Oral  Hy- 
paque was  found  to  be  particularly  useful  in 
studying  gastrojejunal  anastomotic  sites  in 
cases  of  suspected  obstruction.  Eight  patients 
were  studied.  Three  were  found  to  have  ob- 
structions and  required  surgical  correction. 
In  five  patients  no  obstruction  was  found  and 
the  patients  responded  to  conservative  man- 
agement. 


Conclusions 


Oral  Hypaque  Sodium  has  been  found  to 
be  a nontoxic  and  practically  nonabsorbable 


Fig.  10.  A 60-year-old  man  underwent  pancreatoduodenec- 
tomy for  carcinoma  of  the  terminal  bile  ducts  and  ampul- 
lary  region  three  months  prior  to  this  admission.  Ten 
days  before  admission  he  began  vomiting.  An  oral  Hypaque 
swallow  revealed  complete  obstruction  of  the  enterostomy 
stoma.  At  laparotomy  the  entire  upper  abdominal  contents 
were  covered  with  carcinomatous  implants  and  the  enter- 
ostomy site  was  obstructed  by  one  of  these  implants. 
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Fig.  11.  A 67-year-old  man  had  a history  of  vomiting  for 
two  years,  with  a diagnosis  of  cardiospasm  having  been 
made.  A repeat  Hypaque  esophagram  revealed  almost 
complete  obstruction  of  the  distal  esophagus  by  a smooth, 
rounded,  filling  defect.  The  mucosal  pattern  adjacent  to 
this  mass  was  normal  and  the  esophagus  distended  easily 
proximal  to  this  lesion.  This  large  mass  had  appeared 
since  the  last  esophagram  three  months  before.  The  pa- 
tient underwent  esophagoscopy  and  the  filling  defect  was 
found  to  be  due  to  a food  bolus. 


contrast  material  in  the  absence  of  obstruc- 
tion. It  is  useful  in  gastrointestinal  examina- 
tions when  there  are  contraindications  to  the 
use  of  barium.  Although  the  subsequent  films 
are  not  of  the  same  quality  as  those  obtained 
when  barium  is  used  as  the  contrast  material, 
they  are  adequate  for  diagnostic  purposes. 
Side  effects  in  this  series  were  limited  to  a 
few  episodes  of  nausea.  There  were  no  com- 
plications when  Hypaque  was  inadvertently 
introduced  into  the  pleural  or  peritoneal  cav- 
ity. 
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Is  Your  Scribbling  Worth  $5,200? 

Doctors’  handwriting  has  long  been  a joke,  but  a recent  hospital 
study  has  shown  that  the  situation  is  not  always  laughable — particu- 
larly when  it  can  cost  a hospital  more  than  $5,200  a year. 

This  amount  allows  only  for  the  wasted  reading  time  of  nurses 
and  secretaries  trying  to  decipher  the  physician’s  hastily  scribbled 
instructions.  It  does  not  allow  for  the  excess  time  spent  by  medical 
record  or  staff  committee  personnel  or  the  results  of  any  medical 
errors  committed. 

The  study  was  carried  out  by  Dr.  Herman  Feldman,  research 
director  of  Gary  Hospital  in  Gary,  Ind.,  and  reported  in  Medical 
World  Neivs. 

Dr.  Feldman  offered  one  possible  solution  to  the  problem:  phy- 
sicians should  try  to  sit  down  when  writing  instructions  instead  of 
writing  on  the  run,  while  standing  up,  or  while  supporting  the  chart 
with  one  arm. 
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Traumatic  Rupture  of  the  Gallbladder 
Due  to  Nonpenetrating  Injury 


J.  PEYTON  BARNES,  M.D.,  and  J.  S.  DIAMONON,  M.D. 


ONE  OF  THE  rarest  traumas  is  a rup- 
ture of  the  gallbladder  alone  from  ex- 
ternal and  nonpenetrating  injury.  The  liter- 
ature reveals  few  such  cases.  Usually,  the 
gallbladder  injury  is  associated  with  other 
injuries,  commonly  fracture  or  laceration  of 
the  liver.  It  was  the  authors’  purpose,  how- 
ever, in  this  paper  to  limit  discussion  to  rup- 
ture of  the  gallbladder  due  to  nonpenetrating 
trauma  and  without  other  intra-abdominal 
lesions. 

Norgore10  in  1946  reviewed  the  literature 
up  to  that  date  and  published  a survey  of  31 
such  cases  and  added  one  of  his  own,  making 
a total  of  32.  In  1956,  Hall  and  others7  added 
five  cases  from  the  Baylor-affiliated  hos- 
pitals, and  their  review  of  the  intervening 
years  since  1946  added  six  other  cases.  How- 
ever, the  case  of  Newell9  and  the  one  of 
Grimes  and  Steinbach,6  both  cited  by  Hall 
and  others,  were  not  true  cases  of  rupture 
of  the  gallbladder  alone.  Newell’s  case  in- 
volved liver  damage  and  Grimes  and  Stein- 
bach’s  case  involved  a cholecystocutaneous 
fistula.  These  two  therefore  are  not  included 
in  this  present  series,  nor  is  that  by  Smith 
and  Hastings,13  as  liver  damage  also  was 
present  in  this  one.  The  other  four  cited  by 
Hall  and  others  from  Benson  and  Prust,1 
Bosworth,2  and  Coulter4  are  included.  The 
case  of  Parker  and  Robbins11  actually  was 
an  amputation  of  the  gallbladder  by  non- 
penetrating trauma,  but  since  no  other  intra- 
abdominal lesion  accompanied  it,  it  is  in- 
cluded herewith. 

A review  of  the  literature  since  publica- 
tion of  Hall’s  and  others’  paper  adds  an  addi- 
tional five  cases.3’ 5i  8' 12  This,  plus  the  one 
herewith  submitted,  brings  the  total  number 
of  such  cases  to  48. 


From  the  Surgical  Service  of  St.  Joseph’s  Hos- 
pital, Houston. 


Case  Report 

A man,  38,  was  admitted  to  St.  Joseph’s  Hospital 
on  Feb.  3,  1962.  He  was  injured  seven  days  before  in 
an  automobile  wreck.  He  was  thrown  against  the 
steering  wheel  and  also  received  some  face  lacera- 
tions. At  the  time,  he  was  admitted  to  a nearby 
hospital,  where  the  lacerations  were  repaired  and 
he  was  given  one  transfusion  for  shock  and  blood 
loss. 

His  laboratory  findings  there  on  Jan.  26,  the  day 
of  the  accident,  and  Jan.  30  were  as  follows: 


Hemogram : 

1/26/62 

1/30/62 

Hgb. 

15.6  gm. 

12.9  gm. 

WBC 

30,400 

15,700 

Segmented  neutrophils 

75% 

84% 

Stabs 

6% 

Lymphocytes 

16% 

12% 

Monocytes 

3% 

1% 

Hct. 

46  vol.  % 

40  vol.  % 

Eosinophils 

1% 

Basophils 

2% 

Blood  Chemistry: 

1/30/62 

Amylase,  serum 

Bilirubin,  total,  serum 
Complement  fixation  test 
Thymol  turbidity 

Alkaline  phosphatase 

27  units  per  100  cc. 
5-8  mg.  per  100  cc. 

1 + 
6.4  units 
6.4  BU 

Urinalysis:  1/26/62 

1/27/62 

1/30/62 

Albumin  2+ 

Sugar  negative 

RBC  Loaded 

WBC 

Bile 

2 + 

negative 

Loaded 

negative 

occasional 

positive 

He  was  transf erred  to  another  hospital  Jan.  30, 
and  the  laboratory  data  recorded  there  on  Jan.  30, 
Feb.  1,  and  Feb.  2,  1962,  were  as  shown  on  next 
page. 


This  report  makes  the  48th  case  on  record 
of  this  rare  occurrence. 
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1/30/62 


2/2/62 


1/31/62  2/1/62 


64  mg.  per  100  cc.  60  mg.  per  100  cc. 


3.9  BU  4.9  BU 

8.5  mg.  per  100  cc.  10.8  mg.  per  100  cc.  14.5  mg.  per  100  cc. 
2 units  1.1  units 


Blood  Chemistry: 


BUN 

Amylase,  serum 
C02‘ 

Chloride 

Sodium 

Potassium 

Alkaline  phosphatase 
Bilirubin 
Thymol  turbidity 
Serum  glutamic  pyruvic 
transaminase  (SGPT) 


25  mg.  per  100  cc. 
576  mg.  per  100  cc. 
31  mEq.  per  liter 
106  mEq.  per  liter 
148  mEq.  per  liter 
4.1  mEq.  per  liter 
2.9  BU 


Hemogram:  1/30/62  2/1/62  2/2/62 


Hgb. 

12.4  gm. 

12.4  gm. 

14.1  gm. 

Hct. 

37  vol.  % 

39  vol.  % 

42  vol.  % 

WBC 

Segmented 

13,100 

15,000 

9,400 

neutrophils 

66% 

78% 

76% 

Stabs 

11% 

3% 

2% 

Lymphocytes 

20% 

16% 

18% 

Eosinophils 

3% 

1% 

1% 

Monocytes 

Prothrombin 

2% 

3% 

activity 

83% 

Urinalysis: 

1/30/62 

Bile 

positive 

Albumin 

4 + 

Sugar 

negative 

RBC 

1-3 

WBC 

3-5 

Roentgenograms  were  made  Feb.  1 
hospital,  and  the  report  follows: 

at  this  second 

“Chest:  Posteroanterior  and  lateral  views  show 
slight  elevation  of  both  diaphragms  with  minimal 
compression  atelectasis  of  the  lower  lung  fields,  but 
no  other  active  disease  is  seen.  There  is  no  pleural 
reaction  or  fluid.  The  heart  shadow  is  normal  in 
size  and  configuration.  The  superior  mediastinum 
and  bony  cage  are  normal. 

“Intravenous  Pyelogram:  A preliminary  film  of 
the  kidney,  ureters,  and  urinary  bladder  shows  a 
moderate  amount  of  gas  throughout  the  colon  with 
a major  portion  in  the  transverse  segment.  There 
are  a few  scattered  loops  of  small  bowel  containing 
air,  but  no  fluid  level.  There  are  no  abnormal 
masses  or  calcifications  seen  and  the  visualized  bony 
structures  are  normal.  The  right  psoas  shadow  is 
not  well  seen.  After  injection  of  the  dye,  there  is 
prompt  excretion  from  both  kidneys  with  a good 
concentration  seen  in  each.  The  calyces,  pelves,  and 
ureters  appear  normal  bilaterally.  The  minor  calyces 
on  the  right  are  incompletely  filled,  but  visualized 
portions  are  normal.  There  is  no  significant  drain- 
age delay  from  either  kidney.  The  bladder  contour 
is  normal. 

“A  postvoiding  film  was  not  included. 

“Overall,  the  upper  urinary  tracts  appear  within 
normal  limits.  The  gas  pattern  suggests  an  ileus 
with  a portion  of  this  localized  in  the  upper  abdo- 
men. Because  of  this,  one  should  consider  injury  to 
the  pancreas  or  retroperitoneal  hematoma  in  this 
area  in  view  of  the  clinical  history.  I cannot  outline 
a mass  lesion  or  other  abnormality  to  suggest  hema- 
toma other  than  that  the  right  psoas  shadow  is  not 
well  seen. 


82  units 

“Conclusion:  Minimal  compression  atelectasis 
in  the  lower  lobes,  secondary  to  minimal  elevation  of 
the  diaphragms,  otherwise  normal  chest. 

“Normal  upper  urinary  tracts.  Low  grade  ileus 
without  other  specific  findings.” 

An  electrocardiogram  was  made  Jan.  31  and  was 
within  normal  limits. 

On  Feb.  3 the  patient  was  transferred  to  St.  Jo- 
seph’s Hospital.  He  stated  that  the  day  after  the 
injury,  abdominal  distention  began  which  slowly  pro- 
gressed and  never  really  subsided  at  all.  There  was 
a small  amount  of  blood  in  the  urine  the  first  day 
or  so  which  cleared  within  72  hours.  About  48  hours 
after  injury,  along  with  the  appearance  of  abdomi- 
nal distention,  the  scleras  became  icteric,  and  this 
jaundice  also  progressed  without  change. 

The  laboratory  work  at  St.  Joseph’s  Hospital  indi- 
cated clear  evidence  of  jaundice  and  some  slight 
drop  in  the  blood  volume  but  not  much  else  of  im- 
portance. 


Hemogram : 

2/3/62 

Hct. 

44  vol.  % 

Hgb. 

13.1  gm. 

WBC 

12,400 

Segmented  neutrophils 

78% 

Stabs 

3% 

Monocytes 

7% 

Lymphocytes 

12% 

RBC 

Macrocystic 

Platelets 

Apparently  normal 

Plasma 

Icteric 

Blood  Chemistry: 

2/4/62 

Alkaline  phosphatase 

8.7  units 

Amylase,  serum 

16  units 

SGOT 

40  units 

SGPT 

70  units 

BUN 

24  mg.  per  100  cc. 

Bilirubin 

Direct 

4.8  mg.  per  100  cc. 

Indirect 

7.7  mg.  per  100  cc. 

Thymol  turbidity 

2 units 

Serology 

negative 

Urinalysis: 

2/4/62 

Bile 

positive 

Urobilinogen 

normal 

RBC 

occasional 

Pus  cells 

4-6 
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Blood  volume 

(Volumetron)  : 2/5/62  2/7/62 

Measured  blood  volume  5,100  cc.  5,000  cc. 

Estimated  ideal  blood 

volume  5,900  cc.  5,900  cc. 

RBC  mass  2,346  cc.  2,100  cc. 

Hct.  46  vol.  % 42  vol.  % 

Physical  examination  showed  an  acutely  ill  indi- 
vidual with  extreme  abdominal  distention  and  some- 
what labored  respiration,  probably  the  result  of  ab- 
dominal pressure  and  elevation  of  the  diaphragm. 
Jaundice  was  readily  apparent.  The  abdominal  dis- 
tention appeared  to  be  caused  by  fluid,  since  a pro- 
nounced fluid  wave,  shifting  jaundice,  and  little 
tympany  were  noted. 

A diagnosis  of  biliary  tract  damage  with  biliary 
peritonitis  was  made.  On  Feb.  4,  1962,  an  abdominal 
paracentesis  obtained  3,500  cc.  of  a bile-stained  fluid, 
thus  confirming  the  diagnosis.  Some  relief  of  the 
abdominal  distention  was  obtained,  but  within  18 
hours  it  was  obvious  that  the  distention  was  recur- 
ring. 

On  Feb.  6,  1962,  using  a hockey  stick  right  rectus 
incision,  exploration  was  done.  Some  2000  cc.  or 
more  of  the  same  green  fluid  was  obtained  and  after 
careful  examination  the  sole  injury  found  was  a 
2 cm.  rent  through  the  fundus  of  the  gallbladder 
running  parallel  to  the  long  axis  of  the  gallbladder. 

A small  mushroom  catheter  was  sutured  in  the 
fundus  through  this  rent  and  after  sucking  out  all 
the  liquid  bile  from  above,  behind,  and  below  the 
liver,  the  remaining  coagulum  was  manually  scraped 
out  and  drains  were  placed. 

By  Feb.  13  all  drains  had  been  removed  except 
the  catheter  and  on  Feb.  13  the  catheter  was  clamped 
for  two  days  and  removed  on  Feb.  18,  after  which 
external  drainage  was  slight. 

The  patient  made  an  uneventful  recovery  and  on 
May  4,  1962,  a routine  cholecystogram  revealed  a 
normally  functioning  gallbladder.  The  radiologist’s 
report  follows: 

“Gallbladder:  Preliminary  film  of  the  abdomen 
shows  normal  osseous  pattern.  The  soft  tissue  out- 
lines, insofar  as  can  be  visualized,  are  not  remark- 
able. 

“Examination  of  the  gallbladder  viscus  shows  evi- 
dence of  satisfactory  concentration  of  dye  within 
the  gallbladder  without  evidence  of  calculus  disease. 
Response  to  fatty  meal  was  good.  The  cystic  and 
common  duct  appear  to  be  within  the  range  of  nor- 
mal. 

“Conclusion:  Normal  gallbladder  study.” 


Discussion 

A report  of  rupture  of  the  gallbladder 
alone  by  nonpenetrating  external  trauma  has 
been  presented,  making  a known  total  of  48 
such  cases. 

This  patient  had  a large  amount  of  bile 
inundating  the  entire  abdominal  cavity;  he 
suffered  little  demonstrable  blood  loss  or 


toxicity.  Choleperitoneum,  therefore,  may  be 
extensive  without  inflicting  noticeable  dam- 
age through  either  fluid  loss  or  toxic  ele- 
ments and  without  effecting  a significant  al- 
teration in  blood  volume. 

This  case  shows  that  progressive  abdom- 
inal distention  and  simultaneous  progressive 
jaundice  occurring  after  a blow  to  the  ab- 
domen may  be  the  result  of  a flow  of  bile 
into  the  abdominal  cavity  from  a damaged 
biliary  tract  and  therefore,  that  exploration 
rather  than  repeated  aspiration  is  indicated. 
After  bile  has  reached  the  subphrenic  areas, 
a large  mass  of  coagulum  is  formed  with 
some  free  bile  fluid.  This  coagulum  has  to  be 
removed  manually  as  it  cannot  be  aspirated, 
and  until  it  is  scraped  out,  the  diaphragm 
will  remain  elevated. 
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This  procedure  is  a useful  adjunct  to  routine 
cholecystography  which  will  frequently  save 
the  patient  an  extra  day  of  hospitalization. 


Oragrafin  as  a Supplemental  Contrast  Agent 
In  Oral  Cholecystography 

GENE  A.  RICHARDSON,  M.D.,  and  MELVYN  H.  SCHREIBER,  M.D. 


ORAGRAFIN,*  an  oral  cholecystograph- 
ic  medium,  is  rapidly  excreted  by  the 
liver  and  is  concentrated  by  the  gallbladder 
in  amounts  sufficient  to  provide  its  visual- 
ization. Optimum  gallbladder  opacification  is 
obtained  approximately  12  hours  after  ad- 
ministration of  the  medium,  and  the  conduct 
of  the  examination  is  in  no  major  way  dif- 
ferent from  that  employed  with  other  orally 
administered  agents  for  cholecystography. 
Oragrafin  has  been  compared  with  Telepaque 
(brand  of  iodopanoic  acid,  Winthrop  Labora- 
tories) and  found  to  equal  it  in  opacification 
and  to  excel  over  it  in  causing  fewer  inci- 
dences of  side  effects.2’ 3 

It  has  been  suggested  that  the  rapidity  of 
excretion  of  Oragrafin  provides  an  advan- 
tage in  completing  studies  which  are  inde- 
terminate on  preliminary  roentgenograms.1 
The  purpose  of  this  study  was  to  determine 
if  Oragrafin  would  provide  a diagnostic  oral 
choleeystogram  in  patients  with  inadequate 
gallbladder  visualization  following  the  usual 
administration  of  Telepaque,  thus  materially 
hastening  the  conclusion  of  the  examination. 

Method 

Ninety  patients  were  given  3 gm.  of  Tele- 
paque following  a low  fat  supper  the  evening 
prior  to  the  examination.  No  food  was  taken 
following  ingestion  of  the  tablets,  and  laxa- 
tives were  prohibited.  If  the  gallbladder  was 
not  visualized  or  was  too  poorly  visualized 
to  produce  a diagnostic  study  on  the  morning 
following  the  ingestion  of  the  medium,  or  on 
the  second  morning  following  a repeat  dose 

Oragrafin  is  the  sodium  or  calcium  salt  of  (3-di- 
methylamino-methyleneamino-2,  4,  6,-triiodophenyl) - 
propionic  acid.  It  is  the  product  of  E.  R.  Squibb  and 
Sons,  New  York,  who  supplied  the  contrast  agent  for 
this  study. 


of  Telepaque,  Oragrafin  was  administered. 
In  most  cases  Oragrafin  was  given  after  poor 
or  non-visualization  of  the  gallbladder  on  the 
morning  following  administration  of  a single 
dose  of  Telepaque  in  an  effort  to  complete 
the  examination  in  one  day  and  obviate  the 
need  for  prolonging  hospitalization  in  some 
cases  while  a “double-dose”  choleeystogram 
was  performed. 

A preliminary  film  of  the  right  upper 
quadrant  was  exposed  the  morning  following 
Telepaque  administration.  If  visualization 
was  absent  or  so  poor  as  to  preclude  obtain- 
ing a diagnostic  study  (Figs.  1 a and  2 a), 
3 gm.  of  Oragrafin  was  administered.  Ora- 
grafin capsules  were  given  to  48  patients  and 
Oragrafin  granules  to  42.  Films  of  the  right 
upper  quadrant  were  exposed  two  and  three 
hours  later  (Figs.  1 b,  2 b and  c).  They  were 
made  by  the  same  technician  on  the  same 
roentgen-ray  unit  for  this  study. 

Improvement  was  considered  to  be  present 
if  visualization  of  the  gallbladder  after  two 
or  three  hours  was  adequate  to  obtain  a di- 
agnostic study  and  to  conclude  the  examina- 
tion. 

Results 


Improvement  occurred  in  24  of  the  48 
patients  given  Oragrafin  capsules  and  in  27 
of  the  42  patients  given  Oragrafin  granules. 
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Thus,  Oragrafin  was  effective  in  producing 
opacification  of  the  gallbladder  in  51  of  90 
patients  or  57  per  cent  of  those  with  non- 
visualization or  poor  visualization  two  or 
three  hours  previously.  In  only  one  case  in 
this  series  did  Oragrafin  produce  improve- 
ment when  the  gallbladder  was  not  visualized 
initially.  In  all  other  cases  in  which  improve- 
ment occurred  the  gallbladder  had  been 
poorly  visualized  on  the  preliminary  film. 
Oragrafin  opacified  50  of  71  poorly  visual- 
ized gallbladders  or  70  per  cent. 

Conclusions 

In  57  per  cent  of  90  patients  studied, 
Oragrafin,  used  as  a supplemental  contrast 
agent,  produced  opacification  of  the  gallblad- 


der sufficient  for  diagnostic  purposes  in  pa- 
tients with  initial  unsatisfactory  visualiza- 
tion with  Telepaque  and  permitted  the  exam- 
ination to  be  concluded  within  three  hours 
of  the  exposure  of  the  initial  film.  One  or 
more  repeat  examinations  with  single  or  dou- 
ble doses  on  subsequent  days  were  thus 
avoided  in  this  group. 
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Sabin  Poliomyelitis  Vaccine 

Preliminary  Report-1962 


THE  SABIN  oral  poliomyelitis  vaccine  was 
put  to  the  test  in  Texas  in  1962,  when  a 
sharp  rise  in  the  number  of  cases  of  paralytic 
poliomyelitis  prompted  mass  immunization 
programs  throughout  the  state.  This  is  a 
preliminary  report  on  the  experience  thus 
far;  a second  report  for  the  year  1963  will 
be  made  available  for  study. 

The  reported  number  of  cases  of  paralytic 
polio  from  1953  through  1962  is  shown  in 
Table  l.2  The  years  1953  through  1956  repre- 
sent the  pre-  and  early  Salk  vaccine  period. 
As  Salk  vaccine  became  widely  used,  there 
was  a sharp  decline  in  the  number  of  report- 
ed cases. 


Table  1. — Annual  Incidence  of  Reported 
Paralytic  Poliomyelitis  in  Texas,  1953-1962. 


Year 

No.  Cases 

Year 

No.  Cases 

1953 

526 

1958 

423 

1954 

1,210 

1959 

325 

1955 

816 

1960 

118 

1956 

736 

1961 

37 

1957 

369 

1962 

186 

In  1962,  paralytic  cases  began  in  the  south- 
ern part  of  Texas  and  spread  to  Webb, 
Bexar,  and  Frio  Counties,  thence  fanned  out 
eastward  to  the  Houston  metropolitan  area, 
and  almost  simultaneously  to  the  Dallas-Fort 
Worth  complex  and  finally  to  the  Panhandle. 

Distribution  of  cases  according  to  polio- 
virus type  was  approximately  91  per  cent 
type  I,  and  9 per  cent  type  III.  Type  I oc- 
curred throughout  the  state,  but  type  III 
cases  tended  to  concentrate  in  the  southeast, 
in  Nueces  County,  2 cases;  Harris,  4;  Mont- 
gomery, 1 ; Grimes,  1 ; and  Jefferson,  1.  Sin- 
gle type  III  cases  occurred  in  Smith,  Tar- 
rant, Potter,  and  Bexar  Counties.  Serologic 
confirmation  was  made  of  a single  case  of 
type  II  in  Harris  County. 


The  distribution  of  cases  by  vaccination 
status  (with  Salk  vaccine)  and  age  is  shown 
in  Table  2.1 

Table  2. — Paralytic  Poliomyelitis  by  Age  Group 
and  Vaccination  History  (Salk  Vaccine). 


Age  Doses  of  Inactivated  Vaccine 


Group 

0 

1 

2 

3 

4 

Total 

% 

0-4 

86 

10 

9 

2 

5 

112 

60.2 

5-9 

23 

0 

1 

4 

8 

36 

19.3 

10-14 

7 

2 

0 

2 

2 

13 

7.0 

15-19 

6 

1 

0 

0 

0 

7 

3.8 

20-29 

8 

0 

0 

0 

0 

8 

4.3 

30-39 

4 

0 

0 

1 

0 

5 

2.7 

40  + 

3 

1 

1 

0 

0 

5 

2.7 

Total 

137 

14 

11 

9 

15 

186 

100.0 

Per  cent 
Doses 

73.7 

7.5 

5.9 

4.8 

8.1 

100.0 

Live  oral  vaccines  for  type  I and  type  II 
were  licensed  in  the  United  States  in  August 
and  October,  1961,  respectively.  Type  III  vac- 
cine was  licensed  in  the  spring  of  1962.  The 
effectiveness  of  both  Salk  and  Sabin  vaccines 
had  been  established.  Each  has  its  advan- 
tages. Both  can  be  incorporated  into  routine 
pediatric  or  family  practice.  The  chief  ad- 
vantages of  the  live  oral  vaccine  is  that  a 
single  dose  induces  prompt  antibody  response 
to  the  specific  type  administered  and  that  it 
confers  a substantial  degree  of  resistance  in 
the  alimentary  tract  to  reinfection  with  wild 
polioviruses.  These  two  properties  make  live 
oral  vaccine  the  agent  of  choice  in  combat- 
ting a type-specific  epidemic. 

Because  of  these  properties  of  the  oral 
vaccine,  Communicable  Disease  Center,  Pub- 
lic Health  Service,  established  an  epidemic 
reserve  of  oral  polio  vaccines  for  use  in  the 
face  of  type-specific  epidemics.  Allocations 
from  this  reserve  could  be  made  on  request 
of  State  Health  Commissioners  upon  presen- 


790 


TEXAS  State  Journal  of  Medicine 


In  Texas  in  1962,  6 million  persons  received 
type  I poliovaccine;  2Vi  million  received  type 
II;  1 Vi  million  received  type  III.  This  is  a 
preliminary  report  on  the  effectiveness  of 
these  community-wide  programs  of  immuni- 
zation. 


tation  of  evidence  of  the  occurrence  of  three 
cases  of  poliomyelitis  within  a month,  two 
caused  by  the  same  virus  type.  Community 
organization  for  adequate  administration  of 
the  vaccine  on  a community-wide  basis  and 
maintenance  of  effective  surveillance  must 
be  assured. 


Locai  Action 

On  May  27,  after  only  four  days  planning 
for  the  community- wide  program,  Webb 
County  launched  its  oral  vaccine  program. 
An  estimated  97  per  cent  of  the  county  pop- 
ulation responded.  Four  days  later,  after 
some  nine  days  planning,  the  Bexar  County 
program  was  launched,  with  87  per  cent  of 
its  residents  responding.  In  both  instances 
the  local  medical  societies  and  health  depart- 
ments, assisted  by  civic  groups  and  other 
volunteers  did  a magnificent  job. 

A unique  experience  was  that  of  Dilley, 
a town  in  Frio  County  with  a population  of 
slightly  more  than  2,000.  On  the  afternoon  of 
May  31  the  City  Health  Officer  reported  four 
cases  of  poliomyelitis  with  two  fatalities  in 
a period  of  four  days,  and  he  requested  as- 
sistance. Epidemiologically,  this  was  consid- 
ered a type  I outbreak  related  to  the  Laredo 
and  San  Antonio  situations.  Oral  vaccine  was 
administered  to  the  entire  population  of  Dil- 
ley within  a matter  of  hours  after  the  health 
officer’s  request.  This  is  believed  to  be  the 
most  promptly  instituted  as  well  as  the  most 
successful  oral  vaccine  program  conducted 
in  1962. 

During  the  first  week  in  June  the  fringe 
areas  of  the  affected  regions  were  provided 
type  I oral  vaccine  upon  the  request  of  the 
local  health  officers  and  medical  societies.  In- 
cluded were  the  balance  of  Frio  County,  La- 
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Salle  County,  and  Seguin.  Within  ten  days 
some  613,655  Texans  had  received  type  I 
oral  vaccine  in  the  face  of  pending  or  real 
type  I outbreaks. 

The  next  concentration  of  cases  occurred 
in  the  Houston  area  where  one  case  had  oc- 
curred in  April,  another  in  May,  and  five  in 
June.  The  Harris  County  Medical  Society  as- 
sumed the  responsibility  for  a community- 
wide oral  immunization  program.  This  spirit 
spread  to  neighboring  counties,  and  jointly 
they  purchased  the  oral  vaccine  for,  and  con- 
ducted, the  area-wide  programs  which  were 
carried  out  in  July.  A week  later  the  Dallas- 
Fort  Worth  area  and  adjacent  counties  spon- 
sored area-wide  programs.  This  practice  con- 
tinued throughout  1962,  covering  the  affect- 
ed Panhandle  areas  as  well  as  areas  with  no 
cases.  As  a result,  by  the  end  of  the  year 
some  6 million  Texans  had  received  type  I ; 
21/2  million,  type  II ; and  1V4  million,  type 
III  live  oral  vaccine.  In  spite  of  the  tempo- 
rary setback  following  the  public  announce- 
ment of  a possible  slight  risk  (less  than  one 
in  a million)  to  adults  from  type  III  oral 
vaccine,  the  programs  continued. 

The  effectiveness  of  oral  vaccine  in  com- 
batting type-specific  epidemics  was  amply 
demonstrated  in  all  areas  where  it  was  used. 
In  the  Webb  County  area,  no  further  cases 
occurred  after  the  program.  In  Bexar  and 
Frio  Counties  the  outbreaks  were  promptly 
terminated.  Since  these  two  areas  presented 
the  most  active  polio  situations,  a more  de- 
tailed review  is  in  order. 

In  Bexar  County  two  cases  occurred  in 
March  and  two  in  April.  In  May  there  was  a 
sharp  increase  to  eight  cases,  and  the  vac- 
cine was  administered  on  May  31.  Following 
this,  a total  of  11  cases  occurred  in  June,  and 
five  of  these  patients  had  not  taken  oral  vac- 
cine. In  the  other  six  patients,  the  interval 
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between  receiving  the  vaccine  and  the  onset 
of  disease  was  one  to  ten  days.  These  patients 
were  infected  and  incubating  at  the  time  they 
took  the  oral  vaccine. 

In  Dilley  four  cases  were  diagnosed  prior 
to  the  oral  program.  Two  other  persons  had 
become  ill  earlier,  but  were  first  seen  by  a 
physician  in  early  June.  Only  two  cases  of 
paralytic  polio  occurred  during  the  7 to  13 
days  following  vaccination. 

The  monthly  incidence  of  paralytic  polio- 
myelitis in  Bexar  County  for  a pre-Salk  year, 
a Salk  year,  and  the  year  1962  are  reviewed 
for  comparison.3  In  1953,  the  total  number  of 
cases  was  63,  nine  of  which  occurred  during 
the  first  6 months;  the  remaining  cases  oc- 
curred in  the  last  half  of  the  year  with  the 
peak  period  in  September,  October,  and  No- 
vember. In  1958,  the  peak  months  were  June, 
July,  August,  and  September.  In  1962,  the 
only  case  occurring  later  than  June  was  in  an 
unvaccinated  individual  in  October. 


Table  3. — Monthly  Occurrence  of  Paralytic 
Poliomyelitis  in  Bexar  County  in  1953,  1958,  and 
1962. 


1953 

1958 

1962 

January 

2 

0 

0 

February 

0 

0 

0 

March 

1 

0 

2 

April 

1 

1 

2 

May 

2 

5 

8 

June 

3 

9 

11 

July 

7 

11 

0 

August 

7 

8 

0 

September 

12 

7 

0 

October 

11 

4 

1 

November 

12 

1 

0 

December 

5 

3 

0 

Total 

63 

49 

24 

same  results  were  obtained  in  Dallas-Fort 
Worth  and  surrounding  counties  as  well  as 
in  the  Panhandle  areas.  In  these  areas  a 
total  of  eight  cases  occurred  in  individuals 
taking  the  oral  vaccine.  The  longest  interval 
between  the  vaccine  and  the  date  of  onset 
was  25  days ; serologically,  this  case  was  con- 
firmed as  a type  II  case.  The  longest  interval 
between  receiving  the  vaccine  and  date  of 
onset  in  the  other  seven  cases  was  11  days. 

Approximately  1^4.  million  doses  of  type 
III  live  oral  vaccine  were  administered  in 
the  type  III  endemic  area.  Two  cases  of  para- 
lytic polio  occurred  within  30  days  after  vac- 
cination. 

Thus  a total  of  15  cases  of  paralytic  polio- 
myelitis occurred  within  30  days  after  type 
I oral  vaccination  among  about  6 million 
persons,  and  two  paralytic  cases  within  30 
days  after  type  III  vaccine  among  1 14  mil- 
lion persons. 

Much  of  the  community  protection  against 
poliomyelitis  provided  by  these  intensive  pro- 
grams will  be  lost  unless  provision  is  made 
locally  to  insure  continuing  infant  immuniza- 
tion against  poliomyelitis.  A follow-up  report 
will  give  statistics  for  1963,  so  that  the  ef- 
ficacy of  Sabin  vaccine  can  be  analyzed  to 
the  greatest  extent  possible. 


Dr.  Tipton  is  Director,  Com- 
municable Diseases  Division, 
State  Department  of  Health. 
He  presented  this  report  be- 
fore the  TMA  Section  on 
Public  Health  during  the 
1963  Annual  Session. 


Beginning  on  July  22,  the  medical  societies 
in  Harris  and  nine  other  counties  adminis- 
tered some  21/2  million  doses  of  type  I live 
oral  vaccine.  Here  again  the  vaccine  termi- 
nated the  occurrence  of  cases  except  among 
individuals  not  receiving  the  vaccine.  The 
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Clinicopathologic  Conference 

GEORGE  L.  JORDAN,  JR.,  M.D.,  and  BELA  HALPERT,  M.D. 


This  is  third  in  a series  of  clinicopathologic  con- 
ferences from  Baylor  University  College  of  Medicine 
in  Houston,  where  the  discussant,  Dr.  George  L. 
Jordan,  Jr.,  is  associate  professor  of  surgery,  and 
the  pathologist,  Dr.  Bela  Halpert,  is  professor  of 
pathology.  Dr.  Jordan  is  also  consultant  in  surgery 
for  the  Veterans’  Administration  Hospital  in  Hous- 
ton, and  Dr.  Halpert  is  chief  of  the  laboratory  serv- 
ice at  the  same  hospital. 

DR.  BELA  HALPERT : Jaundice  is  a 
symptom  that  may  help  or  hinder  accurate 
assessment  of  its  cause.  It  focuses  attention 
on  interference  of  the  production  or  flow  of 
bile  and  presents  a challenge  to  appropriate 
sifting  of  evidence  in  order  to  arrive  at  an 
accurate  clinical  diagnosis. 


Protocol 

A 55-year-old  white  man  was  admitted  to 
the  Veterans’  Administration  Hospital  with 
a chief  complaint  of  abdominal  pain.  He  was 
in  good  health  until  three  years  prior  to  ad- 
mission when  he  developed  intermittent  at- 
tacks of  “indigestion,”  consisting  of  “heart 
burn”  with  belching,  related  to  the  ingestion 
of  fatty  foods.  There  was  no  true  abdominal 
pain  until  three  months  prior  to  admission 
when  an  annoying,  dull,  postprandial  pain 
was  noted  following  the  ingestion  of  any 
type  of  food,  with  no  particular  relationship 
to  the  ingestion  of  fat.  The  pain  was  local- 
ized just  below  the  right  costal  margin  and 
occasionally  radiated  to  the  back.  Ingestion 
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of  soda  or  prune  juice  gave  some  relief,  and 
there  appeared  to  be  some  relief  following 
bowel  movements.  Two  months  prior  to  ad- 
mission, the  symptoms  became  so  severe  that 
the  patient  was  unable  to  continue  his  normal 
activities.  One  month  prior  to  admission,  the 
pain  became  increasingly  severe  and  continu- 
ous and  lost  its  association  with  food  inges- 
tion. During  this  same  period,  the  patient  be- 
came anorexic.  Nausea  occurred  on  one  oc- 
casion only;  there  was  no  vomiting.  Bowel 
movements  were  normal  until  one  week  prior 
to  admission,  at  which  time  the  stools  became 
lighter  and  gradually  became  gray-white. 
There  was  no  history  of  tarry  stools  or  gross 
blood  in  the  stools.  The  urine  became  dark 
brown  during  the  week  before  admission. 
During  the  two  months  preceding  admission 
there  was  a 20  lb.  weight  loss. 

The  patient  had  had  a diagnosis  of  pulmo- 
nary tuberculosis  30  years  prior  to  admis- 
sion. 

Physical  examination  disclosed  a well-de- 
veloped, fairly  well-nourished  white  man  who 
did  not  appear  acutely  ill.  Vital  signs  were 
within  normal  limits.  The  skin  was  jaun- 
diced, and  there  was  a fine  maculopapular 
rash  over  the  body,  mainly  over  the  trunk. 
The  abdomen  was  rounded,  with  a slight  ele- 
vation in  the  right  upper  quadrant.  The  liver 
was  enlarged  to  a point  8 cm.  below  the  right 
costal  margin  in  the  mid-clavicular  line.  It 
was  firm  and  non-tender,  and  it  moved  with 
respiration.  No  free  abdominal  fluid  was  de- 
tected. Bowel  sounds  were  normal. 

Laboratory  examinations  showed  hemo- 
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globin,  14.6  gm.  per  100  ml. ; WBC,  9050  per 
cu.  mm.  with  a normal  differential  count; 
urinalysis,  normal  except  for  a strongly  posi- 
tive test  for  bile.  Total  serum  protein  was 
7.2  gm.  per  100  ml.,  with  4.4  gm.  per  100  ml. 
of  albumin.  The  serum  bilirubin  concentra- 
tion was  15.8  mg.  per  100  ml.  and  on  repeat 
testing  was  13.5  mg.  per  100  ml.  Alkaline 
phosphatase  was  19.9  Bodansky  units.  Ceph- 
alin-cholesterol  flocculation  test  was  nega- 
tive in  24  hours.  The  prothrombin  activities 
on  two  occasions  were  90  per  cent  and  100 
per  cent  of  normal,  respectively.  One  of  three 
fecal  examinations  was  positive  for  blood. 

A barium  enema  examination  was  nega- 
tive for  intrinsic  lesions;  however,  the  post- 
evacuation film  disclosed  several  diverticula 
containing  fecal  material.  An  upper  gastro- 
intestinal series  revealed  a normal  esophagus 
and  no  intrinsic  lesions  of  the  stomach  or  the 
duodenum.  There  was,  however,  displace- 
ment of  the  stomach  anteriorly  and  to  the 
left,  and  there  was  a small  extrinsic  defect 
between  the  apex  of  the  bulb  and  the  supe- 
rior angle  of  the  duodenum.  An  electrocardi- 
ogram and  an  electroencephalogram  were 
normal. 

Two  and  one-half  weeks  after  admission, 
the  patient  underwent  surgical  exploration 
of  the  abdomen  and  had  an  uneventful  post- 
operative period  until  two  weeks  following 
the  operation  when  he  developed  an  eleva- 
tion of  temperature.  Thirty  ml.  of  bile- 
stained,  purulent  material  were  evacuated 
from  a drainage  tract  which  had  been  estab- 
lished at  the  time  of  operation.  The  tempera- 
ture elevation  thereafter  subsided,  and  the 
patient  was  discharged  from  the  hospital  one 
month  postoperatively.  He  returned  three 
weeks  later  deeply  jaundiced,  with  abdominal 
distention  and  continued  drainage  of  bile 
from  the  drainage  tract.  The  patient  died  two 
days  following  the  second  admission. 

Discussion 

DR.  GEORGE  L.  JORDAN,  JR. : This  pa- 
tient presents  a problem  in  differential  di- 
agnosis, and  one  must  make  a decision  con- 
cerning cause  of  death.  The  differential  di- 
agnosis concerns  itself  primarily  with  those 
lesions  which  may  cause  jaundice.  The  most 
important  consideration  is  the  differentia- 
tion of  intrahepatic  versus  extrahepatic  ob- 
structive jaundice.  We  have  no  information 


concerning  the  surgical  procedure  performed, 
but  one  would  suspect  that  little  was  done  to 
alleviate  this  man’s  problem;  and  the  pos- 
sibility that  a primary  intrahepatic  lesion 
existed  and  that  surgical  intervention  repre- 
sented an  error  in  judgment  must  be  con- 
sidered. The  intrahepatic  lesions  which  must 
be  considered  include  hepatitis,  cirrhosis,  and 
hepatoma.  The  three-month  history  of  pro- 
gressive, increasing  pain  with  weight  loss, 
and  the  absence  of  ascites  associated  with 
this  degree  of  jaundice  do  not  suggest  either 
hepatitis  or  cirrhosis.  The  hepatic  function 
tests  suggest  an  extrahepatic  obstruction. 
Therefore,  if  this  man  had  an  intrahepatic 
lesion,  I would  tend  to  suspect  a hepatoma. 
This  lesion  can  produce  the  clinical  picture 
which  was  observed  in  this  patient,  and  the 
rapid  progression  of  the  disease  is  quite  con- 
sistent with  this  diagnosis.  Hepatomas  oc- 
casionally obstruct  the  major  biliary  pas- 
sages and  thus  produce  changes  in  hepatic 
function  tests  like  those  seen  with  extra- 
hepatic biliary  obstruction.  It  is  unusual, 
however,  to  see  a serum  bilirubin  concentra- 
tion as  high  as  that  recorded  in  this  patient. 

I am  inclined  to  believe,  therefore,  that 
this  patient  did  have  jaundice  from  some 
type  of  extrahepatic  obstruction  and  that  the 
decision  to  operate  was  justified.  The  lesions 
which  should  be  considered  include  common 
duct  stones,  stricture  of  the  common  bile 
duct,  and  malignant  lesions  involving  the 
extrahepatic  biliary  tree.  There  are  many 
other  lesions  which  can  produce  jaundice,  but 
there  is  nothing  in  this  protocol  to  make  me 
seriously  consider  one  of  these  rare  causes. 
Let  us  give  first  consideration  to  the  possi- 
bility of  stones  in  the  biliary  tree.  The  long 
history  of  indigestion  associated  with  fatty 
foods  would  suggest  this  possibility,  and  it 
is  entirely  possible  that  this  man  had  gall- 
stones. If  the  symptoms  leading  to  hospital 
admission  were  due  to  stone  disease,  how- 
ever, there  would  be  a stone  in  the  common 
bile  duct  producing  obstruction.  The  type  of 
pain  which  this  patient  exhibited  does  not 
usually  result  from  common  duct  stones.  In 
patients  with  stones,  one  usually  has  a sud- 
den onset  of  severe  pain  which  may  improve 
over  the  passage  of  time,  or  there  may  be 
intermittent  attacks  of  pain.  Persistent,  pro- 
gressive pain  is  rarely  seen.  Furthermore, 
jaundice  did  not  develop  until  two  months 
following  the  onset  of  pain.  With  common 
duct  stones  one  expects  to  see  jaundice  de- 
velop relatively  rapidly  after  the  pain  oc- 
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curs,  as  pain  begins  when  acute  obstruction 
occurs.  Lastly,  the  serum  bilirubin  concen- 
tration of  15.8  mg.  per  100  ml.  is  somewhat 
higher  than  one  usually  sees  in  patients  with 
stones  in  the  biliary  tree. 

1 would  also  tend  to  exclude  a stricture  of 
the  common  bile  duct  as  the  cause  of  this 
man’s  symptoms.  The  most  common  cause 
of  stricture  is  injury  to  the  duct  at  the  time 
of  biliary  tract  surgery,  and  this  man  had 
had  no  previous  operation.  Stricture  may  fol- 
low trauma  or  inflammatory  lesions  in  the 
right  upper  quadrant,  but  we  have  no  history 
to  suggest  either  of  these  causes.  In  addition, 
the  pain  which  this  man  experienced  would 
rarely  be  seen  in  patients  with  stricture. 

I would  suspect,  therefore,  that  this  man 
had  an  extrahepatic  biliary  tract  obstruc- 
tion based  on  some  type  of  malignancy.  Those 
which  would  be  most  likely  to  cause  this  pic- 
ture include  carcinoma  of  the  pancreas,  car- 
cinoma of  the  ampulla  of  Vater,  carcinoma 
of  the  duodenum,  and  carcinoma  of  the  com- 
mon bile  duct.  The  only  feature  relative  to 
this  man’s  illness  which  constitutes  a nega- 
tive observation  relative  to  this  conclusion  is 
the  long  history  of  indigestion.  If  a three- 
year  history  of  indigestion  and  subsequent 
development  of  the  symptoms  leading  direct- 
ly to  admission  were  all  due  to  the  same  dis- 
ease, carcinoma  is  unlikely.  The  long  history 
of  symptoms,  however,  is  certainly  compati- 
ble either  with  the  presence  of  a hiatal 
hernia,  which  could  be  a totally  unassociated 
lesion,  or  with  gallstone  disease  in  a patient 
who  subsequently  developed  carcinoma.  Ap- 
proximately 25  per  cent  of  patients  having 
carcinoma  of  the  head  of  the  pancreas  have 
associated  stones  in  the  gallbladder  at  the 
time  of  surgery  or  necropsy ; and  in  patients 
with  carcinoma  of  the  common  bile  duct,  the 
incidence  of  associated  stones  in  the  gall- 
bladder is  even  higher,  occurring  in  75  per 
cent  of  females  with  this  lesion.  I am  there- 
fore inclined  to  believe  that  the  three-year 
history  of  indigestion  represents  symptoms 
due  to  a benign  lesion  and  that  a malignancy 
subsequently  developed,  causing  the  train  of 
symptoms  lasting  three  months  prior  to  ad- 
mission. 

The  symptoms  exhibited  by  this  patient 
are  consistent  with  a diagnosis  of  carcinoma 
of  the  head  of  the  pancreas.  Several  years 
ago  the  typical  picture  of  carcinoma  of  the 
head  of  the  pancreas  was  thought  to  be  pain- 
less jaundice,  but  it  is  now  known  that  this 
is  not  true.  Approximately  75  per  cent  of  pa- 


tients with  jaundice  due  to  carcinoma  of  the 
head  of  the  pancreas  do  have  pain,  and  it  is 
not  uncommon  for  the  pain  to  precede  the 
development  of  jaundice  for  one  to  two 
months.  In  the  typical  case,  the  pain  associ- 
ated with  carcinoma  of  the  pancreas  radiates 
straight  through  to  the  back.  Though  this 
patient  had  some  back  radiation  of  pain,  it 
apparently  was  not  the  typical  radiation 
seen  with  carcinoma  of  the  pancreas.  Un- 
fortunately, this  type  of  pain  occurs  in  only 
about  25  per  cent  of  patients;  therefore,  its 
absence  is  not  a negative  finding.  There  is 
no  mention  of  a palpable  gallbladder.  In  pa- 
tients with  carcinoma  of  the  pancreas,  one 
expects  to  see  an  enlarged  gallbladder  at  sur- 
gery, but  the  absence  of  palpability  of  the 
gallbladder  is  not  significant.  The  body  build 
of  the  patient,  the  thickness  of  the  abdominal 
muscles,  and  the  experience  of  the  examiner 
influence  the  ability  to  palpate  this  organ, 
so  that  an  enlarged  gallbladder  is  actually 
palpated  in  only  25  per  cent  to  40  per  cent 
of  patients  with  jaundice  due  to  carcinoma 
of  the  head  of  the  pancreas.  Furthermore,  if 
we  presume  that  there  may  have  been  associ- 
ated chronic  inflammatory  biliary  tract  dis- 
ease, the  gallbladder  may  not  have  been  dis- 
tensible. On  the  other  hand,  if  the  gallblad- 
der had  been  palpated,  it  would  be  a very 
strong  point  in  favor  of  the  diagnosis.  The 
laboratory  findings  are  typical  of  this  type 
of  jaundice.  The  roentgenographic  studies 
reported  do  not  demonstrate  the  classic  find- 
ings of  carcinoma  of  the  pancreas,  namely 
the  inverted  3 sign  or  widening  of  the  duo- 
denal loop.  They  do,  however,  show  an  an- 
terior displacement  of  the  stomach,  indicat- 
ing a mass  in  the  region  of  the  pancreas,  and 
extrinsic  pressure  deformities  of  this  type 
are  more  commonly  seen  than  those  abnor- 
malities which  have  received  a greater  de- 
gree of  publicity. 

Carcinoma  of  the  ampulla  of  Vater  could 
also  produce  this  clinical  picture,  and,  on 
the  basis  of  symptoms,  signs,  and  laboratory 
examinations,  there  is  no  way  in  which  one 
could  absolutely  differentiate  carcinoma  of 
the  ampulla  of  Vater  from  carcinoma  of  the 
head  of  the  pancreas.  In  general,  with  carci- 
noma of  the  ampulla  of  Vater,  the  symptoms 
do  not  progress  quite  as  rapidly.  Further- 
more, one  may  occasionally  see  a fluctuating 
jaundice  or  symptoms  suggesting  stones  in 
the  biliary  tract.  When  these  findings  occur, 
one  can  suspect  carcinoma  of  the  ampulla  of 
Vater,  but  a definite  diagnosis  can  never  be 
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made  other  than  at  the  time  of  operation  or 
necropsy.  In  this  particular  patient,  carci- 
noma of  the  ampulla  of  Vater  is  unlikely  be- 
cause of  the  x-ray  appearance  of  the  dis- 
placement of  the  stomach.  Carcinomas  of  the 
ampulla  of  Vater  usually  produce  jaundice 
long  before  producing  a mass  large  enough 
to  displace  the  stomach.  The  abnormalities 
seen  on  roentgenogram  in  carcinoma  of  the 
ampulla  of  V ater  are  usually  seen  in  the  sec- 
ond portion  of  the  duodenum.  I would  exclude 
primary  carcinoma  of  the  duodenum  for  the 
same  reason,  because  in  most  instances  mu- 
cosal abnormalities  in  the  duodenum  are  vi- 
sualized roentgenographically.  It  is  not  un- 
common for  this  lesion  to  be  missed,  depend- 
ing upon  the  skill  of  the  roentgenologist  and 
his  interest  in  a careful  examination  of  the 
more  distal  portions  of  the  duodenum.  Once 
a carcinoma  of  the  duodenum  reaches  suffi- 
cient size  to  cause  pressure  defects  in  the 
stomach,  however,  visualization  of  its  intra- 
luminal portion  should  not  be  unduly  diffi- 
cult. Carcinoma  of  the  common  bile  duct  is 
the  least  common  of  the  four  lesions  which 
have  been  mentioned.  With  this  lesion,  jaun- 
dice usually  occurs  relatively  early,  as  the 
tumor  is  within  the  lumen  of  the  bile  duct. 
There  is  no  absolute  way  to  exclude  this 
diagnosis. 

Other  types  of  malignancy  could  also  ac- 
count for  this  man’s  problem.  One  could  con- 
sider carcinoma  of  the  stomach,  for  example, 
with  extension  into  the  proximal  duodenum 
and  involvement  of  the  common  bile  duct,  or 
the  production  of  jaundice  through  meta- 
static disease  into  the  nodes  of  the  porta 
hepatis  or  by  metastasis  to  the  liver.  The 
same  symptom  complex  could  also  be  caused 
by  carcinoma  of  the  tail  of  the  pancreas  with 
metastasis.  Other  lesions  in  the  area  which, 
on  rare  occasions,  will  produce  this  problem 
are  carcinoma  of  the  hepatic  flexure  of  the 
colon  and  carcinoma  of  the  gallbladder. 

In  summary,  the  most  likely  diagnosis  ap- 
pears to  be  malignant  obstruction  of  the 
extrahepatic  biliary  tree  probably  due  to 
carcinoma  of  the  head  of  the  pancreas. 

DR.  HALPERT : At  necropsy,  jaundice 
was  obvious  with  the  sclerae  intensely  yel- 
low. There  was  a healed  scar  of  a right 
mid-rectus  incision  and  a draining  wound  in 
the  right  lower  quadrant  of  the  abdomen. 
The  peritoneal  cavity  contained  about  6 
liters  of  dark  yellow  liquid.  The  left  pleural 
cavity  contained  300  ml.  of  dark  amber  fluid, 


and  the  right,  500  ml.  The  liver  extended  7 
cm.  below  the  right  costal  margin.  Dense, 
apparently  neoplastic,  adhesions  obscured  the 
right  lobe  of  the  liver  and  the  gallbladder. 
The  extrahepatic  biliary  ducts  were  dilated. 
On  cut  surfaces,  a firm,  yellow,  neoplastic 
mass  encrusted  the  gallbladder  and  involved 
a broad  rim  of  adjacent  hepatic  tissue  (Fig. 
1).  The  growth  involved  the  extrahepatic 
biliary  ducts  and  the  portal  lymph  nodes, 
extending  into  the  lymph  nodes  about  the 
head  of  the  pancreas  and  about  the  abdomi- 
nal aorta.  The  gallbladder  contained  numer- 
ous faceted  mixed  gallstones,  0.5  to  2.0  cm.  in 
diameter.  Its  wall  was  thickened  in  places 


Fig.  1.  Carcinoma  of  the  gallbladder  with  extension  to 
adjacent  hepatic  tissue.  The  lumen  contains  faceted  mixed 
calculi  of  varying  sizes. 


Fig.  2.  Carcinoma,  columnar  cell,  mucinous,  metastatic  to 
liver.  Mucicarmine  stain.  (X  81.6) 
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by  neoplastic  involvement  up  to  1 cm.  and 
was  continuous  with  neoplastic  tissue  up  to 
3 cm.  wide  surrounding  the  viscus  and  re- 
placing adjacent  hepatic  tissue.  There  were 
scattered  neoplastic  nodules  in  the  liver.  The 
uninvolved  hepatic  tissue  was  discolored  with 
the  usual  pattern  barely  discernible.  The 
right  lung  weighed  700  gm. ; the  left,  550  gm. 
There  were  areas  of  consolidation  in  both 
lungs  with  some  fields  of  softening  in  the 
center. 

Microscopic  examination  of  a portion  of 
liver  removed  at  exploratory  celiotomy  re- 
vealed neoplastic  acinar  tubular  structures 
lined  by  cuboidal  or  columnar  cells  and  filled 
with  a mucinous  secretion.  These  were  in  a 
scanty  or  more  abundant  fibrous  connective 
tissue  stroma,  replacing  extensively  the  he- 
patic pattern  (Fig.  2).  The  neoplastic  in- 
volvement of  the  gallbladder  was  diffuse, 
with  much  of  the  pattern  of  the  wall  replaced 
by  acinar  tubular  structures  similar  to  those 
in  the  biopsy  specimen  (Fig.  3).  The  pattern 
of  the  hepatic  tissue  appeared  in  areas  as 
ghosts  with  no  nuclear  staining.  Elsewhere  a 
fibrinopurulent  exudate  was  contained  with- 
in bile  ducts  and  as  focal  aggregations  re- 
placing liver  cell  cords  (Fig.  4).  Prepara- 
tion from  regional  lymph  nodes  revealed  re- 
placement of  lymphatic  tissue  by  neoplastic 
cuboidal  or  columnar  cells  in  an  acinar  tubu- 
lar pattern  (Fig.  5).  In  the  lung,  a fibrino- 
purulent exudate  was  contained  in  bronchio- 
lar  lumina  and  in  nearby  air  spaces.  Large 


Fig.  3.  Carcinoma  of  gallbladder  with  the  acinar  tubular 
structures  permeating  and  in  part  replacing  the  wall  of 
the  viscus.  Hematoxylin  and  eosin.  (X  83.2) 


mononuclear  cells  with  brown  granules  in 
their  cytoplasm  were  scattered  throughout. 
No  neoplastic  involvement  was  noted  (Fig. 
6). 

The  pertinent  findings  in  the  anatomic  di- 
agnosis were : cholecystitis,  chronic,  with 
cholelithiasis  and  mixed  gallstones ; scar  of 
exploratory  celiotomy;  carcinoma,  columnar 
cell,  of  gallbladder  with  extension  to  liver 
and  biliary  ducts  with  obstruction,  jaundice, 
and  metastasis  to  regional  and  periaortic 
lymph  nodes  and  liver;  bronchiolitis,  acute, 
with  pneumonia,  focal  and  confluent,  and 
with  abscesses,  bilateral. 

The  unusual  feature  in  this  patient  was 
the  jaundice  produced  by  none  of  the  usual 
causes  but  by  extension  of  carcinoma  of  the 
gallbladder  to  involve  the  extrahepatic  bile 
duct.  By  the  time  of  the  exploratory  celioto- 
my, the  growth  was  so  extensive  that  the 
site  of  origin  could  not  be  determined,  nor 
did  the  biopsy  of  the  liver  establish  it.  Mu- 
cin-producing columnar  cell  carcinoma  may 
originate  in  any  of  several  sites,  including  the 
head  of  the  pancreas,  papilla  of  Vater,  and 
extrahepatic  biliary  ducts.  Obstruction  is  us- 
ually produced  by  these  carcinomas.  In  addi- 
tion, there  was  cholelithiasis  with  mixed 
stones  filling  the  lumen  of  the  viscus.  These 
stones,  however,  did  not  enter  or  obstruct 
the  common  bile  duct  and  apparently  were 
not  productive  of  clinical  manifestations. 

DR.  JORDAN : The  picture  presented  by 
this  patient  is  compatible  in  all  respects  with 


Fig.  4.  Metastatic  involvement  of  a portal  lymph  node. 
Neoplastic  acini  replace  the  lymphatic  pattern.  Hematoxy- 
lin and  eosin.  (X  83.2) 
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Fig.  5.  A fibrinopurulent  exudate  is  in  an  intrahepatic  bile 
duct,  cholangiolitis,  and  necrosis  of  hepatic  lobules.  Hema- 
toxylin and  eosin.  (X  81.6) 


carcinoma  of  the  gallbladder;  however,  this 
lesion  is  a rare  cause  of  jaundice.  I do  not 
know  of  any  way,  even  in  retrospect,  to  ar- 
rive unequivocally  at  the  proper  diagnosis. 
Carcinoma  of  the  pancreas,  for  example,  is 
more  common  in  the  male,  whereas  carci- 
noma of  the  gallbladder  is  three  times  as 
common  in  women  as  in  men.  The  history 
of  cholecystitis,  however,  fits  this  diagnosis 
better  than  any  other,  as  approximately  90 
per  cent  of  patients  with  carcinoma  of  the 
gallbladder  do  have  stones ; and  symptoms  of 
cholecystitis  prior  to  the  onset  of  the  symp- 
toms of  carcinoma  are  not  unusual.1  Most 
patients  with  carcinoma  of  the  gallbladder 
do  not  have  jaundice.  In  a group  reported  by 
Strohl  and  Diffenbaugh,4  jaundice  was  seen 
in  only  25  per  cent  of  the  patients,  and  in 
most  instances  the  jaundice  was  of  a mild 
degree. 

From  the  necropsy  findings  one  can  con- 
clude that  the  surgical  operation  consisted 
only  of  exploration  with  no  hope  of  signifi- 
cantly improving  this  patient,  either  from  a 
palliative  standpoint  or  from  the  standpoint 
of  a possible  cure.  The  cause  of  death  was 
unquestionably  due  to  the  progression  of  the 


Fig.  6.  A fibrinopurulent  exudate  is  in  a bronchiole  and 
fills  nearby  air  spaces.  Hematoxylin  and  eosin.  (X  81.6) 


disease  rather  than  to  a surgical  complica- 
tion. The  tumor  is  a highly  malignant  one 
and  when  the  symptoms  have  progressed  to 
the  point  exhibited  by  this  patient,  spread 
is  usually  found  through  the  rich  lymphatic 
network  in  the  upper  abdomen.3  In  some  re- 
ported series  there  are  no  five-year  survivals. 
Burdette2  reported  only  two  patients  surviv- 
ing five  or  more  years  among  74  treated  for 
this  lesion.  The  long-term  survivals  are  most 
likely  to  occur  among  patients  having  opera- 
tion with  a preoperative  diagnosis  of  chole- 
cystitis and  in  whom  a small  carcinoma  is 
found  in  the  gallbladder  at  the  time  of  its 
removal. 
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Public  Relations  Conference 

M.  D.s,  Foundation  Head,  PR  Expert, 
Insurance  Man,  Minister  To  Speak 


Two  well-known  Texas  physicians  and 
four  other  men:  a foundation  president,  a 
public  relations  expert,  a vice  president  of 
an  insurance  company,  and  a minister — all 
from  out-of-state — are  featured  speakers  for 
the  Texas  Medical  Association  1963  Public 
Relations  Conference. 

The  Conference  is  Sept.  28,  and  it  will  be 
held  at  TMA  Headquarters  Building  in  Aus- 
tin. 

An  orientation  program  will  be  held  simul- 
taneously with  the  PR  conference,  and  physi- 
cians attending  it  will  have  opportunity  to 
hear  all  of  the  featured  speakers. 

Drs.  Robert  Mayo  Tenery  and  William  H. 
Gordon  are  the  Texas  physicians  on  the  pro- 
gram. The  out-of-state  men  are  Leonard  E. 
Read,  president  of  Foundation  for  Economic 
Education,  Irvington-on-Hudson,  N.Y. ; Jim 
Reed,  director,  Communications  Division, 
American  Medical  Association,  Chicago ; 
William  N.  Seery,  vice  president  of  Travel- 
ers Insurance  Co.,  Hartford,  Conn. ; and  the 
Rev.  Robert  E.  Richards,  youth  leader,  cler- 
gyman, and  athlete,  La  Verne,  Calif. 

Dr.  Tenery,  President  of  Texas  Medical 
Association  and  a Waxahachie  surgeon,  will 
speak  on  “The  Triangle  and  the  Termites.” 
His  address  is  the  first  of  the  day  following 
a welcoming  speech  to  be  delivered  by  Dr. 
Max  E.  Johnson  of  San  Antonio,  President- 
Elect  of  Texas  Medical  Association. 

Dr.  Gordon,  Lubbock  specialist  in  cardio- 
vascular disease  whose  hobbies  are  writing 
and  public  speaking,  is  Vice  President  of 
TMA.  He  is  the  author  of  a book,  “What  Is 


Heart  Disease?,”  an  article  for  Coronet,  “Are 
Doctors  Human?,”  and  numerous  articles  in 
medical  journals.  His  PR  Conference  talk  is 
entitled  “Be  a Physician  First.” 

Foundation  President 

Leonard  E.  Read,  Irvington-on-Hudson, 
N.Y.,  has  been  quoted  as  saying,  “Let  each 
individual  who  would  effectively  combat  so- 
cialism become  an  accomplished  expositor  of 
the  freedom  philosophy.” 

As  president  of  the  Foundation  for  Eco- 
nomic Education,  he  explains  that  the  func- 
tion of  the  Foundation  and  its  staff  “is  to 
do  the  research,  to  develop  the  rationale,  to 
publish  the  literature,  and  to  make  these  aids 
available  to  all  individuals  who  would  cope 
with  the  socialistic  menace.” 

The  Foundation’s  sole  sources  of  revenue 
are  annual  donations  from  individuals,  foun- 
dations, and  businesses,  and  income  from  the 
sales  of  its  publications  which  include  The 
Freeman,  a monthly  study  journal. 

Mr.  Read  will  address  the  Texas  Medical 
Association  on  the  subject  of  “The  Essence 
of  Americanism.” 

“Grass  Roots  PR”  is  the  topic  Jim  Reed 
of  Chicago  will  speak  on.  The  AMA  Com- 
munications Division  director  joined  the 
AMA  in  1958  to  start  The  AMA  News  and 
to  serve  as  its  editor.  In  January,  1961,  he 
was  given  the  additional  responsibility  of  di- 
recting the  AMA’s  press  relations,  and  in 
August,  1961,  he  was  appointed  director  of 
the  Communications  Division. 
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Mr.  Seery,  Travelers  Insurance  Co.’s  vice 
president  in  charge  of  all  group  insurance 
activities,  is  an  authority  on  his  subject 
which  is  “Health  Insurance  and  the  Free  En- 
terprise System.”  Now  a member  of  the 
board  of  Health  Insurance  Association  of 
America,  Mr.  Seery  last  year  served  on  the 
HIAA’s  committee  on  economics  of  financing 
medical  care.  He  joined  Travelers  in  1926 
and  was  at  first  with  the  Group  Department 
in  the  home  office.  He  was  later  assigned  to 
the  field  where  he  worked  in  the  Newark,  Co- 
lumbus, Philadelphia,  and  New  York  City 
offices.  From  1944  to  1949  he  represented 
his  company  as  general  agent  for  life,  acci- 
dent, and  group  lines.  He  returned  to  the 
home  office  as  superintendent  of  group  sales 
and  was  promoted  to  superintendent  of 
agencies  of  group  lines.  His  promotion  to 
vice  president  came  in  1954. 

Vaulting  Vicar 

The  Rev.  Richards  has  a colorful  back- 
ground. The  37-year-old  minister  of  the 
Church  of  the  Brethren  was  ordained  in 
1946.  He  has  been  given  the  nickname  “The 
Vaulting  Vicar”  because  of  his  outstanding 
record  in  athletics.  He  won  the  pole  vaulting 
title  in  the  Olympic  Games  of  1952  and  1956, 
establishing  new  height  records  for  the 
Olympic  contest.  In  addition  he  has  won  the 
U.S.  decathlon  championship  for  the  years 
1951,  1954,  and  1955.  As  a pole  vaulter  he 
has  attained  his  greatest  height  at  the  Mill- 
rose  Games  in  New  York  in  February,  1957, 
clearing  the  bar  at  15  ft.  6 in. 

During  his  years  as  an  ordained  minister, 
the  Rev.  Richards  has  lectured  extensively, 
sometimes  delivering  as  many  as  300  in- 
spirational speeches  a year.  His  interest  in 
religion  and  athletics  has  led  to  his  dedica- 
tion to  improving  “the  whole  man”  spiritu- 
ally, socially,  morally,  and  physically. 

He  is  now  director  of  the  Wheaties  Sports 
Federation  which  was  formed,  the  Rev. 
Richards  announced  in  January  of  1958,  in 
response  to  the  President’s  call  for  increased 
emphasis  on  youth  fitness  in  our  country. 
In  this  position  the  Rev.  Richards  has  spoken 
to  more  than  6,000,000  American  youths  and 
adults  and  has  traveled  hundreds  of  thous- 
ands of  miles  to  promote  fitness. 

His  PR  Conference  talk  is  the  last  on  the 
day’s  program  and  is  entitled  “Motivation 
for  Living.” 

Other  interesting  features  of  the  PR  Con- 


ference will  be  panel  discussions  on  the  sub- 
jects of  “Public  Relations  Begins  at  Home” 
and  “Personal  Public  Relations  in  the  Doc- 
tor’s Office.”  The  complete  program  appears 
on  pages  805-807. 

Austin  Accommodations 

Physicians  desiring  hotel  or  motel  accom- 
modations should  write  for  reservations  well 
in  advance  and  directly  to  the  hotel  or  motel, 
stating  that  they  are  members  of  TMA. 
Among  hotels  and  motels  to  be  recommended 
in  Austin  are  Stephen  F.  Austin  Hotel,  701 
Congress  Avenue ; Commodore  Perry  Hotel, 
800  Brazos;  Driskill  Hotel,  117  East  7th; 
Gondolier  Hotel,  1000  South  Interregional 
Hwy. ; Imperial  ‘400’  Motel,  901  South  Con- 
gress; Terrace  Motor  Hotel,  1201  South  Con- 
gress Avenue;  and  Villa  Capri  Motor  Hotel, 
2360  Interregional  Hwy. 

The  noon  meal  will  be  served  at  the  Head- 
quarters Building  with  the  compliments  of 
TMA.  A hospitality  hour  and  buffet  have 
been  arranged  by  the  Charles  O.  Finley  Com- 
pany at  the  Crystal  Ballroom  of  the  Driskill 
Hotel  for  5:30  p.m. 

Arrangements  have  also  been  made  by 
Charles  O.  Finley  Co.  for  buses  to  carry 
physicians  and  their  wives  from  the  Driskill 
to  Memorial  Stadium  for  the  Texas  vs.  Texas 
Tech  football  game  that  evening.  Tickets  for 
the  game  may  be  purchased  at  $4  each  from 
TMA.  Orders  for  tickets  should  be  accom- 
panied by  checks  made  payable  to  TMA. 
Tickets  will  be  held  for  those  physicians  who 
order  them  and  may  be  picked  up  during  the 
PR  Conference  in  the  registration  area  of 
the  Headquarters  Building. 

Woman's  Auxiliary 
To  Meet  Sept.  26-27 

The  Woman’s  Auxiliary  will  hold  its 
School  of  Instruction  and  Executive  Board 
meeting  on  the  two  days  prior  to  the  Texas 
Medical  Association  Public  Relations  Con- 
ference at  the  Headquarters  Building  in  Aus- 
tin. The  Board  meeting  will  be  Thursday, 
Sept.  26,  and  the  School  of  Instruction,  Fri- 
day, Sept.  27.  The  PR  Conference  takes 
place  Saturday. 

Mrs.  Hamilton  Ford,  La  Marque,  president 
of  the  Woman’s  Auxiliary,  will  be  in  charge 
of  the  Board  meeting  which  will  be  held  from 
1 to  3 :30  p.m.  Thursday. 

The  School  of  Instruction  will  begin  at 
8:30  a.m.  Friday  directed  by  Mrs.  Hal  V. 
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Norgaard,  Denton,  chairman,  and  Mrs.  Scott 
Haggard,  also  of  Denton,  co-chairman.  The 
school  is  expected  to  be  over  at  3:30  p.m. 

Two  new  Auxiliary  projects  which  will  be 
introduced  concern  rural  health  and  religion 
and  medicine. 

On  Thursday  evening  a get-acquainted 
hour  has  been  arranged  for  6 p.m.  at  the 
Austin  Club,  Commodore  Perry  Hotel,  to  be 
followed  by  dinner  at  7 p.m. 

All  Auxiliary  members  have  been  invited 
to  attend  all  sessions  of  the  PR  Conference 
on  Saturday. 

Dr.  Copeland  Named 
Deputy  Commissioner 

Dr.  J.  B.  Copeland  of  San  Antonio,  mem- 
ber of  the  Board  of  Trustees  of  Texas  Medi- 
cal Association  and  former  chairman  of  the 
State  Board  of  Health, 
will  become  deputy  com- 
missioner of  the  State 
Department  of  Health  as 
of  Sept.  1. 

Dr.  J.  E.  Peavy  an- 
nounced the  naming  of 
Dr.  Copeland  to  the  new 
position  that  was  created 
by  the  Legislature  earli- 
er this  year. 

Dr.  Copeland  has 
served  on  the  State  Board  of  Health  for  12 
years,  10  of  them  as  chairman.  He  was  first 
appointed  by  former  Gov.  Allan  Shivers  and 
then  reappointed  by  Shivers  and  former  Gov. 
Price  Daniel. 

A graduate  of  the  University  of  Florida, 
he  received  his  medical  degree  in  1930  from 
Tulane  University  School  of  Medicine  and 
completed  his  internship  and  residency  at 
Robert  B.  Green  Hospital  in  San  Antonio. 
He  served  for  a year  on  the  staff  of  San  An- 
tonio State  Hospital  and  left  to  become  su- 
perintendent of  Robert  B.  Green  Hospital. 
He  has  been  in  private  practice  since  1937. 

He  has  also  served  four  years  as  assistant 
Bexar  County  health  officer.  He  is  a past 
president  of  the  Bexar  County  Medical  So- 
ciety. 

He  is  a member  of  the  American  Academy 
of  General  Practice. 

Other  affiliations  include  the  Masonic 
Lodge,  Episcopal  Church,  Sigma  Nu  frater- 
nity, and  Phi  Chi  medical  fraternity. 

He  has  been  a member  of  the  TMA  Board 
of  Trustees  since  1955. 


Governor  Names  Four 
To  State  Health  Board 

The  State  Board  of  Health  has  three  new 
members  and  a fourth  has  been  reappointed. 
Four  members  were  named  by  the  Governor 
at  this  time  rather  than  the  three  required 
by  law.  This  was  necessitated  by  the  resig- 
nation of  Dr.  J.  B.  Copeland  of  San  Antonio. 

New  members  named  by  Gov.  John  Con- 
nally  are  Dr.  John  M.  Smith  of  San  Antonio, 
I.  D.  Flores,  a Floresville  pharmacist,  and 
Dr.  N.  L.  Barker  of  Paris.  Dr.  Barker  re- 
places Dr.  Copeland  and  will  serve  the  extent 
of  Dr.  Copeland’s  unexpired  term,  ending 
June  12,  1967.  Dr.  Smith  and  Mr.  Flores  will 
serve  until  June  12,  1969. 

Reappointed  for  another  six-year  term  was 
Elmer  Baum,  D.O.,  of  Austin. 

Dr.  Copeland  leaves  the  Board  of  which 
he  has  been  a member  for  12  years  and 
chairman  for  10  years  to  become  the  first 
deputy  commissioner  of  the  State  Depart- 
ment of  Health.  This  new  position  was  cre- 
ated by  the  Legislature  earlier  this  year.  Dr. 
Copeland  will  begin  his  duties  there  Sept.  1. 

The  Board  will  probably  elect  its  new 
chairman  at  its  September  meeting,  accord- 
ing to  Dr.  J.  E.  Peavy,  state  commissioner 
of  health.  Vice  chairman  of  the  Board  is 
Dr.  Hampton  Robinson  of  Houston. 

M.D.s,  New  Mexico  Vie 
Over  Tissue  Regulations 

New  Mexico  physicians  have  balked  at  a 
state  regulation  requiring  that  hospital  tis- 
sues be  examined  by  “a  physician  who  is  li- 
censed and  practicing  pathology”  in  the 
state,  because  they  claim  the  regulation 
would  force  pathologists  to  violate  the  code 
of  ethics  by  requiring  their  consultation  with 
osteopaths. 

Since  there  are  no  osteopathic-pathologists 
in  New  Mexico,  the  regulation  would  place 
The  responsibility  of  serving  osteopathic 
hospitals  on  physicians. 

Th  New  Mexico  Board  of  Public  Health, 
which  adopted  the  regulation  last  year,  con- 
tends that  under  the  proposed  regulation,  the 
association  between  physicians  and  osteo- 
paths would  be  “involuntary”  and  not  con- 
sidered consultation  by  the  American  Medi- 
cal Association’s  Judicial  Council. 

The  New  Mexico  Medical  Society  inter- 
prets the  regulation  as  calling  for  voluntary 
association. 
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Physicians  Liable  for  Errors 
Made  in  Lay-Supervised  Laboratories 


THERE  HAS  been  growing  concern  in  the 
medical  community  about  pathology  labo- 
ratories owned  and  operated  by  persons  not 
licensed  to  practice  medicine  in  the  State  of 
Texas.  These  lay-owned  laboratories  have 
been  established  in  various  communities,  and 
what  they  may  legally  do,  or  not  do,  has  been 
the  subject  of  much  discussion. 

To  focus  on  the  problem,  we  turn  first  to 
Article  741  of  Vernon’s  Penal  Code  which 
provides  in  part: 

Any  person  shall  be  regarded  as  practicing  med- 
icine within  the  meaning  of  this  Chapter: 


2.  Who  shall  diagnose,  treat  or  offer  to  treat 
any  disease  or  disorder,  mental  or  physical,  or 
any  physical  deformity  or  injury,  by  any  sys- 
tem or  method,  or  to  effect  cures  thereof  and 
charge  therefor,  directly  or  indirectly,  money 
or  other  compensation;  ....  [Emphasis  added.] 

The  word  “diagnose”  is  defined  in  Web- 
ster’s ‘‘New  International  Dictionary”  as 
“Determination  of  a type  or  condition 
through  case  or  specimen  study.” 

Today  the  diagnosis  of  human  diseases 
has  become  a highly  specialized  and  compli- 
cated part  of  the  practice  of  medicine.  This 
specialty  of  pathology  has  arisen  and  grown, 
and  has  thus  become  an  integral  and  highly 
necessary  part  of  the  over-all  practice  of 
medicine. 

It  is  of  no  little  significance  that  the  jur- 
isprudence of  this  nation  has  taken  into  con- 
sideration the  practice  of  pathology,  and  has 
commented  that  such  practice  is  “that  part 
of  medicine  which  explains  the  nature  of  dis- 
eases and  their  causes  and  symptoms;  the 
science  treating  of  disease,  their  nature, 
causes,  progress,  manifestations,  and  re- 
sults.” 

Thus,  for  procedures  to  be  performed  in  a 
clinical  laboratory  not  under  the  direct  super- 
vision of  a physician  is  unlawful  in  the  State 
of  Texas.  This  position  was  taken  by  the  At- 
torney General  in  Opinion  No.  WW-1511  in 
which  the  following  was  concluded: 

In  view  of  the  fact  that  the  various  tests  and 
studies  being  performed,  as  well  as  the  results 
or  information  obtained  from  such  tests  or 
studies  by  the  clinical  laboratories  in  question, 
constitute  such  an  integral  part  of  the  diag- 
nosis, if  not  in  many  cases  the  final  diagnosis, 


we  are  of  the  opinion  that  the  definition  of  the 
practice  of  medicine  in  Article  741  includes  the 
activities  engaged  in  by  the  clinical  laboratories 
in  question.  Consequently,  unless  these  activi- 
ties, are  performed  by  one  licensed  to  practice 
medicine  by  the  Texas  State  Board  of  Medical 
Examiners  or  are  under  the  direct  control  and 
supervision  of  one  licensed  to  practice  medi- 
cine by  the  Texas  State  Board  of  Medical  Ex- 
aminers, such  activities  are  in  violation  of 
Article  741  of  the  Penal  Code. 

This,  thus,  gives  the  impetus  to  the  legal 
status  of  lay-owned  laboratories  in  which 
tests  are  performed  on  specimens  as  an  aid 
to  diagnosis,  and  whose  employees  are  unli- 
censed by  the  Texas  State  Board  of  Medical 
Examiners. 

Far  more  important  to  the  physician 
should  be  the  fact  that  the  Medical  Practice 
Act  prohibits  a physician  from  allowing  one 
unlicensed  by  the  Texas  State  Board  of  Med- 
ical Examiners  to  use  his  license  or  to  aid 
and  abet  an  unlicensed  person  to  practice 
medicine.  Thus  it  is  to  be  concluded  that, 
inasmuch  as  the  practice  of  medicine  has  an 
integral  part  of  the  general  practice,  the 
practice  of  pathology;  and  inasmuch  as  this 
practice  of  pathology  may  not  be  accom- 
plished by  other  than  a licensed  physician, 
one  who  aids  and  abets  a lay-owned  labora- 
tory in  the  practice  of  pathology  subjects  his 
own  license  to  revocation,  suspension,  or 
cancellation  by  the  Texas  State  Board  of 
Medical  Examiners.  It  is  this  stringent  con- 
sequence of  allowing  lay-owned  laboratories 
who  have  no  medical  supervision  or  direction 
to  perform  the  various  tasks  and  analyses 
that  should  be  of  concern  to  physicians. 

Finally,  and  possibly  more  important  than 
any  of  the  items  discussed  herein,  is  the 
liability  placed  upon  the  physician  who  re- 
quests laboratory  tests  to  be  performed  by 
a laboratory  which  has  no  supervision  of  a 
licensed  physician.  The  law  places  on  such 
physicians  the  responsibility  for  any  mis- 
takes made  as  a result  of  laboratory  inac- 
curacies or  mistakes. 

The  important  points  are:  1.  Texas  law 
requires  that  laboratories  in  which  diagnos- 
tic tests  are  performed  must  be  supervised 
by  a physician ; 2.  A physician  who  uses  an 
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improperly  supervised  laboratory  is  aiding 
and  abetting  an  illegal  operation,  and  can  be 
held  liable  both  for  this  action  and  for  any 
other  mistakes  made  by  the  laboratory. 

This  brings  the  problem  down  to  an  every- 
day basis  that  all  physicians  should  and  must 
understand  in  order  that  their  full  responsi- 
bilities in  this  problem  may  be  explored. 

— Philip  R.  Overton,  LL.B.,  Austin. 

State  Institution  M.D.s  Must  Hold 
Texas  License,  Says  Ruling 

Physicians  licensed  to  practice  medicine  by 
other  states  or  nations  may  not  practice  in 
Texas  state  institutions  while  awaiting  Tex- 
as licensure.  This  is  the  gist  of  a recent  rul- 
ing by  the  attorney  general. 

At  the  request  of  the  Texas  State  Board 
of  Medical  Examiners,  Attorney  General 
Waggoner  Carr  July  29  issued  the  opinion 
that  a portion  of  the  appropriation  bill 
passed  by  the  58th  Legislature  is  invalid  to 
the  extent  that  it  attempts  to  alter  or  amend 
the  general  law  regarding  the  practice  of 
medicine  by  way  of  a rider  to  the  bill. 

Section  28b  of  Article  II  of  House  Bill  86 
reads  as  follows: 

None  of  the  moneys  appropriated  to  the  Hos- 
pital Board  or  to  institutions  under  its  juris- 
diction by  this  Article  may  be  expended  for 
salaries  of  persons  assigned  to  positions  en- 
titled “Medical  Technician”  as  shown  in  this 
Article,  unless  such  persons  are  licensed  to 
practice  medicine  by  other  States  or  Nations 
but  have  not  yet  been  licensed  as  physicians 
under  the  law  of  this  State.  This  provision  shall 
not  be  construed  so  as  to  prohibit  salary  pay- 
ments to  qualified  physicians  recruited  from 
other  states  who  are  eligible  for  license  in 
Texas,  and  notwithstanding  the  requirements 
of  the  State  Board  of  Medical  Examiners,  such 
physicians  shall  be  given  a reasonable  time  to 
be  determined  by  the  Hospital  Board  to  secure 
a Texas  license  to  practice  medicine.  [Empha- 
sis added.] 

The  attorney  general’s  ruling  is  based  on 
Article  III,  Section  35,  of  the  Constitution 
of  Texas  which  states  that  subjects  em- 
braced in  an  act  which  are  not  expressed  in 
the  act’s  title  are  invalid  except  in  the  in- 
stance of  appropriation  bills  which  may  em- 
brace the  various  subjects  and  accounts  for 
which  moneys  are  appropriated.  The  ruling 
further  pointed  out  that  the  bill’s  subject 
does  not  put  anyone  on  notice  that  an  ex- 
ception was  being  made  to  the  requirements 
for  the  practice  of  medicine  in  Texas. 

Although  the  Constitution  provides  that 
certain  brevity  is  allowable  in  the  captions 


of  general  appropriations  acts,  the  courts 
have  ruled  in  Moore  v.  Sheppard,  144  Tex. 
537,  192  S.W.  2d  559  (1946),  that  an  appro- 
priation bill  rider  is  invalid  which  contains 
language  which  amounts  to  general  legisla- 
tion or  conflicts  with  or  modifies  existing 
general  legislation. 

The  ruling  states  that  the  rider  is  in  con- 
flict with  Article  4500  of  Vernon’s  Civil 
Statutes  which  allows  the  Board  of  Medical 
Examiners  to  use  its  own  discretion  in  de- 
ciding whether  to  grant  a license  to  practice 
in  Texas  to  licentiates  of  other  states.  The 
rider  is  also  held  to  conflict  with  Article 
4498  which  requires  each  practitioner  to  have 
a certificate  issued  by  the  Board  of  Medical 
Examiners. 

Laboratory  Workshops  Announced 
At  State  Health  Department 

Specialized  laboratory  workshops  at  the 
State  Health  Department  have  been  an- 
nounced by  J.  V.  Irons,  Sc.D.,  director  of 
laboratories.  Projects  are  designed  primar- 
ily for  workers  who  wish  to  learn  specific 
techniques  or  to  review  newer  accepted  pro- 
cedures. Students  have  the  opportunity  to 
learn  by  doing. 

Dr.  Irons  emphasized  that  these  projects 
are  not  substitutes  for  a good  educational 
background. 

Workshops  are  scheduled  as  follows: 

Introductory  Fluorescent  Antibody  (with 
emphasis  on  principles  and  use  of  equip- 
ment) (limited  to  six),  Sept.  9-11;  Tubercle 
and  Anonymous  Mycobacteria  (limited  to 
four),  Sept.  11-13;  Mycology,  Sept.  16-18; 
Miscellaneous  Bacteriology,  Sept.  18-20; 

Also  Parasitology,  Sept.  23-25;  Miscellan- 
eous Serology,  Oct.  14-18;  Enteric  Bacteriol- 
ogy (primarily  for  instructors),  Nov.  4-8; 
and  Virology  (limited  to  six),  Nov.  12-16. 

Persons  desiring  to  attend  these  work- 
shops should  make  application  or  write  to 
Dr.  Irons,  who  may  be  addressed  at  the 
State  Health  Department,  1100  West  49th 
Street,  Austin. 

Postgraduate  Courses 

Gastroenterology , Washington,  D.C.,  Oct. 
24-26.— The  American  College  of  Gastroen- 
terology will  give  its  annual  course  at  the 
Shoreham  Hotel. 

The  faculty  for  the  course  will  be  drawn 
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from  the  medical  schools  in  and  around 
Washington.  The  subject  matter  to  be  cov- 
ered, from  the  medical  as  well  as  the  surgical 
viewpoint,  will  be  essentially  the  diagnosis 
and  treatment  of  gastrointestinal  diseases 
and  comprehensive  discussions  of  diseases  of 
the  mouth,  esophagus,  stomach,  pancreas, 
spleen,  liver  and  gallbladder,  colon,  and  rec- 
tum. A clinical  session  will  be  held  at  one  of 
the  hospitals  in  Washington  in  addition  to 
the  several  individual  papers  to  be  presented. 

For  further  information  and  enrollment, 
physicians  may  write  to  the  American  Col- 
lege of  Gastroenterology,  33  West  60th 
Street,  New  York  23. 

Tropical  Medicine,  Palo  Alto,  Calif.,  Jan. 
6-March  14,  1964. — Stanford  University 

School  of  Medicine  announces  an  intensive 
ten-week  postgraduate  course  in  Tropical 
Health,  to  be  given  at  Stanford  Medical  Cen- 
ter. 

Registration  is  limited  to  ten  physicians. 
The  course  is  offered  by  the  Department  of 
Preventive  Medicine,  with  the  cooperation  of 
the  other  Departments  and  Divisions  of 
Stanford  University  School  of  Medicine.  For 
further  information,  applicants  should  direct 
inquiries  to  the  course  director : Quentin  M. 
Geiman,  Ph.D.,  Department  of  Preventive 
Medicine,  Stanford  Medical  Center,  300  Pas- 
teur Drive,  Palo  Alto,  Calif. 

Personals 

Dr.  Robert  Mertz  of  Corsicana  has  been 
appointed  by  the  city  commission  there  to  a 
15-member  interracial  relations  committee. 

- o - 

Dr.  W.  Price  Killing sworth  of  Port  Arthur 
has  been  named  a fellow  in  adolescent  medi- 
cine at  Children’s  Hospital  of  the  District  of 
Columbia  for  the  academic  year  which  began 
July  1. 

- o - 

Dr.  George  R.  Herrmann,  Galveston,  who 
was  elected  to  honorary  fellowship  in  the 
American  College  of  Chest  Physicians  in 
1955,  governor  for  Texas  from  1955  to  1957, 
and  regent  for  the  southwest  from  1957  to 
1963,  has  been  elected  one  of  four  honorary 
regents-at-large  for  the  ACCP.  This  election 
was  announced  at  the  29th  annual  meeting 
in  Atlantic  City,  June  13-17. 

- o - 

Certificates  of  fellowship  in  the  American 
College  of  Chest  Physicians  were  conferred 
upon  13  Texas  physicians  during  convocation 


ceremonies  at  the  29th  annual  meeting  of 
the  College  in  Atlantic  City.  These  physicians 
are  Drs.  Charles  T.  Meadows,  Abilene;  Loyde 
H.  Hudson,  Amarillo;  Robert  W.  Kimbro, 
Cleburne;  Richard  W.  Ernst,  Dallas;  Jack  L. 
James,  Galveston;  H.  E.  J.  Kruisheer,  Har- 
lingen; Arthur  C.  Beall,  Jr.,  Houston;  Daniel 
J.  Feinstein,  Houston ; Henry  G.  Glass,  Hous- 
ton ; Hugh  H.  Hanson,  Houston ; John  P.  Mc- 
Govern, Houston ; Clifton  F.  Mountain,  Hous- 
ton; and  Maj.  Dale  E.  Doming,  MC,  USAF. 
San  Antonio. 

- o - 

A library  in  memory  of  Dr.  S.  W.  Lester, 
a physician  in  Calhoun  County  more  than  26 
years,  will  be  established  for  the  medical 
staff  at  the  Champ  Traylor  Memorial  Hos- 
pital in  Port  Lavaca.  Dr.  Lester  died  May  6. 

- o - 

Dr.  Alton  Lawton  of  Shreveport  spoke  on 
“Diseases  of  the  Chest”  at  the  June  meeting 
of  the  Cass-Marion  Counties  Medical  Society 
at  the  Indian  Hills  Country  Club  in  Atlanta, 
Tex. 

- o - 

Gov.  John  Connally  recently  appointed  Dr. 
George  A.  Constant  of  Victoria  to  a six-year 
term  on  the  Board  for  Texas  State  Hospitals 
and  Special  Schools. 

- o - 

Dr.  Charles  W.  Castner,  superintendent  of 
Rusk  State  Hospital,  Rusk,  was  recently  hon- 
ored by  members  of  the  Board  for  Texas 
State  Hospitals  and  Special  Schools  at  a re- 
cent meeting  of  the  Board  in  Austin.  Board 
members  recognized  Dr.  Castner  for  his  serv- 
ice to  the  State.  A State  employee  since 
1915,  Dr.  Castner  twice  has  been  commended 
by  the  Legislature. 
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Gordon  Reod  Reed  Seery  Richards 


1963  Public  Relations  Conference 

Texas  Medical  Association  Headquarters  Building 
1801  N.  Lamar  Blvd.,  Austin,  Texas 
Saturday,  Sept.  28,  1963 

FIRST  MORNING  SESSION 

9:00 — Call  to  Order  and  Welcome — Max  E.  Johnson,  M.D.,  San  Antonio, 
President-Elect 

9:05 — The  Triangle  and  the  Termites — Robert  Mayo  Tenery,  M.D.,  Wax- 
ahachie,  President 

9 :20 — Be  a Physician  First — William  H.  Gordon,  M.D.,  Lubbock,  Vice 
President 

9:45 — The  Essence  of  Americanism — Leonard  E.  Read,  Irvington-on- 
Hudson,  N.Y.,  President,  Foundation  for  Economic  Education 
10:25 — Grass  Roots  PR — Jim  Reed,  Chicago,  Director,  Communications 
Division,  American  Medical  Association 
11:00 — Coffee  Break — Reading  Room 

SECOND  MORNING  SESSION 

11:15 — Panel  Discussion:  Public  Relations  Begins  at  Home — Moderator: 
Joseph  T.  Ainsworth,  M.D.,  Houston,  Council  on  Public  Relations 
and  Public  Service 

1.  Effectively  Implementing  Operation  Hometown — Charles  L. 
Bishop,  M.D.,  Ganado,  President,  Wharton-Jackson-Matagorda- 
Fort  Bend  Counties  Medical  Society 

2.  Public  Relations  Value  of  Community  Health  Programs — Sam 
A.  Nixon,  M.D.,  Floresville,  Chairman,  Committee  on  Public 
Health 

3.  Helping  Debaters  Win  the  “Medicare”  Issue — R.  M.  Hawkins, 
Ed.D.,  Dallas,  Manager,  Public  Relations  Department,  Blue 
Cross-Blue  Shield  of  Texas 

Discussion  Period:  Questions  and  Answers 
12:35 — Luncheon — Basement,  Catered  by  Walter  Jetton,  Fort  Worth,  and 
Compliments  of  Texas  Medical  Association 

AFTERNOON  SESSION 

1:30 — Health  Insurance  and  the  Free  Enterprise  System — William  N. 
Seery,  Hartford,  Conn.,  Vice  President,  Travelers  Insurance  Com- 
pany 

2:10 — Panel  Discussion:  Personal  Public  Relations  in  the  Doctor’s  Office 

— Moderator:  Glenn  D.  Carlson,  M.D.,  Dallas,  Chairman,  Council 
on  Public  Relations  and  Public  Service 
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1.  Doctor-Patient  Relationships — Elliott  Mendenhall,  M.D.,  Dallas, 
Board  of  Trustees 

2.  The  Medical  Assistant’s  Role  in  Enhancing  Doctor-Patient  Re- 
lationships— Mrs.  Judy  Coleman,  Dallas,  President-Elect,  Amer- 
ican Association  of  Medical  Assistants 

3.  Office  Management  Practices  Affecting  the  Doctor-Patient  Re- 
lationship— William  R.  Hunt,  Waco,  Owner,  Management  Serv- 
ice for  Doctors 

Discussion  Period:  Questions  and  Answers 
3:50 — Motivation  for  Living — Rev.  Robert  E.  Richards,  La  Verne,  Calif., 
Youth  Leader  and  Clergyman 

4 :50 — Adjournment 

EVENING  FELLOWSHIP  AND  ENTERTAINMENT 

5:30 — Hospitality  Hour  and  Buffet — Crystal  Ballroom,  Driskill  Hotel, 
Compliments  of  the  Charles  0.  Finley  Company 
6:45 — Chartered  Buses,  Courtesy  of  Charles  O.  Finley  Company,  Leave 
for  Memorial  Stadium  from  Brazos  Street  Entrance,  Driskill  Hotel 
7:30 — Football:  Texas  vs.  Texas  Tech — Memorial  Stadium 


Orientation  Program 

Texas  Medical  Association  Headquarters  Building 
1801  N.  Lamar  Blvd.,  Austin,  Texas 
Saturday,  Sept.  28,  1963 

FIRST  MORNING  SESSION 

9:00 — Call  to  Order  and  Welcome — Max  E.  Johnson,  M.D.,  San  Antonio, 
President-Elect 

9 :05 — The  Triangle  and  the  Termites — Robert  Mayo  Tenery,  M.D.,  Wax- 
ahachie,  President 

9:20 — Be  a Physician  First — William  H.  Gordon,  M.D.,  Lubbock,  Vice 
President 

9:45 — The  Essence  of  Americanism — Leonard  E.  Read,  Irvington-on- 
Hudson,  N.Y.,  President,  Foundation  for  Economic  Education 
10:25 — Grass  Roots  PR — Jim  Reed,  Chicago,  Director,  Communications 
Division,  American  Medical  Association 
11:00 — Coffee  Break — Reading  Room 

SECOND  MORNING  SESSION 

11:15 — Special  Message  for  New  Members;  Objectives  of  the  Orientation 
Program — Travis  Smith,  M.D.,  Abilene,  Councilor,  District  13 
11 :20 — An  Accounting  of  Stewardship;  What  Happens  to  Your  §45  Dues — 
Troy  A.  Shafer,  M.D.,  Harlingen,  Chairman,  Board  of  Trustees 
11:40 — The  Best  Medical  Care  for  All  Texans — C.  Lincoln  Williston,  Aus- 
tin, Executive  Secretary 

12 :05 — Luncheon — Basement,  Catered  by  Walter  Jetton,  Fort  Worth,  and 
Compliments  of  Texas  Medical  Association 

AFTERNOON  SESSION 

1 :00 — Medical  Ethics — Obligations  of  the  Physician  to  Patients,  Col- 
leagues, and  to  the  Profession — C.  E.  Oswalt,  Jr.,  M.D.,  Fort 
Stockton,  Chairman,  Board  of  Councilors 
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1:30 — Health  Insurance  and  the  Free  Enterprise  System — William  N. 
Seery,  Hartford,  Conn.,  Vice  President,  Travelers  Insurance  Com- 
pany 

2:10 — Serving  the  Doctors  of  Texas — Donald  M.  Anderson,  Austin,  As- 
sistant Executive  Secretary 

2:30 — Doctor-Patient  Relations — Walter  Walthall,  M.D.,  San  Antonio, 
Vice  Chairman,  Board  of  Councilors 

2:50 — The  Veterans’  Administration  Hospital  Program:  Its  Effect  upon 
the  Private  Practice  of  Medicine — Milton  V.  Davis,  M.D.,  Dallas, 
Chairman,  Committee  on  Military  and  Veterans  Affairs 
3:05 — Legal  Aspects  of  Medical  Practice;  Malpractice — How  to  Avoid  It — 

Ralph  W.  Bogardus,  Law  Department,  Medical  Protective  Co.,  Fort 
Wayne,  Ind. 

3:40 — Coffee  Break — Reading  Room 

3:50 — Motivation  for  Living — Rev.  Robert  E.  Richards,  La  Verne,  Calif., 
Youth  Leader  and  Clergyman 

4 :50 — Adjournment 

EVENING  FELLOWSHIP  AND  ENTERTAINMENT 

5:30 — Hospitality  Hour  and  Buffet — Crystal  Ballroom,  Driskill  Hotel, 
Compliments  of  the  Charles  O.  Finley  Company 
6:45 — Chartered  Buses,  Courtesy  of  Charles  O.  Finley  Company,  Leave 
for  Memorial  Stadium  from  Brazos  Street  Entrance,  Driskill  Hotel. 
7 :30 — Football : Texas  vs.  Texas  Tech — Memorial  Stadium 


A TREMENDOUS  PROGRAM  AWAITS  YOU! 


Texas  Medical  Association's 
Ninth  Annual 


PUBLIC  RELATIONS 
CONFERENCE 

September  28,  1963 


TMA  Headquarters 


AUSTIN 


Make  plans  now  to  attend  this  down-to-earth  conference 
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DALLAS  TO  HOST 


Tuberculosis  Groups  To  Meet  Conjointly  Sept.  26-28 


THE  SOUTHERN  Tuberculosis  Conference 
and  the  annual  meeting  of  the  Southern 
Thoracic  Society  will  be  held  in  Dallas  Sept. 
26-28.  In  conjunction  with  this,  the  Texas 
Tuberculosis  Association  will  hold  its  annual 
scientific  and  public  health  sessions. 

A workshop  on  chronic  bronchitis  and  em- 
physema is  to  be  held  immediately  before  the 
Southern  Conference  on  Sept.  24-25. 

The  program  for  the  Southern  Tubercu- 
losis Conference  is  to  include  a trade  mart 
(session  for  exchange  of  ideas)  ; discussion 
of  program  functions,  responsibilities,  and 
interrelationships  of  the  National  Tubercu- 
losis Association,  its  constituents  and  local 
affiliates ; and  a discussion  of  reorganization. 
Special  occasions  arranged  during  the  con- 
ference include  a chuck  wagon  dinner  at  Six 
Flags  Over  Texas  and  a first  timers’  break- 
fast. 

Scientific  presentations  to  be  made  at  the 
Southern  Thoracic  Society  meeting  will  in- 
clude “Capacitance  Respirometer,”  Dr.  Ar- 
thur J.  Vorwald,  Detroit;  “Byssinosis,”  Dr. 
Arend  Bouhuys,  Atlanta ; “Clinical  and  Path- 
ological Variants  of  the  Hamman-Rich  Syn- 
drome,” Dr.  Howard  A.  Buechner,  New  Or- 
leans; “Why  Peptic  Ulcers  Occur  in  Pulmo- 
nary Emphysema,”  Drs.  Lois  T.  Ellison, 
Curtis  Carter,  V.  A.  Moore,  Jr.,  Robert  El- 
lison, all  of  Augusta,  Ga. ; 

Also  “Relation  of  Blood  Volume  and  Oxy- 
gen Saturation  in  Chronic  Lung  Disease,” 
Drs.  C.  Mullins,  J.  Carrico,  Wadi  Suki,  and 
George  Schools,  all  of  Dallas;  “Effects  of 
Experimental  Alveolitis  and  Pulmonary  Hy- 
perinflation in  Dogs,”  Drs.  A.  E.  Anderson, 
A.  Azcuy,  and  A.  G.  Foraker,  all  of  Jackson- 
ville, Fla. ; “Chronic  Bronchitis  vs.  ASHD  as 
a Primary  Cause  of  Congestive  Failure,” 
Drs.  T.  W.  Treadwell,  Jr.,  Myra  Tyler,  and 
T.  H.  Arrington,  all  of  Jackson,  Miss.; 

Also  “Assessment  of  Physical  Signs  in 
Obstructive  Lung  Disease,”  Drs.  Anderson 
and  I.  C.  Schneider,  and  Phillippa  Eckert, 
B.C.,  all  of  Jacksonville,  Fla.;  "Physical  Re- 
habilitation by  Exercise  Training  in  Patients 
with  Chronic  Obstructive  Pulmonary  Dis- 
ease,” Drs.  Alan  K.  Pierce,  Harold  F.  Taylor, 
and  William  F.  Miller,  all  of  Dallas;  “Em- 
physema: Practical  Management  (Inhalation 
Therapy,  Bronchial  Hygiene,  Physical  Train- 
ing)," Dr.  Miller  and  his  staff;  “Epidemiol- 


ogy of  Primary  Tuberculosis  in  an  Industrial 
School,”  Drs.  Joseph  Bates  and  William  E. 
Potts  and  Margaret  Lewis,  R.N.,  all  of  Little 
Rock ; 

Also  “Incidence  of  Primary  Drug  Resist- 
ance in  Texas,”  Drs.  R.  Allison,  Sanatorium ; 
S.  Topperman,  Tyler;  R.  Inglis,  San  Antonio; 
and  J.  Schless,  Austin;  “Formalin  Steam  ‘In- 
halation-Fixation’ Technique  in  Tissue  Study 
of  Pulmonary  Tuberculosis,”  Drs.  S.  Donald 
Greenberg,  D.  E.  Jenkins,  and  David  Bahar, 
all  of  Houston ; “Tubercle  Bacilli  in  Saliva,” 
Drs.  J.  Alexander,  Mullins,  and  R.  G.  Lou- 
don, all  of  Dallas; 

Also  “An  Evaluation  of  Extensive  Uni- 
lateral Resections  for  Tuberculosis,”  by  Drs. 
Watts  Webb,  J.  W.  Bowlin,  and  William  El- 
ston, all  of  Jackson,  Miss. ; “Tissue  Sparing 
Effects  of  Corticosteroids  in  Pulmonary  Tu- 
berculosis,” Drs.  Julius  Welborn  and  R.  L. 
McLean  and  Ann  Ward,  R.N.,  all  of  Atlanta ; 
and  “Eosinophilic  Pleural  Effusion,”  Drs. 
Webb  and  Guy  Campbell  of  Jackson,  Miss. 

The  Pre-Southern  Conference  Workshop 
on  Chronic  Bronchitis  and  Emphysema  will 
include  the  following  scientific  presenta- 
tions: “Incidence,  Morbidity,  Mortality,  and 
Epidemiology  of  Chronic  Bronchitis  and  Em- 
physema,” Dr.  Ben  V.  Branscomb,  Birming- 
ham, Ala.;  “What  Are  Chronic  Bronchitis 
and  Emphysema?  What  Are  the  Etiologic 
Factors?,”  Drs.  Hollis  G.  Boren,  Saranac 
Lake,  N.Y. ; “Air-Pollution — Its  Source,  Ef- 
fect, and  Control,”  Dr.  Vorwald,  Detroit; 

Also  “Pathologic  Anatomy  of  Chronic 
Bronchitis  and  Emphysema,”  Dr.  Rolland 
Reynolds,  Dallas;  "Pathologic  Physiology  of 
Chronic  Bronchitis  and  Emphysema,”  Dr. 
Miller;  “Pulmonary  Function  Tests,”  Dr. 
Charles  F.  Wingo,  Richmond,  Va. ; 

Also  “Inhalation  Therapy,”  Dr.  J.  Otis 
Armstrong,  Dallas ; “Clinical  Presentations,” 
Dr.  Pierce;  and  “Program  Opportunities  and 
the  Relationship  of  the  Tuberculosis  Associ- 
ation to  Respiratory  Disease,”  Stanley  Zim- 
ering,  program  consultant,  Field  Program 
Services  Division,  National  Tuberculosis  As- 
sociation. 

For  additional  information  regarding  the 
conference,  physicians  may  write  to  the  fol- 
lowing persons : Drs.  Charles  A.  Le  Maistre, 
president  of  Southern  Thoracic  Society,  3819 
Maple  Avenue,  Dallas  19 ; Mr.  Dale  W. 
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Knotts,  president  of  Southern  Tuberculosis 
Conference,  3925  Maple  Avenue,  Dallas  19 ; 
and  Mrs.  Pauline  K.  Matthis,  executive  di- 
rector, Texas  Tuberculosis  Association,  2406 
Manor  Road,  Austin  22. 

Texas  Heart  Association 

To  Meet  in  San  Antonio  Sept.  13-14 

The  Texas  Heart  Association  will  meet  in 
San  Antonio  at  the  Granada  Hotel  on  Sept. 
13  and  14. 

The  scientific  sessions  of  the  28th  annual 
meeting  will  open  with  a paper  on  “Myo- 
cardial Metabolism  in  Myopathies  and  Re- 
lated Clinical  Conditions”  by  Dr.  Richard 
Bing  of  Detroit.  Other  papers  to  be  present- 
ed on  the  first  day  of  the  meeting  include 
“Changing  Concepts  of  Myocardial  Diseases : 
Clinical  and  Pathological  Problems”  by  Dr. 
Thomas  W.  Mattingly,  Washington,  D.C. ; a 
panel  discussion  moderated  by  Dr.  Raymond 
D.  Pruitt  of  Houston  and  including  five  other 
participants:  Drs.  Bing,  Hugh  Hanson  of 
Houston,  Dr.  Mattingly,  John  J.  Sampson  of 
San  Francisco,  and  Dr.  Stephen  W.  Wilson  of 
Fort  Worth ; 

Also,  “Clinical  Significance  of  Lymphatic 
Flow  in  the  Lungs,”  the  luncheon  session 
talk  by  Dr.  Sampson ; “Angiocardiography  in 
the  Evaluation  of  Heart  Disease  in  Infants 
and  Children”  by  Dr.  Jeremy  Swan  of  Roch- 
ester, Minn.;  “Cineangiocardiography  ; 
Physiologic  Studies  and  Diagnostic  Use  in 
Acquired  Valvular  Disease”  by  Dr.  Carleton 
B.  Chapman  of  Dallas;  “Cine-Coronary- Ar- 
teriography” by  Dr.  Mason  Sones  of  Cleve- 
land; and  a panel  discussion  moderated  by 
Dr.  Saul  B.  Appel  of  El  Paso  and  including 
participant  Drs.  Chapman,  A.  D.  Sears  of 
Dallas,  Sones,  and  Swan. 

The  last  day’s  program  will  include  “Diag- 
nosis and  Treatment  of  Functionally  Signifi- 
cant Occlusive  Disease  of  the  Renal  Arteries” 
by  Dr.  Thomas  A.  Stamey  of  Palo  Alto, 
Calif.;  “Present  Status  of  Vectorcardiog- 
raphy” by  Dr.  Lawrence  Lamb,  San  An- 
tonio; “Usefulness  of  the  Vectorcardiogram 
in  the  Assessment  of  the  Degree  of  Hyper- 
trophy of  the  Heart”  by  Dr.  Paul  Hugenholtz 
of  Boston.  A panel  discussion  will  conclude 
the  program.  Participants  are  Dr.  William  J. 
Block,  Jr.,  San  Antonio,  moderator;  and  Drs. 
Hugenholtz,  Lamb,  Stamey,  Robert  Mitchell 
of  Plainview,  George  C.  Morris  of  Houston, 
Norman  Kaplan  of  Dallas,  Jesse  Thompson 
of  Dallas,  and  Thomas  Runge  of  Austin. 


5th  National  Cancer  Conference 
Set  for  Philadelphia 

The  Fifth  National  Cancer  Conference 
sponsored  by  the  American  Cancer  Society, 
Inc.,  and  the  National  Cancer  Institute  will 
be  held  Sept.  17-19  at  the  Bellevue-Stratford 
Hotel  in  Philadelphia. 

Scientific  presentations  listed  on  the  ad- 
vance program  include  “Epidemiology  and 
Biology  of  Cancer,”  Dr.  R.  Lee  Clark,  Jr., 
Houston;  “Cancer  of  the  Breast,”  Dr.  Robert 
C.  Hickey,  Houston ; “Cancer  of  the  Cervix,” 
Dr.  Joseph  H.  Pratt,  Rochester,  Minn.;  “Oral 
and  Laryngopharyngeal  Cancer,”  Dr.  Danely 
P.  Slaughter,  Chicago;  “Cancer  of  the  Pros- 
tate and  Urinary  Bladder,”  Dr.  Victor  F. 
Marshall,  New  York;  “Tumors  of  the  Bone,” 
Dr.  Murray  M.  Copeland,  Houston ; 

Also  “Cancer  and  the  Patient,”  Dr.  C. 
Gordon  Zubrod,  U.S.P.H.S. ; “Status  of  the 
American  System  of  Clinical  Classification 
and  End  Results  Reporting,”  Dr.  David  A. 
Wood,  San  Francisco;  “Cancer  of  the  Lung,” 
Dr.  Alton  Ochsner,  New  Orleans;  “Future 
Potential  and  Evaluation  of  Pre-operative 
Radiation,”  Dr.  Wendell  G.  Scott,  St.  Louis; 
“Evaluation  of  Perfusion  and  Infusion,”  Dr. 
Oscar  Creech,  Jr.,  New  Orleans;  “Lympho- 
mas and  Leukemias,”  Dr.  Emil  Frei,  III, 
U.S.P.H.S.;  “Rectal  and  Colon  Cancer,”  Dr. 
Warren  H.  Cole,  Chicago;  “Role  of  the  Path- 
ology Laboratory  in  the  Diagnosis  and  Treat- 
ment of  Cancer,”  Dr.  Frank  C.  Coleman,  Des 
Moines;  and  “Nucleic  Acids,  Viruses,  and 
Genetics  in  Relation  to  Cancer,”  Wendell  M. 
Stanley,  Ph.D.,  Berkeley,  Calif. 

Additional  information  may  be  obtained 
by  writing  to  Coordinator,  Fifth  National 
Cancer  Conference,  American  Cancer  Soci- 
ety, Inc.,  521  West  57th  St.,  New  York  19. 


AMA  Judicial  Council  Opinion 
Issued  on  Keogh  Law  Facet 

A pension  plan  arrangement  including  lay 
employees  does  not  conflict  with  established 
policy  of  the  American  Medical  Association, 
but  income-sharing  arrangements  between 
physicians  and  lay  employees  under  the 
Keogh-Smathers  law  “is  not  in  keeping  with 
past  pronouncements”  of  the  AMA. 

This  opinion  was  issued  by  the  Judicial 
Council  of  the  AMA  in  an  attempt  to  clarify 
the  status  of  the  Keogh  law. 
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300  Physicians  Attend 
Corpus  Christi  Meeting 

More  than  300  South  Texas  doctors  at- 
tended the  annual  Southwest  Texas  Medical 
District  meeting  held  in  Corpus  Christi  July 
12  and  13. 

The  meeting  was  opened  by  a Friday 
breakfast  address  by  Dr.  Robert  Mayo  Ten- 
ery,  President  of  the  Texas  Medical  Associa- 
tion. A refugee  from  Hungary,  Nicholas 
Nyardi,  Ph.D.,  spoke  on  “Free  Enterprise 
or  Disaster”  at  the  Friday  luncheon  meeting. 
Dr.  Nyardi  is  director  of  the  School  of  In- 
ternational Studies  at  Bradley  University. 

Preceding  the  general  district  meeting  was 
a Texas  Academy  of  General  Practice  semi- 
nar and  the  annual  dinner  meeting  of  the 
Corpus  Christi  Heart  Association.  Both 
meetings  were  held  Thursday,  July  11. 

Opening  the  scientific  program  on  Friday 
morning  was  Dr.  Josef  Warkany,  professor 
of  research  pediatrics  at  the  University  of 
Cincinnati,  who  discussed  “Congenital  Mal- 
formations.” That  afternoon  he  presented 
his  paper  entitled  “Intra-uterine  Growth 
Retardation.” 

Also  presenting  two  speeches  on  Friday 
was  Dr.  Dan  McNamara,  assistant  profes- 
sor of  pediatrics  at  Baylor  University  Col- 
lege of  Medicine  in  Houston  and  director  of 
the  cardiac  clinic  at  the  Texas  Children’s 
Hospital  there.  He  discussed  “Congenital 
Heart  Disease  Associated  with  Extracardiac 
Anomalies”  and  “Five  Year  Follow-up  of 
Infants  with  the  Maternal  Rubella  Syn- 
drome.” 

Dr.  E.  C.  Hamblen,  professor  of  endocri- 
nology and  associate  professor  of  obstetrics 
and  gynecology  at  Duke  Medical  Center  in 
Durham,  N.C.,  spoke  on  “The  Newer  Pro- 
gesterones,  Some  Experiences  and  Some 
Thoughts”  Friday  morning,  and  on  “Con- 
genital Anomalies  of  the  Upper  Extremities” 
Saturday  morning.  Also  on  Saturday,  Dr. 
Bennett  H.  Young,  chief  surgeon  at  the 
Shrine  Hospital  for  Crippled  Children  at 
Shreveport,  La.,  presented  two  papers  in 
the  morning:  “Congenital  Anomalies  of  the 
Lower  Extremities”  and  “Congenital  Anom- 
alies of  the  Upper  Extremities.” 

Panhandle  District  Society 
To  Meet  in  Lubbock  Sept.  21 

A full  day’s  activities  have  been  planned 
by  the  Lubbock-Crosby-Garza  Counties  Med- 


ical Society,  host  for  the  Panhandle  District 
annual  meeting  to  be  held  Sept.  21  in  Lub- 
bock at  the  Ko  Ko  Inn. 

Speakers  of  national  eminence  have  been 
secured  to  present  a scientific  program  which 
will  cover  the  fields  of  medicine,  surgery, 
otolaryngology,  and  obstetrics  and  gynecol- 
ogy. 

Other  special  guests  will  be  Dr.  Robert 
Mayo  Tenery,  President  of  the  Texas  Medi- 
cal Association,  and  C.  Lincoln  Williston, 
Executive  Secretary  of  TMA. 

The  scientific  presentations  for  the  meet- 
ing, to  begin  at  9 a.m.,  have  been  outlined 
as  follows:  “Cholestasis”  and  “Chronic  Hep- 
atitis,” Drs.  Hans  Popper,  director  of  the 
Department  of  Pathology,  Mount  Sinai  Hos- 
pital, New  York  City;  “Difficulties  in  He- 
patic Diagnosis”  and  “Problems  in  the  Dif- 
ferential Diagnosis  of  Jaundice,”  Dr.  Wil- 
liam A.  Sodeman,  dean  and  vice  president  of 
medical  affairs,  Jefferson  Medical  College 
and  Medical  Center,  Philadelphia ; “Relation- 
ship of  Polyps  of  the  Colon  to  Cancer”  and 
“Newer  Concepts  in  the  Treatment  of  Trau- 
matic and  Hemorrhagic  Shock,”  Dr.  Carl 
Moyer,  professor  of  surgery,  Washington 
University  School  of  Medicine,  St.  Louis; 
“Antibiotics  in  Gastrointestinal  Surgery” 
and  “Current  Concepts  Regarding  Control  of 
Tumor  Spread  in  Gastrointestinal  Surgery,” 
Dr.  Isidore  Cohn,  Jr.,  professor  of  surgery, 
Louisiana  State  University  School  of  Medi- 
cine, New  Orleans;  “Post-Menopause,”  Dr. 
Allan  C.  Barnes,  professor  of  obstetrics  and 
gynecology,  Johns  Hopkins  University  School 
of  Medicine,  Baltimore;  “Personal  Experi- 
ences with  Stapes  Surgery,”  Dr.  Howard 
House,  professor  of  otolaryngology,  Univer- 
sity of  California  School  of  Medicine,  Los 
Angeles;  “Problems  in  Chronic  Ear  Sur- 
gery” and  “Management  of  the  Patient  with 
a Sensori-Neural  Hearing  Loss,”  Dr.  James 
L.  Sheehy,  Los  Angeles. 

In  addition  to  the  scientific  program, 
physicians  and  their  wives  will  be  the  guests 
of  E.  R.  Squibb  and  Sons  at  a hospitality 
hour  and  buffet  dinner.  The  Society  mem- 
bers will  then  have  an  opportunity  to  see  the 
Texas  Tech-University  of  Washington  foot- 
ball match. 

The  Woman’s  Auxiliary  to  the  Lubbock- 
Crosby-Garza  Counties  Medical  Society  has 
planned  a full  day’s  activities  for  visiting 
wives. 

To  conclude  the  meeting,  a golf  tourna- 
ment, sponsored  by  Mead  Johnson  Labora- 
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tories,  will  be  held  on  Sunday  morning,  Sept. 

22. 

Physicians  from  throughout  the  Panhan- 
dle, West  Texas,  eastern  New  Mexico,  west- 
ern Oklahoma,  and  southern  Kansas  have 
been  invited  to  attend  the  meeting. 


Hot  Springs,  Ark.,  To  Host 
Rural  Health  Conference 

The  16th  National  Rural  Health  Confer- 
ence will  be  held  in  Hot  Springs,  Ark.,  Sept. 
20-21. 

Theme  of  the  meeting,  sponsored  by  the 
Council  on  Rural  Health  of  the  American 
Medical  Association,  is  “Health  is  a Bar- 
gain.” 

Topics  to  be  discussed  include  the  health 
care  dollar,  mental  health,  oral  hygiene,  what 
not  to  do  before  seeing  a physician,  immuni- 
zation, animal  diseases  transmissible  to  man, 
and  the  Hattieville,  Ark.,  rural  community 
improvement  project. 

Among  the  participants  will  be  Dr.  Nor- 
man A.  Welch,  Boston,  president-elect  of  the 
AMA,  Dr.  R.  B.  Robins,  Camden,  Ark.,  mem- 
ber of  the  AMA  Board  of  Trustees,  Dr.  Rob- 
ert Felix,  director,  National  Institute  of  Men- 
tal Health,  Bethesda,  Md.,  and  Dr.  W.  Wyan 
Washburn,  Boiling  Springs,  N.C.,  chairman 
of  the  Council  on  Rural  Health. 

All  sessions,  including  a banquet  Friday 
evening,  Sept.  20,  will  be  held  in  the  Arling- 
ton Hotel. 


Obstetrics,  Gynecology  Board 
Certifies  Texas  Physicians 

The  American  Board  of  Obstetrics  and 
Gynecology  has  examined  and  certified  on 
May  3,  1963,  the  following  Texas  physicians : 

James  M.  Berler,  San  Antonio ; Frank  Clif- 
ton Council,  Jr.,  Arlington;  Capt.  James  L. 
Cross,  USAF  (MC),  Amarillo  Air  Force 
Base;  James  E.  Dimmette,  Dallas;  Robert  W. 
Dowling,  Fort  Worth;  Marvin  Gerard,  Rich- 
ardson; Charles  P.  Guerriero,  III,  Midland; 
Capt.  Benjamin  F.  Hard,  Wichita  Falls; 
John  F.  Hutchinson,  Fort  Worth;  Gerald  R. 
Keilson,  Irving;  Charles  K.  Landrum,  San 
Angelo ; 

Donald  H.  Mullins,  Odessa;  George  R. 
Stephens,  Jr.,  Sherman;  LCDR  Vern  Neil 
Walker,  Corpus  Christi;  and  George  R.  Wil- 
bourn,  Pasadena. 


Oklahoma  Meet  Announced 
For  Ob-Gyn  District  VII 

The  District  VII  meeting  of  the  American 
College  of  Obstetricians  and  Gynecologists 
will  be  held  Sept.  19-21  at  the  Sheraton  Okla- 
homa Hotel  in  Oklahoma  City. 

District  VII  includes  the  states  of  Ala- 
bama, Arkansas,  Kansas,  Louisiana,  Missis- 
sippi, Missouri,  Oklahoma,  Tennessee,  and 
Texas.  District  chairman  is  Dr.  William  P. 
Devereux  of  Dallas  and  members  of  the 
membership  committee  are  Texans : Drs. 
James  T.  Downs,  III,  Dallas;  Joseph  R.  Har- 
ris, Jr.,  Lubbock;  Emerson  K.  Blewett,  Aus- 
tin; and  John  A.  Wall,  Houston.  Texas  state 
chairman  is  Dr.  Blewett  and  vice  chairman 
is  Dr.  W.  H.  Jondahl  of  Harlingen. 

Blackford  Lecture, 

14th  District  Meet  Set 

The  Blackford  Memorial  Lecture,  spon- 
sored by  the  Grayson  County  Medical  Society 
and  the  14th  District,  will  be  held  Sept.  8 
at  Tanglewood  Country  Club,  Tanglewood- 
on-the-Lake,  Route  1,  Pottsboro,  Tex.,  which 
is  ten  miles  west  of  Denison. 

A social  hour  and  dinner  will  be  held  the 
evening  of  Sept.  7 at  the  Tanglewood  Coun- 
try Club. 

The  program  for  the  lecture  will  include 
“Rationale  for  Surgery  and  Chronic  Ulcera- 
tive Colitis  and  Cancer”  by  Dr.  R.  C.  Hickey, 
Houston;  “Treatment  of  Anemias”  by  Dr. 
Charles  Sprague,  New  Orleans;  “Manage- 
ment of  Breast  Tumors,”  Dr.  Murray  Cope- 
land, Houston ; and  “Continued  Postgraduate 
Medical  Education,”  Dr.  Sprague. 

Additional  information  may  be  obtained 
by  writing  to  Dr.  W.  H.  Frietsch,  Denison. 

Ultrasonics  Group  To  Meet  in  Dallas 

The  American  Institute  of  Ultrasonics  in 
Medicine  will  hold  its  Eighth  Annual  Meet- 
ing on  Aug.  24  in  the  Sheraton-Dallas  Hotel, 
Dallas.  The  meeting  will  be  a symposium  on 
the  whiplash  syndrome  and  injuries  to  the 
cervical  spine  with  discussions  of  the  ana- 
tomic, neurologic,  and  orthopedic  aspects  and 
emphasis  on  current  therapy.  Demonstra- 
tions of  current  therapy  will  follow  the  dis- 
cussions. 

All  physicians  are  invited  to  attend  and 
for  further  details  may  contact  Dr.  Carrie 
E.  Chapman,  president,  the  American  Insti- 
tute of  Ultrasonics  in  Medicine,  c/o  Ben  R. 
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Meyer  Rehabilitation  Center,  4833  Fountain 
Avenue,  Los  Angeles  29,  Calif. 

Tarrant  Society  Announces 
Nine-Day  Health  Fair 

The  Tarrant  County  Medical  Society  will 
unveil  its  first  Health  Fair  Sept.  14-22  at  the 
Will  Rogers  Exhibit  Buildings  in  Fort 
Worth. 

Admission  is  free  in  the  nine-day  exhibit 
which  is  open  to  the  public. 

Designed  to  appeal  to  the  layman,  the 
1963  Health  Fair  will  offer  more  than  one 
hundred  exhibits,  representing  every  phase 
of  medicine  and  health. 

One  of  the  main  medical  attractions  is  a 
display  of  40  original  oils  in  the  Parke-Davis 
series,  “A  History  of  Medicine  in  Pictures.” 

The  astronaut’s  role  in  medicine  will  be 
represented  by  a full-scale  space  capsule 
model — complete  with  simulated  controls. 
Using  the  capsule  as  a guide,  a series  of  back- 
drop panels  will  explain  the  special  health 
steps  that  are  taken  to  prepare  an  astronaut 
for  his  journey. 

Live  surgical  demonstrations  will  be  pre- 
sented via  closed  circuit  television.  By  watch- 
ing any  one  of  six  monitors  to  be  placed  in 
key  locations  throughout  the  building,  visi- 
tors can  observe  veterinarians  performing 
surgery  on  animal  patients  that  actually  re- 
quire the  operation. 

Included  among  the  25  exhibits  furnished 
by  the  AMA  will  be  the  “Transparent 
Twins,”  one  of  the  most  popular  medical 
exhibits  in  the  country. 

Other  exhibit  highlights  include  the  stages 
in  the  development  of  birth  and  color  mo- 
tion pictures  of  actual  surgery. 

■‘There  are  three  primary  objectives  to  our 
exhibit,”  said  Dr.  May  Owen,  chairman  of 
the  Health  Fair.  “First,  we  will  endeavor  to 
relate  medical  information  in  an  entertaining 
and  informative  manner.  Next,  it  is  our  am- 
bition to  attract  more  persons  into  the  field 
of  medicine  and  to  inspire  more  young  people 
to  train  for  a vocation.  Finally,  we  will  il- 
lustrate behind-the-scene  activities  in  medi- 
cine and  show  the  importance  of  the  varied 
organizations  involved  in  the  health  of  the 
community.” 

The  exhibits  are  categorized  into  six  main 
sections:  General  and  Specialized  Medicine, 
Allied  Professions,  Careers  and  Education, 
Hospitals,  Government  Agencies  and  Volun- 
tary Health  Agencies. 

Tours  will  also  be  available  for  junior  and 


senior  high  school  students  in  Tarrant  Coun- 
ty and  surrounding  areas. 

The  Health  Fair  will  be  open  daily  from  9 
a.m.  to  10  p.m.  Sunday  hours  are  1-10  p.m. 

Houston  Meet  Set 

For  Texas  Pediatric  Society 

The  Texas  Pediatric  Society  will  meet 
Sept.  12-14  in  Houston  at  the  Lincoln-Shera- 
ton  Hotel. 

The  following  papers  will  be  presented  on 
Sept.  13:  “Some  Common  Disorders  of  Ado- 
lescence,” Dr.  J.  Roswell  Gallagher,  Boston; 
“Hypo-  and  Hyper-aerated  Chest  in  Infants 
and  Children,”  Dr.  John  W.  Hope,  Phila- 
delphia; “Recent  Advances  in  the  Manage- 
ment of  Massive  Spasms  in  Infancy,”  Dr. 
Dora  Chao,  Houston;  “Intestinal  Obstruc- 
tion in  New  Born,”  Dr.  Hope;  “Obesity  in 
Children,”  Dr.  Gallagher;  and  “Thrombocy- 
topenic Purpura  in  Infants  and  Children,” 
Dr.  Mary  Ellen  Haggard,  Galveston. 

On  Sept.  14  the  program  will  include  “ Ado- 
lescents’ Everyday  Problems,”  Dr.  Galla- 
gher; “Abdominal  Tumors  in  Infants  and 
Children,”  Dr.  Hope,  and  “Peritoneal  Dialy- 
sis,” Dr.  John  A.  James,  Dallas. 

Additional  information  may  be  obtained 
by  writing  to  Dr.  C.  E.  Gilmore,  secretary, 
Texas  Pediatric  Society,  811  Bonham,  Paris. 

Mental  Health  Group 
Sponsors  Galaxy  Ball 

To  help  provide  special  education  for  emo- 
tionally disturbed  children,  the  Texas  Asso- 
ciation for  Mental  Health  is  sponsoring  a 
Galaxy  Ball  at  the  Ridglea  Country  Club, 
Fort  Worth,  on  Sept.  27. 

A pilot  project  of  six  demonstration  class 
units  was  authorized  by  the  58th  Legislature 
to  learn  how  to  provide  special  education  for 
an  estimated  9,000  Texas  emotionally  dis- 
turbed children.  This  research  and  follow-up 
evaluation  requires  more  money  than  the 
Texas  Education  Agency  can  provide. 

To  help  supply  these  funds,  the  Texas  As- 
sociation for  Mental  Health  will  contribute 
proceeds  from  the  sale  of  advertising  for  the 
Galaxy  Ball  program  and  from  the  sale  of 
tickets  to  the  Ball  at  $20  per  person  or  $30 
per  person  at  the  Celebrity  Table  (tax  de- 
ductible) . 

Celebrities  expected  are  movie  and  televi- 
sion personalities  and  Mr.  and  Mrs.  Win- 
throp  Rockefeller.  Rockefeller  is  the  National 
Association  for  Mental  Health’s  fund  raising 
chairman. 
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South  Dakota  Physicians 
Open  Own  Correspondence 

Neither  wind,  rain,  sleet,  nor  snow  can 
stop  the  mail’s  delivery,  but  that  doesn’t  al- 
ways guarantee  that  the  mail  reaches  the  ad- 
dressee himself.  In  South  Dakota,  however, 
77.2  per  cent  of  322  doctors  surveyed  by  a 
questionnaire  from  the  South  Dakota  State 
Medical  Association  reported  that  they 
opened  their  own  mail,  bypassing  office  per- 
sonnel. 

In  addition,  76.6  per  cent  indicated  that 
all  direct  mail  advertising  reaches  their 
desks,  while  19  per  cent  reported  that  such 
advertising  never  crosses  their  desks. 

The  survey  was  conducted  to  determine 
the  effectiveness  of  pharmaceutical  advertis- 
ing. The  physicians  were  also  asked  to  rank 
advertising  methods  in  the  order  of  their 
effectiveness  in  bringing  the  advertiser’s 
message  to  the  physician’s  attention.  The 
detail  man  was  ranked  first,  with  medical 
exhibits  and  the  South  Dakota  Journal  of 
Medicine  and  Pharmacy  coming  in  second 
and  third,  respectively.  The  advertising  gim- 
mick was  the  least  effective  of  the  eight 
methods  mentioned. 


UT  Medical  Branch  Budget 
Set  for  $14,969,954 

W.  W.  Heath,  Chairman  of  the  Board  of 
Regents  of  the  University  of  Texas,  has  an- 
nounced the  approval  of  Operating  Budgets 
for  the  University  of  Texas  Medical  Branch 
at  Galveston  for  the  school  year  1963-1964  to- 
taling $14,969,954.  They  include  $11,798,713 
for  Educational,  Hospital  and  General  Opera- 
tions, $361,827  for  Auxiliary  Enterprises, 
and  $140,000  transferred  to  the  Bond  Retire- 
ment Fund. 

Mr.  Heath  also  said,  “In  addition,  1963- 
1964  budgets  have  been  approved  for  the 
Medical  Branch  covering  gifts  and  grants 
from  individual,  corporate  and  foundation 
sources  totaling  $503,314,  grants  primarily 
from  the  federal  government  for  contract 
research  and  services  totaling  $2,088,193, 
and  special  activities  totaling  $77,907.” 

Mr.  Heath  further  noted  that  the  Operat- 
ing Budgets  exclude  very  substantial  amounts 
which  will  be  expended  for  physical  plant 
expansion  or  improvement  from  the  Univer- 
sity of  Texas  Available  Fund,  from  gifts 
from  the  Sealv  and  Smith  Foundation,  from 


federal  matching  funds  and  from  other 
sources. 


Shriners  To  Establish 
Galveston  Burn  Institute 

An  institute  for  the  treatment  of  severe 
burns  of  children  will  be  established  at  the 
University  of  Texas  Medical  Branch  in  Gal- 
veston by  the  Shriners  of  North  America. 

Under  an  agreement  authorized  by  the 
University’s  Board  of  Regents,  the  Shrine 
will  build  a $3,000,000  structure  and  pay  for 
its  operation  at  no  cost  to  the  State.  An  in- 
terim agreement  also  provides  that  the 
Shrine  will  make  a $253,000  annual  grant  for 
the  operation  of  a seven-bed  unit,  including 
the  payment  of  faculty  and  staff,  after  the 
institute  has  been  constructed. 

Land  for  the  institute  was  provided  by  the 
Sealv  and  Smith  Foundation  of  Galveston. 
Although  the  burn  institute  will  be  an  inde- 
pendent specialty  hospital,  completely  con- 
trolled, financed,  and  operated  by  the  Shrin- 
ers, it  will  be  affiliated  with  the  Medical 
Branch,  thus  adding  to  its  faculty,  staff,  and 
research  facilities  without  cost  to  the  State. 
Affiliation  with  the  Medical  Branch  means 
that  the  professional  staff  will  be  nominated 
by  the  school  and  will  be  faculty  and  re- 
search associates  of  the  Medical  Branch,  but 
will  have  their  salaries  paid  by  the  Shrine. 

The  burn  institute  is  one  of  three  the 
Shrine  will  build.  It  now  operates  17  hos- 
pitals for  orthopedic  treatment  and  research. 


Dallas  Arthritis  Center 
Receives  Continued  Support 

University  of  Texas  Southwestern  Medical 
School  and  Parkland  Memorial  Hospital  have 
received  $71,528  from  the  National  Founda- 
tion-March of  Dimes  for  continued  support 
of  the  Arthritis  Clinical  Study  Center  in 
Dallas. 

The  Foundation  also  renewed  a long-term 
grant  of  $76,117  to  Southwestern  for  study 
of  an  artificially  created  disease  of  rats  that 
serves  as  an  experimental  model  of  a whole 
cluster  of  human  diseases  in  the  arthritis 
family. 

Both  programs  are  under  the  direction  of 
Dr.  Morris  Ziff,  professor  of  internal  medi- 
cine. 
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Texas  Doctor  in  Afghanistan 


) 


Concern  for  Sick  Appreciated  Universally 


THE  NEWSPAPER  clipping  he  clutched  in 
his  hand  stated  that  chest  surgery  was  be- 
ing done  at  Avicenna  Hospital,  and  with  hope 
in  his  heart,  the  slender,  18-year-old  boy  had 
ridden  the  bus  five  days  to  reach  the  hos- 
pital’s Polyclinic  and  the  American  doctor 
who  performed  such  surgery.  The  physi- 
cian with  the  Texas  drawl  examined  him 
carefully,  found  a congenital  stricture,  a nar- 
row point  in  the  boy’s  esophagus,  and 
promptly  corrected  the  lesion  with  plastic  re- 
pair. The  boy  returned  to  his  home,  able  to 
eat  a normal  diet  for  the  first  time  in  his 
life. 

An  unusual  case?  Perhaps  not  in  the 
United  States  where  such  surgery  is  com- 
monplace and  patients  fly  in  from  all  parts 
of  the  world  to  take  advantage  of  our  medi- 
cine, but  it  is  unusual  in  Afghanistan  where 
there  are  only  400  doctors  for  12,000,000 
people.  Only  since  1938  has  modern  surgery 


begun  to  be  accepted  as  a substitute  for  an- 
cient Arabic  medicine. 

Dr.  Robert  R.  Shaw  of  Dallas,  the  Texas 
physician  who  treated  the  boy,  will  serve  un- 
til January,  1964,  in  Kabul,  Afghanistan, 
where  he  is  chief  of  the  Medico  team  at  Avi- 
cenna Hospital  and  lecturer  in  thoracic  and 
cardiac  surgery  at  the  Faculty  of  Medicine 
of  Kabul  University.  Dr.  Shaw  and  his  wife, 
a nurse,  have  been  in  Kabul  participating  in 
the  Medico  program  of  CARE  (Cooperative 
for  American  Relief  Everywhere,  Inc.)  since 
Dec.  28,  1961. 

At  Avicenna  Hospital,  which  provides  110 
of  the  1,000  hospital  beds  available  to  the 
12,000,000  Afghans,  Texas  drawls  are  not 
uncommon,  for  in  addition  to  the  Shaws, 
two  others  on  the  Medico  team  are  Texans: 
an  operating  room  supervisor,  Dorothy 
Schneider  of  Fort  Worth;  and  an  anesthesi- 
ologist, Pauline  Hensley  of  Lubbock.  Com- 
pleting the  team  are  two  Michigan  special- 
ists in  internal  medicine,  an  Indian  surgeon 
trained  in  America,  a nurse,  and  a laboratory 
technician  from  Hawaii. 

Under  the  supervision  of  these  members 
of  the  Medico  team,  seven  Afghan  doctors 
work  in  the  surgical  service,  seven  work  in 
the  medical  department,  and  three  study  an- 
esthesia. Dr.  Shaw  heads  the  surgical  service 
assisted  by  the  Indian  surgeon  on  the  team. 

Until  Dr.  Shaw’s  arrival,  no  elective  sur- 
gery was  attempted  in  Afghanistan.  Surgery 
largely  was  limited  to  injuries  and  emer- 
gencies. Today  the  hospital’s  45  surgical  beds 
are  filled  with  patients  recovering  from  gen- 
eral, plastic,  urologic,  thoracic,  and  cardio- 
vascular surgery,  and  ten  additional  beds  are 
devoted  to  orthopedic  surgery.  Thirty  beds 
are  designated  for  general  medical  purposes, 
ten  for  pediatrics,  and  15  for  eye,  ear,  nose, 
and  throat  patients. 

Although  they  are  actively  engaged  in 
treating  patients,  the  Medico  team  is  trying 
to  fulfill  its  main  mission — teaching — by  de- 
veloping Avicenna  Hospital  into  the  first 


Standing  beside  an  operating  table  in  one  of  the  two 
modern  operating  rooms  at  Avicenna  Hospital  in  Kabul, 
Afghanistan,  is  Fakhria,  an  Afghan  nurse  who  assists  Dr. 
Robert  Shaw  in  his  work  there. 


hospital  in  the  country  that  can  provide  post- 
graduate medical  and  surgical  training. 
Bringing  in  modern  equipment  and  teaching 
Afghan  personnel  is  one  step  toward  achieve- 
ment of  this  goal,  but  Dr.  Shaw  predicts  that 
a team  will  have  to  remain  at  Avicenna  an 
additional  five  years  to  see  the  dream  come 
true. 

Describing  hospital  conditions  in  Afghani- 
stan, Dr.  Shaw  wrote  of  the  warning  he  had 
received  before  his  trip  from  a doctor  who 
had  spent  two  years  in  the  country  a short 
time  earlier.  This  doctor  described  Avicenna 
as  “comparing  unfavorably  with  a 14th  Cen- 
tury pest  house  in  Central  Europe.”  Dr. 
Shaw,  undaunted  by  the  prospect,  found 
upon  his  arrival  in  Afghanistan  that  this  was 
“an  overstatement  of  conditions  in  Kabul,” 
but  one  which  would  apply  to  “hospitals  in 
provincial  capitals.”  In  these  hospitals,  wrote 
Dr.  Shaw,  “doctors  poorly  trained  work  with 
scarcely  any  equipment  in  poorly  constructed 
hospitals  having  poor  lighting  and  no  cen- 
tral heating.  Food  is  served  from  primitive 
kitchens  located  outside  of  the  hospitals.” 

However,  in  Kabul,  the  capital  of  Afghan- 
istan, conditions  are  somewhat  better.  Avi- 
cenna has  central  heating  and  running  water, 
but  running  hot  water  is  unknown.  Food  is 
prepared  inside  the  hospital,  but  Dr.  Shaw 
mentioned  that  special  diets  are  difficult  to 
obtain. 

All  hospital  care  is  free  to  the  natives,  ex- 
cept for  100  beds  in  Kabul  hospitals.  A small 
charge  (30-120  afghanis,  the  equivalent  of 
$.60-$2.00,  per  day)  is  made  for  these  beds. 
Doctors,  however,  have  private  offices  and 
are  allowed  to  charge  fees  for  their  services. 
The  value  of  these  services  is  doubtful 
though,  especially  when  the  patient  has  to 
decide  whether  he  wants  to  take  the  chance 
of  an  abscess  every  time  he  takes  a shot.  Dr. 
Shaw  described  the  native  doctors’  offices  as 
very  primitive  with  poor  hygiene,  and  ex- 
plained that  needles  are  not  sterilized  for 
intramuscular  injections  which  accounts  for 
the  abscesses. 

“Sterile  gauze  for  dressings  cannot  be 
purchased  in  Afghanistan,”  wrote  the  Dallas 
physician.  “Drugs  can  be  prescribed  and  gen- 
erally can  be  procured  in  the  pharmacies,  and 
antibiotics  and  common  drugs  are  available 
in  the  bazaars.  They  are  generally  of  Swiss, 
German,  French,  or  Italian  manufacture,  but 
some  American  drugs  are  available.” 

Because  Afghanistan  was  isolated  from  the 
rest  of  the  world  for  so  long,  comparing 


Dr.  Shaw,  former  head  of  the  department  of  thoracic 
surgery  at  Baylor  Hospital  in  Dallas,  now  performs  surgery 
at  Avicenna  Hospital,  above.  Dr.  Shaw  is  serving  with  a 
Medico  team. 

medical  service  there  with  medical  service  in 
the  United  States  would  be  like  being  asked 
“to  compare  travel  by  ox  cart  with  that  in  a 
Cadillac,”  Dr.  Shaw  said. 

Although  modern  medical  thinking  has  ex- 
tended to  the  medical  school  of  Kabul  Uni- 
versity, and  the  curriculum  there  closely  re- 
sembles any  in  the  U.S.,  progress  is  still  try- 
ing to  penetrate  the  outlying  villages  in  the 
nation.  There  medicine  is  practiced  by  the 
mullahs,  the  Moslem  leaders,  and  is  still  of 
the  ancient  Arabic  school. 

“Pain  in  a certain  locality  is  treated  by 
burning  the  overlying  skin  with  a hot  iron, 
which  leaves  circular  scars,”  writes  Dr. 
Shaw.  “In  the  spring,  blood  is  released  from 
the  body  by  cutting  the  skin  on  the  back  of 
the  neck.  Children  with  bladder  stones  are 
held  by  strong  men  while  a barber  cuts  up 
into  the  bladder  by  way  of  the  perineum  to 


Although  it  looks  peaceful  in  the  picture,  this  poly- 
clinic or  surgical  outpatient  clinic  is  the  scene  of  bedlam 
every  Thursday  when  the  American  doctors  and  their 
Afghan  colleagues  cross  the  Kabul  River  to  treat  the 
Afghans  of  this  area. 
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remove  the  stone.  Circumcisions  are  done 
with  one  stroke  of  a sharp  knife,  and  at 
times,  the  glans  is  removed  with  the  fore- 
skin. Herbs  are  brewed  into  teas  and  used  for 
various  ointments.  In  some  localities,  patients 
with  a fever  are  sewed  up  in  goatskins  to 
induce  sweating.  A burned  hand  is  wrapped 
in  the  fat  tail  of  a sheep.” 

Under  Lock  and  Key 

Keys,  pilferage,  and  accountability  com- 
bine to  create  a difficult  situation  for  Dr. 
Shaw  to  accept  in  the  primitive  country.  He 
cites  “keys”  as  the  cause  of  his  biggest  ad- 
justment, for  everything  must  be  kept  under 
lock  and  key.  ‘‘Afghanistan  is  a land  of  keys 
and  until  the  key  problem  can  be  solved, 
progress  will  be  slow,”  he  lamented.  For 
example,  windshield  wipers  cannot  be  left 
on  cars ; gasoline  tank  caps  must  include  a 
lock ; cars  left  unguarded  will  be  stripped  of 
tires  and  wheels. 

This,  however,  is  not  due  to  basic  dishon- 
esty of  the  Afghans,  claims  the  doctor.  Pil- 
fering goes  on  in  the  U.S.,  but  here  items 
can  be  replaced  easily.  In  Afghanistan,  re- 
placement takes  a long  time  because  of  the 
acute  shortage  of  many  items. 

The  problem  of  keys  and  pilferage  extends 
even  into  Avicenna  Hospital.  All  hospital 
supplies  are  kept  locked  up ; and  there  are 
few  keys,  since  having  too  many  people  with 
keys  to  the  same  lock  defeats  the  purpose  of 
locking.  To  illustrate  this,  Dr.  Shaw  ex- 
plained, “I  am  head  of  surgery  but  do  not 
have  a key  to  the  operating  room.  At  night 
the  key  is  removed  from  the  hospital  by  the 
nurse  on  call  and  she  must  be  brought  to  the 
hospital  by  the  ambulance  driver  if  there  is 
an  emergency.”  The  physicians  regret  the 
situation,  says  Dr.  Shaw,  for  “to  have  things 
locked  up  when  they  are  urgently  needed  is 
frustrating.” 

Complicating  the  key  problem  in  an  at- 
tempt to  combat  pilferage,  the  government 
has  set  up  a system  of  accountability.  Under 
this,  every  item  is  signed  for  by  some  specific 
person  who  is  then  responsible  for  the  item. 
“There  is  no  real  concept  of  expendable  sup- 
plies— supplies  that  once  used  cannot  be  pro- 
duced and  accounted  for,”  writes  the  Texas 
physician.  Consequently,  drugs  are  stored 
and  hoarded  until  outdated ; towels  are  kept 
locked  in  the  storeroom  when  there  are  no 
towels  for  use  in  the  wards;  and  storerooms 
are  cluttered  with  broken  and  worn  out  ma- 


terials that  cannot  be  discarded  because 
someone  is  accountable  for  them. 

“When  the  problem  of  keys  has  been 
solved,  progress  in  Afghanistan  will  acceler- 
ate,” Dr.  Shaw  claimed. 

Diseases  such  as  typhoid  fever,  cholera, 
dysenteries,  and  parasitic  diseases,  now  rare 
in  the  U.  S.,  are  common  in  Afghanistan,  and 
hydatid  cysts  in  the  liver  and  lungs  due  to 
Echinococcus  are  frequent,  according  to  Dr. 
Shaw.  He  also  commented  that  many  of  the 
“medical  entities  we  treat  are  similar  to  the 
ones  seen  in  the  States,  but  we  see  more 
neglected  and  advanced  cases.” 

Tuberculosis  in  all  of  its  forms — in  the 
lungs,  spine,  bones,  joints,  kidneys,  and 
lymph  nodes — makes  up  about  one-third  of 
the  work  done  by  the  Medico  team.  The  dis- 
ease has  advanced  so  far  in  many  of  the  pa- 
tients they  see  that  the  people  must  be  clas- 
sified as  “hopelessly  ill.”  Others  have  been 
treated  with  anti-tubercular  drugs  intermit- 
tently for  long  periods  of  time  so  that  the 
tubercle  bacilli  now  resist  the  drugs.  Dr. 
Shaw  found  in  his  practice  that  resection 
of  lung  lobes  and  lungs  was  so  often  accom- 
panied by  complications  and  deaths  that  he 
and  the  team  now  advise  extreme  caution  in 
deciding  on  resectional  surgery  for  pulmo- 
nary tuberculosis. 

Often  the  Medico  team  is  presented  with 
what  they  term  “borderline  cases” — patients 
who  are  not  hopelessly  ill  but  whose  condi- 
tions demand  great  technical  skill  in  manage- 
ment. One  such  patient  was  a Hazara  man — 
the  Hazaras  are  descendants  of  the  Mongols 
who  came  to  Afghanistan  with  Ghengis  Khan 
— who  had  a huge  tumor  on  the  right  side 
of  his  neck.  It  required  six  hours  for  Dr. 
Shaw  to  resect  the  tumor  because  of  its  ex- 
treme vascularity.  The  resected  tumor 
weighed  15.4  pounds.  In  Dr.  Shaw’s  words, 
“Fortunately,  the  man  made  a good  recov- 
ery.” 


Everybody's  First 

In  Afghanistan,  the  realm  of  manners  ex- 
cludes the  typical  Western  courtesy  of  wait- 
ing your  turn  in  line,  but  when  Dr.  Shaw 
was  new  to  the  country,  he  didn’t  understand 
this.  One  day  as  he  was  patiently  waiting  in 
line  at  a bank,  he  was  advised  by  an  Indian : 
“Shove  right  in.  There’s  no  queue.  Every- 
body’s first!” 
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Avicenna  is  the  only  hospital  in  the  country  that  admits 
both  male  and  female  patients.  In  the  male  ward,  pictured 
above,  a Uzbek  father  cares  for  his  small  son  who  was 
hospitalized  to  have  a large  stone  removed  from  the  uri- 
nary bladder.  The  young  girls  below  are  patients  in  the 
female  ward,  and  the  girl  on  the  left  is  a Hazara,  a direct 
descendant  of  the  Mongols  that  invaded  Afghanistan  with 
Genghis  Khan. 


Everybody’s  first  indeed  on  Thursdays 
when  the  Medico  team  goes  to  the  Polyclinic 
or  surgical  outpatient  clinic.  This  is  held  in 
the  buildings  of  the  Afghan  Red  Crescent, 
the  counterpart  of  the  Red  Cross,  which  is 
situated  across  the  Kabul  River  from  Avi- 
cenna. Dr.  Shaw  describes  the  scene  as  fol- 
lows : 

“By  the  time  we  arrive,  there  is  always  a 
collection  of  patients  outside  and  in  the 
hallways  of  the  building.  The  men  are  in 
various  garb  from  western  wear  to  the  flow- 
ing pants,  loose  shirts  hanging  to  the  knees, 
and  the  turban  or  lougi  wound  around  a col- 
orful embroidered  hat.  A suit  coat  or  shawl 
may  be  worn  over  this.  The  women  are 
shrouded  in  a tent-like  garment  called 
“chadri”  which  covers  the  whole  body  and 
has  only  a small  lattice  or  net  work  in  the 
upper  part  for  vision.  The  lump  in  front  of 
the  “chadri”  is  probably  a baby  the  woman 
is  carrying. 

“As  we,  the  two  Afghan  doctors  and  I, 
take  our  place  at  the  table  in  the  examining 
room,  bedlam  breaks  loose!  Everyone  wants 
to  be  seen  at  once.  Occasionally,  when  the 
shoving  at  the  door  is  especially  bad,  I have 
one  of  the  Afghan  doctors  explain  to  them 
that  ‘Only  Allah  could  see  you  all  at  once!’ 
That  quiets  them  for  a while. 

“Men  are  always  seen  first  in  this  man’s 
country.  One  Thursday  I precipitated  a near 
riot  by  insisting  on  seeing  the  women  first. 
Several  men  stomped  off  without  being 
seen.” 


Mrs.  Robert  Shaw,  a Texas  nurse  who  went  to  Afghani- 
stan with  her  physician-husband,  works  in  the  newly  de- 
veloped central  supply  room  at  Avicenna  Hospital. 


The  Afghan  doctors  take  a special  delight 
in  conferences  and  consultations  when  the 
treatment  of  some  important  person — usually 
royalty — is  being  decided.  Dr.  Shaw  wrote 
of  attending  several  such  conferences,  once 
when  King  Zahir  overturned  a car  he  was 
driving  and  fractured  his  left  wrist.  After 
the  conference,  where  the  doctors  learned  the 
history  of  the  injury  and  saw  x-rays  of  the 
wrist,  they  adjourned  to  the  palace  to  exam- 
ine the  King,  instead  of  to  a hospital.  As  Dr. 
Shaw  describes  the  non-antiseptic  scene, 
“here  in  the  palace  drawing  room  replete 
with  a large  wall  tapestry  from  France, 
beautiful  antique  chairs  and  lounges,  and 
colorful  Afghan  carpets  on  the  floor,  we  ex- 
amined the  King’s  wrist.”  The  next  day  the 
Afghan  doctors  attempted  a reduction  of  the 
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fracture,  but  because  they  were  afraid  to 
hurt  the  King  and  also  afraid  to  put  him  to 
sleep,  the  reduction  was  not  successful.  After 
another  conference,  they  finally  decided  to 
send  the  King  abroad  to  have  the  fracture 
properly  reduced,  since  he  “obviously  could 
not  get  good  treatment  in  his  own  country.” 

The  Texas  doctor  is  participating  in  a con- 
certed effort  to  improve  the  native  Afghan 
physicians  so  that  situations  such  as  the  one 
concerning  the  King  and  his  broken  wrist 
will  not  continue  to  occur.  This  effort  natur- 
ally begins  in  the  medical  schools.  There  Dr. 
Shaw  gives  13  lectures  covering  thoracic  and 
cardiac  surgery  to  the  90  members  of  the 
fourth  year  class.  In  Afghanistan,  students 
enter  the  Faculty  of  Medicine  when  they 
complete  what  is  called  the  baccalaureate  at 
the  conclusion  of  12  years  of  school.  The 
medical  school  course  takes  six  years  with 
the  final  year  called  an  internship.  In  Dr. 
Shaw’s  opinion,  this  is  actually  what  would 
be  called  an  externship  or  clinical  clerkship 
in  the  U.S. 

Teaching  surgery  comes  naturally  to  the 
Dallas  doctor.  He  had  served  since  1948  as 
head  of  the  department  of  thoracic  surgery 
at  Baylor  Hospital  in  Dallas  before  leaving 
his  stateside  practice  for  Afghanistan. 

From  Dallas  to  Kabul 

From  Baylor  Hospital  to  a hospital  proud 
of  its  four  hospital  beds  (the  remaining  106 
are  cots  with  mattresses)  is  a long  journey, 
but  Dr.  Shaw  has  handled  it  well.  While  in 
Kabul,  he  has  helped  to  develop  a combina- 
tion constant  care  and  recovery  room  in  the 
Avicenna  Hospital,  and  he  wrote  that  the 
institution  had  two  operating  rooms  and  an 
orthopedic  plaster  room.  In  addition,  it  in- 
cludes a small  blood  bank.  Medico  and  the 
U.S.  Association  for  International  Develop- 
ment (AID)  have  provided  Avicenna  with 
modern  equipment. 

“In  some  ways,”  Dr.  Shaw  writes  of  Avi- 
cenna, “it  is  better  equipped  than  a typical 
county  hospital  in  the  States,  but  it  could 
not  be  compared  with  a modern  city  hos- 
pital.” 

The  biggest  problem  of  the  Medico  team — 
apart  from  treating  physical  ailments — is  to 
build  up  the  reputation  of  the  Afghan  doc- 
tors they  are  training.  Dr.  Shaw  explained 
this  after  writing  that  “anything  American 
has  great  prestige  here.  The  people  all  want 
to  see  the  American  doctors.” 


Moving  from  a large  city  institution  and 
a lucrative  practice  to  the  field  of  interna- 
tional medicine  in  almost  primitive  condi- 
tions made  Dr.  Shaw  realize  that  universal 
truths  exist  even  in  medical  practice.  “Con- 
cern and  tenderness  are  universally  appreci- 
ated,” he  writes.  “People,  no  matter  how 
primitive,  share  the  same  emotions  of  love 
and  despair  with  those  of  higher  cultures. 
The  lives  of  loved  ones  are  just  as  precious 
here  as  in  the  States.” 

Practicing  in  Afghanistan,  Dr.  Shaw  finds 
that  the  physical  aids  considered  essential  to 
U.S.  medical  practice  are  actually  dispens- 
able, but  he  discovered  the  absolute  indis- 
pensability of  key  personnel  such  as  an  op- 
erating room  supervisor  or  an  anesthesiolo- 
gist who  support  the  surgical  teams.  “Mod- 
ern surgery  is  a team  effort  and  cannot  be 
done  by  one  individual,”  writes  Dr.  Shaw. 

Afghan  Parties 

Parties  often  give  doctors  pains,  but  this 
is  literally  true  in  Dr.  Shaw’s  case!  Living 
among  the  Afghans  and  working  daily  with 
them,  Dr.  Shaw  and  his  wife  are  often  in- 
vited to  parties,  since  the  Afghans  are  a 
friendly  people  who  love  to  entertain.  As  he 
says,  “Our  downfall  health- wise  is  Afghan 
parties ! We  cannot  refuse  to  go  to  them,  and 
once  there,  we  must  eat  what  is  served  to 
give  no  offense.  A bout  of  dysentery  often 
follows  such  a party.”  The  Shaws’  party 
problems  result  from  another  of  Afghani- 
stan’s main  troubles — poor  general  hygiene. 
The  Shaws  can  partially  control  the  hygiene 
in  their  home  by  constantly  watching  their 
servants,  but  throughout  the  country,  decent 
public  hygiene  is  almost  unknown.  “Keeping 
well  here  requires  constant  vigilance,”  writes 
the  doctor. 

Not  surprisingly,  Dr.  Shaw  admits  the 
language  barrier  presents  some  difficulty  in 
his  work.  However,  he  has  learned  some  of 
the  local  Persian  dialect  called  Farsi,  thus 
enabling  him  to  communicate  a little  with 
the  patients.  Since  the  Afghan  doctors  in  the 
hospital  speak  fairly  good  English,  they  serve 
as  interpreters  for  the  Medico  team. 

When  Dr.  Shaw  was  leaving  Dallas  in 
1961,  his  colleagues  presented  him  with  sev- 
eral plaques  in  honor  of  his  service.  Accept- 
ing them,  Dr.  Shaw  commented,  “These  are 
going  to  be  a very  valuable  addition  to  a 
mud  wall.”  And  today,  not  only  his  walls  but 
his  floor  too  are  mud ! Although  the  homes. 
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provided  by  the  Ministry  of  Public  Health, 
were  recently  constructed  and  are  roomy,  it 
is  difficult  to  heat  them  with  wood  burning 
stoves.  The  floors  are  either  mud  or  terrazzo 
tile ; the  walls  are  of  mud  plaster ; the 
ceilings  are  wood.  Electricity  is  available,  but 
the  current  is  not  dependable;  and  as  a re- 
sult, the  lights  are  too  dim  for  reading  at 
times.  The  houses  are  surrounded  by  a high 
mud  brick  compound  wall. 

Food  from  the  local  bazaars  is  used  for 
the  Shaws’  meals.  Vegetables  and  fruits  are 
plentiful,  according  to  Dr.  Shaw;  the  meat 
is  usually  lamb,  mutton,  goat,  chicken,  Hi- 
malayan partridge  ('‘delicious”),  and  tough 
beef.  Since  Afghanistan  is  a Moslem  country, 
pork  is  never  available.  In  addition  to  bazaar 
foods,  the  Shaws  have  privileges  at  the 
American  Embassy  Commissary  where  items 
from  the  U.S.  and  Europe  can  be  bought. 
The  prices  there  are  double  what  they  would 
be  in  Texas  because  of  transportation  costs. 

Six  Suggestions 

In  his  letter,  Dr.  Shaw  offered  six  sug- 
gestions for  other  physicians  considering  the 
move  to  international  medicine.  “(1)  Be  sure 
you  want  to  serve  with  your  greatest  com- 
pensation the  gratitude  of  the  people  you 
serve.  (2)  Do  not  plan  to  do  this  type  of 
work  if  creature  comforts  are  important  to 
you.  (3)  Be  prepared  for  ‘cultural  shock.’ 
Life  abroad  is  not  all  glamour.  (4)  Learn  as 
much  as  possible  about  the  country  and  peo- 
ple you  will  serve.  If  possible,  visit  the  area 
prior  to  making  a final  decision.  Prior  lan- 
guage study  as  required  by  the  mission 
boards  is  desirable  but  the  period  of  intense 
language  study  need  not  exceed  two  months. 
(5)  Doctors  going  to  tropical  areas  should 
have  a course  in  tropical  medicine.  This  does 
not  apply  in  Afghanistan  where  the  diseases 
are  much  the  same  as  in  other  temperate 
zonal  areas.  (6)  Have  more  training  than 
that  provided  by  a one  year  internship  fol- 
lowing medical  school.  It  is  true  that  even 
that  level  of  training  will  be  far  superior  to 
the  level  of  the  doctors  in  the  country  you 
will  serve.  On  the  other  hand,  you  will  be  the 
court  of  last  resort  medically  and  will  have 
to  act  as  consultant  making  decisions  on  se- 
vere medical  and  surgical  problems  without 
any  chance  to  confer  with  anyone  with  more 
experience.  A poorly  trained  doctor  is  apt  to 
make  excuses  for  lack  of  equipment  and  an- 
cillary help  and  will  usually  drift  back  to 


a level  of  medical  performance  lower  than 
that  initially  exhibited.” 

Dr.  Shaw  lives  as  an  example  of  his  own 
advice.  A successful  physician  who  left  a 
big  city  practice  to  teach  his  fellow  man  in  a 
primitive,  distant  country — he  deserves  and 
receives  the  reward  of  the  gratitude  of  his 
patients  and  students. 

78.000  Foreign  Students 
In  U.S.  Last  School  Year 

During  the  academic  year  of  1962-1963, 
nearly  78,000  foreign  citizens,  a greater 
number  than  ever  before,  were  in  the  United 
States  on  educational  assignment  at  colleges 
and  universities. 

This  number  is  an  increase  of  5,700,  or  7 
per  cent  more  than  last  year’s  record  figure. 

Of  the  78,000,  more  than  64,000  were  for- 
eign students,  an  11  per  cent  increase  over 
last  year.  Nearly  6,000  were  teachers,  re- 
searchers, and  other  scholars ; and  more  than 

7.000  were  interns  and  residents  affiliated 
with  U.  S.  hospitals. 

In  the  past  decade,  the  number  of  foreign 
students  coming  to  the  U.S.  has  increased  by 
92  per  cent.  With  the  increase  has  come  a 
change  in  the  composition  of  the  foreign  stu- 
dent population.  In  1952-1953,  Europe,  Latin 
America,  and  the  Far  East  each  sent  23  per 
cent  of  the  foreign  students  in  this  country ; 
Canada  was  represented  by  14  per  cent,  and 
Africa  sent  3 per  cent.  In  1962-1963,  only  12 
per  cent  of  the  students  came  from  Europe, 
and  the  proportion  of  Latin  American  stu- 
dents dropped  to  17  per  cent.  The  proportion 
of  Far  Eastern  students,  however,  rose  to 
37  per  cent,  and  the  percentage  of  African 
students  almost  trebled  to  11  per  cent. 

Of  all  these  students,  41  per  cent  paid  their 
own  way,  and  22  per  cent  studied  engineer- 
ing, the  most  popular  field  for  foreign  stu- 
dents. 

A 1954-1955  survey  revealed  that  more 
than  5,000  foreign  physicians  were  training 
in  the  U.S.  By  1960-1961  there  were  nearly 
twice  that  many,  but  in  the  last  two  years, 
the  number  has  dropped  15  per  cent  per 
year.  In  1962-1963,  the  Far  East  sent  38  per 
cent  of  the  visiting  physicians ; Latin  Amer- 
ica, 19  per  cent;  Near  and  Middle  East,  17 
per  cent;  and  Europe,  15  per  cent. 

These  figures  are  reported  in  Open  Doors 
1963,  a publication  of  the  Institute  of  Inter- 
national Education.  Information  is  based  on 
five  annual  surveys. 
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House  Subcommittee  Ponders  Over  Site 
For  VA  Hospital  in  South  Texas 


A SPECIAL  subcommittee  of  the  Veter- 
ans’ Affairs  Committee  of  the  U.S. 
House  of  Representatives  held  hearings  in 
San  Antonio,  Corpus  Christi,  and  Harlingen 
last  month  to  determine  the  need  for  a new 
Veterans’  Administration  hospital  in  South 
Texas  and  to  procure  information  on  the 
most  desirable  site  for  the  proposed  institu- 
tion. 

Representatives  of  the  Texas  Medical  As- 
sociation met  with  the  subcommittee  to  ex- 
plain the  Association’s  policy  against  the 
construction  of  new  VA  hospitals. 

The  three-man  committee  was  composed 
of  Rep.  Robert  Everett,  Democrat  from  Ten- 
nessee; Henry  Schadeberg,  Republican  from 
Wisconsin;  and  Robert  Ellsworth,  Republi- 
can from  Kansas.  Accompanying  the  group 
were  Texas  Democratic  representatives  Hen- 
ry B.  Gonzalez  of  San  Antonio  and  Joe  Kil- 
gore of  McAllen.  Rep.  John  Young  of  Corpus 
Christi  flew  down  for  the  hearing  in  his 
city. 

Dr.  Milton  V.  Davis,  Dallas,  chairman  of 
the  Association’s  Committee  on  Military  and 
Veterans  Affairs,  spoke  to  the  subcommittee 
in  Harlingen  on  Saturday,  July  27.  Dr.  Davis 
emphasized  four  facts  which  were  brought 
out  when  TMA  delegates  to  Annual  Session 
considered  the  problem. 

First,  said  Dr.  Davis,  as  early  as  1955 
the  Hoover  Commission  studied  the  VA  hos- 
pital system  and  recommended  not  only  that 
no  new  hospitals  be  built  but  that  existing 
authorizations  and  appropriations  be  re- 
scinded. Second,  a replacement  hospital  is 
now  being  constructed  at  Temple,  Tex.  Third, 
there  is  reported  to  be  an  average  of  200 
vacant  beds  in  the  Houston  VA  Hospital  and 
25  vacancies  in  the  Kerrville  VA  Hospital. 
Fourth,  the  service-connected  case  load  is 
regularly  reported  at  one  third  of  the  in- 
patient census  or  less,  and  the  percentage  of 
discharges  which  are  treated  for  service- 
connected  conditions  are  regularly  reported 
at  15  per  cent  or  less. 

Dr.  Davis  also  pointed  out  that  several 
recent  administrators  of  veterans  affairs 
have  agreed  in  their  testimony  before  the 
Committee  on  Veterans’  Affairs  of  the  U.S. 


House  that  any  new  construction  of  hospital 
beds  would  be  for  the  care  of  non-service- 
connected  patients. 

“Our  Association  feels  that  the  primary 
mission  of  the  VA  medical  system  should  be 
the  care  of  the  service-connected,”  said  Dr. 
Davis.  Yet  the  VA  hospital  system  expends 
the  vast  majority  of  its  resources  for  care 
of  non-service-connected  patients. 

“It  is  also  of  concern  to  us  that  most  of 
the  new  VA  hospital  construction  is  being 
planned  for  sites  adjacent  to  medical  schools. 
The  utilization  of  these  facilities  for  research 
and  teaching  constitutes  a clear  program  of 
federal  subsidy  and  control  of  undergradu- 
ate and  postgraduate  medical  education,”  he 
said. 

Dr.  Davis  also  stated  that  a new  VA  hos- 
pital would  deprive  the  citizens  of  the  com- 
munity in  which  it  is  placed  of  adequate  hos- 
pital services. 

The  president  of  the  lay  advisory  board  of 
Mercy  Hospital  at  Brownsville,  D.  R.  Segal, 
suggested  to  the  committee  that  if  a need 
does  exist,  the  VA  should  work  out  a con- 
tract agreement  with  local  hospitals,  since 
this  would  be  the  most  economical  way  of 
handling  the  situation.  He  said  Brownsville 
hospitals  could  take  care  of  700  patients  a 
year  for  an  average  stay  of  10  days  each  at 
a lower  rate  than  federal  cost. 

Dr.  John  Kuppinger  of  Harlingen,  presi- 
dent of  Cameron- Willacy  Counties  Medical 
Society,  said  that  “government  employees 
tend  to  raise  the  economic  level  of  an  area 
and  would  raise  local  hospital  costs.” 

In  San  Antonio,  Dr.  Max  Johnson,  presi- 
dent of  the  Bexar  County  Medical  Society 
and  president-elect  of  the  Texas  Medical  As- 
sociation, said  the  basis  for  medical  society 
opposition  is  that  many  of  its  members  feel 
that  VA  hospitals  should  not  take  care  of  pa- 
tients with  non-service-connected  disabilities. 
Medical  society  members,  however,  support 
adequate  medical  care  for  persons  with  serv- 
ice-connected disabilities. 

If  the  facility  should  be  built  in  San  An- 
tonio, Dr.  Johnson  said  that  the  majority  of 
the  society  members  would  work  with  the 
hospital  to  make  it  a credit  to  San  Antonio. 
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Rep.  Clark  Thompson's 
Stand  Remains  Same 

The  position  of  Rep.  Clark  W.  Thompson 
on  legislation  embracing  medical  care  for 
the  aged  is  exactly  the  same  today  as  it  was 
a year  ago.  This  was  confirmed  by  a news 
release  issued  July  17  by  Thompson,  Demo- 
cratic Congressman  from  Texas’  Ninth  Dis- 
trict. 

Rep.  Thompson  has  been  counted  along 
with  Rep.  Bruce  Alger,  Dallas,  and  two  other 
Democrats  on  the  House  Ways  and  Means 
Committee  who,  with  ten  Republican  com- 
mitteemen, are  opposed  to  Kennedy’s  pro- 
posal to  provide  hospital  benefits  for  the  el- 
derly financed  by  social  security  taxes. 

Commenting  on  recent  speculation  as  to 
the  possibility  that  he  may  have  changed 
his  position  in  regard  to  health  care  for  the 
elderly,  Thompson  referred  to  his  statement 
to  the  press  on  May  24,  1962. 

This  statement  was,  “There  were  some 
recent  news  reports  in  the  paper  concerning 
my  position  on  medical  care  for  aged  legisla- 
tion. It  surprised  me  to  see  this  renewed 
interest  in  my  feelings  about  it,  particularly 
since  they  are  the  same  as  when  I voted  for 
the  present  law  popularly  known  as  the  Kerr- 
Mills  Act.  This  law  was  passed  in  the  last 
Congress  and  Texas  implemented  it  the  first 
part  of  this  year.  Texas  has  now  had  it  in 
operation  about  five  months.  I have  main- 
tained that  it  ought  to  be  given  a fair  trial 
before  we  experiment  with  new  legislation. 
However,  if  the  Kerr-Mills  Law  proves  to 
be  inadequate,  then  we  still  have  the  problem 
which  will  have  to  be  solved.” 

Commenting  on  his  statement  of  more  than 
a year  ago,  Thompson  said,  “My  position  to- 
day is  exactly  the  same.  The  only  difference 
in  the  situation  is  that  the  Kerr-Mills  Act 
has  now  been  in  operation  in  Texas  for  more 
than  a year.  If  the  subject  is  reopened,  I 
trust  that  Texas  will  be  given  an  opportunity 
to  present  a clear  picture  of  the  law  from 
which  the  Ways  and  Means  Committee  and 
the  Congress  can  form  an  opinion  as  to 
whether  further  legislation  is  or  is  not 
needed.” 

The  House  Ways  and  Means  Committee  is 
expected  to  begin  hearings  in  September  on 
the  issue,  health  care  for  the  aged,  including 
the  King- Anderson  bill  (H.R.  3920).  Assum- 
ing that  there  will  be  solid  opposition  from 
the  ten  committee  Republicans,  Kennedy  will 
need  help  from  at  least  two  of  the  four  Dem- 
ocrats who  have  heretofore  stood  with  the 


Republicans  if  he  is  to  see  the  legislation 
voted  out  of  committee.  A showdown  is  ex- 
pected sometime  next  year. 

Texas  physicians  have  been  urged  by  TMA 
President  Dr.  Robert  Mayo  Tenery  to  write 
to  Rep.  Thompson,  emphasizing  that  Texas 
has  an  outstanding  program  for  the  needy 
aged  which  is  working  well  and  pointing  out 
to  him  that  he  is  justified  in  continuing  to 
support  the  Texas  program  and  to  oppose 
King- Anderson  type  legislation. 

Scott  and  White  Announces 
Educational  Afternoon 

“The  Third  Educational  Afternoon”  will 
be  presented  in  Temple  Sept.  7 by  the  Uni- 
versity of  Texas  Postgraduate  School  of  Med- 
icine, Temple  Division. 

The  program  will  begin  at  2 p.m.  in  the 
Civic  Room  of  the  Kyle  Hotel  and  is  spon- 
sored by  Scott  and  White  Memorial  Hospital 
and  Scott,  Sherwood  and  Brindley  Founda- 
tion affiliated  with  Scott  and  White  Clinic. 

Guest  lecturers  are  Dr.  Merlin  K.  DuVal, 
Jr.,  professor  of  surgery,  University  of  Okla- 
homa Medical  School,  Oklahoma  City,  and 
Dr.  Richard  V.  Ebert,  professor  of  medicine, 
University  of  Arkansas  Medical  School,  Lit- 
tle Rock. 

Dr.  DuVal’s  topics  are  “Clinical  Variants 
of  Pancreatitis  and  Selection  of  Therapy” 
and  “The  Gastric  Antrum — A Sacrificial 
Lamb?”.  Dr.  Ebert  will  speak  on  “The  Diag- 
nosis of  Pulmonary  Emphysema”  and  “Long- 
Term  Anticoagulant  Therapy  after  Myocar- 
dial Infarction.” 

An  old-fashioned  outdoor  barbecue  ( Dutch 
treat)  has  been  planned  as  special  entertain- 
ment Saturday  evening  at  7 : 30  at  Salado. 

“The  Third  Educational  Afternoon”  is 
supported  by  an  educational  grant  from 
Merck  Sharp  and  Dohme.  A $5  fee  is  to  be 
charged  only  to  those  registrants  who  desire 
credit  from  the  American  Academy  of  Gen- 
eral Practice. 

For  additional  information,  physicians 
may  write  to  Chairman,  Education  and  Re- 
search Division,  Scott  and  White  Memorial 
Hospital  and  Scott,  Sherwood  and  Brindley 
Foundation,  Temple. 
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Hospital  Formulary  System 
Operation  Outlined 

A five  point  statement  of  operation  for  the 
hospital  formulary  system,  a controversial 
system  whereby  physicians  and  pharmacists 
may  work  through  a pharmacy  and  thera- 
peutics committee  of  the  medical  staff  to 
evaluate  and  select  medications  for  use  in  a 
hospital,  has  been  announced  by  the  four  or- 
ganizations directly  concerned  with  the  sys- 
tem. 

The  American  Medical  Association,  the 
American  Hospital  Association,  the  Ameri- 
can Pharmaceutical  Association,  and  the 
American  Society  of  Hospital  Pharmacists 
developed  the  statement  in  a joint  meeting. 

The  five  points  of  the  statement  should  re- 
solve the  difficulties  encountered  in  the  op- 
eration of  such  a system.  The  statement  pro- 
vides that  the  system  should  be  initiated  and 
operated  in  the  hospital  through  regulations 
made  known  by  its  medical  staff.  It  should 
insure  that  the  physician  maintain  his  re- 
sponsibility and  prerogatives  in  the  exercise 
of  his  professional  judgment.  It  should  pro- 
vide for  final  determination  by  physicians 
and  pharmacists  of  medications  to  be  includ- 
ed in  the  formulary,  and  it  should  authorize 
the  physician  to  prescribe  medications  not 
included  in  the  formulary  if  in  his  judgment 
individual  patients  require  special  treatment. 
It  should  also  permit  the  physician,  at  the 


"Don't  refer  to  him  os  my  sugar  daddy;  he's  a very 
sensitive  diabetic." 


time  of  prescribing  medications,  to  approve 
or  disapprove  the  dispensing  or  the  admin- 
istration of  medications  in  accordance  with 
the  hospital  formulary  system. 


Attorney  General  Puts  Limit 
On  Use  of  M.D.  Degree 

The  Texas  State  Board  of  Medical  Exam- 
iners has  recently  obtained  a ruling  from 
Attorney  General  Waggoner  Carr  regarding 
Texas  practitioners  educated  as  osteopaths 
who  have  received  M.D.  degrees  from  the 
state  of  California  by  simply  filling  out 
forms. 

“The  Texas  State  Board  of  Medical  Exam- 
iners is  not  authorized  or  required  to  issue 
licenses  as  doctors  of  medicine  on  the  basis 
of  the  M.D.  degree  to  practitioners  who  at- 
tended and  received  their  education  at  an 
osteopathic  school,  when  the  M.D.  degree  was 
awarded  to  them  under  the  laws  of  Cali- 
fornia by  merely  making  application  there- 
for,” Carr’s  ruling,  Opinion  No.  C-48,  states. 

A number  of  Texas  practitioners  were 
granted  the  D.O.  degree  by  the  College  of 
Osteopathic  Physicians  and  Surgeons  in  Los 
Angeles.  On  Feb.  15,  1962,  this  institution 
was  changed  to  a medical  school  and  is  now 
known  as  the  California  College  of  Medicine 
and  is  now  recognized  by  the  Council  on  Med- 
ical Education  and  Hospitals  of  the  Ameri- 
can Medical  Association,  the  Association  of 
American  Medical  Colleges,  and  the  Califor- 
nia Board  of  Medical  Examiners. 

The  Texas  practitioners  in  question  were 
able  under  California  law  to  receive  the  de- 
gree of  Doctor  of  Medicine  from  the  College 
between  March  7,  1962,  and  Sept.  30,  1962, 
without  taking  any  further  courses  whatso- 
ever, but  by  simply  making  application  for 
the  degree. 

Later  they  applied  to  the  Texas  State 
Board  of  Medical  Examiners  for  permission 
to  practice  as  doctors  of  medicine. 

In  his  opinion,  Carr  stated  that  even 
though  the  California  College  of  Medicine 
may  be  a reputable  institution  within  the 
meaning  of  the  law  the  fact  remains  that 
these  Texas  practitioners  all  received  their 
education  at  an  osteopathic  school.  Their 
most  recent  degree  was  not  based  on  study 
or  on  attendance  at  a medical  school.  The 
Board  of  Medical  Examiners  is  therefore  not 
authorized  to  license  them  as  doctors  of  medi- 
cine. 
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FDA  Warns  About  Treating  Eyes 
With  Certain  Steroid  Drugs 

Warnings  about  certain  contraindications 
and  side  effects  resulting  from  the  ophthal- 
mic use  of  topical  corticosteroid  preparations 
and  steroid  antimicrobial  combinations  have 
been  issued  to  physicians  by  the  Food  and 
Drug  Administration. 

Contraindications  include  acute  herpes 
simplex,  vaccinia,  varicella,  and  most  other 
viral  diseases  of  the  cornea  and  conjunctiva; 
tuberculosis  of  the  eye ; fungal  diseases  of  the 
eye ; and  acute  purulent  untreated  infections 
of  the  eye  which  may  be  masked  or  enhanced 
by  the  presence  of  the  steroid.  The  FDA 
carefully  pointed  out  that  purulent  conjunc- 
tivitis and  purulent  blepharitis  are  definitely 
not  indications,  but  contraindications  for 
these  drugs. 

Investigation  of  the  drug  by  the  FDA  med- 
ical staff  and  outside  medical  experts  has 
also  revealed  two  important  side  effects.  One, 
extended  use  of  topical  steroid  therapy  may 
cause  increased  intraocular  pressure  in  some 
people;  therefore,  it  is  advised  that  the  in- 
traocular pressure  be  checked  frequently. 
Two,  in  those  diseases  causing  thinning  of 
the  cornea,  perforation  has  occurred  with 
the  use  of  topical  steroids. 

All  manufacturers  of  these  drugs  and  com- 
binations have  been  requested  to  revise  the 
labels  and  advertisements  of  the  preparations 
to  include  warnings  about  the  contraindica- 
tions and  side  effects. 

Nation-Wide  Campaign  Advocated 
To  Wipe  Out  Tuberculosis 

A nation-wide  campaign  to  eradicate  tu- 
berculosis by  seeking  out  the  40,000,000  to 
50,000,000  Americans  who  harbor  the  germs 
that  can  produce  active  cases  of  the  disease 
was  urged  at  a recent  symposium  on  the  fam- 
ily physician  and  tuberculosis. 

Testing  and  re-testing  with  appropriate 
follow-up  procedures  should  be  conducted 
community -by-community  throughout  the  na- 
tion, advised  Dr.  J.  Arthur  Myers  of  the 
University  of  Minnesota  School  of  Public 
Health,  a speaker  at  the  symposium.  The 
cost  of  such  a program  would  be  less  than 
the  present  cost  of  hospitalization  and  treat- 
ment, and  it  would  ultimately  be  the  only 
cost  as  the  disease  is  stamped  out. 

Tuberculosis  costs  the  United  States  $740,- 
000,000  annually  and  kills  about  10,000  per- 
sons a year.  Nearly  55,000  new  active  cases 


of  tuberculosis  were  reported  in  the  U.S.  in 
1962,  and  of  these,  about  43,000  were  ad- 
vanced cases. 

Dr.  Myers  quoted  these  figures  and  em- 
phasized that  “all  of  these  persons  could 
have  had  their  disease  diagnosed  when  the 
only  evidence  of  its  presence  was  the  tu- 
berculin test.” 

Since  children  are  all  born  free  from  tu- 
bercle bacilli,  “whenever  we  allow  an  infant 
or  a young  child  to  become  infected,  the 
eradication  goal  is  no  nearer  than  the  end 
of  their  lives,  an  average  of  70  years,”  said 
Dr.  Myers. 

Another  speaker  at  the  Washington,  D.C., 
symposium,  Dr.  William  Russell  of  Denver, 
urged  physicians  to  give  tuberculin  skin  tests 
to  all  patients  with  illnesses  which  might  al- 
low a tuberculosis  infection  to  escape  from 
the  controls  imposed  by  the  body’s  defenses. 
Such  illnesses  would  include  hormonal  prob- 
lems, especially  diabetes  and  hypothyroid- 
ism ; silicosis ; malignancies  under  chemo- 
therapy ; lymphoma ; and  pulmonary  disease. 

Halothane  Study  Set  Up 
By  National  Academy  of  Sciences 

A two-year,  nation-wide  clinical  study  of 
anesthetic  agents  widely  used  in  the  United 
States  will  be  conducted  by  the  National 
Academy  of  Sciences — National  Research 
Council  in  an  attempt  to  provide  compara- 
tive scientific  data  on  halothane,  considered 
one  of  the  safest,  if  not  the  safest,  anes- 
thetic in  general  use. 

The  project  will  be  supported  by  a $1,650,- 
000  research  contract  from  the  Public 
Health  Service’s  National  Institute  of  Gen- 
eral Medical  Sciences  and  will  be  carried  out 
in  20  hospitals  in  various  parts  of  the  coun- 
try. 

It  is  estimated  that  more  than  half  of  the 
operations  in  this  country  are  performed  un- 
der halothane  and  that  about  10,000,000  pa- 
tients have  received  it  to  date.  Despite  the 
anesthetic’s  record  of  safety,  however,  the 
study  was  called  for  after  several  patients 
who  had  received  halothane  died  of  liver 
damage  earlier  this  year. 

Surgeon  General  Luther  Terry  emphasized 
that  it  was  not  possible  to  determine  whether 
any  of  these  deaths  was  related  to  halothane ; 
the  deaths  may  have  been  caused  by  coinci- 
dental infectious  hepatitis  or  to  other  new 
drugs  which  were  received  by  some  of  the 
patients. 
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Doctors  Must  Defend  Use 
Of  Animals  in  Experiments 

The  antivivisectionists’  recent  moves  in 
Congress  have  a direct  bearing  on  the  aver- 
age practicing  physician  whether  he  realizes 
it  or  not,  according  to  the  Journal  of  the 
American  Medical  Association. 

With  all  of  the  clinical  achievements  de- 
rived directly  from  operative  procedures  on 
vertebrate  animals,  why  should  it  be  neces- 
sary to  defend  such  experimentation?  The 
JAMA  says  it  is  because  the  average  prac- 
ticing doctor  has  not  informed  his  patients 
why  new  and  better  therapeutic  procedures 
are  available  today  and  because  the  medical 
schools  and  research  institutions  often  fail 
to  describe  to  the  public  the  facts  of  research 
— why  and  how  the  experiment  was  done 
and  what  it  accomplished. 

If  these  two  things  could  be  done,  public 
acceptance  of  vertebrate  animal  experimen- 
tation might  be  more  realistic. 

As  the  situation  is  now,  at  least  six  bills 
are  pending  before  Congress  which  would 
restrict  the  use  of  vertebrate  animals  in  re- 
search, in  experiments,  in  testing,  and  in 
training.  The  two  main  objections  to  the  use 
of  animals  in  research  are  the  pain  caused  to 
the  animal  and  the  inadequate  facilities  in 
which  such  experiments  are  carried  out.  The 
legislation  being  considered  has  two  main 
features  to  meet  these  objections. 

First,  adequate  facilities  for  animal  re- 
search would  have  to  maintained  and  in- 
spected, presumably  by  qualified  veterinari- 
ans, before  public  monies  could  be  granted 
for  research.  Second,  experiments  likely  to 
cause  pain  would  be  prohibited. 

Neither  of  these  features  are  reasonable 
or  acceptable  to  researchers.  Although  they 
would  like  to  improve  facilities  to  meet  their 
own  standards  (which  are  even  higher  than 


the  antivivisectionists’),  they  realize  that  the 
construction  cost  of  such  facilities  would  be 
prohibitive  unless  the  agencies  which  make 
grants  for  experiments  would  also  grant  the 
money  to  improve  the  facilities.  The  second 
feature  is  unrealistic  not  only  because  it 
would  drastically  restrict  experimentation, 
but  because  it  would  also  deny  human  pa- 
tients the  benefits  of  pain-relieving  drugs 
which  can  be  tested  only  by  creating  painful 
situations  and  then  demonstrating  the  drug’s 
powers  of  relief. 

The  JAMA  article  mentioned  specific  med- 
ical advances  which  have  resulted  directly 
from  animal  experimentation : the  discovery 
of  insulin,  blood  replacement  in  treatment  of 
shock,  identification  of  the  functions  of  en- 
docrine glands,  toleration  of  the  human  body 
for  subtotal  surgical  resections  in  treatment 
of  cancer,  ulcer  treatment  by  dividing  the 
vagus  nerves,  open  heart  surgery,  localiza- 
tion of  cerebral  function,  and  organ  trans- 
plantation. 


New  3-in-l  Polio  Vaccine 
Released  for  Public  Use 

With  the  release  of  Lederle’s  new  three-in- 
one  Sabin  oral  vaccine,  medicine  took  another 
step  forward  in  its  drive  to  eliminate  polio 
as  a health  hazard. 

Licensed  by  the  National  Institutes  of 
Health  in  June,  the  vaccine  is  given  in  two 
doses  eight  weeks  apart.  The  trivalent  vac- 
cine provides  simultaneous  active  immunity 
against  all  three  types  of  polio,  since  it  is  a 
balanced  combination  of  the  three  mono- 
valent vaccines. 

The  amount  of  each  strain  included  in  the 
trivalent  vaccine  is  based  on  the  character- 
istics of  the  virus  strains  and  on  their  com- 
bined action.  Lederle’s  vaccine  has  been 
found  to  induce  antibodies  in  at  least  90  per 
cent  of  those  who  completed  the  two-dose 
schedule. 

As  Dr.  Luther  Terry,  surgeon  general, 
pointed  out : “The  main  advantage  of  a tri- 
valent live  poliovirus  vaccine  is  that  there  is 
no  need  to  keep  track  of  the  separate  types 
of  vaccines  administered — a potentially  con- 
fusing situation  for  health  authorities  and 
those  vaccinated  alike.  Moreover,  in  a com- 
munity where  the  population  already  pos- 
sesses some  degree  of  immunity,  even  a sin- 
gle dose  of  the  trivalent  vaccine  would  con- 
fer some  immunity  to  all  types  of  polio.” 
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Book  Notes 

Books  reviewed  in  this  column  ore  available  from  TMA  Me- 
morial Library. 

Constructive  Surgery  of  the  Hip.  Otto  E.  Aufranc, 

M.D.  212  pp.  St.  Louis,  C.  V.  Mosby  Co.,  1962.  $27. 

A PIONEER  in  restorative  hip  surgery  shares 
in  this  book  the  wisdom  he  lias  gained  from 
a remarkable  personal  experience  in  this  field 
over  a period  of  many  years. 

Rather  than  approach  the  subject  from 
the  standpoint  of  indications  for  and  details 
of  various  surgical  procedures,  he  employs 
a method  of  analysis  and  management  of  the 
entire  hip  problem. 

The  first  chapter  is  allocated  to  developing 
rapport  with  the  patient,  evaluating  the  hip 
problem,  determining  the  expectations  from 
surgery,  predicting  the  duration  of  and  guid- 
ing the  patient  through  the  healing  period, 
and  projecting  the  convalescent  course.  The 
second  chapter  is  more  specific  with  regard 
to  the  indications  for  surgical  intervention 
and  the  usage  of  the  replacement  prostheses 
and  mold  arthroplasty.  The  importance  of 
attention  to  mechanical  details  of  surgery 
and  an  understanding  of  the  physiology  of 
repair  and  function  are  stressed. 

The  next  three  chapters  are  devoted  to 
surgical  anatomy,  techniques,  and  approach- 
es. It  repeatedly  is  emphasized  that  a detailed 
knowledge  of  surgical  and  functional  anat- 
omy of  the  hip  is  a prerequisite  for  success- 
ful reconstructive  surgery.  Detailed  points 
on  surgical  technique  are  presented — points 
to  make  the  technical  job  easier  on  the  sur- 
geon and  the  end  result  better.  Various  sur- 
gical approaches  to  the  hip  are  mentioned 
with  discussion  of  their  indications,  danger 
points,  and  versatility. 

It  is  stressed  in  Chapter  Six  that  the  sur- 
geon’s responsibility  does  not  end  with  clos- 
ure of  the  skin.  Of  equal  importance  in  the 
operative  procedure  is  close  supervision  of 
a rigid  program  of  postoperative  care.  The 
difference  between  ultimate  success  or  fail- 
ure lies  in  an  awareness  of  the  import  of 
this  phase  of  treatment. 

Infections  about  the  hip  are  distressing 
regardless  of  origin.  Chapter  Seven  restates 
the  principles  of  treating  these  disasters,  in- 
cluding a discussion  of  “adequate  surgery.” 

A final  chapter  gives  pictorial  illustrations 
of  a variety  of  hip  disorders  amenable  to 
constructive  hip  surgery. 

In  the  course  of  performing  arthroplastic 
hip  surgery  on  more  than  3,000  patients  and 


following  these  individuals  during  a 24-year 
period,  Dr.  Aufranc  has  accumulated  a rare 
knowledge  of  the  pitfalls  and  principles  in- 
volved. 

— Philip  M.  Overton,  M.D.,  Austin. 

Your  Weight  and  How  To  Control  It.  Edited  by  Mor- 
ris Fishbein,  M.D.  194  pp.  Garden  City,  N.  Y., 

Doubleday  & Company,  Inc.,  1963.  $3.95. 

This  book  is  carefully  edited  and  clearly 
written.  It  contains  a variety  of  diets  and  a 
useful  table  of  food  values  and  calories, 
which  along  with  the  other  valuable  informa- 
tion, will  enable  anyone  free  of  disease  to 
control  his  weight. 

Endocrine  and  Metabolic  Aspects  of  Gynecology.  By 

Joseph  Rogers,  M.D.  175  pp.  Philadelphia,  W.  B. 

Saunders  Co.,  1963.  $8. 

The  author  acknowledges  that  tremendous 
strides  have  been  made  in  the  field  of  gyne- 
cologic endocrinology.  A brief  and  concise 
review  of  the  gynecologic  hormones  and 
ovarian  cycle  is  presented.  One  chapter  is 
devoted  entirely  to  chromosomal  aberrations 
and  gonadal  defects  with  discussion  of  Tur- 
ner’s syndrome,  Klinefelter’s  Syndrome,  mo- 
saicism, translocation,  and  deletions  of 
chromosomes.  An  excellent  bibliography  is 
presented. 

A discussion  of  amenorrhea  and  its  causes 
is  presented  considering  the  uterine,  ovarian, 
adrenal,  pituitary,  and  hypothalamic  etiol- 
ogy. Abnormal  uterine  bleeding  with  special 
reference  to  that  caused  by  hormonal  aber- 
rations is  well  presented  as  to  cause,  diag- 
nosis, and  management.  The  relation  of  men- 
struation to  systemic  diseases  such  as  hypo- 
thyroidism, hyperthyroidism,  diabetes,  liver 
disease,  and  blood  dyscrasias  is  presented  as 
well  as  the  subjects  of  menstruation  and  epi- 
lepsy, menstruation  and  migraine,  and  men- 
struation and  skin  disorders. 

Dysmenorrhea  and  premenstrual  tension 
are  then  discussed,  but  nothing  new  is  pre- 
sented. Adolescence  and  the  menopause  are 
considered.  Menopausal  management  is  pre- 
sented lucidly  with  the  recommendation  that 
few  women  require  estrogens.  The  problem 
of  estrogen  deficiency  and  atherosclerosis 
and  osteoporosis  is  discussed,  as  is  post- 
menopausal estrogen  administration  and  car- 
cinoma. Pros  and  cons  of  estrogen  adminis- 
tration are  discussed  with  no  definite  con- 
clusions being  reached  other  than  that  some 
menopausal  and  postmenopausal  women  will 
require  the  use  of  estrogens. 
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The  chapter  devoted  to  induction  and  con- 
trol of  ovulation  is  excellent.  It  reviews  the 
means  of  inducing  ovulation  from  the  use 
of  pregnant  mare’s  serum  to  animal  gonado- 
tropins, to  human  chorionic  gonadotropins 
and  human  gonadotropin  pituitary  extracts, 
to  use  of  MER-25  and  MRL/41. 

The  chapter  on  infertility  is  too  brief  to 
be  of  use  to  the  accomplished  gynecologist 
but  does  present  a good  review  of  the  causes 
and  the  newer  concepts  of  immunology  and 
infertility.  A final,  brief  chapter  is  devoted 
to  premarital  examinations  and  marriage 
counseling. 

As  the  author  states,  there  are  other  texts 
and  articles  which  deal  with  the  subject 
more  completely  and  thoroughly,  but  for  the 
student  and  busy  practitioner,  this  book  pre- 
sents the  entire  field  succinctly  and  in  enough 
detail  to  give  the  reader  a good  grasp  of  the 
field  of  gynecologic  endocrinology.  It  is  a 
good  basis  of  study  for  the  beginning  resi- 
dent in  obstetrics  and  gynecology  or  internal 
medicine.  Enough  praise  cannot  be  given  to 
the  excellent  bibliography  at  the  end  of  each 
chapter. 

— H.  Ross  Garza,  M.D.,  Corpus  Christi. 


Protein  Metabolism:  Influence  of  Growth  Hormone, 
Anabolic  Steroids,  and  Nutrition  in  Health  and 
Disease.  Ciba  Symposium.  Edited  by  F.  Gross 
Basle.  521  pp.  Gottingen,  Heidelberg,  Springer- 
Verlag  OHG  Berlin,  1962. 

The  Symposium  on  “Protein  Metabolism: 
Influence  of  Growth  Hormone,  Anabolic 
Steroids,  and  Nutrition  in  Health  and  Dis- 
ease” is  the  fourth  in  the  series  of  Interna- 
tional Symposia  sponsored  by  CIBA  Lim- 
ited, Basle.  As  in  the  case  of  the  previous 
conferences,  it  was  planned  and  organized 
with  the  help  of  experts  in  the  field  con- 
cerned. Special  thanks  are  due  to  Prof.  A. 
Querido,  Chairman  of  the  Symposium,  and 
Dr.  A.  A.  H.  Kassenaar  who,  once  the  idea 
of  the  Symposium  had  been  conceived  in  the 
course  of  joint  discussions,  embarked  upon 
the  project  with  enthusiasm  and  inspiration. 


Cardiovascular  Sound  in  Health  and  Disease.  By 
V.  A.  McKusick,  M.D.  570  pp.  Baltimore,  The 
Williams  & Wilkins  Co.,  1958.  $13.50. 

Cardiovascular  sound  and  cardiac  ausculta- 
tion are  at  the  hub  of  clinical  cardiology  and 
cardiovascular  physiology.  The  findings  of 
so  many  other  diagnostic  methods  have  per- 


tinence in  connection  with  cardiovascular 
sound  and  vice  versa,  and  in  so  few  cardio- 
logic conditions  is  cardiovascular  sound  of 
no  significance,  that  an  exhaustive  treatise 
on  cardiovascular  sound  approaches  being  a 
textbook  of  cardiology. 

According  to  Samuel  A.  Levine,  who  is 
cited  in  the  book,  auscultation  usefulness 
is  of  three  types:  (1)  to  exclude  certain 
diagnoses,  (2)  to  establish  certain  diagnoses, 
and  (3)  to  provide  clues  to  diagnostic  possi- 
bilities requiring  exploration. 


Transplantation.  Ciba  Foundation  Symposium.  Edit- 
ed by  G.  E.  W.  Wolstenholme  and  Margaret  P. 
Cameron.  426  pp.  Boston,  Mass.,  Little,  Brown  and 
Co.,  1962.  $12. 

T he  PAST  TEN  YEARS  have  seen  rapid  ad- 
vances in  the  solution  of  transplantation 
problems.  The  30  contributors  attending  this 
symposuim  have  reviewed  these  recent  ad- 
vances and  have  speculated  on  their  impli- 
cations. Among  the  findings,  two  new  con- 
cepts emerge : one,  the  crucial  importance  of 
the  thymus  in  the  development  of  immuno- 
logic reactivity ; the  other,  the  possibility  that 
new-born  mice  can  be  sensitized,  an  idea 
leading  to  many  reflections  on  the  relation- 
ship between  tolerance  and  paralysis. 

Athletic  Injuries.  By  Lynn  O.  Litton,  M.D.,  and  Leon- 
ard F.  Peltier,  M.D.  222  pp.  Boston,  Little,  Brown 
and  Co.,  1963.  $7.50. 

Physicians,  coaches,  trainers — everyone 
concerned  with  the  physical  well-being  of 
athletes — will  find  specific,  detailed  instruc- 
tions in  this  book.  Presented  are  methods  of 
providing  emergency  treatment  for  injuries, 
of  evaluating  their  seriousness  and  gauging 
the  length  of  recovery  and  time  lost  from 
competition,  of  determining  when  convales- 
cence is  completed  and  when  the  athlete  can 
safely  return  to  play,  and  of  preventing  in- 
juries by  understanding  how  they  occur  and 
what  measures  can  be  taken  to  protect  the 
athlete. 


New  Films  in  TMA  Library 

Stroke — Early  Restorative  Measures  in  Your  Hos- 
pital. Sound,  color,  20  minutes,  professional.  1963. 

T HIS  FILM  illustrates  simple  and  effective 
methods  and  devices  used  in  rehabilitation 
of  stroke  patients.  The  content  of  the  film 
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emphasizes  early  management  and  proced- 
ures in  the  rehabilitation  of  the  stroke  pa- 
tient. Such  should  be  instituted  immediately 
upon  admission  to  the  general  hospital.  Em- 
ployment of  the  film’s  method  to  prevent  de- 
formities, forestall  psychological  invalidism, 
and  rescue  stroke  victims  from  unwarranted 
exile  in  institutions,  can  mean  returning  pa- 
tients from  limbo  to  life. 


Case  History.  Sound,  color,  15  minutes,  lay,  1963. 

W^hy  an  integral  understanding  of  the 
“whole  man’’  is  important  to  dependable 
medical  diagnosis  is  dramatized  in  this  high- 
ly informative  film.  Walter  Mason,  37,  mar- 
ried and  with  three  children,  visits  his  in- 
ternist and  through  Mason’s  personal  story, 
a case  study  of  the  specialists  in  internal 
medicine  themselves  is  evolved.  The  years  of 
medical  school,  intern  and  resident  training, 
as  well  as  laboratory  research  programs  are 
fully  described. 
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1962,  Chicago,  American  Medical  Association,  1962. 
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Association,  1963. 
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Ausubel,  D.  P.:  Psychology  of  Meaningful  Verbal 
Learning,  New  York  City,  Grune  & Stratton,  1963. 

Badgley,  C.  E.:  Collected  Works  of  Carl  E.  Badg- 
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Bibliography,  New  York  City,  Hoeber  Medical  Divi- 
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Bauer,  W.  W.:  Moving  into  Manhood,  Garden 
City,  N.Y.,  Doubleday  and  Co.,  Inc.,  1963. 

Beard,  H.  H.:  New  Approach  to  Conquest  of  Can- 
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Pageant  Press  Inc.,  1962. 

Bergler,  E.:  Curable  and  Incurable  Neurotics, 
New  York,  Liveright  Publishing  Corp.,  1961. 
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Wang,  1956. 
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Philosophical  Library,  1959. 
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Philadelphia,  J.  B.  Lippincott  Co.,  1963. 

Bland,  J.  H.:  Clinical  Metabolism  of  Body  Water 
and  Electrolytes,  Philadelphia,  W.  B.  Saunders  Co., 
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Blumberg,  J.  E.:  Nursing  Care  of  Long-Term  Pa- 
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Bockoven,  S.  J.:  Moral  Treatment  in  American 
Psychiatry,  New  York,  Springer  Publishing  Co., 
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Brewer,  John  I.:  Textbook  of  Gynecology,  3rd  ed., 
Baltimore,  Williams  and  Wilkins  Co.,  1961. 

Burgemeister,  B.  B.:  Psychological  Techniques  in 
Neurological  Diagnosis,  New  York,  Harper  and  Row 
Publishers,  1962. 

Ciba  Foundation  Study  Group  No.  14,  Intestinal 
Biopsy,  Boston,  Little,  Brown  and  Co.,  1963. 

Ciba  Foundation  Symposium,  Bilharziasis,  Boston, 
Little,  Brown  and  Co.,  1962. 

Cocteau,  J.:  Insania  Pingens,  Switzerland,  Ciba 
Ltd.,  1961. 

Comroe,  J.  H.:  The  Lung,  2nd  ed.,  Chicago,  Year 
Book  Medical  Publishers,  Inc.,  1962. 

Cusumano,  C.  L.:  Malpractice  Law  Dissected  for 
Quick  Grasping,  1st  ed.,  New  York,  Medical-Law 
Press,  Inc.,  1962. 

Fishbein,  M.:  Birth  Defects,  Philadelphia,  J.  B. 
Lippincott  Co.,  1963. 

Flatt,  A.  E.:  Care  of  Minor  Hand  Injuries,  2nd  ed., 
St.  Louis,  C.  V.  Mosby  Co.,  1963. 

Frank,  J.  D.:  Persuasion  and  Healing,  Baltimore, 
Johns  Hopkins  Press,  1961. 

Gardner,  E.  D.:  Anatomy,  2nd  ed.,  Philadelphia, 
W.  B.  Saunders  Co.,  1963. 

Griffith,  H.  R. : The  Boundless  Realm  of  Anaes- 
thesiology, Montreal,  Canada,  E.  R.  Squibb  & Son, 
1963. 

Harvey  Society:  The  Harvey  Lectures,  Series  57, 
New  York,  Academic  Press  Inc.,  1962. 

Heath,  R.  G. : Serological  Fractions  in  Schizo- 
phrenia, New  York  City,  Hoeber  Medical  Division, 
1963. 

Hershey,  F.  B.:  Atlas  of  Vascular  Surgery,  St. 
Louis,  C.  V.  Mosby  Co.,  1963. 

Hughes,  R.  R. : An  Introduction  to  Clinical  Elec- 
troencephalography, Bristol,  England,  John  Wright 
and  Sons,  Ltd.,  1961. 

Kadis,  A.  L. : A Practicum  of  Group  Psychother- 
apy, New  York,  Hoeber  Medical  Division,  Harper 
and  Bros.  Publishers,  1963. 

Kiloh,  L.  G.:  Clinical  Electroencephalography, 
London,  England,  Butterworth,  Inc.,  1961. 
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Kiselev,  R.  N. : Problems  of  Radiobiology,  vol.  2-3, 
Jerusalem,  Sivan  Press,  1962. 
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University  Press,  1959. 
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tions, rev.  ed.,  New  York  City,  Dover  Publications, 
Inc.,  1962. 

Lynch,  M.  J.:  Medicine  and  State,  Spring-field, 
Charles  C Thomas,  1963. 
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Recent  Deaths 


DR.  H.  A.  MILLER 

Dr.  Harry  Arthur  Miller,  retired  general 
practitioner,  died  April  19  at  the  age  of  77 
in  Brownsville.  He  had  retired  there  about 
seven  months  before  his  death.  He  had  prac- 
ticed in  Refugio  for  a period  of  13  years. 

He  was  born  Oct.  24,  1885,  at  Le  Mars, 
Iowa.  He  was  a graduate  of  Dixon  College, 
Dixon,  111.,  and  of  the  University  of  Minne- 
sota Medical  School  in  1919.  Prior  to  attend- 
ing medical  school  he  taught  science  in  Mar- 
vin College,  Fredericktown,  Mo.,  and  was 
dean  of  Scarett-Morrisville  College  at  Mor- 
risville,  Mo. 

Before  coming  to  Texas,  he  practiced  at 
Waseca  and  Fairmont,  Minn.,  and  Monroe, 
Ga. 

Dr.  Miller  was  a 32nd  degree  Mason,  a 
member  of  the  Shrine,  and  the  First  Meth- 
odist Church  of  Brownsville. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
Southern  Medical  Association,  and  the  San 
Patricio-Aransas  Counties  Medical  Society. 

Survivors  include  his  wife,  Olga  C.  Miller 
of  Brownsville;  one  daughter,  Mrs.  Ernsta 
Olson  of  St.  Paul,  Minn. ; two  sons,  Dr. 
Harry  Arthur  Miller,  Jr.,  and  Dr.  John  B. 
Miller,  both  of  Brownsville;  11  grandchil- 
dren and  one  great-grandchild. 


DR.  H.  A.  MILLER 


DR.  D.  B.  GREGG 

Dr.  Dick  Bolling  Gregg,  many  years  a 
physician  in  Round  Rock,  died  May  18,  1963. 

He  was  born  June  21,  1894,  in  Manor, 
Tex.,  the  son  of  Dr.  Richard  and  Mary 
(Townes)  Gregg.  He  attended  Manor  schools, 
Allen  Academy  at  Bryan,  and  the  University 
of  Texas.  He  was  graduated  from  the  Uni- 
versity of  Texas  Medical  Branch  in  1920. 
He  interned  at  Robert  B.  Green  Hospital  in 
San  Antonio. 

During  World  War  I he  was  a private  in 
the  Army  medical  corps. 

He  was  a member  of  the  Texas  Medical 
Association  through  the  Williamson  County 
Medical  Society,  of  which  he  was  a past  pres- 
ident. He  belonged  to  the  Lutheran  Church 
and  the  Masonic  Lodge. 

He  married  Zelma  Preslar  of  Florence  on 
May  14,  1926,  and  the  couple  have  one  daugh- 
ter, Susan. 

In  June,  1953,  he  was  honored  by  the  bus- 
inessmen of  Round  Rock  who  gave  him  a 
dinner  in  recognition  of  his  service  to  the 
community. 

In  addition  to  his  wife  and  daughter,  Dr. 
Gregg  is  survived  by  his  sister,  Miss  Cousins 
Gregg;  a nephew,  Dr.  Banner  Gregg;  and  a 
niece,  Miss  Lillian  Gregg;  all  of  Austin. 


DR.  D.  B.  GREGG 
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DR.  F.  H.  TUCKER 

Dr.  Francis  Henry  Tucker,  69,  of  Nacog- 
doches was  killed  in  a car  accident  on  May 
31.  He  had  been  an  East  Texas  pediatrician 
since  1926. 

Born  March  20,  1894,  in  San  Augustine, 
Dr.  Tucker  was  the  son  of  Dr.  Felix  R.  and 
Mollie  (Sublett)  Tucker. 

He  was  graduated  from  the  Nacogdoches 
High  School  in  1911  and  attended  Southwest- 
ern University  for  five  years.  He  entered 
the  University  of  Pennsylvania  Medical 
School  in  Philadelphia,  Pa.,  in  1916  and  was 
graduated  in  1920.  He  interned  for  two  years 
at  St.  Christopher’s  Hospital  in  Philadelphia 
and  for  three  years  was  at  Philadelphia  Hos- 


pital for  Contagious  Diseases. 

In  1926  he  came  back  to  Nacogdoches  to 
enter  practice  with  his  father,  a general 
practitioner. 

Dr.  Tucker  had  been  a member  of  the 
board  of  directors  for  City  Memorial  Hos- 
pital for  many  years.  He  was  a member  of 
the  Nacogdoches  County  Medical  Society,  the 
Texas  Medical  Association,  and  the  American 
Medical  Association. 

He  was  married  to  Elizabeth  Pickel  on 
June  10,  1926,  and  she  survives  him.  Other 
survivors  are  one  daughter,  Mrs.  Mary  Alice 
Denman ; one  grandson,  Henry  Tucker  Den- 
man ; one  sister,  Mrs.  Dora  Ballard  of  Dal- 
las; and  two  brothers,  Dr.  Stephen  B.  Tucker 
and  Hal  B.  Tucker,  both  of  Nacogdoches. 


Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Portland,  Ore., 
Dec.  1-4,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago 
10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Houston,  Annual  Session,  April  23- 
26,  1964  ; Austin,  Public  Relations  Conference,  Sept.  28,  1963  ; 
Austin,  Conference  for  County  Medical  Society  Officials,  Jan. 
18,  1964.  C.  L.  Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


AUGUST 

American  Congress  of  Physical  Medicine  and  Rehabilitation, 
Dallas,  Aug.  25-30,  1963.  Dr.  Glenn  Gullickson,  30  N.  Michi- 
gan, Chicago  2,  Exec.  Dir. 

American  Hospital  Association,  New  York,  Aug.  26-29,  1963. 
Dr.  Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11, 
Sec. 

SEPTEMBER 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randal],  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29- 
Oct.  5,  1963.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

Intel-national  College  of  Surgeons,  North  American  Federation, 
Chicago,  Sept.  9-12,  1964.  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Texas  Heart  Association,  San  Antonio,  Sept.  13-15,  1963.  Mr. 

E.  T.  Guy,  2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Mrs. 

Pauline  K.  Matthis,  2406  Manor  Road,  Austin,  Exec.  Dir. 
Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30- 
Dec.  5,  1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 
American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New 
York  City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.,  Sec. 


American  Academy  of  Pediatrics,  Chicago,  Oct.  5-10,  1963.  Dr. 

E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 
American  Association  of  Plastic  Surgeons,  Washington,  D.C., 
Oct.  13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada, 
April  27-29,  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Association  of  Genitourinary  Surgeons.  Dr.  H.  M. 

Spence,  2020  E.  93rd  St.,  Cleveland,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963.  Mr. 

G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  Feb.  29- 
March  6,  1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder, 
Colo.,  Treas. 

American  College  of  Chest  Physicians,  Portland,  Ore.,  Nov.  30- 
Dec.  1,  1963.  Mr.  M.  Komfeld,  112  E.  Chestnut,  Chicago  11, 
Exec.  Dir. 

American  College  of  Gastroenterology,  Washington,  D.C.,  Oct. 
20-23,  1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists,  Miami 
Beach,  Fla.,  May  17-22,  1964.  Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 

Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 
American  College  of  Surgeons,  Clinical  Conference,  San  Fran- 
cisco, Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  40  East  Erie, 
Chicago,  Sec. 

American  Dermatological  Association,  Hawaii,  June  27- July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society.  Dr.  C.  J.  Lund,  260  Crittenden 
Blvd.,  Rochester  20,  N.  Y. 

American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Medical  Women’s  Association,  San  Antonio,  Nov.  11- 
16,  1963.  Dr.  Jessie  Brodie,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Neurological  Association,  Atlantic  City,  June  15-17, 
1964.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
American  Proctologic  Society,  Philadelphia,  May  10-14,  1964.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo., 
Nov.  11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec. 
Sec. 
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American  Surgical  Association,  Hot  Springs,  Va.,  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Denver, 
Oct.  10-12,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chi- 
cago 1,  Exec.  Dir. 

Medical  Society  of  United  States  & Mexico,  Guadalajara,  Nov. 
20-22,  1963.  Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix, 
Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22, 
1963.  Mr.  M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln,  Neb.,  Sec. 
South  Central  Association  of  Blood  Banks,  Oklahoma  City, 
March  27-28,  1964.  L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963. 

Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 
Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963. 

Dr.  Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 
Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 
Southwest  Allergy  Forum,  Denver,  Oct.  10-12,  1963.  Dr.  Boen 
Swinny,  2-G  Medical  Professional  Building,  San  Antonio  6, 
Sec. 

Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 
Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwest  Regional  Cancer  Conference,  Oct.  6,  1963.  Tony  W. 

Halbert,  905  5th  Ave.,  Fort  Worth,  Sec. 

Southwestern  Surgical  Congress,  San  Antonio,  April  26-29,  1964. 
Dr.  R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26, 
1963.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
Texas  Academy  of  Internal  Medicine.  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Air-Medics  Association,  Houston,  April  23-26,  1964.  Dr. 

C.  F.  Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Houston,  April 

23,  1964.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 
Texas  Association  for  Mental  Health,  Dallas,  Oct.,  1963.  Mr. 

F.  L.  Clements,  2410  San  Antonio,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Corpus 
Christi,  Feb.  29,  1964.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Fort 
Worth,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Houston,  May 

24,  1964.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  See. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Rod- 
ger G.  Smyth,  331  W.  Nueva  St.,  San  Antonio,  Sec. 

Texas  Dermatological  Society,  Amarillo.  Dr.  M.  A.  Forbes,  607 
W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Houston,  April  26,  1964.  Dr.  John 
W.  Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  Houston,  Nov.  14-15, 
1963.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Industrial  Medical  Association,  Houston,  April  23,  1964. 

Dr.  R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 
Texas  Neuropsychiatric  Association,  Houston,  April  26,  1964. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmologies!  Association,  Houston,  April  23-26,  1964. 
Dr.  Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Houston  April  23-26,  1964.  Dr. 

Margaret  Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Houston.  April  23-26,  1964. 

Dr.  J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Houston, 
April  23-26,  1964.  Dr.  D.  Hoehn,  Doctor’s  Bldg.,  Fort  Worth, 
Sec. 

Texas  Proctologic  Society,  Houston,  April  23,  1964.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 

Murphy,  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Preston,  3700  Worth,  Dal- 
las 10,  Sec. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 
Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 


Texas  Society  of  Anesthesiologists,  Houston,  April  26,  1964.  Dr. 

L.  Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Houston.  Dr.  L. 

Levy,  918  Eighth  Ave.,  Fort  Worth,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Mrs.  Edith 
DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas.  Jan.  25-26,  1964.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Houston,  April  23,  1964.  Dr. 

W.  C.  Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 
Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin, 

Oct.  21-22,  1963.  Mrs.  Maria  P.  Hathaway,  1012  State  Office 
Bldg.,  Austin,  Exec.  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  5-7, 
1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Surgical  Society,  Fort  Worth,  Oct.  6-8,  1963.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society.  Dr.  J.  C.  Long,  805  W.  8th, 
Plainview,  Sec. 

Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Monter- 
rey, Mexico,  March  2-6,  1964.  Dr.  U.  Blanco.  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland. 
Councilor. 

Fifth  and  Sixth  Districts  Society.  Dr.  S.  H.  Ware,  Jr.,  3154 
Reid  Drive,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society.  Weldon  G.  Kolb,  421  S.  Oak,  La  Marque, 
Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beau- 
mont, Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale, 
Jacksonville,  Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite 
N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  S.  E.  Cock- 
rell, Jr.,  202  W.  French  Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
2-4,  1964.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr. 
F.  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston.  July 
16-18,  1964.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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VOLUME  59 


Texas  65  Plan 

During  the  month  of  October,  1963,  another  mile- 
stone in  additional  prepaid  medical  care  through 
voluntary  means  will  become  a reality  in  Texas.  By 
means  of  legislation  which  was  introduced  by  the 
Texas  Life  Convention  and  supported  by  TMA,  the 
Texas  65  Plan  has  been  established. 

Under  the  Plan,  the  companies  licensed  to  sell 
health  insurance  in  Texas  have  been  allowed  to  pool 
their  resources  and  jointly  underwrite  health  insur- 
ance at  minimum  cost  to  residents  of  Texas  who  are 
over  65  years  of  age.  The  first  enrollment  period 
for  this  Plan  will  be  the  entire  month  of  October, 
1963.  Any  insurance  agent  who  is  licensed  to  sell 
health  insurance  in  Texas  will  have  the  Plan  avail- 
able. People  will  be  encouraged  to  purchase  the 
Texas  65  Plan  from  their  own  insurance  agent. 

Mr.  Charles  M.  Barry,  recently  of  Columbus, 
Ohio,  a career  life  and  health  insurance  man,  has 
been  named  administrator;  offices  for  the  associa- 
tion are  on  the  ninth  floor  of  the  Southland  Center 
in  Dallas. 

Under  the  Texas  65  Plan,  both  basic  coverage 
and  major  medical  protection  will  be  available.  No 
medical  examination  is  required.  Previous  conditions 
are  covered  after  reasonable  waiting  periods.  Bene- 
fits payable  under  both  coverages  are  good.  Exclu- 
sions have  been  kept  at  a minimum. 

Enabling  legislation,  passed  without  opposition 
by  the  58th  Legislature  and  signed  into  law  by  Gov- 
ernor John  Connally  on  May  14,  became  effective 
on  Aug.  23,  1963.  The  Texas  65  Plan  further  sup- 
plements the  already  existing  voluntary  coverages 
for  our  elder  citizens.  It  is  another  effective  mech- 
anism for  combating  proposed  social  welfare  plans 
of  compulsory  prepaid  health  care  through  social 
security. 

The  physicians  of  Texas  have  a responsibility 
in  promoting  the  Texas  65  Plan,  in  seeing  that  it 
is  utilized  in  the  proper  manner,  and  that  its  bene- 
fits are  not  abused.  Only  in  this  manner  can  its  suc- 
cess be  assured. 


— A.  Rex  Kirkley,  M.D.,  Temple. 
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Our  Friends  (?) 

The  Detail  Men 

Since  the  spectacle  of  the  Kefauver  in- 
vestigation of  the  pharmaceutical  industry, 
most  physicians  seem  sympathetic  toward 
drug  manufacturers  and  increasingly  toler- 
ant of  their  detail  men.  Busy  physicians  in- 
terrupt their  schedules  to  hear  “professional 
representatives”  of  these  companies  repeat 
the  minute  (and  sometimes  questionable) 
reasons  for  the  superiority  of  their  com- 
pany’s specialties.  Often  we  get  to  know 
these  men  well  enough  to  have  no  hesitancy 
in  frankly  telling  them  that  we  can  allot 
them  only  three  minutes  today  because  pa- 
tients are  waiting.  In  such  instances,  we  usu- 
ally get  cooperation ; otherwise,  there  is  a 
tendency  to  go  on  and  on  parading  the  vari- 
ous specialties  of  the  pharmaceutical  house. 
It  is  to  be  noted  that  some  representatives  of 
older  and  larger  pharmaceutical  houses  are 
considerate  enough  to  try  to  finish  their 
speeches  as  quickly  as  possible. 

However,  there  has  been  an  upsurge  of 
small,  new,  untried  companies  who  are  taking 
advantage  of  the  physician’s  sympathetic 
feeling  toward  the  pharmaceutical  industry 
to  come  in  and  take  valuable  time  parading 
the  virtues  of  “shotgun”  formulas  that  we 
found  futile  40  years  ago.  So-called  anti- 
flatulent  tablets  are  now  being  offered  with 
assurance  of  sure-fire  success.  Capsules  are 
offered  to  prevent  the  aged  from  aging ; and 
believe  it  or  not,  a capsule  is  offered  to  re- 
store the  hearing  of  those  who  suffer  from 
“nerve  deafness.” 

“0  temporal  0 mores!”  Surely  our  times 
and  customs  have  not  changed  to  the  extent 
that  we  must  accept  such  blatant  untruths. 
When  claims  are  made  that  are  at  variance 
with  true  science,  we  should  have  the  courage 
and  honesty  to  challenge  them.  If  we  doubt 
our  scientific  ability  to  challenge,  we  can 
appeal  to  the  AMA,  the  TMA,  and  as  a last 
resort,  the  FDA.  A quick  glance  at  many  of 
these  “new”  formulas  informs  those  of  us 
who  started  studying  medicine  in  the  ’20’s 
that  there  is  rarely  one  new  ingredient  in 
them.  My  point  is  simply  this — these  men 
are  not  qualified  to  tell  us  anything  that  we 
cannot  learn  from  our  available  sources. 

Where  do  we  draw  the  line?  Recognizing 
that  we  are  exponents  of  free  enterprise,  we 


cannot  conscientiously  reject  a company  just 
because  it  is  small.  As  many  as  six  drug  rep- 
resentatives have  called  upon  our  group  in 
one  day — so  many  in  fact,  that  I have  ac- 
cused the  men  of  having  a “car  pool.”  Must 
we  sit  and  listen  to  each  of  them  tell  the  same 
story  we  have  heard  three  or  four  times  be- 
fore? Must  I silently  listen  to  the  story  of  a 
new  drug,  even  though  I have  a patient  from 
Mexico  who  used  this  drug  for  several 
months  before  it  was  approved  in  the  United 
States?  Certainly  our  journals  and  the  dozens 
of  pamphlets  that  come  across  our  desks  do 
not  go  completely  unobserved. 

Another  problem  is  the  sample.  Is  it  really 
so  magnanimous?  Many  of  us  hesitate  to  ac- 
cept samples  because  they  should  serve  only 
as  reminders.  If  a physician  accepted  all  the 
samples  offered  today,  he  would  soon  be 
crowded  out  of  his  office.  Many  of  the  newer 
detail  men  use  a more  practical  approach  by 
asking,  “Is  there  anything  I can  send  you  for 
your  personal  use?”  This  lets  them  give  us 
sedatives  and  tranquilizers  for  our  office 
personnel  and  wives,  who  surely  need  them, 
and  vitamins  for  our  children,  and  then  we 
are  supposed  to  feel  sufficiently  recompensed 
for  our  time.  Are  we  really  that  obtuse?  Do 
we  need  to  submit  to  this  imposition  ? 

Most  of  us  are  aware  that  advertisements 
by  the  pharmaceutical  industry  defray  a 
large  part  of  the  cost  of  publishing  our  medi- 
cal journals.  Also,  display  space  used  by 
pharmaceutical  companies  helps  to  defray  the 
cost  of  our  large  medical  meetings.  Do  these 
facts  make  us  obligated  to  do  other  than 
read  the  advertising  in  the  journals?  I think 
not;  but  I suspect  that  we  have  been  subtly 
led  to  believe  that  we  must  see  every  “pro- 
fessional representative”  or  be  ingrates.  The 
advertising  in  our  journals  is  excellent — and 
that  is  where  we  should  get  our  product  in- 
formation. If  more  detail  is  needed,  sources 
such  as  PDR  usually  will  furnish  it.  Perhaps 
more  of  us  should  be  “old  curmudgeons”  and 
stop  being  “Caspar  Milquetoasts.” 

Finally,  to  whom  am  I beholden?  To  TMA 
and  AMA  ? To  the  pharmaceutical  companies 
who  advertise  in  our  journals?  To  the  pro- 
fessional representative  who  gives  me  sam- 
ples? Or  to  the  patient  who  pays  for  it  all? 

I,  for  one,  believe  that  my  patients  come 
first,  and  I think  other  physicians  share  this 
basic  concept  of  the  practice  of  medicine. 

— Jay  J.  Johns,  M.D.,  Taylor. 
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A Fresh  Look 
At  the  Cell 

That  the  practice  of  medicine  is  intimately 
related  to  the  concept  of  the  cell  is  borne  out 
in  the  progress  of  modern  medicine  since 
Rudolf  Virchow  established  his  cellular  the- 
ory of  disease.  More  problems  in  medicine 
were  attacked  and  solved  in  the  century  fol- 
lowing his  monumental  “Cellular  Pathology” 
than  had  even  been  touched  upon  in  the  pre- 
ceding 2,000  years  of  speculation.  Osier  ac- 
knowledged this  contribution  from  the  study 
of  the  cell  and  cellular  architecture  when  he 
said,  “A  medical  school  should  revolve  around 
the  department  of  pathology.” 

Some  say  that  today’s  scientific  explosion 
is  of  greater  magnitude  in  the  physical  sci- 
ences than  in  the  life  sciences,  and  it  is  true 
that  our  attention  is  daily  directed  through 
radio,  television,  newspapers,  and  popular 
periodicals  to  those  physical  achievements  in 
outer  space,  the  macrocosm.  But  the  biologi- 
cal world  is  indeed  far  from  a standstill, 
and  vividly  for  contrast,  the  biologists  are 
penetrating  another  infinitely  vast  region, 
easily  termed  the  microcosm.  Workers  in  the 
biological  sciences  are  pushing  right  down  to 
the  very  borderlines  and  beginnings  of  what 
we  call  life  itself. 

First  of  all,  this  has  been  made  possible 
because  of  new  tools  for  scientific  endeavor. 
If  one  thinks  of  the  tremendous  progress 
made  with  a relatively  simple  tool — the  com- 
pound light  microscope — in  the  last  100 
years,  what  will  be  the  future  with  the  elabo- 
rate instruments  for  studying  cells  already  in 
wide  use!  For  today’s  biologist  has  eagerly 
seized  on  the  developments  from  electronics 
and  the  control  over  the  physical  world  made 
possible  by  complex  gadgets.  The  results 
from  the  use  and  application  of  the  tech- 
niques of  electron  microscopy,  polarization 
microscopy,  x-ray  diffraction,  paper  chroma- 
tography, electrophoresis,  and  high  speed 
centrifugation  include  a precise  study  of 
chemical  compounds  from  cells  (though  pres- 
ent in  minute  amounts),  the  definition  of 
the  subcellular  organelles  of  the  cells,  and  the 
revelation  of  a world  within  a world. 

Secondly,  the  exploration  of  the  microcosm 
has  been  facilitated  by  pertinent  information 
from  most  of  the  basic  fields  of  science.  The 
basic  fields  of  science  are  rapidly  expanding 
yet  merging,  too.  Borrowing  freely  of  meth- 


ods and  discoveries,  they  even  seem  to  be 
stepping  on  each  other’s  toes.  A number  of 
hybrid  words  are  witness  to  the  amalgama- 
tion when  applied  to  the  study  of  the  cell — 
words  such  as  cytochemistry,  molecular  biol- 
ogy, molecular  pathology. 

The  result  of  our  modern  tools  and  of  our 
advances  in  basic  science  is  clearly  a new 
emphasis  and  a new  insight  into  the  cell.  We 
see  it  in  terms  of  physical  and  chemical  prop- 
erties of  its  constituent  molecules  which  are 
the  functioning  units  in  the  processes  of  life. 
In  truth  Virchow’s  concept  has  been  ampli- 
fied. The  recently  adopted  term,  molecular 
biology,  means  life  in  terms  of  chemical  mol- 
ecules. Its  companion  term,  molecular  path- 
ology, of  course,  relates  disturbances  to  mo- 
lecular changes.  Not  only  must  the  total  cell 
come  into  focus  but  its  many  individual  sub- 
cellular  units  must  do  so  also. 

To  go  down  to  the  primary  units  means 
elucidation  of  early  change  in  disease  in  a 
way  never  before  possible.  Although  full- 
blown disease  is  of  obvious  importance,  the 
dynamics  of  molecular  pathology  and  molecu- 
lar cytology  will  evolve  those  first  alterations 
in  cells  or  in  body  fluids  occurring  before  any 
of  the  usual  clinical  manifestations  are  de- 
tectable. That  this  is  already  possible  on  a 
practical  basis  is  seen  in  the  detection  of 
changes  in  the  nuclei  of  cells  on  the  Papa- 
nicolaou-stained cellular  spread  obtained 
from  the  patient  with  a symptomless  carci- 
noma in  situ.  That  such  an  approach  is  gain- 
ing momentum  is  seen  also  in  the  widespread 
screening  used  to  detect  phenylketonuria.  The 
study  of  the  intricacies  of  the  cell  obviously 
provides  a vital  contribution  to  clinical  medi- 
cine in  everyday  practice.  Undoubtedly,  new 
techniques,  new  tools,  and  continued  efforts 
by  pathologists  will  reveal  further  marvels 
of  the  cells  which  will  lead  us  closer  to  the 
brink  of  conquering  man’s  organic  illnesses. 

— Alice  Smith,  M.D.,  Dallas. 

Freedom  or  Fedicare 
To  the  Fore 

Each  time  “medicare”  is  mentioned,  I 
shudder  to  think  that  there  are  people  who 
can  believe  it  would  really  work.  The  battle 
has  been  long  and  arduous,  and  although  it 
is  by  no  means  over,  I believe  we  are  going 
to  win. 

We  have  a positive  course  of  action  to  com- 


Volume  59,  SEPTEMBER,  1963 


837 


bat  the  federal  government’s  proposed  “Hos- 
pital Insurance  Act  of  1963.”  Presented  here- 
in are  the  arguments  any  one  of  us  will  find 
useful  in  explaining  our  opposition  to  the 
passage  of  this  bill. 

The  words  in  this  year’s  version  are  slight- 
ly different,  but  the  tune  is  exactly  the  same ; 
the  Administration  wants  federally  con- 
trolled, tax-supported  hospitalization  for  the 
aged  under  the  Social  Security  System. 

Ignored  is  the  fact  that  60  per  cent  of  our 
senior  citizens  have  already  purchased  volun- 
tary health  insurance,  and  broader  plans  are 
being  offered  specifically  to  meet  their  needs. 
The  Administration  blithely  pretends  to  be 
oblivious  to  the  fact  that  the  Kerr-Mills  Law, 
passed  in  1960,  already  can  provide  the  re- 
quired medical  help  for  needy  older  citizens. 

Government  control,  however,  is  the  thing 
that  we  are  really  fighting.  The  current 
King-Anderson  bill  would  substitute  compul- 
sion for  free  choice  in  financing  health  care. 
It  would  offer  only  limited  care  and  would 
cover  only  a small  portion  of  the  patient’s 
total  medical  bills.  And  it  would  clear  the 
way  for  federal  officials,  untrained  in  medi- 
cine, to  set  controls  on  hospitals  and  physi- 
cians. 

Although  the  bill  nobly  asserts  that  no  fed- 
eral officer  shall  be  authorized  to  exercise 
any  supervision  or  control  over  the  practice 
of  medicine  or  the  manner  in  which  medical 
services  are  provided,  there  should  be  no  mis- 
understanding on  this  point : supervision  and 
control  lie  at  the  heart  of  all  federal  aid  pro- 
grams, and  federal  health  care  for  the  aged 
is  no  exception. 

The  Administration’s  loss  of  touch  with 
reality  reflects  itself  in  figures  on  the  cost 
of  the  program.  It  is  estimated  that  there 
will  be  18  million  Americans  over  65  when 
the  measure  would  take  effect  (Jan.  1, 
1965).  The  HEW  estimates  that  one  of  every 
six  elderly  persons  is  hospitalized  for  an 
average  of  15  days  each  year.  The  bill  sets 
the  average  daily  cost  of  hospitalization  at 
$37.  Simple  arithmetic  shows  that  when  3 
million  people  spend  an  average  of  15  days 
each  in  the  hospital  at  an  average  daily  cost 
of  $37,  the  total  cost  (for  hospitalization 
only)  would  be  just  under  $1.7  billion.  This 
is  20  per  cent  more  than  the  amount  esti- 
mated by  the  President  for  the  cost  of  the 


entire  program,  including  nursing  home  care, 
home  nursing  care,  and  diagnostic  services 
as  well  as  hospitalization. 

Insurance  actuaries,  whose  companies  de- 
pend for  existence  upon  the  accuracy  of  their 
judgment,  have  estimated  the  over-all  cost 
at  two  and  three  times  the  figures  released 
by  the  government. 

It  must  be  noted  that  the  increase  in  taxes 
to  finance  the  program  is  being  proposed  in 
almost  the  same  breath  that  the  Administra- 
tion is  asking  for  a $10,000,000,000  tax  cut 
over  the  next  three  years.  This,  perhaps,  is 
the  most  inexplicable  point  of  all. 

The  public  is  keenly  interested  in  all  the 
specific  facts  about  the  King-Anderson  bill. 
Now  familiar  are  the  results  of  the  Gallup 
poll  taken  in  the  heat  of  last  year’s  battle.  It 
showed,  in  December,  1961,  that  approxi- 
mately 67  per  cent  of  the  American  people 
favored  some  health  program  through  social 
security ; later,  after  the  Madison  Square 
Garden  addresses  of  President  Kennedy  and 
Dr.  Edward  R.  Annis,  support  dropped  to 
44  per  cent. 

The  American  Medical  Association  has 
adopted  an  eight-point  program  which  calls 
for  revisions  to  the  existing  Kerr-Mills  Law 
to  ease  eligibility  for  greater  participation, 
adoption  of  Kerr-Mills  programs  in  every 
state,  expansion  of  community  health  care 
programs  for  the  aged,  and  expansion  of 
health  insurance  and  prepayment  plans.  The 
program  also  urges  amendments  to  our  in- 
come tax  laws  to  permit  a taxpayer  to  de- 
duct all  payments  for  medical  care  of  aged 
dependents  and  total  deduction  of  drug  ex- 
penses for  persons  over  65. 

Historically,  the  federal  government  has 
not  interfered  in  medical  affairs,  and  it 
should  not  begin  now.  We  enjoy  the  health 
benefits  we  have  today  because  we  have  made 
our  way  to  the  present  with  freedom  and  in- 
dependence. 

Our  cause  can  lose  only  once — for  us  there 
is  no  second  chance.  W e must  take  the  initia- 
tive and  tell  our  story  to  the  people,  for  they 
must  decide  whether  we  shall  have  freedom 
or  fedicare  to  the  fore. 

Once  they  know  the  facts,  the  choice  will 
be  obvious. 

— George  M.  Fister,  M.D.,  Past  President, 
American  Medical  Association. 
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Derelictions  of  the  Medical  Profession 
Concerning  Narcotic  Addiction 


FROM  WHENCE  came  this  notion  that 
the  drug  addict  is  a depraved,  vicious,  vile 
person?  Do  narcotic  drugs  have  the  capacity 
to  transform  a normal  person  into  a degen- 
erate, debauched,  and  savage  character  ? How 
much  do  we  as  physicians  know  about  the 
behavior  of  the  narcotic  addict  who  is  “under 
the  influence”  of  his  drug?  The  most  piercing 
of  all  questions  that  deserves  a thorough  and 
intelligent  answer  is : If  narcotics  were  given 
the  same  legal  status  as  alcohol,  what  crimes 
would  the  addict  be  likely  to  commit  as  a 
result  of  the  use  of  his  drug? 

It  is  incumbent  upon  members  of  the  medi- 
cal profession  to  become  familiar  with  the 
newly  revived  question  of  the  punitive  treat- 
ment of  the  patient  addicted  to  the  use  of  a 
drug  which  the  physician  prescribes  daily. 
Especially  should  we  acquaint  ourselves  with 
the  Reports  of  the  American  Bar  Associatioyi 
-American  Medical  Association  Joint  Com- 
mittee on  Narcotic  Drugs.  Eldridge’s  “Nar- 
cotics and  the  Law,”  published  by  the  Ameri- 
can Bar  Foundation  is,  in  my  opinion,  the 
most  scholarly  work  that  has  been  written 
on  the  subject.  Schur’s  recently  published 
book,  “Narcotic  Addiction  in  Britain  and 
America”  represents  an  outstanding  product 
of  two  years  of  research  on  the  problem  in 
both  countries. 

The  New  York  Academy  of  Medicine  has 
recently  urged  the  Federal  Bureau  of  Nar- 
cotics to  “abandon”  its  punitive  approach  to 
drug  addiction,  so  reports  the  Saturday  Eve- 
ning Post.  It  continues:  “The  Bureau’s  pol- 
icy of  immediate  and  complete  withdrawal  of 
drugs  for  all  addicts,  the  academy  said  in  a 
biting  21,000  word  report,  can  actually  kill 
some  of  them — TB  victims,  the  elderly — and 


seriously  unbalance  the  minds  of  others.  Yet 
any  doctor  who  defies  Narcotics  Bureau  pol- 
icy and  gives  drugs  to  an  addict  is  liable  to 
be  prosecuted.  . . . The  academy’s  recom- 
mendation : The  agents  of  the  Narcotics  Bu- 
reau should  ‘gracefully  bow  out  of  the  prac- 
tice of  medicine’  and  let  M.D.’s  decide  how  to 
treat  addicts.”  The  AMA  Council  on  Mental 
Health  has  joined  the  National  Research 
Council  recently  in  recommending  compul- 
sory civil — not  criminal — commitment  of 
drug  addicts  for  treatment  and  rehabilita- 
tion. The  Council  also  issued  the  statement 
in  1957  that  the  American  Medical  Associa- 
tion itself  is  largely  responsible  for  the  cur- 
rent state  of  addiction  policies.1  Atty.  Gen. 
Robert  F.  Kennedy  in  the  Oct.  20,  1962,  issue 
of  the  JAMA  is  quoted  in  a statement  which 
should  be  both  acceptable  and  laudatory  in 
the  eyes  of  many  members  of  the  medical 
profession.  He  spoke  to  the  recently  created 
White  House  Conference  on  Narcotic  and 
Drug  Abuse  and  encouraged  consideration  of 
civil  commitment  for  addicts.  He  described 
this  as  “giving  an  addict  treatment  rather 
than  just  a prison  term.”  He  believes  that 
narcotics  racketeers  deserve  the  severest 
prosecution  and  sentencing.  “While  the  crim- 
inal should  be  given  a prison  sentence,  I 
think  we  also  agree,  however,  that  the  addict 
should  be  given  treatment,”  he  said. 

If  the  reader  has  come  this  far,  he  might 
find  it  of  interest  to  pursue  some  of  the 
facts,  conclusions,  and  recommendations  to 
be  found  in  the  reading  list  and  given  here  in 
a condensed  form. 

The  present  conception  of  the  narcotic  ad- 
dict as  a degraded  and  vicious  person  had 
its  beginnings  in  the  early  1900’s.  Opium 
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smoking  was  common  and  cocaine  and  mor- 
phine could  be  purchased  at  the  corner  drug 
store  without  a prescription  and  in  any  quan- 
tity desired.  Also,  it  was  very  cheap.  Opiates 
were  first  administered  on  a large  scale  in 
this  country  during  the  Civil  War,  the  hypo- 
dermic method  of  injecting  medications  hav- 
ing been  discovered  in  1840.  Many  addicts 
were  unintentionally  created  during  the  war 
and  the  drug  habit  became  known  as  the 
“army  disease.”  It  was  not  until  1900  that 
medical  textbooks  began  to  warn  of  the  dan- 
gers associated  with  the  indiscriminate  pre- 
scribing of  opiates.  ( Indiscriminate  preserv- 
ers of  tranquilizers,  take  heed!)  About  this 
time  the  underworld  adopted  the  practice 
of  opium  smoking  and  the  public  was  gradu- 
ally led  to  the  view  that  all  addicts  were 
criminals  and  that  their  criminality  was  a 
manifestation  of  their  addiction.15 

Society  has  accepted  for  40  years  the  idea 
that  the  word  “dope”  existed  only  to  modify 
the  word  “fiend.”  Law  enforcement  agencies 
and  overzealous  reformers  have  compounded, 
magnified,  and  perpetuated  the  myths  sur- 
rounding the  addict’s  behavior  to  such  an 
extent  that  a great  deal  of  re-education  of 
the  public  is  necessary  before  Congress  can 
be  expected  to  muster  the  courage  to  change 
the  laws. 

The  Harrison  Narcotic  Act  of  1914  was 
passed  as  a tax  measure  and  its  intent  and 
purpose  was  to  bring  under  control  and  force 
into  legal  channels  the  flow  of  narcotic  drugs. 
Prescribing  of  the  drugs  was  left  to  the 
judgment  of  the  physician.  The  word  “ad- 
dict” does  not  appear  in  the  Harrison  Act. 
No  one  suspected  that  the  attrition  of  time 
and  the  unwariness  of  the  medical  profession 
would  today  find  a federal  police  bureau 
dictating  the  terms  under  which  a doctor  can 
prescribe  a narcotic  drug  for  a patient.  Kob- 
ler  points  out  that  the  Supreme  Court  re- 
versed itself  in  1925  in  the  case  of  a Dr. 
Linder,  whom  a stool  pigeon  tricked  into 
prescribing  four  tablets  of  cocaine  and  mor- 
phine.22 The  court  vindicated  Linder  and 
thus  reversed  its  former  opinion  that  doc- 
tors “may  never  give  an  addict  moderate 
amounts  of  drugs  for  self-administration  to 
relieve  conditions  incident  to  addiction.”  The 
Saturday  Evening  Post  article  goes  on  to 
comment:  “But  it  was  too  late.  The  doctors’ 
retreat  was  complete,  and  to  this  day,  despite 
the  Linder  opinion — which  the  narcotic  regu- 
lations ignore — few  doctors  care  to  have 
anything  to  do  with  addicts.”  The  driving 


force  in  the  big  “take  over”  has  been  Harry 
J.  Anslinger,  who  was  the  first  commissioner 
of  the  Bureau  of  Narcotics  and  the  only  com- 
missioner from  1930,  when  the  Bureau  was 
established,  until  his  retirement  in  1962.  He 
remained  dedicated  to  one  consuming  postu- 
late, that  the  narcotic  addict  is  a criminal 
first  and  an  addict  second.  This  school  of 
thought  has  refused  even  to  entertain  the 
idea  that  the  sociopath’s  craving  for  relief 
of  the  gnawing  anguish  of  a disordered  per- 
sonality is  anything  other  than  a desire  on 
the  part  of  this  individual  to  indulge  in 
crime.  The  fact  that  he  chose  opiates  rather 
than  alcohol  or  barbiturates  is,  to  the  adher- 
ents of  this  fanatical  view,  proof  positive 
that  the  addict-prone  individual  is  a “crimi- 
nal at  heart.”  Thus,  the  Harrison  Narcotic 
Act  has  been  modified  over  the  years  and 
converted  into  a statute  to  prohibit  the  non- 
medical use  and  to  control  the  medical  use 
of  narcotics.  “Only  in  the  case  of  narcotic 
addiction  have  the  law  enforcement  officer 
and  the  legislator  set  out  to  limit  the  scope 
of  research  or  prescribe  the  manner  of  treat- 
ment” when  any  medical  approach  to  the 
narcotic  problem  has  been  attempted.3  Rufus 
King  suggests  that  the  Bureau  of  Narcotics 
has  “succeeded  in  creating  a very  large  crim- 
inal class  for  itself  to  police  (i.e.,  the  whole 
doctor-patient-addict-peddler  community)  in- 
stead of  the  very  small  one  that  Congress  had 
intended  (the  smuggler  and  the  peddler).”25 

Let  us  take  a look  at  today’s  distorted 
image  of  the  narcotic  addict  after  many 
paint  brushes  have  daubed  and  smudged  on 
the  canvas  to  depict  a tableau  of  violence  and 
degradation  which  has  been  complacently  ac- 
cepted as  authentic.  Then  let  us  examine 
the  facts  and  see  for  ourselves  whether  we 
have  bought  a genuine  painting  or  a gaudy 
fraud. 

To  begin  with,  an  astute  physician  is  not 
likely  to  be  able  to  differentiate  on  physical 
examination  between  two  people,  one  of 
whom  is  a narcotic  addict  recently  medicated 
and  the  other  a person  who  has  never  re- 
ceived one  dose  of  any  type  of  an  addicting 
drug,  provided  the  antecubital  spaces  of  both 
are  covered.  Actually,  the  state  of  health, 
physique,  and  psychosocial  behavior  of  a nar- 
cotic-addicted bank  executive  and  a swindler 
are  not  detectable  one  from  the  other  in  the 
doctor’s  examining  room.  He  would  have  to 
have  straight  answers  to  questions  in  the 
medical  history  to  learn  what  each  might 
wish  to  conceal,  and  it  is  quite  likely  that  the 
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truth  about  neither  would  be  discovered. 
Physicians  make  use  of  morphine  for  the 
purpose  of  relieving  anxiety  and  fear  in  the 
preoperative  patient.  We  believe  he  deserves 
to  be  placed  in  a state  of  euphoria,  to  become 
relaxed  and  drowsy.  It  would  seem  impera- 
tive that  we  retain  in  our  consciousness  the 
behavior  of  the  individual  who  has  received 
a normal  dose  of  a narcotic  and  recall  that 
the  behavior  of  the  addict  is  no  different 
except  that  he  is  required  to  violate  the  law 
in  order  to  obtain  the  dose  that  will  prevent 
withdrawal  symptoms. 

The  cause  of  addiction  is  another  question 
— a medical  question,  if  you  please — and  not 
a legal  one.  The  public  must  be  convinced 
that  the  area  of  cause  and  treatment  of  nar- 
cotic addiction  rightfully  belongs  to  the  medi- 
cal profession.  It  is  incumbent  upon  us  as 
doctors  to  rectify  the  almost  universal  no- 
tion in  the  United  States  that  narcotic  ad- 
diction per  se  is  the  genesis  of  crime  as  com- 
mitted by  the  addict.  “The  addict  under  his 
normal  tolerance  of  morphine  is  medically 
a well  man”  is  a statement  attributed  to 
Walter  G.  Karr,  assistant  professor  of  bio- 
chemistry at  the  University  of  Pennsylvania, 
and  is  a pronouncement  which  is  basically 
true.  We  can  cite  the  case  of  a railroad 
switch  tower  operator  who  performed  what 
his  superiors  called  an  outstanding  job  for 
45  years.  When  he  was  hospitalized  for  tu- 
berculosis it  was  learned  that  he  had  been 
addicted  to  narcotics  the  entire  time.  We  can 
call  upon  our  medical  knowledge  to  assure 
the  public  that  the  consumption  of  narcotics 
has  no  deleterious  effects  upon  the  tissues  of 
the  body,  including  brain  tissue.  We  can  point 
out  that  our  perspective  sorely  needs  adjust- 
ing. No  better  illustration  of  this  need  can 
be  given  than  a comparison  of  our  attitude 
toward  the  alcoholic  with  our  prejudice  to- 
ward the  narcotic  addict.  Alcohol  of  course  is 
both  legally  and  socially  acceptable.  It  is  also 
addicting.  Many  psychiatrists  believe  that  the 
cravings  and  drives  of  most  addicts,  both 
alcoholic  and  narcotic,  are  similar  in  nature 
and  reside  in  the  addict-prone  individual  in 
whom  most  often  is  found  the  ingredients  in- 
herent in  the  sociopath  or  the  individual  who 
exhibits  a behavior  disorder.  It  seems  quite 
illogical  and  unjust  to  brand  as  a criminal 
the  addict-prone  person  who  chooses  nar- 
cotics over  alcohol  as  his  addicting  drug. 
Kolb26  reports  that  a number  of  doctors  and 
professional  men  were  rescued  from  the  al- 
cohol gutter  and  became  useful  citizens  by 


changing  from  alcohol  addiction  to  opium 
addiction.  He  points  out  also  that  “drug 
addiction  is  neither  menace  nor  mortal  sin, 
but  a health  problem — indeed  a minor  health 
problem — -when  compared  with  . . . alcohol- 
ism . . .”23 

There  is  cited  the  publication  of  a medical 
article  at  about  the  turn  of  the  century  which 
was  written  by  a reputable  and  respected 
physician.  The  article  dealt  with  the  premise 
that  it  would  be  better  for  the  alcoholic  and 
for  society  if  the  habitual  drunkard  were 
converted  into  a morphine  addict.  The  AMA 
Council  on  Mental  Health  offers  the  formu- 
lation that  “opiates  are  quieting  drugs  that 
repress  hostile  urges,  create  a passive, 
dreamy  state  and  depress  sexual  drives.”1 
The  great  difference  in  the  behavior  of  the 
alcoholic  as  compared  to  that  of  the  narcotic 
addict  is  evident  in  a moment’s  reflection. 
We  are  reminded  that  the  narcotic  addict, 
when  his  drug  is  furnished,  is  calm  and  quiet 
and  is  able  to  work  steadily  and  relatively 
effectively.  He  can  drive  a motor  vehicle  with 
complete  safety.  He  is  never  offensive  as  a 
result  of  taking  the  drug  nor  does  he  annoy 
other  people  in  the  manner  of  the  alcoholic 
who  has  lost  his  inhibitions.  The  public  by- 
and-large  puts  up  with  the  occasional  inebri- 
ate. Who  hasn’t  had  to  contend  with  a friend 
who  has  “had  too  much”  and  because  of  his 
drinking  has  made  himself  obnoxious?  Who 
among  us  is  not  acquainted  with  the  some- 
times dangerous  behavior  caused  by  alcohol 
and  of  its  damaging  effects  on  the  liver  and 
central  nervous  system?  What  alcoholic  can 
hold  a job  or  remain  a useful  citizen?  The 
obvious  conclusions  drawn  from  these  ques- 
tions and  observations  should  cause  us  to 
open  our  eyes  and  ask  ourselves  just  who 
has  been  indulging  in  what  the  former  com- 
missioner of  the  Bureau  of  Narcotics  has 
called  “fuzzy  thinking.”  If  punitive  laws  are 
going  to  be  applied  to  those  who  indulge  in 
the  use  of  the  drug  most  harmful  to  himself 
and  society,  then  hadn’t  we  better  consider 
placing  alcohol,  marihuana,  barbiturates,  and 
benzedrine  at  the  top  and  narcotics  at  the 
bottom  of  the  list?  No  one  in  his  right  mind 
would  recommend  the  use  of  any  addicting 
drug  for  the  purpose  of  satisfying  an  emo- 
tional need,  but  why  single  out  for  jail  terms 
the  user  of  the  least  harmful  and  the  least 
offensive  drug  of  all? 

And  now,  where  do  we  go  from  here?  How 
should  we  best  attack  the  status  quo  from 
the  standpoint  of  physicians?  What  will  the 
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President’s  Advisory  Committee  come  up 
with  that  the  A.B.A.-AMA  joint  committee 
has  not  already  recommended?  Some  system 
similar  to  that  employed  in  Great  Britain 
where  the  problem  is  handled  medically  and 
where  there  are  less  than  500  narcotic  ad- 
dicts? Free  clinics?  Civil  commitment? 

Really  there  is  no  reason  to  study  and  dis- 
cuss and  argue  and  further  procrastinate.  It 
would  be  encouraging  if  the  American  Medi- 
cal Association  would  take  positive  and  forth- 
right action  on  this  issue.  It  has  reversed 
itself  on  the  recommendations  of  its  joint 
committee,  and  some  of  its  officers  are  op- 
posing free  clinics  and  liberalization  of  the 
present  law.  We  still  have  a reputation  of 
too  often  being  “against”  instead  of  “for” 
something.* 

Men  of  letters,  the  legal  profession,  and 
sociologists  have  taken  the  lead  in  demanding 
medical  care  for  drug  addicts  in  place  of  pun- 
ishment.11’ 15’ 20_22’ 27>  32’ 34’ 39  The  medical  pro- 
fession has  appeared  to  be  apathetic  and  dis- 
interested on  a matter  in  which  it  should  take 
the  lead.  Is  it  not  high  time  that  we  at  least 
point  out  the  human  and  public  benefits  to 
be  derived  from  a separation  of  the  treatment 
and  handling  of  the  narcotic  addict  from  the 
legal  problem  of  drug  peddling?  It  seems  rea- 
sonable to  consider  that  we  are  lax  in  our 
duty  if  we  further  postpone  the  dissemina- 
tion of  accurate  knowledge  which  the  public 
needs  before  it  can  even  understand  the  prob- 
lem in  its  true  light.  No  better  summary  can 
be  given  than  that  offered  by  William  Butler 
Eldridge  of  the  American  Bar  Foundation  in 
his  comments  on  the  needs  of  the  problem: 

“1.  Enforcement  needs  to  concern  itself 
with  illicit  traffic. 

“2.  Legislators  need  to  concern  themselves 
with  controls  which  are  more  permissive  and 
less  directive  to  the  medical  profession. 

“3.  Doctors  need  to  concern  themselves 
with  the  causes  and  treatment  of  drug  addic- 
tion, rather  than  with  means  for  decreasing 
or  limiting  traffic.”15 

— Robert  C.  Stokes,  M.D.  Austin. 

::Ed.  Note. — In  June,  since  this  article  was  writ- 
ten, the  AMA  approved  for  wide  dissemination  a 
joint  statement  of  the  AMA  Council  on  Mental 
Health  and  the  National  Academy  of  Sciences — Na- 
tional Research  Council  regarding  continued  re- 
search on  problems  of  addiction.  The  statement  ad- 
vocated modification  of  many  of  the  restrictions  on 
the  use  of  narcotics  since  research  creates  special 
requirements.  It  added,  however,  that  such  activi- 
ties must  be  done  within  limits  of  ethical  medical 
practice. 
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Your  Voice  In  TMA 


The  policies  of  the  Texas  Medical  Association  are  determined 
by  the  House  of  Delegates,  which  is  comprised  at  present  of  254 
physicians.  All  116  component  county  medical  societies  elect 
representatives  to  the  House  of  Delegates.  The  Executive  Board, 
the  councils,  and  the  committees  execute  these  policies,  study 
problems  as  they  arise,  and  make  recommendations  to  the  House. 

The  Board  of  Councilors  is  the  judicial  body  of  the  Association 
in  matters  concerning  the  interpretation  of  the  Constitution 
and  By-Laws  and  the  Principles  of  Medical  Ethics  ; individual 
Councilors  furnish  liaison  between  the  Association  and  the  local 
societies . 


At  each  Annual  Session,  recommendations  and  resolutions  are 
studied  by  reference  committees  before  being  submitted  to  a vote 
by  the  House.  All  members  of  the  Association  have  the  privilege 
and  the  duty  to  present  their  views  to  their  elected  delegates 
and,  when  possible,  to  appear  before  the  reference  committee 
that  is  to  consider  proposals  in  which  they  are  interested. 


A revised  roster  of  the  officers,  councils,  and  committees  ap- 
pears in  this  issue  beginning  on  page  926.  Members  should  avail 
themselves  of  the  opportunity  t-o  express  their  views  to  any  of 
these  physicians  who  are  serving  organized  medicine.  All  of  the 
councils  and  most  of  the  committees  meet  at  least  three  times 
each  year. 


Every  member  has  the  right  to  criticize  any  action  or  policy  of 
the  Association,  but  such  criticism  should  be  confined  to  the 
membership.  It  is  not  consistent  with  the  honored  ideals  of  our 
profession  to  assume  the  role  of  a critic  without  first  being 

well-informed  and  fulfilling  the  obli- 
gation to  voice  opinions  in  the  proper 
manner. 

A physician  would  not  attempt  diag- 
nosis and  treatment  without  a thor- 
ough study  of  his  patient. 


» / 


Robert  Mayo  Tenery,  M.D. 

President,  Texas  Medical  Association 


Evaluating  Drugs  Used 
In  Emotional  Illness 


IT  IS  DIFFICULT  to  arrive  at  a balanced 
viewpoint  about  the  vast  number  of  com- 
pounds on  the  market  today  which  are  recom- 
mended for  the  treatment  of  emotional  dis- 
turbance. The  large  number  of  drugs,  the 
vagueness  of  what  is  being  treated,  the  re- 
markably large  number  of  published  reports 
distinguished  only  by  enthusiasm  rather  than 
objective  inquiry,  all  make  critical  evaluation 
inadequate  at  best.  This  report  is  an  attempt 
to  discuss  some  of  the  pitfalls  in  drug  evalua- 
tion and,  using  some  of  the  better  studies 
available,  to  make  what  the  author  considers 
reasonable  statements  about  these  drugs. 

For  an  estimate  of  the  relative  use  of  the 
various  groups  of  these  drugs,  a four  month 
review  was  made  of  the  kinds  of  drugs  given 
to  outpatients  coming  for  evaluation  in  the 
Parkland  Memorial  Hospital  Psychiatric 
Clinic,  and  inpatients  in  Parkland  seen  by 
the  psychiatry  service  on  consultation.  One 
out  of  two  outpatients  received  a drug — 42 
per  cent  phenothiazines ; 40  per  cent  non- 
phenothiazine  tranquilizers ; 14  per  cent,  an- 
tidepressants ; and  4 per  cent,  sedatives. 
Three  out  of  ten  inpatients  received  drug 
recommendations — 47  per  cent  phenothia- 
zines ; no  mild  tranquilizers ; 19  per  cent  sed- 
atives ; and  25  per  cent  antidepressants. 
These  inpatients  include  a very  low  number 
of  psychoneurotics,  a factor  which  contrib- 
utes to  the  absence  of  mild  tranquilizers. 

From  those  figures,  it  seems  that  informa- 
tion is  most  needed  concerning  tranquilizers 
and  antidepressants.  Since  sedatives  are  ad- 
ministered less  frequently  by  psychiatrists 
for  emotional  illness,  a discussion  of  this 
drug  group  is  not  included. 


Problems  in  Evaluation 

First,  mention  should  be  made  of  the  prob- 
lems in  evaluating  papers  dealing  with  treat- 


ment of  such  nebulous  entities  as  "depres- 
sion” and  “anxiety.”  In  clinical  studies  of 
drug  response,  there  is  the  factor  of  sugges- 
tion to  the  patient  that  he  is  receiving  an  ef- 
fective drug;  his  response  is  certainly  fla- 
vored by  such  suggestion.  There  is  also  the 
suggestion  to  the  clinician  which  provides  a 
set  in  which  he  feels  he  is  doing  something, 
and  a therapeutic  optimism  has  been  long 
recognized  as  a significant  factor  in  patient 
improvement,  regardless  of  the  drug  used. 
Further,  patients  do  get  better  and  such  un- 
related, spontaneous  change  is  frequently  at- 
tributed to  a drug.  Loranger  and  associates7 
gave  two  placebos  to  a group  of  outpatients 
with  the  identity  of  the  drugs  unknown  to 
the  patients  or  to  the  doctors  giving  the 
drugs.  From  54  to  80  per  cent  improvement 
was  recorded  by  the  observers.  The  authors 
went  on  to  say  there  is  little  doubt  that  if 
the  value  of  the  placebos  had  been  further 
enhanced  by  some  appellation  such  as  “Qui- 
etill”  or  “Moodex”  the  observers  would  have 
concluded,  in  language  common  to  clinical  re- 
ports, that  the  drugs  constitute  “welcome 
additions  to  the  therapeutic  armamentari- 
um.” 

The  clinical  literature  of  today  unfortu- 
nately is  still  filled  with  accounts  which  give 
no  assistance  to  the  careful,  critical  physi- 
cian regarding  the  wisdom  of  using  the  drug 
discussed.  To  avoid  the  three  pitfalls  listed, 
drug  evaluators  have  worked  out  methods 
such  as  the  double  blind  techniques  (proced- 
ures whereby  drugs  are  compared  without 
patient  or  physician  knowing  the  nature  of 
treatment  until  the  evaluation  of  results  is 
completed),  random  placement  of  patients  in 
different  treatment  groups,  more  objective 
rating  forms  to  estimate  change,  and  a vari- 
ety of  statistical  measures  to  guard  against 
chance  occurrences  being  interpreted  as  fact. 

Heilizer5  reviewed  published  experiments 
with  chlorpromazine  in  schizophrenic,  neu- 
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Few  objective  studies  are  available  on  the 
relative  effectiveness  of  drugs  for  treatment 
of  emotional  illnesses.  Antidepressants  and 
phenothiazines  are  compared  on  the  basis  of 
the  best  available  evidence. 


rotic,  and  normal  humans  and  concluded  that 
of  over  500  papers  reviewed,  only  37  were 
minimally  scientifically  acceptable.  Sandifer 
and  co-workers10  studied  papers  dealing  with 
drug  treatment  of  psychiatric  illness  found 
in  a variety  of  journals  in  1957,  and  com- 
pared them  with  papers  on  the  same  topic 
in  the  same  journals  in  1960,  and  tried  to 
determine  whether  the  quality  of  the  studies 
had  improved.  They  concluded  that  although 
there  were  fewer  extremely  poor  articles  in 
1960,  a smaller  number  of  these  later  reports 
used  controls,  double  blind  techniques,  and 
adequate  definitions  of  criteria  for  indicating 
change.  It  appears  that  there  is  yet  no  trend 
toward  better  drug  studies. 

Obtaining  reliable  information  about  many 
currently  used  drugs  for  emotional  illness  is 
difficult  but  not  impossible.  In  the  author’s 
opinion,  a number  of  good  papers  are  avail- 
able concerning  the  treatment  of  depression 
with  chemical  agents.  It  is  safe  to  state  that 
there  are  significant  differences  in  the  re- 
covery time  from  depressive  illnesses  be- 
tween groups  of  patients  treated  with  placebo 
and  those  given  an  active  drug. 


Antidepressants 

Overall  and  others9  compared  the  use  of 
imipramine  (Tofranil),  isocarboxazid  (Mar- 
plan)  , dextro  amphetamine,  amobarbital,  and 
placebo  in  treating  depressed  patients.  In  this 
careful  study,  the  usual  observation  was 
made  that  all  patient  groups  improved,  but 
patients  treated  with  imipramine  showed 
significantly  greater  improvement.  This  drug 
was  not  only  more  effective  than  the  older 
treatment  methods,  but  was  better  than  a 
monamine  oxidase  inhibitor,  isocarboxazid. 

Greenblatt  and  associates4  compared  sev- 
eral antidepressant  agents  and  electroshock 
therapy  (EST)  in  treatment  of  hospitalized 
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depressed  patients.  They  could  not  blind,  of 
course,  the  fact  that  EST  was  administered 
to  some,  but  isocarboxazid,  imipramine,  and 
phenelzine  (Nardil)  were  given  in  a random, 
anonymous  fashion.  EST  gave  superior  re- 
sults in  inducing  remission  of  depressive 
features,  but  its  advantage  was  present  only 
in  older  patients.  The  antidepressant  drugs 
were  equal  to  EST  in  producing  remission  in 
younger  patients,  especially  males.  Imipra- 
mine also  revealed  a higher  degree  of  effec- 
tiveness in  this  study  than  the  other  two 
drugs. 

These  studies  deal  with  drug  treatment  in 
depressed  inpatients,  but  in  clinical  practice, 
outpatients  are  the  most  frequent  recipients 
of  such  drugs.  Daneman2  compared,  in  a 
double  blind  fashion,  imipramine  to  placebo 
in  a group  of  neurotic  depressed  outpatients 
receiving  psychotherapy  and  found  a highly 
significant  difference  in  rate  of  improvement 
in  the  patients  receiving  the  active  medica- 
tion. 

Imipramine  appears  to  be  slightly  but  defi- 
nitely superior  in  effectiveness  to  monamine 
oxidase  inhibitors  such  as  isocarboxazid  and 
phenelzine.  There  are  no  studies  presently 
available  that  compare  these  relatively  es- 
tablished drugs  with  newer  agents  such  as 
amitriptyline  (Elavil)  and  tranylcypromine 
(Parnate) . 

The  incidence  of  side  effects  may,  of 
course,  affect  the  choice  of  treatment  con- 
siderably. In  the  studies  mentioned;  side  ef- 
fects were  not  of  a serious  nature.  EST  pro- 
duced most  often  headaches  and  anorexia; 
isocarboxazid  produced  occasional  shakiness, 
excess  sweating,  and  subjective  weakness; 
and  for  imipramine  and  phenelzine,  com- 
plaints of  drowsiness,  dry  mouth,  and  minor 
bowel  dysfunction  were  noted.  The  necessity 
to  discontinue  any  of  the  treatment  methods 
because  of  side  effects  was  rare.  Basefield 
and  associates1  evaluated  30  different  kinds 
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of  side  effects,  which  have  been  considered 
to  be  caused  by  antidepressant  drugs,  in  pa- 
tients before  treatment.  Of  the  30  “side  ef- 
fects,” 29  were  found  in  patients  prior  to 
treatment,  and  after  treatment  these  effects 
varied  inversely  with  drug  response.  Side 
effects,  then,  are  contaminated  by  depressive 
symptoms  and  what  is  often  measured  is  the 
converse  of  the  degree  of  improvement.  Side 
effects  in  patients  with  cardiovascular  dis- 
ease is  another  matter,  however.  Because 
most  antidepressant  agents  have  a hypoten- 
sive effect  in  at  least  some  patients,  one 
might  predict  a potential  danger  in  the  use 
of  these  drugs.  Muller  and  others8  reported 
that  in  4 of  41  patients  with  cardiovascular 
disease  given  imipramine,  congestive  failure 
occurred,  and  two  patients  had  myocardial 
infarcts.  Extreme  caution  is  indicated  in  the 
use  of  antidepressants  in  patients  with 
known  or  suspected  cardiovascular  abnor- 
malities. 

A potential  lethal  “side  effect”  of  drugs 
that  does  not  show  up  in  statistical  tables  is 
suicide  while  treatment  is  taking  place.  Anti- 
depressant drugs  have  a lag  period  of  one 
and  one-half  to  three  weeks  in  onset  of  ac- 
tion, and  when  the  physician  feels  there  is 
serious  danger  of  suicide,  EST  is  indicated. 


Tranquilizers 

There  are  many  more  clinical  papers  con- 
cerning the  use  of  tranquilizers  since  these 
drugs  have  been  in  use  longer  than  the  group 
of  antidepressants.  Because  of  this,  fewer 
individual  papers  will  be  discussed,  and  an 
attempt  will  be  made  to  summarize  the  pres- 
ent status  of  these  drugs.  Phenothiazines — 
the  class  of  drugs  which  includes  chlorpro- 
mazine  (Thorazine),  promazine  (Sparine), 
and  thioridazine  (Mellaril) — are  more  effec- 
tive than  placebo,  barbiturates,  or  reserpine 
in  the  treatment  of  the  acute  schizophrenic 


state.  Phenothiazines  are  also  more  effective 
in  the  treatment  of  agitation,  excitement, 
and  disorganized  behavior  regardless  of  the 
clinical  diagnosis.  Further,  the  evidence  is 
good  that  the  chronic  or  “ambulatory”  schiz- 
ophrenic patient  is  effectively  assisted  with 
long-term  phenothiazine  treatment.  There  is 
little  support  for  the  use  of  phenothiazines 
in  neurotic  anxiety  states  and  much  to  indi- 
cate potential  harm  in  such  therapy.  The 
more  frequent  side  effects  of  phenothiazines 
are  by  now  so  well  known  that  little  mention 
will  be  made  of  them — the  dystonic  reactions 
seemingly  unrelated  to  dose  level,  the  Parkin- 
son-like states  and  liver  dysfunction  which 
are  definitely  dose-related,  and  the  blood  dys- 
crasias  related  to  chronicity  of  treatment.  It 
is  certainly  worth  risking  side  reactions  in 
the  treatment  of  psychotic  patients  with 
these  compounds,  but  questionable  to  use 
them  in  patients  with  neurotic  anxiety. 

Laskey  and  associates6  carefully  compared 
chlorpromazine,  chlorprothixene  (Taractan), 
fluphenazine  (Permitil,  Prolixin),  thiorida- 
zine, triflupromazine  (Vesprin),  and  reser- 
pine in  the  treatment  of  512  schizophrenic 
patients.  The  average  patient  was  aged  36, 
in  his  fourth  hospitalization.  After  eight 
weeks’  treatment,  thioridazine  and  chlorpro- 
mazine were  found  to  have  brought  about  the 
greatest  improvement  and  were  almost  in- 
distinguishable in  their  effects.  Fluphenazine 
and  triflupromazine  were  intermediate  in  ef- 
fectiveness, and  chlorprothixene  was  the  low- 
est on  their  rating  scale.  This  is  one  of  the 
few  studies  currently  available  to  carefully 
compare  different  phenothiazines,  and  indi- 
cates that  for  most  schizophrenic  patients, 
chlorpromazine  and  thioridazine  would  rea- 
sonably be  first  choice  drugs.  However,  an 
individual  patient  may  respond  better  to  one 
or  another  of  the  phenothiazines  available. 

Weatherall11  reviewed  the  evidence  for  us- 
ing phenothiazines  in  nonpsychotic  anxiety 
states  and  concluded  there  was  no  clear-cut 
therapeutic  effect.  Phenobarbital,  meproba- 
mate (Equanil,  Miltown),  and  chlordiaze- 
poxide  (Librium),  are  most  commonly  used 
for  such  patients,  and  there  are  many  con- 
trolled studies  which  indicate  that  each  drug 
is  more  effective  than  a placebo  in  reducing 
symptoms.  Phenobarbital  is  properly  classi- 
fied as  a sedative,  not  a tranquilizer,  but  in 
actual  use,  the  frequency  of  side  effects  such 
as  drowsiness  is  not  greatly  different  in 
groups  of  patients  treated  with  any  of  these 
three  substances. 
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Until  very  recently,  no  adequate  compara- 
tive study  was  available  to  indicate  signifi- 
cant advantages  in  treating  anxiety  with  any 
of  the  three  drugs,  and  many  conservative 
clinicians  (including  the  author)  refused  to 
favor  the  newer  drugs  over  phenobarbital,  a 
drug  with  many  years’  accumulated  data  on 
its  effects.  However,  Dickel  and  associates3 
accomplished  a double  blind  study  of  these 
three  drugs  given  for  anxiety  to  middle  class 
working  outpatients  and  concluded  that 
meprobamate  was  significantly  better  in  re- 
ducing anxiety  in  the  functioning  but  tense 
individual  than  the  other  two  drugs,  and  that 
chlordiazepoxide  was  better  than  phenobar- 
bital or  meprobamate  in  patients  with  anx- 
iety complicated  by  “more  profound  psycho- 
logical changes  or  organic  factors.”  Pheno- 
barbital remains  a useful  drug  in  mild  anxi- 
ety, especially  when  cost  is  a factor,  and  may 
be  as  acceptable  as  any  other  compound  to 
any  given  patient. 

It  is  very  important  to  maintain  watch  on 
the  dose  levels  of  these  minor  tranquilizers — 
more  important  than  with  phenothiazines. 
Seldom  is  a dose  over  100  mg.  (l1/^  grains) 
per  day  of  phenobarbital  necessary,  and 
higher  dosages  increase  the  incidence  of  som- 
nolence and  accident-proneness.  Meproba- 
mate rarely  need  be  given  in  doses  over  1600 
mg.  per  day;  doses  over  2000  mg.  per  day 
increase  possibility  of  addiction  and  convul- 
sive seizures  on  drug  withdrawal.  Chlordi- 
azepoxide dosage  is  kept  below  100  mg.  per 
day,  and  is  usually  below  50  mg.  per  day,  and 
sedative  and  motor  side  effects  are  thereby 
reduced  in  frequency. 

The  physician  should  be  aware  of  the 
drawbacks  to  administration  of  these  mild 
tranquilizers,  and  should  not  sell  short  the 
therapeutic  potential  of  the  doctor-patient 
relationship.  It  may  be  noted  that  in  our 
psychiatry  clinic,  only  one  out  of  two  patients 
in  all  diagnostic  categories  is  given  drugs, 
and  only  three  out  of  ten  inpatients  receive 
recommendations  for  drugs — a relatively 
small  percentage  despite  the  fact  that  these 
patients  are  selected  for  treatment  of  emo- 
tional difficulty.  The  majority  of  the  pa- 
tients, then,  are  treated  without  drugs,  and 
often  with  infrequent  (less  than  once  a 
week)  visits.  A reassuring  relationship  with 
a moderately  anxious  patient  may  be  effec- 
tive, and  the  frequent  difficulties  of  habitua- 
tion, drug  dependency,  and  reduction  in  mo- 
tor skills  (such  as  driving)  averted. 


Summary 

The  treatment  of  emotional  illnesses  with 
drugs  is  a common  practice  that  cannot  be 
ignored  by  general  physicians  or  psychia- 
trists. Obtaining  definite  information  to 
guide  a rational  choice  of  drugs  is  difficult 
because  of  the  vagueness  of  diagnostic  cate- 
gories and  the  relative  paucity  of  careful  ob- 
jective studies  which  reduce  effectively  the 
contamination  of  patient  and/or  doctor  ex- 
pectation. A discussion  of  the  difficulties  in- 
herent in  such  studies  is  given,  and  conclu- 
sions are  reached  based  on  the  best  evidence 
available. 

Antidepressant  drugs  are  found  to  be  more 
effective  than  placebo  in  reducing  the  sever- 
ity of  depressive  states,  and  in  certain  classes 
of  patients  can  compete  in  effectiveness  with 
the  use  of  electroshock  therapy.  Phenothia- 
zines are  effective  in  reducing  the  clinical 
symptomatology  of  acute  and  chronic  psy- 
chotic states,  and  there  is  some  evidence  of 
certain  of  these  drugs  being  more  effective. 
No  support  is  found  for  the  use  of  pheno- 
thiazines in  anxiety  states  and  although  non- 
phenothiazine  tranquilizers  are  effective  in 
reducing  discomfort  from  anxiety,  their  use 
can  often  be  rendered  unnecessary  by  a sup- 
portive doctor-patient  relationship. 
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Hallucinogens 

Tools  for  Research  or  Therapeutic  Agents 
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THE  HALLUCINOGENS  are  a group  of 
pharmacologic  agents  which  have  fired 
the  imagination  of  modern  behavioral  scien- 
tists to  an  unprecedented  degree.  They  have 
resulted  through  prolific  work  both  in  the 
laboratory  and  the  clinic  in  a plethora  of 
speculation.  In  the  last  two  decades  their 
number  has  increased  from  one  to  several 
dozen,  and  lysergic  acid  diethylamide  (LSD) 
alone  has  been  the  subject  of  more  than  1,100 
papers.  Three  of  these  drugs  which  belong  to 
a single  family  and  have  similar  properties 
are  discussed  herein. 

Lysergic  Acid  Diethylamide 

LSD  is  a semisynthetic  product  of  rye  er- 
got. It  was  investigated,  together  with  ergo- 
metrine,  in  dogs  in  1938  by  Rothlin,  was 
found  to  have  undesirable  side  effects  and 
was  shelved.  In  1943,  the  Swiss  biochemist, 
Albert  Hoffman,  while  synthesizing  LSD  tar- 
trate in  an  effort  to  produce  a stimulant,  in- 
haled a small  quantity  of  the  drug.  To  his 
surprise,  he  experienced  feelings  of  deper- 
sonalization, visual  hallucinations,  distortion 
of  his  body  image,  distortion  of  time  percep- 
tion, and  euphoria.  Since  that  time  LSD  has 
been  given  to  many  thousands  of  human  and 
nonhuman  subjects,  including  spiders,  fish, 


Uses  of  LSD,  psilocybin,  and  mescaline  for 
the  elucidation  of  abnormal  psychologi- 
cal states,  and  significance  of  their  use  as 
abreactive  agents  or  catalysts  for  trans- 
ference in  psychotherapy  is  discussed. 


and  one  elephant  (which  died  on  the  spot) . 

The  pharmacologic  properties  of  LSD  may 
be  summarized  as  follows : 

Central  Action.— Changes  in  psychic  func- 
tions manifested  by  excitation,  mood  changes 
from  euphoria  to  depression,  disturbances  of 
perception,  hallucinations,  and  distortion  of 
body  image  occur.  Motor  activity  is  dis- 
turbed. Changes  in  autonomic  nervous  sys- 
tem function,  mydriasis,  changes  in  heart 
rate,  rise  in  body  temperature,  hypergly- 
cemia, pilomotor  reaction,  lowering  of  blood 
pressure,  respiratory  depression,  lacrimation, 
nausea,  and  vomiting  may  be  present. 

Peripheral  Action. — Smooth  muscle  of 
uterus,  blood  vessels,  and  bronchioles  may 
be  constricted.  The  psychic  effects  rarely 
include  disorientation  and  gross  impairment 
of  memory  and  awareness. 

The  latent  period  for  autonomic  effects  is 
20  minutes.  The  psychic  effects  appear  in  40 
minutes,  peak  in  2 to  3 hours,  and  last  8 to 
12  hours.  The  effective  dosage  in  man  is  ex- 
tremely small,  ranging  between  60  and  120 
micrograms  (pg)  orally  or  parenterally.  The 
psychophysiological  effects  of  LSD  are  gen- 
erally dose  related,  but  are  greatly  modified 
by  the  personality  of  the  individual  subject 
and  the  setting. 

One  of  the  striking  characteristics  of  LSD 
is  its  ability  to  inhibit  certain  effects  of 
serotonin  (5-hydroxytryptamine)  especially 
in  experiments  in  vitro.  Since  serotonin  plays 
an  unknown  but  important  role  in  central 
nervous  system  (CNS)  function,  it  is  natural 
that  it  should  figure  prominently  in  theories 
of  LSD’s  mode  of  action.  The  more  preva- 
lent theories  are:  (1)  competition  between 
LSD  and  serotonin  for  receptor  sites  on  or  in 
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neurons,  (2)  production  of  serotonin  defi- 
ciency (however,  bromo-LSD  is  a far  more 
potent  antagonist  of  serotonin,  but  is  not 
psychotomimetic),  (3)  potentiation  of  the  ef- 
fects of  serotonin,  (4)  disturbances  in  cen- 
tral adrenergic  mechanisms,  and  (5)  inter- 
ference with  cholinergic  transmission  within 
the  CNS. 

None  of  these  theories  is  supported  by 
weight  of  evidence  at  the  present  time. 

LSD  administration  to  paranoid  patients 
or  psychotic  persons  who  suffer  chronic  de- 
lusions may  result  in  their  further  deteriora- 
tion. The  pseudoneurotic  and  mildly  overt 
schizophrenics  show  more  striking  effects, 
among  which  depersonalization  and  dereal- 
ization are  the  more  common ; the  pseudo- 
neurotics in  addition  may  show  extreme  in- 
tellectual disorganization.  Schizophrenic  pa- 
tients appear  to  tolerate  larger  doses. 


Mescaline 

The  second  member  of  this  group  of  com- 
pounds is  mescaline.  It  is  a white  crystalline 
substance  extracted  and  identified  by  Heffter 
in  1896  from  the  small  cactus  Anhalonium 
lewinii  found  on  both  sides  of  the  Rio  Grande. 
This  cactus  is  known  to  the  Indians  as  pey- 
ote. Although  in  1620  the  Holy  Office  of  the 
Inquisition  of  New  Spain  forbade  its  use  by 
the  Indians,  its  consumption  has  persisted  to 
this  day.  The  more  than  200,000  members 
of  the  Native  American  Church  of  North 
America,  Inc.  use  peyote  as  part  of  their 
religious  activities. 

Mescaline  is  3,4,5-trimethoxyphenylethyla- 
mine.  It  is  95  per  cent  excreted  in  man  in  24 
hours,  30  per  cent  as  the  acetic  acid,  the  rest 
as  pure  mescaline  or  conjugated  products. 
The  average  dose  in  man  is  400  mg.  The 
physical  and  psychological  effects  are  simi- 
lar to  those  following  use  of  LSD.  It  is  al- 
leged that  mescaline  is  a powerful  anaphro- 
disiac,  a characteristic  also  undoubtedly  true 
of  all  hallucinogens. 

Well-known  writers  including  Havelock 
Ellis,  Kurt  Lewin,  Heinrich  Kluver,  and  Al- 
dous  Huxley  have  vividly  portrayed  the  psy- 
chic effects  of  mescaline  ingestion.  Symp- 
toms appear  in  30  minutes,  peak  at  four 
hours,  and  last  from  12  to  14  hours.  No  ad- 
diction to  either  mescaline  or  the  cactus  has 
ever  been  reported.  Mescaline,  like  LSD,  may 
underscore  schizophrenic  symptomatology. 
The  effects  of  mescaline  are  potentiated  if 


the  drug  is  given  concomitantly  with  amphe- 
tamines (which  are  structurally  similar). 


Psilocybin 

The  last  member  of  this  fascinating  triad 
of  psychotomimetic  drugs  is  psilocybin.  Psi- 
locybin is  contained  in  various  Mexican 
mushrooms.  Mushroom  intoxication  has  for 
thousands  of  years  been  part  of  the  culture 
of  certain  inhabitants  of  Mexico  and  Central 
America.  In  Guatemala,  stones  have  been 
found  which  are  carved  in  the  form  of  the 
pileate  mushroom ; in  the  stem,  the  figure  of 
a god  is  depicted.  Some  of  these  are  more 
than  3,000  years  old.  The  “sacred  mush- 
rooms” called  Teonanacatl  are  still  eaten  by 
Indian  tribes  in  southern  Mexico.  The  Amer- 
ican ethnologist,  R.  Gordon  Wasson,  and  his 
late  wife,  Valentina,  made  the  first  system- 
atic study  of  these  mushrooms  in  1953. 

Prof.  R.  Heim  of  Paris  classified  them  in 
1956  and  assigned  them  to  the  genus  Psilo- 
cybe.  Albert  Hoffman  was  the  investigator 
who  extracted  and  identified  psilocybin  and 
later  synthesized  it.  It  is  an  indole  with  the 
formula  4 - phosphoryloxy - a>  - N - N - dimethyl- 
tryptamine.  Psilocybin  is  also  mixed  with  a 
smaller  quantity  of  psilocin,  the  dephosphor- 
ylated  psilocybin.  Jean  Delay  was  the  first 
to  investigate  its  clinical  effects,  which  are 
similar  to  those  following  use  of  LSD  or 
mescaline.  The  subject  feels  a pleasant  sen- 
sation of  intellectual  and  bodily  relaxation, 
divorcement  from  the  environment,  but  often 
physical  tiredness  and  heaviness.  The  aver- 
age oral  dose  is  10  to  30  mg. 


Tolerance 

Of  special  significance  to  the  physician  is 
the  phenomenon  of  tolerance  associated  with 
these  drugs.  Isbell,  of  the  Addiction  Re- 
search Center  in  Lexington,  Ky.,  and  his  col- 
laborators have  shown  that  tolerance  to  LSD 
develops  faster,  is  greater  in  degree,  and  is 
lost  more  rapidly  than  is  tolerance  to  any 
other  known  drug.  Tolerance  to  LSD  is  not 
associated  with  the  development  of  physical 
dependence  (symptoms  on  withdrawal  of  the 
drug) , as  it  is  with  morphine  and  barbiturate 
addictions.  The  patients  who  develop  toler- 
ance to  LSD  are  also  cross-tolerant  to  mes- 
caline and  psilocybin,  and  vice  versa.  A num- 
ber of  substances  including  phenothiazines, 
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barbiturates,  sodium  succinate,  and  nicotina- 
mide have  been  claimed  to  diminish  the  hal- 
lucinogenic effects.  Chlorpromazine  proba- 
bly is  the  best.  Suggestion  or  hypnosis  have 
little  or  no  effect. 


Other  Names 

Although  the  term  hallucinogen  is  com- 
monly applied  to  this  group  of  drugs,  the 
abnormal  mental  states  they  produce  are  not 
always  characterized  by  hallucinations.  In 
recognition  of  this  fact,  they  also  have  been 
classified  as  psychotomimetics,  dysleptics, 
psychedelics,  and  psychotogens.  None  is  real- 
ly satisfactory,  since  the  nature  of  these 
“artificial  psychoses”  is  unclear. 

Comparison  with  Other  Psychiatric  States 

The  term  psychotomimetic  implies  that  the 
states  resulting  from  the  ingestion  of  these 
drugs  imitate  the  naturally  occurring  psy- 
choses. Osmond  defines  psychotomimetics  as 
“substances  that  produce  changes  in  thought, 
perception,  mood,  and  sometimes  posture,  oc- 
curring alone  or  in  concert,  without  causing 
major  disturbances  of  the  autonomic  ner- 
vous system  or  addictive  craving,  and  alv 
though  with  overdosage,  disorientation,  mem- 
ory disturbances,  stupor,  and  even  narcosis 
may  occur,  these  reactions  are  not  character- 
istic.” At  standard  dosages,  therefore,  these 
“synthetic”  psychoses  differ  from  the  psy- 
chotic deliriums  that  may  result  from  drugs 
like  atropine,  the  amphetamines,  or  cocaine, 
or  from  fever,  trauma,  or  toxic  states.  They 
also  differ  from  the  functional  psychoses, 
such  as  schizophrenia,  in  their  brevity,  pre- 
dominance of  visual  hallucinations,  retention 
of  insight,  and  evidence  of  primary  percep- 
tual disturbance,  as  opposed  to  the  primary 
thought  disturbance  of  schizophrenia. 

Hallucinogens  and  Biochemical  Research 

The  superficial  similarity  of  model  psy- 
choses to  the  schizophrenias  has  stimulated 
extensive  research  into  the  etiology  of  schizo- 
phrenia. The  minute  amounts  of  LSD  which 
produce  these  abnormal  states  have  encour- 
aged belief  in  an  endogenous  toxin  or  a defi- 
ciency of  some  necessary  metabolite  for  nor- 


mal brain  function.  The  extensive  work  of 
the  Tulane  group  on  the  allegedly  psychoto- 
genic  substance  taraxein,  which  is  isolated 
from  schizophrenic  serum,  is  a case  in  point. 
However,  the  claims  of  this  group  have  met 
with  very  limited  acceptance. 

It  is  true  that  this  group  of  psychotomi- 
metics are  indole  derivatives,  though  in  the 
case  of  mescaline  this  involves  the  assump- 
tion of  some  preliminary  chemical  manipula- 
tion in  the  body.  The  intimate  structural  re- 
lationships of  the  psychotomimetics  with  the 
neurohormone,  serotonin,  suggest  that  in- 
doles are  of  considerable  importance  in  the 
biochemistry  of  behavior.  And,  as  Mayer- 
Gross  remarks,  “biochemistry  may  not  have 
given  many  answers,  so  far,  to  the  problems 
of  model  psychoses,  but  the  possibility  of  ex- 
perimentation and  comparative  studies  with 
a great  variety  of  substances  is  a most  tempt- 
ing prospect  for  psychiatry.” 


Hallucinogens  in  Clinical  Medicine 

During  the  last  few  years  the  therapeutic 
potential  of  these  agents  has  been  explored. 
Though  the  evidence  for  therapeutic  value  is 
slight  as  yet,  LSD  in  particular  has  been  ex- 
ploited by  some  overly  enthusiastic  physi- 
cians and  many  non-medical  charlatans. 

Claims  have  been  made  for  beneficial  ef- 
fect in  character  problems  and  alcoholism, 
neurosis,  and  schizophrenic  reactions  in 
adults  or  children.  Treatment  has  been  of- 
fered in  individual  or  group  settings,  in  in- 
patients or  outpatients.  Some  have  used  sin- 
gle administrations  of  the  drug,  others  a 
whole  series  at  weekly  or  biweekly  intervals. 
Some  therapists  even  take  the  drug  them- 
selves in  the  course  of  the  therapy  sessions, 
seeking  empathic  response! 

Hallucinogens  also  have  been  used  as  diag- 
nostic tools,  with  the  assumption  that  by  pre- 
cipitating more  florid  symptomatology,  one 
may  make  the  clinical  picture  more  lucid  and 
diagnosis  easier.  The  proponents  for  the  ther- 
apeutic use  of  hallucinogens  find  comfort  in 
the  following  notions:  (1)  the  euphoria  is 
helpful  for  the  psychotherapeutic  induction, 
(2)  there  is  promotion  of  reactivation  of 
repressed  memories,  especially  those  which 
have  led  to  psychic  trauma,  (3)  there  is 
manifestation  of  fantasies  and  defense  mech- 
anisms which  can  be  observed  and  inter- 
preted, (4)  there  is  increase  in  empathy  on 
the  part  of  the  therapist,  and  (5)  there  is 
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dissolution  of  the  defensive  armor  surround- 
ing the  patient,  which  accelerates  the  trans- 
ference. 

These  therapeutic  notions  are  extensions 
of  the  psychoanalytic  frame  of  reference. 
Other  clinicians  are  using  different  models. 
Chwelos  and  associates,  referring  to  the  LSD 
experience  in  the  treatment  of  alcoholics,  be- 
lieve that  the  meaning  of  this  experience  is 
that  self-surrender  and  self-acceptance  are 
more  easily  achieved  through  LSD,  and  that 
from  the  psychological  point  of  view,  the  res- 
olution of  the  problem  lies  in  this  surrender 
which  is  thought  to  be  similar  to  the  “re- 
ligious conversion”  of  William  James.  Other 
clinicians  use  an  existentialistic  frame  of 
reference,  referring  to  concepts  like  the  “en- 
counter” thus  elevating  the  therapeutic  inter- 
action to  a more  transcendental  plane.  Most 
of  these  therapists  report  good  results,  or  at 
least  encouraging  results,  that  warrant  fur- 
ther trials.  Almost  none  of  these  therapeutic 
claims  have  been  subjected  to  controlled 
study.  A recent  paper  from  England  by  Rob- 
inson and  collaborators  reports  on  a con- 
trolled trial  of  abreaction  by  LSD  or  cyclonal- 
methamphetamine  in  the  treatment  of  psy- 
choneurosis. Patients  matched  as  to  clinical 
syndromes,  social  status,  age,  and  intelli- 
gence were  allocated  at  random  to  three 
treatment  groups:  abreactive  LSD,  abreac- 
tive  cyclonal-methamphetamine,  and  standard 
psychotherapy.  The  researchers’  conclusion 
was  that  there  was  no  significant  difference 
between  the  proportion  of  patients  who  were 
symptom-free  after  any  of  the  treatments. 
F ollow-up  studies  three  and  six  months  after 
discharge  showed  that  there  was  no  signifi- 
cant difference  in  the  beneficial  results  ob- 
tained from  the  three  treatments  used.  In 
our  judgment,  the  therapeutic  effectiveness, 
if  any,  of  these  agents  is  limited  by  the  dan- 
gers of  administration.  A review  in  1960  of 
5,000  patients  who  had  received  LSD  or  mes- 
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caline  and  who  were  divided  into  two  groups, 
experimental  subjects  and  therapy  patients, 
showed  that  in  the  experimental  group,  the 
number  of  subjects  with  a psychotic  reaction 
lasting  more  than  two  days  was  0.8  per  1,000. 
There  were  no  attempted  or  completed  sui- 
cides. In  the  standard  therapy  group,  at- 
tempted suicides  were  1.2  per  1,000,  com- 
pleted suicides  were  0.4  per  1,000,  and  the 
number  of  psychotic  reactions  lasting  more 
than  two  days  was  1.8  per  1,000. 

Side  Effects 

Increased  illicit  traffic  in  these  drugs  is 
aggravating  the  incidence  of  untoward 
events.  These  may  be  prolonged  psychotic 
reactions,  acting  out  behavior,  abuse  of  the 
euphoriant  properties  of  the  drug  as  in  LSD 
parties,  and  multihabituation.  Although  the 
psychotomimetics  are  not  addictive  as  such, 
they  have  been  and  are  used  as  a component 
of  a ritual  that  involves  rotating  indulgence 
in  a variety  of  stimulants,  narcotics,  seda- 
tives, and  hallucinogens. 

The  authors  do  not  imply  that  inquiry  into 
the  therapeutic  utility  of  these  agents  should 
be  discontinued.  It  is  possible  that  there  are 
cases  that  may  benefit,  but  to  those  who  say 
that  these  drugs  justify  “cautious  optimism,” 
we  should  like  to  delete  the  optimism  and 
stress  the  caution. 

Hallucinogens  should  be  given  only  in  a 
hospital  setting  by  physicians  experienced  in 
their  use,  with  adequate  nursing  and  follow- 
up care,  and  every  subject  should  be  careful- 
ly screened.  Schizoid  personalities,  patients 
with  sexual  identification  problems,  pseudo- 
neurotic schizophrenics  or  schizophrenics  in 
remission,  epileptics,  drug  addicts,  obsessive- 
compulsive  neurotics,  seriously  depressed  pa- 
tients, and  patients  with  organic  illnesses 
(particularly  with  liver  damage)  should  be 
excluded. 

The  subject  always  should  be  informed  as 
to  the  nature  of  the  procedure.  The  effects  of 
a hallucinogenic  agent  on  an  unsuspecting 
subject  can  be  a devastating  experience  with 
catastrophic  consequences  that  may  include 
self-destruction  or  psychotic  decompensation. 

With  the  increased  consumption  of  these 
agents,  it  is  possible  for  the  physician  to  en- 
counter patients  in  a state  of  “psychotomi- 
metic intoxication.”  There  are  no  clinical 
laboratory  tests  for  the  identification  of  these 
agents.  The  diagnosis  is  based  on  history  and 
examination.  The  dilated  pupils  and  other 
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sympathotonic  effects,  the  visual  hallucina- 
tions, disturbance  of  body  image,  dissocia- 
tion, and  derealization  in  clear  consciousness 
should  make  one  suspect  the  diagnosis.  Ad- 
ministration of  chlorpromazine  and  nursing 
care  in  a protected  environment  is  effective. 

Stockings  has  optimistically  characterized 
mescaline  intoxication  as  “condensed  psycho- 
analysis,” which  raises  this  question : What 
is  the  learning  value  to  a psychiatrist  of  tak- 
ing such  a drug  himself?  It  is  a unique  ex- 
perience that  may  give  him  at  least  a glimpse 
of  some  of  his  patient’s  suffering.  The  au- 
thors are  glad  they  had  the  experience,  but 
believe  that  a second  dose  would  be  an  impo- 
sition. 

It  is  not  easy  for  one  to  predict  the  indi- 
vidual response.  Beringer,  who  had  extensive 
experience  with  mescaline,  insisted  that  he 
was  unable  to  predict  the  kind  of  mescaline 
reactions  in  any  one  of  his  subjects.  He 
brushed  aside  the  idea  of  pharmacologic  an- 
alysis of  personality  with  this  drug.  The  in- 
crease in  suggestibility  associated  with  tak- 
ing these  drugs  may  well  be  responsible  for 
the  most  remarkable  reports  of  both  patients 
and  therapists. 

Finally,  the  authors  wish  to  reassure  those 
who  fear  the  employment  of  these  drugs  for 
thought  reform.  Their  ready  availability  to 
the  medical  profession  reflects  the  loss  of  in- 
terest of  governments  throughout  the  world 
in  their  brainwashing  possibilities. 


Summary 

Three  important  pharmacologic  agents, 


members  of  the  large  class  of  drugs  called 
hallucinogens,  have  been  discussed.  They  be- 
long to  one  family  and  are  characterized  by 
similarities  in  chemical  structure  and  sympa- 
thomimetic effects.  Their  importance  for  re- 
search in  the  etiology  of  schizophrenia,  to- 
gether with  their  significance  in  the  diag- 
nosis and  treatment  of  mental  disorders,  has 
been  explored.  Attention  has  been  called  to 
undesirable  side  effects  that  may  follow  their 
use  or  misapplication. 
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24  of  26  Congressional  Polls 
Show  Majority  Opposition  to  Medicare 

Strong  grass-roots  opposition  to  any  medical-hospital  plan  for 
the  aged  under  the  Social  Security  System  has  been  shown  by  recent 
Congressional  polls.  Twenty-four  polls  so  far  have  asked  for  an 
opinion  on  the  controversial  issue.  In  one  it  was  revealed  a majority 
favored  the  plan.  The  questionnaires  were  sent  by  Congressmen  from 
both  parties  and  from  all  sections  of  the  nation. 

One  of  the  latest  polls,  by  Rep.  0.  C.  Fisher  of  Texas,  showed 
that  74  per  cent  of  his  constituents  opposed  the  King- Anderson  ap- 
proach. 
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Diagnostic  Utilization 
Of  Sleep  Characteristics 

ALLAN  G.  HANRETTA,  M.D. 


SLEEP  IS  THAT  rather  mysterious  and 
curious  state  which  consumes  one  third 
of  one’s  total  life  span.  Since  the  dawn  of 
history,  man  has  theorized  about  the  nature 
and  function  of  the  somnolent  state  but  only 
within  the  past  100  years  has  fruitful  sci- 
entific investigation  begun  to  swing  open  the 
doors  to  this  shadowy  realm.  The  knowledge 
disclosed  to  the  present  time  indicates  that 
the  various  characteristics  of  sleep  may  be 
effectively  utilized  as  diagnostic  aids.  This 
fact  will  be  illustrated  by  brief  consideration 
of  the  highlights  of  the  normal  sleep  state 
and  its  development,  the  effects  of  normal 
sleep  on  organic  illness,  the  effects  of  sleep 
on  psychiatric  illness,  the  effects  of  organic 
illness  on  sleep,  the  effects  of  psychiatric  ill- 
ness on  sleep,  the  sleep  characteristics  in  var- 
ious syndromes  and  functional  disorders,  the 
effects  of  sleep  deprivation  on  normal  sub- 
jects and  chronic  schizophrenic  subjects,  the 
effects  of  dream  deprivation  on  normal  sub- 
jects, and  the  dream  characteristics  in  psy- 
chiatric illnesses. 


Normal  Sleep  And 
Its  Development 

The  development  of  normal  sleep  may  be- 
gin before  birth;  some  investigators  believe 
that  fetal  life  is  equated  with  a sleeping  life.3 
The  tactile  stimulation  and  anoxia  of  birth 
causes  an  “awakening”  of  the  newborn.  Dur- 
ing the  first  few  months  of  life  the  waking 
state  is  primarily  determined  by  basic  stimuli 
arising  from  various  vital  functions  and/or 
excessive  sensory  stimuli.  The  newborn  in- 
fant sleeps  an  average  of  16-17  hours  per  day 


with  a gradual  lengthening  of  nocturnal 
sleep  which  reverses  the  infant’s  sleep-wake- 
fulness ratio  of  2:1  to  the  adult’s  ratio  of 
1 :2.  There  are  periods  of  motility  and  immo- 
bility which  are  related  to  light  and  deep 
sleep  respectively.  This  periodic  deepening 
of  normal  sleep  is  known  as  a “sleep  cycle.”1 
The  infant’s  sleep  cycle  of  50-60  minutes 
gradually  lengthens  to  about  90  minutes  by 
adulthood.  The  period  of  immobility  or  deep- 
est sleep  is  curiously  constant  at  20-25  min- 
utes in  both  the  infant  and  adult.11  The  av- 
erage adult  sleep  requirement  is  about  eight 
hours  per  day  whereas  persons  in  the  older 
age  groups,  80  years  and  above,  may  actually 
require  more  sleep.  Studies  have  indicated 
that  a sleeping  subject  may  be  able  to  re- 
spond to  his  environment  when  the  stimulus 
previously  had  been  a conditioned  emotional 
arousal  stimulus  in  the  waking  state.13  All 
bodily  systems  have  been  observed  to  be  al- 
tered by  the  sleeping  state. 

Effects  of  Normal  Sleep 
On  Organic  Illness 

The  effects  of  the  normal  sleep  state  on 
organic  illnesses  may  be  seen  in  many  in- 
stances and  occasionally  can  be  utilized  as  a 


Utilization  of  sleep  as  a diagnostic  aid  in 
both  organic  and  psychiatric  illness  has 
proved  extremely  valuable.  Potential  uses  of 
sleep  may  be  far-reaching  and  their  dis- 
covery could  be  among  the  most  rewarding 
endeavors  of  current  scientific  research, 
says  the  author. 
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diagnostic  aid.  In  the  absence  of  other  causes 
of  tachycardia,  a sleeping  pulse  of  above  80 
per  minute  indicates  the  probability  of  hy- 
perthyroidism.4 Occasionally,  a hypothyroid 
state,  which  had  been  disguised  by  anxiety 
symptoms  in  the  waking  state,  may  be  diag- 
nosed by  contrasting  a waking  basal  meta- 
bolic rate  with  a sleeping  BMR.5  Likewise, 
a sleeping  BMR  may  eliminate  various  ner- 
vous factors  which  tend  to  confuse  the  re- 
sults of  a waking  BMR.  Patients  with  chron- 
ic pulmonary  ailments  may  frequently  have 
a worsening  of  their  symptoms  immediately 
upon  awakening.  The  alteration  of  hemody- 
namics due  to  lying  down  during  sleep  causes 
paroxysmal  nocturnal  dyspnea  to  become 
manifest  in  patients  with  left  ventricular 
failure.  The  early  morning  stiffness  of  the 
rheumatoid  arthritis  patient  has  been  cor- 
related to  the  loss  of  the  early  morning  peak 
of  hydrocortisone  secretion.15  The  headache 
secondarily  caused  by  an  increased  intra- 
cranial pressure,  which  may  commonly  be 
attributable  to  a tumor,  develops  during  the 
night  and  may  awaken  the  patient  in  the 
early  morning  hours.19  Unknown  mechanisms 
occurring  during  sleep  become  manifest  in 
paroxysmal  nocturnal  hemoglobinuria  and  in 
the  nocturnal  periodicity  of  the  microfilariae 
of  Wuchereria  bancrofti. 

Effects  of  Sleep 
On  Psychiatric  Illness 

The  beneficial  effects  of  induced  sleep  on 
psychiatric  illnesses  have  long  been  known. 
Prolonged  sleep  therapy  has  been  used  in 
practically  all  of  the  psychiatric  diagnostic 
entities  with  fair-to-good  results  as  com- 
pared to  other  treatment  procedures  avail- 
able at  that  time.  At  the  present  time,  Rus- 
sian scientists  are  investigating  the  possibil- 
ity that  sleep  may  have  life-prolonging  quali- 
ties.10 Sleep  therapy  is  still  utilized  in  Russia 
and  occasionally  in  parts  of  Europe.  How- 
ever, because  of  a high  rate  of  side  effects 
and  difficulty  of  administration,  this  thera- 
peutic mode  has  been  discarded  in  the  United 
States  with  the  establishment  of  insulin  coma 
therapy,  electroconvulsive  therapy,  and  mod- 
ern drug  therapy.2 

Effects  of  Organic 
Illness  on  Sleep 

Practically  any  type  of  organic  disturb- 


ance is  capable  of  causing  a sleep  disorder. 
Organically  determined  hypersomnolence 
may  be  caused  by  encephalitis,  head  trauma, 
syphilis,  brain  tumor,  diabetes  mellitus,  pi- 
tuitary disorders,  cerebral  arteriosclerosis, 
influenza,  hyperinsulinism,  epilepsy,  multiple 
sclerosis,  and  polycythemia  vera.  Various 
types  of  headaches  such  as  histamine  head- 
aches or  Horton’s  cephalgia  may  interrupt 
normal  sleep.  Along  with  anxiety  and  other 
symptoms,  early  organic  cerebral  disability 
may  exhibit  terrifying  dreams  and  insomnia 
which  leave  the  patient  exhausted  and  de- 
pressed. These  symptoms  may  be  almost 
wholly  confined  to  the  night  hours.12  Fre- 
quently, patients  with  a senile  psychosis  may 
have  a repetitive  quality  to  their  complaints 
which  may  include  restlessness  and  insomnia, 
especially  in  the  early  morning  hours.  Cere- 
bral arteriosclerosis  may  be  considered  a con- 
tributing factor  if  the  patient  is  momentarily 
confused  and  disoriented  immediately  upon 
awakening.0 

Effects  of  Psychiatric 
Illness  on  Sleep 

The  effects  of  psychiatric  illnesses  on  nor- 
mal sleep  may  also  be  of  value  in  diagnosis. 
Psychogenic  hypersomnia  becomes  manifest 
at  times  of  conflict  and  especially  when  a 
decision  is  demanded.  Thus,  sleep  is  most  in- 
appropriately timed  and  often  the  nocturnal 
sleep  pattern  is  disturbed.8  In  most  persons 
with  neurotic  anxiety  states  there  may  be 
an  initial  sleep  disturbance  and  an  excessive 
morning  fatigue.  Sleep  phobia  or  psychotic 
insomnia  is  usually  found  in  patients  suffer- 
ing from  a psychosis  in  which  the  ego  is  so 
weak  or  near  to  disorganization  that  it  can- 
not face  the  imagined  terrors  in  the  uncon- 
sciousness of  sleep.  These  patients  cling  des- 
perately to  wakefulness  and  may  actually 
commit  suicide  to  escape  the  nameless  hor- 
rors that  seem  to  threaten  them  in  sleep. 1S 
Patients  suffering  from  an  endogenous  de- 
pression may  have  trouble  going  to  sleep, 
staying  asleep,  and  with  early  morning 
awakening.  Along  with  this  persistent  in- 
somnia, such  patients  complain  of  a diurnal 
mood  variation  in  that  they  feel  depressed 
in  the  morning  hours  and  dread  facing  the 
new  day.7  The  manic  patient  often  exhibits  a 
severe  insomnia  and  may  die  of  exhaustion 
and  intercurrent  illness  if  treatment  is  not 
instigated  in  time.  Schizophrenic  patients 
frequently  may  have  a complete  dissociation 
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of  their  sleeping-waking  rhythm  and  be 
plagued  with  random  sleeping  or  waking  at- 
tacks.17 

Sleep  Characteristics  in 
Syndromes  and  Functional  Disorders 

Sleep  is  either  directly  or  indirectly  asso- 
ciated with  various  syndromes  and  function- 
al disorders.  In  acroparesthesia,  which  is 
sometimes  known  as  “sleep  tetany”  or  “sleep 
rheumatism,”  the  paresthesias  are  usually  of 
the  upper  extremities  and  the  ulnar  distri- 
bution is  most  frequently  affected.  Women  in 
the  30-50  year  age  group  who  engage  in  con- 
siderable manual  work  are  affected  most  fre- 
quently. The  prolonged  relaxation  of  the 
muscles  during  sleep  causes  pressure  on  the 
nerves  in  the  supraclavicular  fossae  which  in 
turn  causes  the  symptomatology.  Of  course, 
other  etiologic  factors  must  be  ruled  out; 
however,  once  the  diagnosis  is  established, 
the  condition  is  usually  chronic  and  benign 
in  nature.9  Somnambulism  is  another  concom- 
itant of  sleep  which  is  a frequent  finding  in 
children  but  may  be  an  indication  of  psycho- 
pathology when  present  in  adults.  There  ac- 
tually have  been  murders  committed  with 
knives  and  guns  while  an  individual  was  in 
a somnambulistic  state  without  his  awaken- 
ing. In  one  instance  a young  civil  engineer 
stabbed  himself  four  times  while  in  a som- 
nambulistic state  and  did  not  awaken  until 
just  before  he  died  of  blood  loss.  He  then 
related  dreaming  that  an  evil  spirit  had  per- 
suaded him  to  kill  himself.  Robert  Ledru,  a 
35-year-old  French  detective  was  assigned  to 
a murder  case  in  Le  Havre,  France.  He 
solved  the  crime  and  reported  to  his  superior, 
“I  have  the  killer  and  the  evidence,  but  I 
lack  the  motive.  It  was  I who  killed  Andre 
Monet.”  A review  of  the  facts  indicated  that 
Robert  Ledru  must  have  committed  the  crime 
while  in  a somnambulistic  state.14  Investiga- 
tors have  reported  that  some  adults  who  suf- 
fer from  a severe  somnambulistic  problem 
may  have  a similar  familial  history,  a per- 
sonal history  of  infection  or  trauma  to  the 
central  nervous  system,  and  may  have  defi- 
nite electroencephalographic  (EEG)  altera- 
tions. It  is  suggested  that  these  patients 
should  have  a trial  of  anticonvulsant  medica- 
tion. Another  disorder  associated  with  sleep 
is  called  Gelineau’s  syndrome  which  consists 
of  the  narcoleptic  tetrad  of  narcolepsy,  cata- 
plexy, sleep  paralysis,  and  hypnagogic  hallu- 
cinations; the  syndrome  is  now  thought  to 


be  determined  by  a single  dominant  gene 
with  relatively  slight  penetrative  power. 
Some  of  the  most  experienced  investigators 
of  this  syndrome  state  that  they  have  never 
seen  a case  in  complete  remission  and  that 
they  treat  all  cases  symptomatically.19  The 
combination  of  periodic  somnolence  and  hun- 
ger or  the  Kleine-Levin  syndrome  has  been 
known  only  since  1925  and  the  etiology  is  not 
known.  The  most  frequent  neurotic  sleep 
disturbances  of  childhood  are  nightmares  and 
night  terrors.  Nightmares  are  characterized 
by  an  abrupt  awakening  from  sleep  by  a fear- 
ful dream  lasting  only  a minute  or  two,  which 
can  be  recalled.  The  child  is  oriented  and 
may  be  calmed  down  to  relate  his  experience 
(which  he  remembers  the  next  day)  but  then 
he  may  have  difficulty  returning  to  sleep. 
During  a night  terror,  the  child  may  not 
awaken  completely  while  he  either  sits  up 
in  bed,  jumps  out  of  bed,  or  runs  about  agi- 
tatedly with  his  eyes  opened  widely  and  star- 
ing with  an  expression  of  terror  on  his  face. 
He  is  disoriented  and  may  hallucinate  as  he 
cries,  shouts,  or  talks  more  or  less  incoher- 
ently. The  night  terror  may  last  for  15  to  20 
minutes  and  cannot  be  shortened  by  reassur- 
ance. The  episode  is  terminated  spontaneous- 
ly with  the  child  going  back  to  sleep.  The  in- 
cident will  not  be  recalled  the  next  day.  Night 
terrors  are  less  frequent  than  nightmares 
and  rarely  continue  into  adolescence.  Sleep 
terrors  which  are  associated  with  disorien- 
tation or  unconsciousness  and  amnesia  may 
be  a clinical  manifestation  of  epilepsy  asso- 
ciated with  a focal  cortical  lesion  in  the  pari- 
etotemporo-occipital  region.  Hypnalgia  or 
psychogenic  pain  during  sleep  is  most  fre- 
quently observed  in  children.  The  diagnostic 
value  of  the  sleeping  electroencephalogram 
is  commonly  utilized.  Silverman  and  Mori- 
saki  propose  the  following  rules  of  procedure 
for  utilizing  the  sleeping  EEG : 

1.  If  the  examination  is  for  a gross  pathologi- 
cal lesion  without  epileptic  phenomena  in  the 
clinical  picture  and  (a)  the  waking  state  EEG 
is  normal,  there  is  little  likelihood  that  sleep  will 
provide  any  diagnostically  important  informa- 
tion, and  hence  sleep  is  not  indicated;  (b)  if  the 
EEG  is  a focal  abnormal,  sleep  may  be  useful  to 
the  electroencephalographer  principally  to  provide 
data  from  which  he  can  make  inferences  about 
the  depth  and/or  extent  of  the  process;  (c)  if 
the  EEG  is  a diffuse  abnormal,  occasionally  sleep 
will  bring  out  crucial  focal  abnormalities  and  is 
indicated. 

2.  If  the  examination  is  for  epileptic  or  quasi- 
ictal  phenomena  (and  here  would  be  included 
post-traumatic  and  the  “autonomic-behavior-pain” 
syndromes)  and  (a)  the  waking  state  EEG  is 
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normal,  sleep  is  indicated  as  it  may  provide  cru- 
cial information;  (b)  if  the  waking  state  EEG 
is  focal  abnormal,  sleep  is  useful  only  if  con- 
firmatory data  or  a more  specific  wave  form  is 
wanted;  (c)  if  the  abnormalities  are  diffuse  and 
nonspecific  in  the  waking  state,  sleep  may  un- 
cover more  specific  epileptogenic  discharges  or 
a focus,  and  hence  is  indicated. 

Effects  of  Sleep  Deprivation 
On  Normal  and  Schizophrenic  Subjects 

The  tortures  of  sleep  deprivation  were 
utilized  by  the  Chinese  in  ancient  times.  The 
practice  was  carried  on  during  the  Spanish 
Inquisition.  Our  own  national  history  was 
influenced  greatly  by  the  effects  of  sleep 
deprivation  when  Napoleon,  attempting  to 
establish  a free  access  to  his  Louisiana  Ter- 
ritory, sent  30,000  highly  trained  battle  har- 
dened troops  to  clear  the  way  through  Santo 
Domingo.  Toussaint  L’Ouverture,  leading  a 
small  band,  resisted  vigorously  by  refusing  to 
fight  by  day  and  continuously  making  sur- 
prise attacks  by  night  on  the  French  camps. 
Sleep  deprivation  and  L’Ouverture’s  sly  tac- 
tics were  rapidly  effective  and  barely  5,000 
French  troops  returned  to  their  native  land. 
After  this  disaster  Napoleon  was  willing  to 
sell  the  Louisiana  Territory  for  whatever  it 
would  bring.  Even  in  the  Korean  War, 
American  flyers  were  subjected  to  sleep  dep- 
rivation in  order  to  obtain  false  confessions 
of  germ  warfare.  Sleep  deprivation  may 
cause  disturbances  in  perception,  awareness, 
comprehension,  orientation,  cognition,  spon- 
taneous attentiveness,  and  appropriateness 
of  affect  in  normal  subjects.  Onset  of  symp- 
toms are  varied  but  onset  may  occur  between 
the  30-60  hour  interval  and  be  pronounced 
after  75  hours  of  sleeplessness.  Six  chronic 
schizophrenic  patients  were  subjected  to  100 
hours  of  sleeplessness  and  in  five  of  the  six 
a return  of  their  acute  schizophrenic  symp- 
toms was  noted.  Thus,  although  it  is  a con- 
sequence of  emotional  conflict,  sleep  depriva- 
tion may  be  a major  factor  in  the  precipita- 
tion of  some  psychoses  and  may  possess  path- 
ogenic potentials  which  are  not  appreciated 
adequately. 

Effects  of  Dream  Deprivation 
On  Normal  Subjects 

Dreams  have  certain  characteristics  in 
common  for  practically  everyone.  A dream 


may  be  defined  as  a complex  mental  mecha- 
nism occurring  during  sleep  which  incorpo- 
rates the  environmental  stimuli  as  a nidus 
about  which  a subjective  statement  of  cur- 
rent unresolved  experience  is  expressed  in  a 
concrete  nature.  Dreams  may  aid  in  estab- 
lishing a state  of  wakefulness  or  in  continu- 
ing the  sleep  state  as  determined  by  the  cur- 
rent requirements  of  the  person.  Everyone 
dreams  during  each  light  phase  of  the  sleep 
cycle  for  approximately  20  per  cent  of  the 
total  sleep  time.  Dream  deprivation  causes 
anxiety,  irritability,  difficulty  in  concentrat- 
ing, and  an  increase  in  appetite.  These  symp- 
toms are  reversed  when  the  subjects  are  al- 
lowed to  dream.  Thus  dreaming  appears  to  be 
an  integral  part  and/or  function  of  normal 
sleep,  which  has  definite  psychic  functions 
in  maintaining  a healthy  mental  life. 


Dream  Characteristics 
Of  Psychiatric  Illness 

Patients  with  various  psychiatric  problems 
may  disclose,  upon  careful  questioning,  char- 
acteristic manifestations  in  manifest  dream 
content.  Neurotic  subjects  tend  to  have  a 
greater  number  of  nightmares,  recall  dream- 
ing more  frequently,  and  dream  in  color  more 
frequently  than  normal  subjects.  Patients  in 
the  early  stages  of  schizophrenia  may  dream 
of  blood,  bodily  dismemberment  or  disinte- 
gration, murdering  or  being  murdered,  and 
the  subject  matter  may  display  a lack  of 
dramatic  or  affective  coloring.  Depressed 
patients  often  report  dreaming  of  being  re- 
jected, reproached,  and/or  punished.  There- 
fore, we  can  see  that  even  dreams  may  be 
utilized  as  an  aid  in  the  diagnosis  of  psychi- 
atric illnesses.10 


Comment 

The  effective  utilization  of  sleep  as  a di- 
agnostic aid  cannot  be  denied.  Logically,  cer- 
tain fascinating  and  exciting  questions  come 
to  mind.  May  dreams  be  modified  specifically 
to  be  of  value  in  the  treatment  of  certain 
psychiatric  illnesses?  Can  man  condense  the 
beneficial  qualities  of  sleep  so  that  his  con- 
scious life  span  may  be  immediately  length- 
ened? Does  sleep  have  a life-prolonging  or 
rejuvenating  quality?  Can  the  unknown  met- 
abolic mechanisms  of  sleep  be  utilized  to  treat 
various  organic  illnesses?  Certainly,  the  in- 
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vestigation  of  the  mysteries  of  sleep  may  be 
one  of  the  most  rewarding  endeavors  of  cur- 
rent scientific  research. 
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Neurotic-appearing  Symptoms 
May  Stem  from  Organic  Disease 

Physicians  sometimes  diagnose  a professed  ailment  as  an  imagi- 
nary symptom  stemming  from  mental  disorder  when  actually  it  is 
the  herald  of  a very  real  organic  disease,  Dr.  Phillip  L.  Rossman  of 
St.  John’s  Hospital,  Santa  Monica,  Calif.,  writes  in  GP. 

Dr.  Rossman,  a private  practitioner  and  medical  director  of  a 
life  insurance  company,  based  his  August  article  on  a study  of  115 
patients — 78  females  and  37  males — ranging  in  age  from  9 to  71 
years.  All  had  been  diagnosed  as  neurotic,  psychoneurotic,  hysterical, 
or  having  other  mental  problems.  All  eventually  were  found  to  have 
organic  disease. 

Dr.  Rossman  lists  “lack  of  physical  or  laboratory  abnormalities,” 
as  “probably  the  most  important  factor”  in  mis-diagnosis,  and  implies 
that  over-dependence  on  laboratory  tests  is  at  fault. 

The  study  indicates,  Dr.  Rossman  concludes,  “that  if  symptoms 
are  uncorroborated  by  a physical  examination,  laboratory  tests  or  an 
x-ray  examination  in  anxious,  worried,  overcomplaining  or  persistent 
patients  who  have  marital,  sexual,  financial,  family  or  other  troubles, 
there  is  a tendency  to  label  them  psychoneurotic.” 
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Prevention  of  Cerebral  Palsy 

The  Obstetrician  s Responsibility 


PROBABLY  85  per  cent  of  children  who 
develop  cerebral  palsy  receive  the  neuro- 
logic damage  at  birth.  Although  a sizable 
percentage  of  cases  may  result  from  factors 
which  are  nonobstetrical  and  as  yet  not  un- 
derstood, it  is  the  obstetrician’s  responsibil- 
ity to  eliminate  the  preventable  obstetric 
causes. 

He  can  attempt  to  reduce  cerebral  palsy 
by  three  major  means:  (1)  improved  pre- 
conception advice  and  counseling,  (2)  im- 
proved prenatal  care,  and  (3)  astute  man- 
agement of  the  birth  process. 


Preconception  Advice 

Twenty  to  30  per  cent  of  the  women  who 
have  premature  infants  have  had  previous 
pregnancy  mishaps,  either  premature  births 
or  abortions.5  Thirty  to  40  per  cent  of  all 
cerebral  palsied  infants  are  born  premature- 
ly.3- 4 Moreover,  the  smaller  the  birth  weight, 
the  greater  the  chance  of  neurologic  damage 
and  the  higher  the  incidence  of  mental  re- 
tardation. The  reduction  in  the  number  of 
premature  births  may  be  approached  in  three 
ways,  (1)  proper  spacing  and  planning  of 
pregnancies  in  an  effort  to  reduce  anxiety 
and  allied  medical  conditions,  (2)  use  of  the 
newer  progestins  to  improve  implantation 
and  maintain  a well-vascularized  decidua  and 
placentation,  and  (3)  use  of  contraception 
and  sterilization  to  prevent  unplanned  and 
unwanted  pregnancies. 

The  full  impact  of  the  newer  progestins  in 
preventing  abortions  and  premature  labor  is 
not  yet  known.  Carefully  controlled  double 
blind  studies  are  necessary  to  prove  their  ef- 
fectiveness. One  is  impressed,  however,  with 


the  tremendous  vascularization  of  the  de- 
cidua and  the  low  incidence  of  premature 
rupture  of  membranes  among  mothers  who 
have  been  given  realistic  doses  of  Delalutin 
and  Provera. 

Data  from  the  North  Carolina  Perinatal 
Mortality  Study  (a  combined  study  made  by 
three  medical  schools  and  the  state  board  of 
health  in  North  Carolina)  indicates  that  the 
highest  incidence  of  premature  birth  and 
toxemia  of  pregnancy  occurs  in  the  lower 
socioeconomic  groups  (Table  1).  These  same 
mothers  have  the  highest  perinatal  mortality 
associated  with  prematurity,  antepartum 
bleeding,  toxemia  of  pregnancy,  and  pro- 
longed latent  period  with  premature  rupture 
of  the  membranes.  Table  2 shows  complica- 
tions which  are  associated  with  an  extremely 
high  perinatal  mortality  and,  undoubtedly, 
perinatal  morbidity.  Sixteen  per  cent  of  the 
premature  infants  and  15  per  cent  of  the  full 
term  infants  in  the  North  Carolina  study  re- 
sulted from  pregnancies  with  one  or  more 
of  these  complications.5 

Interviews  among  patients  at  the  North 
Carolina  Memorial  Hospital  indicated  that  82 
per  cent  of  the  patients  who  had  unplanned 
pregnancies  were  in  the  lower  socioeconomic 
groups.  There  is  a sizable  incidence  of  ob- 
stetric complications  which  are  associated 
with  cerebral  palsy  among  these  patients.  It 
would  seem  rational,  therefore,  to  reduce 
pregnancies  among  these  mothers  by  using 
some  of  the  newer  contraceptives  and  liberal- 
izing the  indications  for  tubal  ligation.  The 
reduction  of  the  pregnancy  rate  among  pa- 
tients in  the  social  classes  III,  IV,  and  V can 
be  furthered  by  obstetricians  cooperating 
with  welfare  and  state  health  departments 
in  counseling  welfare  workers  and  public 
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The  author  suggests  that  cerebral  palsy 
should  be  made  reportable  to  state  health 
departments  who  would  notify  physicians  who 
delivered  the  children.  He  believes  this  would 
lead  to  introspective  thinking  concerning  the 
obstetrical  factors  which  might  have  caused 
the  condition  to  develop. 


health  nurses  in  the  proper  instruction  of 
these  patients  in  the  use  of  oral  and  other 
contraceptives.  At  present  there  is  being  con- 
ducted at  the  University  of  North  Carolina 
School  of  Medicine  a study  of  the  use  of  oral 
contraceptives  among  patients  with  less  than 
eight  years’  education. 

Prenatal  Care 

The  initiation  of  prenatal  care  in  America 
has  been  one  of  the  most  important  factors 
in  the  reduction  of  maternal  and  perinatal 
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mortality.  However,  too  often  the  prenatal 
examination  is  cursory.  Insufficient  time  is 
taken  to  answer  patients’  questions  and  al- 
leviate their  anxieties  of  pregnancy;  rarely 
is  a preconceived  program  of  prenatal  in- 
struction given  at  each  visit.  It  is  possible 
that  if  a concentrated  effort  to  improve  pre- 
natal care  was  to  be  initiated,  the  tremen- 
dous advances  which  were  achieved  in  re- 
ducing maternal  mortality  could  be  dupli- 
cated to  reduce  perinatal  mortality  and  mor- 
bidity. Important  to  this  effort  would  be  the 
motivation  of  lower  socioeconomic  groups  to 


Table  1. — System  for  Socioeconomic  Classification. 

Occupation  of  Father 

Education  of  Mother 

Professional,  etc. 

Clerical  and 

Sales 

Farmers 

and 

Kindred  Workers 

Craftsmen,  etc. 

Laborers 

Proprietors,  etc. 

and  Students 

Operatives 

Service 

3 yrs.  or  more  college 

I 

II 

II 

III 

1-2  yrs.  college 

II 

II 

III 

IV 

3-4  yrs.  high  school 

II 

III 

IV 

IV 

1-2  yrs.  high  school 

III 

IV 

IV 

V 

8 yrs.  or  less  of 

elementary  school 

IV 

IV 

V 

V 

Table  2. — Incidence  and  Perinatal  Mortality  Rates  for  Various  Obstetrical  Complications  According  to 

Social  Class  in  White  and  Nonwhite  Patients. 


Social 

Class 

Incidence 

Prematurity 

% 

Perinatal 

Mortality 

Antepartum 

Bleeding 

Incidence 
Toxemia  of 
Pregnancy 

% 

Perinatal 
Mortality 
Toxemia  of 
Pregnancy 

Perinatal  Mortality 
Premature  Rupture  of 
Membranes  with  Latent 
Period  > 24  Hours 

White 

I & II 

3.9 

148 

4 

44 

96 

IV  & V 

6.7 

209 

9 

55 

128 

Non  white 

I & II  & III  9.1 

198 

16 

65 

104 

IV  & V 

10.5 

465 

21 

79 

161 

Data  from  the  North  Carolina  Perinatal  Mortality  Study. 

Perinatal  mortality  is  defined  as  rate  per  1,000  deliveries  of  fetal  and  neonatal  deaths  of  all  infants 
weighing  1,000  gm.  and  more.  Neonatal  deaths  are  those  which  occur  in  infants  less  than  28  days  of  age. 
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obtain  prenatal  care  early  in  pregnancy  and 
postpartum  in  order  that  adequate  contra- 
ceptive advice  can  be  given  and  unplanned 
pregnancies  avoided. 

Better  attention  to  diet  and  rest  could 
possibly  reduce  the  incidence  of  toxemia 
which  is  associated  with  prematurity,  intra- 
uterine hypoxia,  and  premature  separation 
of  the  placenta. 


Labor  and  Delivery 

Breech  presentation  is  associated  with  in- 
creased obstetrical  problems  and  perinatal 
mortality  and  morbidity;  9 per  cent  of  the 
mature  infants  in  the  North  Carolina  study 
were  breech  deliveries.5  The  breech  birth 
must  be  carefully  managed  in  order  that  cord 
prolapse  or  fetal  distress  may  be  treated 
promptly,  so  that  labor  does  not  progress 
with  cephalopelvic  disproportion,  and  so  that 
delivery  is  accomplished  in  the  best  way  pos- 
sible by  an  adequately  trained  physician. 

Antepartum  bleeding,  such  as  placenta 
previa,  rupture  of  the  marginal  sinus,  or 
abruptio  placenta,  may  occasionally  be  man- 
aged conservatively.  More  often,  however, 
there  is  a race  with  time;  delivery  must  be 
accomplished  before  there  is  intra-uterine 
hypoxia  and  fetal  damage.  There  are  ade- 
quate data  to  support  the  fact  that  a low 
forcep  delivery  may  be  entirely  safe.  On  the 
other  hand,  a difficult  forcep  rotation  or  a 
midforcep  operation  may  be  associated  with 
appreciable  perinatal  mortality  and  morbid- 
ity. Only  by  carefully  monitoring  the  labor 
and  exercising  mature  judgment  can  midfor- 
ceps be  properly  employed  without  increas- 
ing perinatal  mortality  or  morbidity. 

Pitocin  is  probably  one  of  the  most  im- 
portant drugs  in  obstetrics.  However,  it  may 
be  misused.1  A reasonable  indication  for 
Pitocin  stimulation  is  when  the  obstetric 
complications  have  greater  potential  danger 


to  the  mother  or  the  infant  than  the  use  of 
the  Pitocin.  The  injudiciously  elected  induc- 
tion of  labor  with  Pitocin  may  initiate  labor 
before  the  complicated  chemical  and  temporal 
aspects  of  labor  are  physiologically  joined. 
Abnormal  uterine  contractions  may  occur  re- 
sulting in  intra-uterine  hypoxia,  or  unneces- 
sary operative  procedures  may  be  necessary 
to  combat  the  problems  produced. 

Despite  progress  in  obstetric  management 
and  pediatric  care,  erythroblastosis  is  still  a 
potential  cause  of  neurologic  damage  to  the 
infant.  It  is  important  that  obstetricians  and 
pediatricians  cooperate  in  the  prevention  of 
this  damage  by  discussing  the  pros  and  cons 
of  early  induction  of  labor  and  by  having 
adequate  preparation  for  immediate  ex- 
change transfusions  for  an  infant  who  may 
be  potentially  damaged  by  erythroblastosis. 
The  Rh-sensitized  infant  should  be  born  in 
the  surroundings  where  immediate  exchange 
transfusions  may  be  accomplished.  A short 
delay  may  be  the  difference  between  a sur- 
viving and  undamaged  child  or  a child  who 
dies  or  has  neurologic  deficits.  The  erythro- 
blastotic  infant  may  be  born  anemic  and  in 
cardiac  failure.  Only  by  immediate  and  rapid 
exchange  transfusion  can  these  infants  be 
prevented  from  having  intracranial  damage 
or  dying  from  heart  failure. 

The  following  are  illustrative  cases  of  spe- 
cific obstetrical  factors  in  cerebral  palsy  that 
were  found  in  the  North  Carolina  Study:5 


Case  Reports 

A 27-year-old  multipara  had  labor  induced  on  the 
expected  date  of  confinement  because  of  a previous 
stillbirth.  The  head  was  not  engaged;  presentation 
was  by  vertex  and  hand.  The  cord  prolapsed  and 
a difficult  forcep  rotation  was  performed  under 
ether  anesthesia.  The  child  developed  spastic  para- 
plegia with  mental  deficiency. 

A 24-year-old  white  primigravida  had  a labor  of 
28  hours  with  uterine  inertia  and  midpelvis  arrest. 
Barton  and  Kielland’s  forceps  were  used  in  an  un- 
successful attempt  at  rotation.  An  internal  podalic 
version  yielded  a 3,340  gm.  infant.  At  six  years  of 
age  the  diagnosis  of  tension  athetosis  with  mental 
deficiency  was  made. 

A 22-year-old  white  multipara  developed  pain- 
less vaginal  bleeding  at  term.  The  bleeding  was 
secondary  to  placenta  previa;  a Willett  clamp  was 
applied  for  1514  hours.  The  infant  weighed  2,060 
gm.  and  developed  spastic  quadriplegia  with  mental 
deficiency. 

A 38 -year -old  white  multipara  had  an  unneces- 
sary and  elective  cesarean  section  under  spinal 
anesthesia  at  37  weeks  because  of  a previous  Sturm- 
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dorf  cervical  repair.  The  infant  was  premature  and 
weighed  2,110  gm.  At  seven  years  of  age  the  child 
had  athetosis  and  mental  deficiency. 

A 24-year-old  primipara  developed  painless  vagi- 
nal bleeding.  Although  the  vertex  was  engaged  the 
obstetrician  made  the  diagnosis  of  placenta  previa; 
membranes  were  not  ruptured  and  fetal  distress  oc- 
curred. At  delivery  the  infant  was  depressed,  and  at 
three  years  was  diagnosed  as  having  spastic  para- 
plegia and  mental  deficiency.  The  placenta  had  the 
classical  findings  of  peripheral  separation  due  to 
rupture  of  the  marginal  sinus. 

Summary 

Knowledge  of  the  etiology  of  cerebral  pal- 
sy is  limited ; additional  studies  may  indicate 
that  the  condition  results  from  viral  infec- 
tions, drug  toxicity,  and  factors  which  are 
presently  not  understood.  However,  it  be- 
hooves obstetricians  to  utilize  that  knowledge 
which  is  presently  available.  This  knowledge 
indicates  obvious  errors  in  obstetrical  man- 
agement in  some  cases  of  cerebral  palsy  and 
significant  (60  to  70  per  cent)  prenatal  and 
perinatal  factors  in  others. 

Cerebral  palsy  and  mental  retardation 
should  be  made  conditions  reportable  to  state 
health  departments.  Health  departments 


could  then  notify  the  physician  that  a child 
delivered  had  been  diagnosed  as  having  cere- 
bral palsy  or  mental  retardation.  This  could 
lead  to  introspective  thinking  concerning  the 
possible  obstetric  factors  which  might  have 
been  related  to  the  development  of  these  con- 
ditions. The  discussion  of  these  cases  and 
neonatal  deaths  associated  with  traumatic 
deliveries  at  hospital  staff  conferences  would 
undoubtedly  work  to  prevent  many  cases  of 
cerebral  palsy.  Physicians  would  then  be  ex- 
erting the  maximum  effort  and  practicing 
their  skill  to  the  best  of  their  present  knowl- 
edge. 
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Bezoar?  Green  Persimmons  Cause  It 

Eating  some  unripe  fruits  usually  causes  nothing  more  serious 
than  a temporary  stomach-ache,  as  many  little  boys  can  testify;  but 
eating  persimmons  before  they  are  fully  ripe  can  cause  a bezoar,  say 
physicians. 

What  is  a bezoar?  According  to  the  Houston  Chronicle  and  physi- 
cians at  M.D.  Anderson  Hospital  in  Houston,  a bezoar  is  a lump  in 
the  stomach — a sticky,  black  ball  full  of  persimmon  fibers,  seeds, 
and  pulp — resembling  a stomach  cancer. 

How  does  one  avoid  a bezoar?  Eat  only  ripe  persimmons — those 
which  are  mushy  and  a rich  brown  color.  Unripe  persimmons  are 
firm  (like  ripe  plums)  with  a greenish  tinge. 

“Unripe  persimmons  cannot  be  digested  by  the  stomach  acids,” 
said  an  M.D.  Anderson  physician.  The  stomach  acids  turn  it  into  a 
“sticky,  insoluble  mass,”  he  said. 

Unless  the  bezoar  is  small  enough  to  be  passed  off  by  the  body, 
it  remains  in  the  stomach,  where  it  rolls  around  and  causes  pain, 
vomiting,  and  general  discomfort.  It  must  be  removed  by  operation. 

Most  bezoars  are  seen  in  patients  from  the  South  where  persim- 
mon trees  grow  wild,  and  most  bezoar  victims  are  60  or  older.  These 
elderly  victims  often  find  persimmon  trees  on  their  walks  in  the 
woods  or  while  they  are  fishing,  and  they  eat  a handful  of  persim- 
mons without  worrying  about  ripeness.  The  result?  A bezoar. 
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Treatment  of  Mallet  Finger 

GEORGE  E.  FREEMAN,  M.D. 


MALLET  FINGER  is  one  of  the  more 
common  traumatic  injuries  seen  in  the 
hand.  The  deformity  results  from  the  avul- 
sion of  the  insertion  of  the  extensor  digi- 
torum  communis  tendon,  and  may  be  pro- 
duced even  by  a trivial  injury.  The  disinser- 
tion  results  from  a sudden  flexion  of  the 
terminal  joint  while  the  finger  is  being  ac- 
tively extended.  Occasionally,  a chip  of  bone 
is  carried  away  with  the  tendon  insertion. 
Following  such  an  injury  the  distal  phalanx 
cannot  be  extended  actively,  but  the  patient’s 
primary  concern  is  pain. 

Traditionally,  this  injury  has  been  treated 
by  flexion  of  the  proximal  interphalangeal 
joint  and  hyperextension  of  the  distal  joint 
to  relax  the  tendon  until  healing  occurs.  To 
this  end,  various  splints  or  casts  have  been 
devised.  These  are  cumbersome,  and  the  de- 
sired position  is  difficult  to  maintain.  Be- 
cause of  the  difficulty  encountered  with  ex- 
ternal splints,  various  other  forms  of  treat- 
ment have  been  devised,  including  internal 
splinting  with  pins,  or  open  surgery  with 
reinsertion  of  the  tendon  on  the  distal  pha- 
lanx. Furlong  has  even  advocated  no  treat- 
ment for  mild  cases,  and  believes  that  resid- 
ual disability  is  minimal  in  untreated  cases. 
He  admits  that  patients  complain  of  discom- 
fort for  some  time  following  the  injury,  how- 
ever, and  most  patients  will  demand  treat- 
ment.3 

Described  in  this  article  is  a method  of 
treatment  which  is  simple  and  can  be  car- 
ried out  easily  as  an  office  procedure  with 
no  special  apparatus  and  without  bulky  ex- 
ternal appliances.  The  only  materials  re- 
quired are  an  ordinary  20  gauge  hypodermic 
needle  and  a 5 cc.  syringe. 

The  hand  is  first  prepared  as  for  any 
surgical  procedure,  after  which  the  digital 

Mallet  finger  can  be  treated  by  using  a 
hypodermic  needle  instead  of  a splint  or  pin 
to  hold  the  joint  in  flexion.  This  can  be  done 
in  the  office  without  special  equipment  or 
bulky  external  appliances. 


nerves  of  the  injured  finger  are  blocked  at 
the  base  of  the  finger  with  a local  anesthetic 
solution.  The  patient  is  asked  to  place  the 
finger  tip  on  a sterile  towel  near  the  edge 
of  a table  or  other  firm  surface  in  such  a 
way  as  to  hold  the  distal  joint  in  hyperex- 
tension (Fig.  1).  The  needle  is  then  inserted 
through  the  finger  tip  and  distal  phalanx 
across  the  distal  joint.  The  syringe  is  used 
as  a drill;  the  plunger  rests  against  the 
heel  of  the  palm  and  the  barrel  is  twisted 
with  the  thumb  and  forefinger  in  a to  and 
fro  motion.  The  hub  of  the  needle  is  cut  off 
so  that  it  lies  just  beneath  the  skin  of  the 
finger  tip.  No  other  immobilization  is  re- 
quired (Figs.  2,  3,  4).  The  needle  is  left  in 
place  for  three  to  four  weeks  and  then  re- 
moved. While  approximately  4 mm.  of  ad- 
ditional relaxation  might  be  gained  by  hold- 
ing the  proximal  joint  in  flexion,  this  is  of 
little  practical  importance  as  has  been  point- 
ed out  by  Fowler  and  others.5 

For  old  injuries  (Fig.  5),  if  the  disability 
warrants  such  treatment,  the  tendon  can  be 
reefed  up  as  an  open  procedure  (it  usually 
will  be  found  to  be  reattached),  and  the  dis- 
tal joint  may  be  held  in  extension  with  a 
splint  or  small  pin  until  healing  occurs.  Oc- 
casionally, when  a considerable  portion  of 
bone  involving  the  articular  surface  of  the 
distal  phalanx  is  avulsed  with  the  tendon, 
open  reduction  and  internal  fixation  with  a 
pull-out  wire  or  small  pin  may  offer  a better 
functional  result  than  the  method  herein  de- 
scribed. 

The  use  of  a hypodermic  syringe  and 
needle  as  a substitute  for  a small  Kirsch- 
ner  wire  and  drill  is  familiar  to  many  sur- 
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Fig.  1.  Position  of  finger  for  insertion  of  needle  across 
distal  interphalangeal  joint.  In  practice,  this  should  be 
carried  out  under  sterile  technique. 


Fig.  2.  Typical  appearance  of  finger  following  rupture 
of  the  extensor  insertion  on  the  distal  phalanx. 


Fig.  3.  Distal  joint  immobilized  with  needle.  The  tip  of 
the  needle  lies  just  beneath  the  skin.  In  this  patient, 
hyperextension  of  the  distal  joint  was  not  possible. 


geons  who  deal  with  hand  problems.  It  is 
hoped  that  it  may  prove  helpful  to  others 
who  occasionally  are  required  to  deal  with 


Fig.  4.  A postoperative  film  of  the  finger  after  tendon 
disinsertion.  Note  the  small  bone  fragment  which  was 
avulsed  with  the  tendon. 


Fig.  5.  Postoperative  film  following  open  reduction  and 
reinsertion  of  tendon  with  pull-out  wire.  This  may  be 
the  procedure  of  choice  in  very  old  injuries. 


such  injuries  when  special  equipment  is  not 
available. 

The  patient  should  be  warned  that  slight 
limitation  of  motion  in  the  distal  joint  may 
be  expected,  especially  if  a chip  fracture  of 
the  distal  phalanx  is  present.  Pin  tract  in- 
fection or  fatigue  breakage  of  the  needle 
have  not  been  encountered. 
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Congenital  Vertical  Talus 


CONGENITAL  vertical  talus  is  an  entity 
which  is  probably  rarely  seen  in  this 
country,  judging  from  the  scarcity  of  refer- 
ences to  the  condition  in  the  American  liter- 
ature. Hark,1  in  1950,  reported  on  six  cases, 
Outland  and  Sherk5  reported  on  one  case  in 
1960,  and  Lamy  and  Weissman2  reviewed  the 
subject  thoroughly  in  1939  without  case  re- 
ports. 

In  England  in  1956,  Osmond-Clarke4  wrote 
that  in  30  years  of  orthopedic  practice,  he 
had  encountered  the  situation  in  young  chil- 
dren on  only  four  occasions ; and  in  a special 
clinic  dealing  with  congenital  foot  deformi- 
ties in  the  newborn,  this  deformity  had  been 
found  only  once  in  131  consecutive  cases  ob- 
served over  eight  years.  Osmond-Clarke  re- 
ported on  two  cases,  and  introduced  a new 
operative  method  of  treatment  which  has 
since  been  modified.  Lloyd-Roberts  and  A.  J. 
Spence,1  in  1956,  reported  on  32  feet  in  22 
patients  as  examples  of  congenital  vertical 
talus.  They  offered  “no  apology  for  report- 
ing so  small  a number,  for  we  find  ourselves 
in  company  with  others  who  have  been  criti- 
cal in  accepting  the  diagnosis.” 

The  basis  for  this  article  is  a patient  seen 


in  1958  at  the  age  of  six  months  with  bilater- 
al involvement  (Fig.  1). 


Diagnosis 

Congenital  vertical  talus  is  present  at  birth 
and  may  be  noticed  within  the  early  weeks 
of  life.  From  the  start,  the  foot  appears  to 
have  a prominence  on  the  sole,  formed  by  the 
head  of  the  talus  which  has  become  displaced 
medially  and  downward. 

From  this  prominence,  the  heel  rises  up- 
ward posteriorly,  and  the  forefoot  rises  up- 
ward anteriorly,  giving  rise  to  the  “rocker- 
bottom”  effect.  Deep  creases  may  be  present 
in  front  of  the  ankle,  but  eversion  of  the 
heel  and  abduction  of  the  forefoot  are  not 
usually  seen  in  infancy.  The  deformity  is 
usually  rigid  and  fixed,  and  does  not  yield 
to  forceful  manipulation  (Fig.  2). 

The  roentgen-ray  findings  are  typical. 
First,  they  show  the  curved  outline  of  the 
soft  tissue  of  the  sole  and  the  dorsiflexion  of 
the  forefoot.  Next,  the  talus  is  found  in  the 
vertical  position  or  nearly  so,  the  average 
angle  between  the  talus  and  the  long  axis  of 
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For  permanent  benefit,  surgery  is  virtually 
required  treatment  for  congenital  vertical 
talus.  The  author  discusses  differential  di- 
agnosis and  treatments  of  choice  for  three 
age  groups  of  children. 


the  tibia  being  about  170  degrees.  The  os 
calcis  is  found  to  be  in  equinus.  Osmond- 
Clarke4  suggests  that  the  talus  looks  as  if  it 
is  sliding  off  the  os  calcis,  which  is  in  a more 
horizontal  position  than  the  talus  and  placed 
more  posteriorly.  The  navicular  bone  has  not 
yet  made  its  appearance. 


Physical  Examination 

With  weight-bearing,  the  foot  appears  flat 
and  is  rigid,  the  appearance  being  the  same 
whether  the  person  is  sitting  or  standing. 
The  heel  remains  in  equinus,  and  its  posterior 
portion  fails  to  reach  the  table  (Fig.  3). 

In  the  older  child,  the  talus  resembles  an 
hour-glass  on  roentgenogram,  and  the  os  cal- 
cis is  beak-shaped.  When  the  navicular  final- 
ly appears,  it  is  found  to  be  dislocated  from 
the  head  of  the  talus  and  lying  on  the  dorsal 
and  lateral  aspect  of  the  head  and  neck  of  the 
talus.  The  dislocated  navicular  carries  with 
it  the  cuboid,  cuneiforms,  and  metatarsals, 
causing  the  dorsal  displacement  of  the  fore- 
foot at  the  midtarsal  joint. 

In  later  childhood,  according  to  Lloyd- 
Roberts  and  Spence,3  the  patient  assumes  an 
awkward  gait  with  distortion  of  the  shoes. 
Pain  may  appear  in  the  feet  at  any  time 
following  weight-bearing,  and  Kohler’s  dis- 
ease of  the  tarsal  scaphoid  has  been  observed. 

Differential  Diagnosis 

Differential  diagnosis  lies  principally  be- 
tween idiopathic  flat  foot  and  congenital 
vertical  talus.  In  the  former,  the  entire  heel 
rests  on  the  table,  as  the  os  calcis  is  not  in 
equinus,  whereas  in  congenital  vertical  talus 
the  heel  is  off  the  table  at  its  posterior  as- 
pect. The  heel  cord  is  tight.  Attempts  to 
stretch  it  out  result  in  no  improvement  in 
the  equinus  of  the  os  calcis  and  worsening 
of  the  rocker-bottom  effect  with  increased 
prominence  of  the  head  of  the  talus  medially 
and  interiorly.  Radiologically,  in  idiopathic 
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Fig.  3.5 


flat  foot,  the  talus  never  becomes  completely 
dislocated  from  the  navicular,  and  never  is  in 
a perpendicular  position.  Also,  the  os  calcis 
is  never  in  equinus,  and  the  forefoot  is  not 
dorsiflexed. 

Paralytic  flat  foot  may  be  confused  with 
vertical  talus,  but  this  can  be  differentiated 
quickly  by  the  roentgen-rays,  as  can  the  flat 
foot  of  cerebral  palsy. 
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T reatment 

Lasting  improvement  from  conservative 
treatment  such  as  corrective  casts  is  seldom 
obtained.5  Surgery  seems  to  offer  much  more 
in  the  way  of  permanent  benefit.  In  infants 
and  very  young  children  up  to  the  age  of 
three  and  one-half  to  four  years,  the  opera- 
tion of  H.  Osmond-Clarke  is  probably  pre- 
ferred. 

In  his  original  report  on  this  operation, 
published  in  February,  1956,  he  recommend- 
ed using  the  tendons  of  the  peroneus  brevis 
to  fix  the  neck  of  the  talus  after  it  had  been 
freed  by  cutting  the  talocalcaneal  ligament, 
the  outer  capsule  of  the  talocalcaneal  joint, 
and  the  dorsolateral  capsule  of  the  talo- 
navicular joint.  In  this  procedure,  he  passed 
the  tendon  below  the  lateral  malleolus  to  the 
neck  of  the  talus.  In  June,  1958,  he  stated, 
“I  now  pass  the  tendon  in  front  of  the  ex- 
ternal malleolus  because  it  gives  a better  up- 
ward as  well  as  outward  pull  on  the  neck  of 
the  talus.”  After  the  age  of  five  years,  it  is 
useless  to  attempt  correcting  by  this  method ; 
by  then  the  shape  of  the  talus  has  altered 
and  won’t  fit  into  the  mortise. 

In  older  children,  Outland  and  Sherk3  ap- 
plied internal  fixation  of  the  navicular  to 
the  talus  with  a Kirschner  wire,  after  reduc- 
tion of  the  talonavicular  joint.  After  six 
Aveeks,  the  pin  was  removed  and  after  an- 
other six  weeks  a Grice  extra-articular  ar- 
throdesis was  performed.  The  equinus  of  the 
os  calcis  was  then  corrected  three  months 
later  by  a heel  cord  lengthening.  Outland 
and  Sherk  expressed  the  probable  need  to  do 
a triple  arthrodesis  at  a later  date,  but 
thought  that  such  a procedure  Avould  be  fa- 
cilitated by  the  more  normal  alignment  of 
the  foot  achieved  by  the  treatment  described. 
Their  case  history  concerned  a three-year- 
old  boy. 

In  still  older  children  and  adults,  Hark1 
recommended  removal  of  the  head  and  neck 
of  the  talus  Avhen  indicated,  so  that  the  con- 
vexity of  the  sole  could  be  corrected,  and  then 
grafting  of  the  head  to  the  anterior  end  of 
the  body  of  the  talus.  In  addition,  the  equi- 
nus is  corrected  by  a tendo  achillis  lengthen- 
ing, followed  by  placing  a Steinmann  pin 
over  the  top  of  the  os  calcis  to  lever  it  down. 
A posterior  capsulotomy  is  also  done  in  con- 
junction with  this  portion  of  the  operation. 


The  midtarsal  dislocation  and  dorsiflexion 
contracture  of  the  forefoot  are  then  cor- 
rected through  ttvo  incisions,  one  medial  to 
the  tendon  of  the  anterior  tibial,  and  the 
other  lateral  to  the  extensor  tendons  over 
the  sinus  tarsi.  The  tight  fascial  strands 
are  cut  and  the  anterior  tibial  and  extensor 
hallucis  longus  tendons  are  lengthened. 
Where  indicated,  the  posterior  tibial  and 
flexor  hallucis  tendons  are  also  lengthened. 
Extensive  capsulotomies  of  the  calcaneocu- 
boid and  talonavicular  joints  are  performed. 
FolloAving  wound  closure,  a long  leg  cast  is 
applied  with  the  knee  at  right  angles.  The 
heel  is  pulled  into  moderate  calcaneus  posi- 
tion by  means  of  the  pin  over  the  os  calcis 
which  is  incorporated  in  plaster.  Hark  rec- 
ommended changing  the  cast  every  four  or 
five  days,  under  anesthesia,  until  adequate 
reduction  and  plantar  flexion  of  the  fore  part 
of  the  foot  had  been  obtained.  He  also  ad- 
vised the  use  of  a Kirschner  Avire  through 
the  navicular  into  the  head  of  the  talus. 


Case  Report 

A colored  infant  was  first  seen  on  May  14,  1958, 
at  the  age  of  six  months,  because  of  deformities  of 
both  feet.  A history  was  obtained  that  this  condi- 
tion had  been  present  since  birth,  and  no  prior 
treatment  had  been  received.  The  deformity  con- 
sisted, on  physical  examination,  of  extension  of  the 
forefoot  at  the  midtarsal  joint  with  equinus  of  the 
hind  foot.  The  head  of  the  talus  was  prominent  on 
the  medial  aspect  of  the  foot. 

Roentgenograms  showed  bilateral  vertical  talus 
(Fig.  1). 

Operation  was  advised,  and  on  July  21,  1958,  the 
left  foot  was  operated  upon,  according  to  the  re- 
vised method  of  Osmond-Clarke.  Ten  days  later,  the 
right  foot  was  operated  upon.  The  casts  were 
changed  on  Aug.  11,  1958,  and  the  wounds  were 
found  to  be  wrell  healed.  New  short  leg  casts  were 
applied,  and  were  left  on  for  six  weeks  longer. 

The  parents  were  instructed  to  return  with  the 
child  in  one  month,  but  failed  to  do  so  until  March 
28,  1962,  when,  after  a concerted  effort,  the  child 
was  finally  brought  to  the  author’s  office.  The 
mother  stated  that  the  child  appeared  to  walk  per- 
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fectly  normally,  and  she  therefore  saw  no  reason 
for  bringing  her  back  for  a check-up. 

Physical  examination  showed  a four  and  one-half 
year  old  girl,  who  wore  ordinary  shoes  which  were 
not  twisted  out  of  shape,  and  who  walked  with  a 
perfectly  normal  gait.  There  was  no  limp  or  evi- 
dence of  pain  or  discomfort  in  either  foot.  The 
feet  showed  two  well-healed  incisions,  one  over  the 
midtarsal  area  and  the  other  over  the  lower  fibula 
area.  There  was  an  exceptionally  good  longitudinal 
arch  bilaterally,  and  except  for  some  extra  fatty 
padding  under  the  os  calcis,  the  feet  appeared  nor- 
mal. All  motions  of  the  feet  were  performed  nor- 
mally except,  perhaps,  abduction  and  eversion,  which 
were  weaker  than  normal,  but  not  seriously  im- 
paired. The  patient  could  stand  on  her  toes  and 
heels  with  equal  agility.  Passive  dorsiflexion  was 
carried  to  60  degrees,  and  plantar  flexion  to  125 
degrees.  The  midtarsal  area  was  flexible.  The  head 
of  the  talus  was  not  prominent  medially,  nor  were 
the  bases  of  the  metatarsals  dorsally.  The  great  toes 
moved  normally  and  were  not  held  in  plantar  flexion. 
When  standing,  the  entire  heel  touched  the  floor. 

Roentgenograms  showed  the  os  calcis  to  be  nor- 
mally positioned  and  situated,  but  showed  the  beak- 
ing  tendency  anteriorly.  The  talus,  although  not 
normally  situated,  was  in  a much  more  horizontal 
position  than  that  seen  in  the  original  roentgeno- 
grams. There  was  some  spur  formation  present  at 
the  anterior  aspect  of  the  neck  of  the  talus,  at  the 
location  where  the  neck  was  drilled  to  allow  for 
the  passage  of  the  tendon  of  the  peroneus  brevis. 
There  was  a well-formed  longitudinal  arch  seen; 
the  scaphoid  center  of  ossification  was  making  its 
appearance  in  normal  relationship  to  the  anterior 
articular  surface  of  the  head  of  the  talus;  the  bases 
of  the  metatarsals,  instead  of  being  directed  down- 
ward into  the  sole  of  the  foot,  were  articulating 


normally  with  the  cuboid  and  cuneiforms.  The  cu- 
boid occupied  its  normal  relationship  with  the  os 
calcis,  and  the  toes  were  dorsiflexed,  instead  of 
plantar  flexed  as  is  the  situation  in  untreated 
cases  (Fig.  4). 


Summary 

1.  The  entity  of  congenital  vertical  talus 
is  described. 

2.  The  futility  of  conservative  treatment 
of  this  condition  is  suggested. 

3.  Treatment  varies  with  the  age  period, 
the  procedure  of  Osmond-Clarke  being  the 
operation  of  choice  up  to  the  age  of  three  and 
one-half  to  four  years,  and  that  of  Outland 
and  Sherk  from  four  years  to  ten  years.  Be- 
yond ten  years  of  age,  the  formidable  proce- 
dure of  Hark  is  probably  the  only  remaining 
choice. 
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Treatment  of  Osteoporosis 
Observation  in  113  Patients 

DONALD  T.  LAZARZ,  M.D.,  and  JESSE  D.  IBARRA,  JR.,  M.D. 


REPEATEDLY,  osteoporosis  has  been  said 
to  be  the  most  common  generalized  dis- 
ease of  bone  to  afflict  man.  Postmenopausal 
and/or  senile  osteoporosis,  considered  to  have 
similar  or  perhaps  the  same  pathogenesis, 
is  seen  most  frequently,  and  this  paper  is 
concerned  with  patients  who  have  this  form 
of  the  disease.  Osteoporosis  of  this  type,  as 
is  commonly  agreed,  begins  as  a metabolic 
disturbance  concerned  primarily  with  the 
production  of  bone  matrix,  and  is  only  one 
phase  of  a generalized  disturbance  of  protein 
metabolism. 

Most  investigators  agree  that  a deficiency 
of  gonadal  hormones  is  important  in  the  ob- 
scure pathogenesis  of  osteoporosis.  Support- 
ing this  contention,  Reifenstein7  suggests  a 
lowered  level  of  gonadal  hormones  and  fur- 
ther emphasizes  the  imbalance  which  exists 
between  adrenal  cortical  hormones  and  the 
lowered  titer  of  gonadal  hormones.  Another 
small  group  of  patients  who  are  younger  can 
be  included  in  this  category — the  men  and 
women  who  have  undergone  gonadal  ablation 
due  to  disease,  surgical  removal,  or  roentgen- 
ray  therapy.  These  factors,  however,  are 
not  the  only  precipitants  of  osteoporosis  be- 
cause significant  numbers  of  healthy  elderly 
persons  without  subjective  or  objective  evi- 
dence of  osteoporosis  have  the  same  endo- 
crine disorders,  same  levels  of  protein  produc- 
tion, same  levels  of  17-ketosteroids,  11-oxy- 
17-hydroxycorticosteroids,  and  alkaline  phos- 
phatase, and  the  same  urinary  excretion  pat- 
terns of  adrenal  or  gonadal  hormones.9 

Contrary  to  general  thinking,  Nordin8  at- 
tributes osteoporosis  to  a lowered  calcium 
intake  associated  with  a malabsorption  phe- 
nomenon or  hypercalciuria.  This  hypothesis 


probably  does  not  establish  the  etiology  be- 
cause laboratory  determinations  of  serum 
calcium,  phosphorus,  and  alkaline  phospha- 
tase usually  are  of  normal  levels.  In  fact,  the 
diagnosis  of  osteoporosis  is  aided  by  labora- 
tory studies  which  are  within  normal  limits, 
by  tell-tale  signs  and  symptoms,  and  by 
roentgenologic  evidence.  That  these  patients 
have  become  increasingly  sedentary  and  that 
their  general  nutritional  status  (minerals, 
proteins,  and  vitamins)  is  poor  should  be 
emphasized. 

If  there  should  be  a difference  of  opinion 
as  to  the  etiology  of  a disease,  it  follows  that 
there  may  be  controversy  as  to  its  treatment. 
This  certainly  is  the  case  in  the  treatment  of 
osteoporosis.  Since  osteoporosis  may  have 
many  contributing  causes,3  this  paper  is  not 
intended  to  be  a detailed  description  of  etiol- 
ogy, diagnosis,  and  varied  types  of  treatment 
advocated  by  many  who  have  studied  the 
subject;  however,  evaluation  of  the  treat- 
ment of  113  patients  seen  at  the  Scott  and 
White  Clinic  during  a ten-year  period  may 
contribute  to  the  future  management  of  this 
disease. 


Clinical  Study 

From  442  patients  with  postmenopausal 
and/or  senile  osteoporosis  seen  at  the  Scott 
and  White  Clinic  during  a ten-year  period, 
1951-1960,  113*  were  selected  for  this  study. 

*Other  patients  were  deleted  from  this  study  be- 
cause of  insufficient  follow-up  data.  Many  patients 
were  from  distant  areas,  and  were  seen  in  the  Clinic 
for  diagnosis  and  institution  of  therapy,  then  re- 
ferred to  their  family  physicians  for  subsequent 
management. 
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The  authors  report  on  results  of  treatment  of 
103  women  with  postmenopausal  or  senile 
osteoporosis  and  10  men  with  senile  osteo- 
porosis. Basic  treatment  included  mixed 
hormones,  a high  protein  diet,  multiple  vita- 
mins, mechanical  support,  and  mild  activ- 
ity. Results  were  good  in  95  patients. 


Patients  with  conditions  secondary  to  the 
prolonged  administration  of  adrenocortico- 
steroid  agents  were  not  considered. 

It  has  been  well  established  that  osteopo- 
rosis occurs  much  more  frequently  in  women 
than  in  men.  Of  the  113  patients  being  con- 
sidered, 103  were  women  with  the  diagnosis 
of  postmenopausal  or  senile  osteoporosis,  and 
only  10  were  men  with  senile  osteoporosis, 
(Fig.  1).  The  patients’  ages  ranged  between 
49  and  89  years,  with  an  average  age  of  66.5 
years  (Fig.  2). 

Presenting  complaints  were  predominantly 
of  pain  involving  the  back  and,  less  frequent- 
ly, radiating  through  the  upper  and  lower 
extremities  and  in  a girdle-like  fashion  at  the 
lower  thoracic  and  upper  lumbar  regions.  Al- 


though pain  of  a mild  degree  may  have  ex- 
isted for  many  months,  the  pain  and  diffi- 
culty which  prompted  these  patients  to  seek 
medical  aid  may  not  have  become  severe  until 
a few  days  or  weeks  before  examination.  In 
four  patients,  complaints  were  limited  to 
symptoms  of  lassitude  and  weakness. 

For  our  patients,  diagnostic  laboratory 
studies  usually  included  the  sedimentation 
rate  as  well  as  serum  proteins,  serum  cal- 
cium, phosphorus,  and  alkaline  phosphatase 
determinations.  Roentgenograms  of  the  skel- 
eton invariably  revealed  some  diffuse  de- 
mineralization of  all  bones  which  were  visu- 
alized. Moderate  to  marked  compression  of 
the  dorsal  and  lumbar  vertebrae  was  ob- 
served in  34  patients. 
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Treatment 

After  the  diagnosis  of  postmenopausal  or 
senile  osteoporosis  was  made  for  our  113  pa- 
tients, therapy  was  instituted  (Table  1).  The 
basic  therapeutic  regimen  included  mixed 
hormones  (estrogens  and  androgens),  a high 
protein  diet,  multiple  vitamins,  mechanical 
support  (when  indicated)  and  mild  activity 
(when  applicable). 

Medical  Measures. — In  the  treatment  of 
osteoporosis,  hormone  therapy  has  withstood 
the  test  of  time.  Until  more  decisive  etiolo- 
gies and  consequent  modes  of  therapy  are 
found,  this  seems  to  be  the  most  effective 
and  rational  weapon. 

Table  1.— Treatment. 

Medical  Measures: 

I.  Hormones 

A.  Women:  Conjugated  estrogens  0.625  to 
1.25  mg.  (or  equivalent)  and  methyltes- 
tosterone  5 to  10  mg.  (or  equivalent) 
daily  for  first  21  days  of  each  month. 

B.  Men:  Conjugated  estrogens  0.625  to  1.25 
mg.  (or  equivalent)  and  methyltesto- 
sterone  5 to  10  mg.  (or  equivalent)  daily 
if  tolerated;  otherwise,  cyclic. 

II.  Diet 

A.  High  protein  diet 

B.  Vitamin  C,  250  mg.  daily 

C.  Vitamin  D,  1000  mg.  daiiy 
Orthopedic  Measures: 

I.  Mechanical  Support 

A.  Flexion  brace  with  hyperextension  at- 
tachment 

B.  Flexion  brace  with  hyperextension  at- 
tachment and  lumbar  strap 

C.  Chairbaek  brace  with  hyperextension  at- 
tachment 

D.  Taylor  brace  (poorly  tolerated) 

E.  Long  Taylor  corset 

F.  High  lumbosacral  corset  (high  Hoke  cor- 
set) 

G.  Standard  lumbosacral  corset 
II.  Activity 

A.  Bedfast  patient 

1.  Log  rolling 

2.  Sitting  up 

3.  Breathing  deeply 

4.  Passive  exercises 

5.  Active  exercises 

6.  Muscle  setting  exercises 

7.  Traction 

B.  Ambulatory  patient 

1.  Ambulation  with  walker 

2.  Postural  exercises 

C.  Physical  therapy 

1.  Heat 

2.  Massage 

3.  Special  exercises 

a.  Knee-chest  position 

b.  Pelvic  tilt 

c.  Cervical  brachial  exercises,  etc. 

D.  Encouragement 


At  the  Scott  and  White  Clinic,  we  have 
employed  a daily  dosage  of  mixed  hormones 
which  ranges  between  0.625  and  1.25  mg.  of 
conjugated  estrogens  (or  their  equivalent) 
with  between  5 and  10  mg.  of  methyl  testos- 
terone (or  its  equivalent).!  The  initial  dos- 
age of  these  hormones  should  be  in  the  maxi- 
mum range ; then,  the  amount  can  be  reduced 
by  one-half  after  satisfactory  results  are  ob- 
tained. 

Dosages  and  schedules  may  vary  widely, 
but  hormone  therapy  should  include  estro- 
gens and  androgens  in  the  treatment  of  both 
men  and  women.  This  treatment  is  based  not 
only  on  clinical  results  but  it  has  been  shown 
that  androgenic  therapy  stimulates  a positive 
calcium  balance  as  well  as  exerts  a positive 
effect  on  the  nitrogen  balance.* 1'  2 3 4 5 • 6 7 For  wom- 
en patients,  all  schedules  involved  a princi- 
ple of  hormone  therapy  for  a designated 
period  of  time  (usually  the  first  21  days  of 
every  month),  then  periods  of  hormone  ab- 
stinence. For  the  men,  however,  hormone 
therapy  was  instituted  without  interruption 
unless  adverse  reactions  were  noted,  then 
cyclic  therapy  was  recommended. 

Because  hormone  therapy  is  so  paramount 
in  the  treatment  of  osteoporosis,  its  impor- 
tance should  be  stressed,  and  the  patient 
should  be  encouraged  to  follow  the  therapeu- 
tic regimen  vigorously.  We  have  found  that 
the  simpler  the  schedule,  the  easier  it  is  for 
these  elderly  patients  to  cooperate,  and  con- 
sequently, the  more  effective  the  results.  Al- 
so, we  are  emphatic  concerning  expected  re- 
sults. In  our  opinion,  if  significant  improve- 
ment is  not  witnessed  within  two  months,  the 
patient  should  be  re-evaluated  because,  then, 
a more  serious  underlying  condition  is  sus- 
pected. 

Newer  anabolic  agents  have  been  intro- 
duced in  the  treatment  of  osteoporosis.  These 
include  nandrolone  phenpropionate,  methan- 
drostenolone,  and  stanozolol.J  These  have  not 
been  used  extensively  at  this  clinic ; there- 
fore, their  effectiveness  cannot  be  evaluated 
at  this  time. 

• The  role  of  strontium  lactate  deserves 


fThe  conjugated  estrogens  and  methyltestosterone 
are  mentioned  because  these  were  the  hormones  used 
principally  during  this  study;  however,  equivalent 
dosages  of  other  estrogens  and  androgens  would  be 
appropriate. 

fNandi-olone  phenpropionate  (Durabolin),  Orga- 
non, Inc.,  West  Orange,  N.J.;  niethandrostenolone 
(Dianabol),  Ciba  Pharmaceutical  Products,  Inc., 
Summit,  N.J.;  and  stanozolol  (Winstrol),  Winthrop 
Laboratories,  New  York  City. 
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mention.  McCaslin  and  Janes4  have  shown 
that  strontium  lactate,  with  and  without  hor- 
mone therapy,  has  achieved  significant  bene- 
ficial results  in  the  treatment  of  osteoporosis. 

A review  of  the  dietary  history  of  our  pa- 
tients with  osteoporosis  shows  that  their  pro- 
tein intake  frequently  had  been  inadequate 
for  years.  Many  of  the  patients  were  elderly ; 
they  lived  alone;  and  through  the  years  the 
quantity  and  quality  of  their  food  had  de- 
creased. For  all  patients,  a diet  high  in  pro- 
tein content  was  recommended,  the  daily  in- 
take of  proteins  being  at  least  1 to  2 gm.  per 
kg.  of  body  weight.  Some  investigators  have 
advocated  that  a high  calcium  diet  is  bene- 
ficial in  the  therapy  of  these  patients  in  that 
a positive  calcium  balance  may  be  estab- 
lished.8 The  bones  of  patients  treated  in  this 
manner  do  not  demonstrate  evidence  of  in- 
creased density ; furthermore,  large  doses  of 
calcium  may  induce  complications  of  renal 
disease  because  the  increased  calcification 
which  is  meant  for  the  bones  finds  itself  in 
the  kidneys  or  ureters.5'10  Because  a high  pro- 
tein and  well-balanced  diet  will  contain  ade- 
quate amounts  of  calcium,  supplementary  cal- 
cium usually  was  unnecessary.  The  vitamin 
requirements  were  met  by  administration  of 
simple  multiple  vitamin  preparations  which 
included  at  least  200  mg.  of  vitamin  C per 
day.  Urist9  has  advocated  that  1,000  units 
of  vitamin  D should  be  included  in  the  mini- 
mum vitamin  supplements.  In  our  patients, 


personal  dietary  instructions  from  a dieti- 
cian have  proved  most  beneficial. 

Orthopedic  Measures. — In  addition  to  al- 
tered hormones  and  a poor  nutritional  status, 
poor  posture  and  increasing  inactivity  are 
involved  in  the  production  of  osteoporosis. 
These  contributing  factors  should  be  recog- 
nized, and  their  correction  should  be  included 
in  the  therapeutic  regimen. 

To  provide  needed  support,  to  help  to  pre- 
vent further  deformity,  and  at  times  to  de- 
crease the  existing  deformity,  a mechanical 
support  may  be  indicated.  Although  the  se- 
lection of  a brace  or  corset  should  be  an  in- 
dividual consideration,  the  general  rule  is  to 
attain  maximum  support  and  to  correct  the 
deformity.  Because  of  severe  deformity  and/ 
or  discomfort,  however,  this  therapeutic  ideal 
often  may  have  to  be  modified  to  “fit”  the 
patient.  In  our  series,  mechanical  support  in 
the  form  of  a brace  or  corset  was  recom- 
mended for  38  of  the  patients  (Table  2). 


Table  2. — Mechanical  Support. 


Type  of  Support 

No.  Patients 

Flexion  extension  brace 

8 

Long  Taylor-type  brace 

7 

Taylor  corset 

7 

High  Hoke  corset 

15 

Lumbosacral  corset 

1 

Total 

38 

Thirty-four  of  these  patients  had  moderate  to 
marked  compression  of  the  dorsal  and  lumbar  verte- 
brae. 


Fig.  3.  Taylor-type  brace. 
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Fig.  4.  Flexion  brace  with  hyperextension  attachment. 


Fig.  5.  Flexion  brace  with  lumbar  strap  is  easily  modified  for  hyperextension  attachment  (not  illustrated). 


For  many  years,  the  Taylor-type  brace 
(Fig.  3)  has  been  considered  valuable  as  a 
support  and  as  an  aid  toward  decreasing 
progressive  deformities  such  as  lumbar  lor- 
dosis and  thoracic  kyphosis.  This  type  of 
support,  however,  has  been  tolerated  poorly 
by  the  patients  who  have  found  it  too  un- 


comfortable and  were  not  wearing  it — thus, 
the  purpose  of  a seemingly  ideal  support 
has  been  defeated.  The  authors  believe  that 
the  flexion  brace  with  the  hyperextension  at- 
tachment11 (Fig.  4)  provides  the  needed  sup- 
port with  greater  comfort  than  the  Taylor- 
type  brace.  Often,  an  addition  to  the  flexion 
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Fig.  6.  Chairback  brace.  (Hyperextension  attachment  not  illustrated;  easily  modified  for  hyperextension  attachment.) 


foundation  is  a strap  (Fig.  5)  which  extends 
horizontally  across  the  lumbar  spine  and  is 
attached  to  the  vertical  bars  of  the  brace. 
This  strap  need  not  produce  great  pressure 
across  the  lumbar  region,  but  mild  pressure 
in  this  area  creates  a feeling  of  stability  and 
support  which  appears  to  be  more  psycho- 
logical than  mechanical.  This  modification 
can  be  accomplished  when  the  flexion  brace 
is  tolerated  poorly,  as  may  be  the  case  if 
lumbar  lordosis  is  too  severe  or  painful.  The 
flexion  foundation  is  not  applicable  if  the 
lumbar  curve  is  flat.  For  patients  who  have 
this  type  of  abnormality,  a chairback  foun- 


dation (Fig.  6)  with  the  hyperextension  at- 
tachment added  is  recommended. 

In  certain  instances,  such  formal  methods 
of  support  may  be  needed  less,  and  useful 
support  can  be  achieved  with  a corset.  The 
long  Taylor  corset  (Fig.  7)  resembles  the 
Taylor-type  brace  with  its  extended  dorsal 
support  and  attached  axillary  shoulder 
straps.  This  corset,  of  course,  is  neither  as 
rigid  nor  as  supporting  as  a brace ; however, 
its  comfort,  tolerability,  and  ease  of  use  are 
advantages.  If  the  patient  dislikes  the  axil- 
lary shoulder  straps  of  the  long  Taylor  cor- 
set, a high  lumbosacral  corset  (high  Hoke 


Fig.  7.  Long  Taylor  corset. 
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Fig.  8.  High  lumbosacral  corset  (high  Hoke  corset). 


corset)  (Fig.  8)  is  a good  compromise  be- 
cause support,  particularly  in  the  lumbar  and 
low  dorsal  regions,  is  maintained.  At  times, 
the  patient’s  torso  may  be  too  short  for  this 
high  lumbosacral  corset,  and  a standard 
lumbosacral  corset  (Fig.  9)  will  be  more 
comfortable. 

Because  inactivity  may  play  an  important 
role  in  producing  osteoporosis,  increasing  ac- 
tivity (as  tolerated)  plays  just  as  important 
a role  in  its  treatment.  In  considering  the 
problem  of  inactivity,  the  physician  should 
strive  constantly  to  elevate  the  patient  as 


promptly  as  possible  from  an  incapacitated 
or  nonambulatory  state  to  one  of  optimum 
activity. 

Due  to  debility,  pain,  and  fracture,  some 
of  the  113  patients  were  bedfast  when  first 
observed.  As  an  initial  step  of  rehabilitation, 
certain  forms  of  activity  (passive  and  active 
exercise)  have  proved  beneficial.  The  nursing- 
routine  should  include  frequent  log  rolling 
and  sitting  the  patient  up  in  bed.  Deep 
breathing  should  be  encouraged.  A small  pil- 
low is  preferable,  and  the  head  of  the  bed 
can  be  elevated  to  compensate  for  the  pa- 


Fig.  9.  Standard  lumbosacral  corset. 


874 


TEXAS  State  Journal  of  Medicine 


tient’s  desire  for  several  pillows.  Quadriceps 
and  gluteal  muscle  setting  or  contracting  ex- 
ercises and  scapular  approximation  can  be 
instituted.  Such  activity  should  be  supple- 
mented with  analgesics,  muscle  relaxants, 
and  cervical  and/or  pelvic  traction. 

Ambulation  should  be  established  gradu- 
ally, and  a mechanical  support  may  be  essen- 
tial, especially  if  vertebral  compression  frac- 
tures have  occurred.  In  the  initial  period  of 
ambulation,  getting  up  frequently  and  sit- 
ting in  a bedside  chair  may  be  all  of  the 
exercise  that  the  patient  can  endure.  When 
he  has  progressed,  a walker  provides  excel- 
lent assistance  because  crutches  often  are 
difficult  to  manage.  Then,  as  the  patient  be- 
comes more  active,  certain  postural  exercises 
are  useful.  Extension  exercises  should  be 
practiced  to  compensate  for  dorsal  kyphosis, 
and  flexion  exercises  should  reduce  lumbar 
lordosis. 

Physical  therapy  proves  beneficial  in  all 
phases  of  rehabilitation,  and  instructions, 
initiation  of  exercises,  and  treatment  by  the 
physical  therapist  are  part  of  our  therapeutic- 
program.  Moist  heat  during  early  ambula- 
tion or  even  when  the  patient  is  bedfast  al- 
leviates paravertebral  and  muscular  spasms 
in  the  extremities.  Massage  is  preferred  by 
the  ambulatory  patients  or  those  with  less 
acute  symptoms  because  earlier  the  patient 
may  be  experiencing  too  much  pain  for  this 
modality  to  be  of  any  value.  Special  advanced 
exercises  (including  modified  sitting-up  ex- 
ercises, supine  knee-chest  positioning,  and 


pelvic  tilting)  are  helpful  and  should  be  con- 
tinued after  the  patient  is  discharged  from 
the  hospital,  or  they  could  be  taught  by  the 
physical  therapist  on  an  outpatient  basis. 

Progress  often  is  gradual  and  is  not  ap- 
preciated readily  by  the  patient  with  osteo- 
porosis. Hence,  in  addition  to  medical  and 
orthopedic  measures,  encouragement  is  ex- 
tremely important  in  the  therapeutic  regi- 
men, and  words  of  encouragement  must  be 
repeated  constantly  by  the  physician,  nurse, 
and  physical  therapist. 


Results 

With  the  recommended  treatment  of  oste- 
oporosis, the  therapeutic  results  usually  are 
evidenced  in  from  four  to  eight  weeks.  Pro- 
gression or  regression  of  the  disease  process 
can  be  determined  to  some  extent  by  meas- 
uring the  patient’s  height.  An  increase  in 
height  is  encouraging,  but  a decrease  in 
height  indicates  that  further  investigation 
and  modalities  of  treatment  are  in  order. 

For  the  series  of  113  patients  with  post- 
menopausal and/or  senile  osteoporosis,  the 
results  of  treatment  were  computed  from  fol- 
low-up information  which  was  available  for 
from  1 to  5 months  for  43  patients,  from 
6 to  18  months  for  39  patients,  from  19  to 
36  months  for  22  patients,  and  from  37  to 
84  months  for  9 patients  (Fig.  10). 

Ninety-five  of  the  113  patients  reported 
sufficient  regression  of  symptoms  to  be  clas- 


Fig.  10.  Follow-up  of  113  patients.  Fig.  11.  Results  of  treatment. 
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Table  3.— Results  of  Treatment  with  Coexisting  Diseases,  Complications,  and  Additional  Factors. 


Degree  of  No.  of 

Response  Coexisting  Diseases,  Complications  and  Additional  Factors  Patients 

Good  95 

Breast  engorgement,  vaginal  bleeding,  or  increased  libido  28 

Acne  and  rash  attributed  to  methyltestosterone  1 

Hirsutism  and  hoarseness  6 

Squamous  cell  carcinoma  of  the  palate  with  metastasis  1 

Carcinoma  of  the  ovary  prior  to  treatment;  patient  did  well  1 

Stopped  medications,  symptoms  recurred;  relieved  when  medications  were  resumed  9 

Complained  considerably  of  the  Taylor- type  brace  or  would  not  wear  it  7 

Fair  10 

Slow  to  respond,  6 months  1 

Stopped  medications  because  of  feminization,  vaginal  bleeding,  or  vaginal  irritation  3 
Multiple  myeloma  1 

Jaundice,  rash,  nausea,  and  vomiting  attributed  1 

Response  only  fair  in  spite  of  therapy  4 

Poor  8 

Acute  monocytic  leukemia  1 

Multiple  myeloma  1 

Osteoarthritis  1 

Irregular  medication  3 

Response  poor  in  spite  of  therapy  2 

Total  113 


sified  as  having  good  results  (Fig.  11).  Ten 
patients  had  fair  response  to  treatment,  with 
symptoms  slightly  improved;  but  eight  pa- 
tients were  without  demonstrable  relief  of 
symptoms  (poor  response).  Roentgenograms 
were  unchanged  for  those  patients  classified 
as  having  good  response,  even  in  those  pa- 
tients observed  for  months  or  years ; how- 
ever, detrimental  progression  of  the  disease 
was  not  roentgenographically  evident  in 
those  who  remained  asymptomatic.  Nine  pa- 
tients in  the  group  who  responded  discon- 
tinued medication  for  a prolonged  period  of 
time  and  the  disease  process  regressed  to  a 
painful  episode  or  fracture  recurred.  Never- 
theless, when  treatment  was  reinstituted,  the 
patients  responded  promptly. 

In  this  series,  84  per  cent  of  the  patients 
reported  good  response  to  the  therapeutic 
regimen.  In  the  group  of  patients  classified 
as  having  fair  response,  one  had  multiple 
myeloma,  one  had  jaundice  and  rash  attrib- 
uted to  a reaction  to  methyltestosterone 
which  subsided  upon  discontinuation  of  this 
androgen,  and  three  patients  had  deleted 
their  medications.  Whereas,  in  the  group  of 
patients  classified  as  having  poor  response, 
one  was  afflicted  with  acute  monocytic  leu- 
kemia, one  with  multiple  myeloma,  one  with 
complicating  osteoarthritis,  and  three  took 
their  medications  irregularly  (Table  3). 


When  these  additional  components  are  con- 
sidered and  the  results  of  treatment  are 
evaluated  carefully,  fewer  patients  probably 
should  be  classified  as  having  fair  and  poor 
response,  and  the  percentage  of  patients  with 
good  results  should  exceed  the  reported  84 
per  cent. 

Summary 

Evaluation  of  the  treatment  of  113  pa- 
tients with  postmenopausal  and/or  senile  os- 
teoporosis seen  at  the  Scott  and  White  Clinic 
from  1951  through  1960  revealed  that  95  (84 
per  cent)  of  the  patients  obtained  good  re- 
sults. The  basic  therapeutic  regimen  included 
mixed  hormones  (estrogens  and  androgens), 
a high  protein  diet,  multiple  vitamins,  me- 
chanical support  (when  indicated),  and  mild 
activity  (when  applicable). 


Dr.  Donald  T.  Lazarz  was  a 
resident  in  orthopedics  at 
Scott  and  White  Clinic  at 
the  time  this  article  was 
prepared.  He  is  now  with 
the  United  States  Army.  Dr. 
Ibarra  is  with  the  Depart 
ment  of  Internal  Medicine 
at  Scott  and  White. 
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Labeling  Prescription  Drugs 
Favored  by  AMA  Council 

Labeling  prescription  drugs  as  to  name  and  potency  was  advo- 
cated in  an  editorial  in  a recent  issue  of  Journal  of  the  American 
Medical  Association. 

“The  ready  availability  of  this  information  is  obviously  of  great 
help  when  the  patient  has  symptoms  which  may  be  untoward  reac- 
tions, or  which  may  result  from  too  high  a dosage,”  the  editorial  said. 

“It  is  also  invaluable  when  the  patient  changes  doctors,  moves  to 
another  locality,  or  contacts  the  doctor  when  his  records  are  not  at 
hand.  The  name  of  the  drug  and  its  strength  on  the  label  may  save 
precious  minutes  and  spell  the  difference  between  life  and  death  in 
cases  of  attempted  suicide,  accidental  overdosage,  or  accidental  poison- 
ing of  children. 

“Furthermore,  naming  the  drug,  or  at  least  indicating  its  pur- 
pose on  the  label,  helps  to  prevent  mixups  between  two  or  more  drugs 
that  are  being  taken  concurrently,  or  between  drugs  being  taken  by 
different  members  of  the  family.” 

Despite  the  many  advantages  of  labeling  drugs,  the  editorial 
said,  there  must  be  some  exceptions  and  the  decision  to  label  or  not 
to  label  should  be  left  to  the  patient’s  physician.  Some  drugs,  such  as 
opiates  and  barbiturates,  should  remain  nameless  at  times  and  there 
also  are  patients  who  are  better  off  if  they  do  not  know  what  they 
are  taking,  it  said. 

It  quoted  a resolution  of  the  American  Medical  Association’s 
Council  on  Drugs  that,  as  a general  rule,  it  is  in  favor  of  labeling 
prescription  drugs. 

The  council’s  resolution  reads,  in  full : “The  Council  resolves  that 
it  favors  labeling  of  prescriptions  as  a general  practice,  and,  further- 
more, it  is  recommended  that  prescription  pads  contain  boxes  for  a 
‘yes’  or  ‘no’  on  whether  to  label ; if  these  boxes  are  not  filled  in  by  the 
physician,  the  prescription  will  be  labeled.” 
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Connective  Tissue, 
Inflammation,  and  Allergy 


USE  OF  THE  natural  antagonist  heparin 
for  local  detoxification  of  histamine6' 8 
presents  a possible  method  of  treatment  for 
inflammatory  and  allergic  conditions.  Hista- 
mine liberated  from  injured  cells  produces 
inflamed  connective  tissue.10  One  of  nature’s 
controls  in  arresting  this  action  is  the  endog- 
enous binding  of  the  histamine  by  heparin  in 
the  ground  substance  of  the  connective  tis- 
sue. Application  of  this  action  has  been  tried 
successfully  in  weeping  eczemas,3  hay  fever,4 
asthma,2'  4 and  laryngotracheobronchitis. 

Connective  tissue  constitutes  the  scaffold 
and  dynamic  physicochemical  system  where 
gelation,  liquefaction,  ion  exchange,  and 
chelation  are  constantly  interacting  accord- 
ing to  the  law  of  mass  action.  The  scaffold- 
ing consists  of  an  aggregate  of  bone,  various 
cells,  and  elastic  and  collagen  fibers  sus- 
pended in  a matrix  of  ground  substance. 

The  ground  substance  acts  as  the  mortar 
maintaining  the  internal  chemical  balance  of 
the  body.  It  permits  each  cell  to  live  apart, 
be  nourished,  excrete  its  waste  products,  and 
yet  form  one  animal.  It  accomplishes  this  by 
permitting  the  entrance  or  exit  of  all  sub- 
stances into  each  cell. 

Fibroblasts  constitute  about  90  per  cent  of 
the  cells  of  the  connective  tissue.  These  cells 
produce  the  mucopolysaccharides  which  in- 
terpose between  the  scaffold  and  form  the 
ground  substance.  Of  the  remaining  portion, 
2 to  3 per  cent  are  histiocytes.  These  are  the 
permanent  scavenging  forces,  cleaning  the 
ground  substance.  They  are  augmented  by 
accessory  cells  from  the  blood  whenever  in- 
flammation occurs.  For  example  the  poly- 
morphonuclear cells,  or  the  lymphocytes, 
turn  into  macrophages  when  auxiliary  scav- 
engers are  needed.  Although  polymorphonu- 
clears  are  not  found  in  normal  connective 
tissue,  the  lymphocytes  constitute  about  2 to 
3 per  cent  of  the  cells  found.  In  addition  to 
helping  clear  infection  through  their  trans- 
formation to  macrophages,  they  produce  an- 
tibodies and  perhaps  other  constituents  such 
as  gamma  globulin.  The  eosinophils  consti- 


tute about  1 per  cent  of  the  normal  connec- 
tive tissue  cells.  They  are  interesting  in  that 
they  increase  in  inflammation  induced  by 
allergies  and  parasites.  The  function  of  eo- 
sinophils is  still  unknown.  They  have  been 
thought  to  transport  histamine,  but  do  not 
always  contain  it.  There  is  some  evidence 
that  eosinophils  aid  phagocytosis  by  altering 
nucleoprotein.  As  seen  in  phase  microscopy, 
when  macrophages  are  unable  to  engulf  dead 
cells,  as  they  remain  intact,  the  cells  are 
tangentially  contacted  by  eosinophils.  A 
whirling  motion  similar  to  that  of  a bucket 
brigade  occurs  within  the  eosinophil  near  the 
point  of  contact.  This  lasts  for  some  time. 
The  eosinophil  then  breaks  contact  and  wan- 
ders off.  When  the  macrophages  return,  the 
dead  cell  membrane  disintegrates  and  the  cell 
may  be  ingested  by  the  macrophages. 

Mast  cells  are  of  a special  interest  because 
of  their  biogenic  amine  metabolism.  They 
contain  histamine,  heparin,  and  serotonin  in 
metachromatic  granules.  The  relation  of  the 
mast  cell  to  the  synthesis  of  these  substances 
is  not  clear.  We  have  previously  postulated 
that  the  fibroblast  ingests,  by  pinocytosis, 
the  polysaccharides  which  surround  it.  Hepa- 
rin,0 histamine,12  and  serotonin1  probably  are 
metabolized  enzymatically  within  these  cells. 
Through  a biologic  exchange  mechanism,  the 
basic  amines  and  polysaccharides  are  then 
reliberated  into  the  ground  substance 
through  the  shedding  of  the  storage  gran- 
ules. Here  they  form  part  of  the  composite 
of  the  ground  substance.  Should  they  unite 
for  local  detoxification,  additional  fibroblasts 
may  begin  the  procedure  all  over  again. 

Plasma  cells  are  also  found  occasionally. 
Their  function  also  remains  unexplained. 
Some  workers  claim  that  they  produce  anti- 
body protein  as  gamma  globulin,  whereas 
others  challenge  this. 

When  an  injury  occurs  to  a cell,  regardless 
of  the  trigger  mechanism  which  may  be  an- 
oxia, mechanical  or  chemical  trauma,  toxins, 
and  so  forth,  histamine  is  liberated.  The  sur- 
rounding fibroblasts  usually  respond  to  this 
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Histamine  released  from  injured  cells  causes 
inflammation  of  connective  tissue.  Heparin 
binds  histamine  and  prevents  its  action. 
Treatment  with  heparin  has  helped  pa- 
tients with  weeping  eczema,  pollinosis,  asth- 
ma, and  laryngotracheobronchitis. 


liberation  by  swelling.  This  response  may 
be  so  great  that  the  fibroblasts  burst,  or  they 
may  merely  be  enlarged.  It  is  believed  that 
this  swelling  is  mediated  through  pinocytosis. 
Should  the  cell  break,  it  liberates  the  con- 
tained histamine  which  starts  a chain  reac- 
tion. Since  the  liberated  histamine  causes  de- 
struction of  the  neighboring  cells,  the  neigh- 
boring endothelium  will  also  swell,  damaging 
the  capillaries.  This  results  in  an  invasion  of 
the  polymorphonuclear  cells  which  in  turn 
liberate  proteolytic  enzymes  forming  pus. 
The  lymphocytes  accompany  the  invading 
polymorphonuclear  cells,  change  to  macro- 
phages, and  begin  to  clean  the  debris  from 
the  inflamed  area  of  the  ground  substance. 
As  each  cell  is  destroyed,  it  liberates  its  con- 
tained histamine.  This  chemical  is  now  free 
to  attack  the  adjacent  cell,  which  in  turn  is 
destroyed,  and  lethal  chain  reaction  results. 

In  normal  individuals  or  animals,  this 
chain  reaction  is  resisted  by  three  mecha- 
nisms : the  increased  excretion  of  hista- 
mine,11 the  action  of  corticosteroids,5  which 
rounds  and  toughens  the  fibroblasts  tending 
to  protect  them  against  destruction,  and  fi- 
nally local  detoxification  by  polysaccharides 
as  heparin.  The  presence  of  the  polysaccha- 
rides promotes  phagocytosis  which  achieves 
a scavenging  debridement  of  the  area.  It  is 
felt  that  the  source  of  the  heparin  is  the  de- 
granulation of  the  mast  cells  into  the  ground 
substance  about  the  released  histamine.  The 
degree  of  inflammation  depends  on  the  bal- 
ance between  the  qualitative  and  quantitative 
noxious  stimuli  versus  the  resistance  of  the 
host.  In  the  early  stage  of  the  process,  the 
inflammation  can  be  controlled  by  using  hep- 
arin to  bind  the  released  histamine.6  Later, 
the  inflammation  is  controlled  by  other  as 
yet  unknown  mechanisms,  and  the  binding 
action  is  much  less  effective.  Perhaps  this 
lack  of  binding  results  from  a quantitatively 
inadequate  local  supply  of  the  sulfated  poly- 
saccharides necessary  to  complex  the  increas- 
ing amounts  of  histamine. 

It  is  interesting  that  the  steroids  depress 
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and  change  the  lymphocytes,  in  the  field  of 
action,  to  the  “stress  form,”  and  that  hepa- 
rin in  addition  to  binding  the  endogenously 
released  histamine  increases  the  cleansing  of 
the  area  by  pinocytosis  of  fibroblasts. 

Since  allergy  is  believed  to  be  a form  of 
inflammation  caused  by  histamine,  it  is  be- 
lieved that  allergic  responses  could  be  in- 
cluded within  the  scope  of  the  inflammatory 
picture.  For  the  first  clinical  trial,  weeping 
eczema  was  chosen  since  it  represents  visible 
lesions  produced  by  inflammation,  allergy, 
and  infection.  It  is  found  in  two  clinical 
types,  one  which  responds  to  most  treatments 
and  another  which  is  resistant  to  most  ef- 
forts. Only  patients  in  the  latter  category 
were  selected,  after  they  had  failed  to  re- 
spond to  two  years  of  treatment.  Some  alka- 
line antibiotics  such  as  neomycin,  streptomy- 
cin, polymixin,  and  viomycin,  were  com- 
plexed  with  heparin.  The  complex  was  tested 
and  found  to  allow  the  inhibition  of  bacteria 
in  vitro,  without  any  decrease  in  antibiotic 
activity.  In  vivo  lethal  levels  of  these  anti- 
biotics were  found  to  be  tolerated  by  mice, 
rats,  and  rabbits  in  the  presence  of  heparin. 
It  was  postulated  that  the  complex  was  re- 
versible and  that  it  dissociated  slowly,  reach- 
ing therapeutic  levels  without  acquiring  toxic- 
peaks. 

It  was  hoped  that  use  of  the  complex  would 
permit  a double-barreled  action,  that  is,  hit- 
ting the  bacteria  and  providing  an  anti- 
inflammatory action  by  binding  the  endoge- 
nously released  histamine  in  the  allergic  in- 
flammatory state.  It  was  found  that  the 
postulated  anti-inflammatory  control  of  the 
histamine  did  lessen  the  weeping  allergic  re- 
action. 

After  the  candidates  had  been  selected,  cul- 
tures were  taken  and  an  appropriate  anti- 
biotic and  a steroid  were  tried.  If  these  did 
not  help  the  weeping  eczemas,  the  patients 
were  given  local  applications  of  1 per  cent 
heparin,  3 per  cent  of  the  appropriate  anti- 
biotic, and  2.5  per  cent  cortisone.  Sixty-three 
patients  were  so  treated  (Table  1)  ; all  but 


Volume  59,  SEPTEMBER,  1963 


879 


CONNECTIVE  TISSUE  — Dolowitz  & Dougherty  — continued 

three  were  cleared.  Of  the  remaining,  two 
had  recurrences  when  the  medication  was 
stopped,  and  one  required  a change  in  anti- 
biotic before  clearing  was  complete. 


Table  1. — Results  of  Heparin  Treatment  in  63 
Cases  of  Aural  Weeping  Eczema. 


Response 

-Drug  Sensitivity- 
Streptomycin 

33  cases 

Neomycin 
26  cases 

Polymixin 

4 cases 

Poor  to  none  1 

2 

0 

Moderate 

9 

6 

1 

Excellent 

16 

25 

3 

Cases  included  30  men  and  33  women. 


Since  it  was  thought  that  this  demon- 
strated that  the  theory  was  usable  clinically, 
hay  fever  was  selected  for  the  next  test  of 
the  ability  of  heparin  to  control  inflamma- 
tory states.  Higher  dosage  than  may  be  nec- 
essary was  tried  at  this  stage,  since  the  ac- 
tion of  the  neutralizing  heparin  may  be 
likened  to  a titration  of  histamine.  Depend- 
ing on  the  size  of  the  patient,  100  to  300  mg. 
of  heparin  were  injected  intravenously  into 
25  patients  during  attacks  of  acute  hay  fever. 
Nasal  obstruction,  discharge,  conjunctivitis, 
and  redness  and  itching  of  the  skin  was 
helped  in  almost  every  case  (Table  2).  Simi- 
lar treatments  were  continued  for  several 
days  in  cases  where  the  allergy  and  infection 
previously  had  produced  polyps.  In  most 
cases  the  polyps  were  unaffected,  but  the 
symptoms  of  pollinosis  cleared.  Similar  treat- 
ment for  catarrhal  otitis  media  was  only 
helpful  transiently,  and  the  ability  to  help 
was  soon  lost. 

In  12  cases  placebos  were  given  at  various 
times  instead  of  the  heparin.  In  no  case  did 
the  patient’s  symptom  respond  to  the  place- 
bo. But  when  the  placebo  was  followed  in  15 
minutes  by  heparin,  the  symptoms  were 
promptly  relieved.  In  one  patient  with  a sen- 
sitivity to  beef  protein,  hives  developed  after 
the  heparin  was  used  on  two  occasions.  The 
hay  fever  was  relieved,  but  researchers  were 
unable  to  continue  this  therapy  because  of 
the  allergy  either  to  the  heparin  or  to  the 
tissues  from  which  it  was  extracted. 

Twenty-four  patients  suffering  from  acute 


asthmatic  attacks  (10  men  and  14  women) 
were  then  given  150  to  300  mg.  of  heparin 
intravenously  (Table  3).  The  wheezing  was 
noticeably  helped  in  17  cases,  moderately  in 
six,  and  poorly  in  only  one  case.  The  cough- 
ing responded  in  about  the  same  manner. 
Only  1 person  received  practically  no  help, 
while  8 improved  moderately,  and  15  consid- 
erably. The  breathing  was  eased  in  23  of  the 
24  patients  and  all  remarked  on  a feeling  of 
warmth  and  relaxation  after  the  injection  of 
the  heparin. 

Although  Hartman7  has  also  found  that 
severe  asthma  is  relieved  by  heparin,  he  feels 
another  mechanism  of  action  is  responsible. 
He  agrees  that  ACTH  binds  heparin,  and 
corticosteroids  and  ACTH  depress  mast  cells 
and  hence  endogenously  released  heparin. 
However,  he  believes  asthma  has  a thrombo- 
embolic component  resulting  from  an  associ- 
ated vascular  disease.  He  has  postulated  that 
since  the  heparin  present  is  at  least  partially 
complexed  by  the  allergic  mediating  amines, 
the  titer  available  for  anticoagulant  and 
thrombolytic  action  is  insufficient  for  ade- 
quate action  in  steroid-treated  asthmatic  pa- 
tients. He  has  reported7  that  prophylactic- 
heparin  in  severe  asthmatics  lessens  the  dos- 
age of  steroid  required  for  adequate  ther- 
apy. He  has  confirmed  that  in  acute  asth- 
matic attacks  there  was  rapid  clinical  im- 
provement on  heparin,  plus  a definite  reduc- 
tion in  the  amount  of  steroid  necessary  to 
maintain  control. 

Since  infectious  inflammation  is  also  medi- 
ated by  histamine,  ten  cases  of  laryngotra- 
cheobronchitis  severe  enough  to  require  a 
tracheotomy  were  also  treated  with  heparin 
(Table  4) . The  six  boys  and  four  girls  ranged 
in  age  from  one  to  nine  years.  Tracheotomy 
was  avoided  in  nine  cases.  Since  this  has  not 
been  reported  previously,  a few  sample  case 
histories  will  be  presented. 

Case  Reports 

Case  1. — A two-year-old  boy,  admitted  with  a di- 
agnosis of  acute  laryngotracheobronchitis,  was  given 
200  mg.  of  heparin  intravenously  at  3 p.m.  At  6:30 
he  was  sufficiently  relaxed  that  the  surgeon  be- 
lieved tracheotomy  could  be  deferred.  The  child  had 
been  in  acute  need,  by  the  surgeon’s  standards,  when 


Table  2. — Results  of  Heparin  Treatment  in  25  Cases  of  Hay  Fever. 


Response 

Nasal 

Discharge 

Nasal 

Obstruction 

Conjunctivitis 

Redness, 

Itching 

Headache 

Poor  to  none 

0 

0 

0 

0 

0 

Moderate 

9 

3 

6 

0 

6 

Excellent 

12 

20 

15 

21 

6 

Cases  included  11  men  and  14  women. 
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Table  3. — Results  of  Heparin  Treatment  in  2 k Cases  of  Acute  Asthma. 


Response 

Cough 

Breathing 

Eased 

Panic 

Decreased 

Feeling  of 

Warmth  and 
Relaxation 

Wheezing 

Poor  to  none 

1 

1 

1 

0 

1 

Moderate 

8 

6 

10 

7 

17 

6 

Excellent 

15 

17 

9 

17 

Cases  included  10  men  and 

travenously ; in  ten,  200  mg. ; in 

14  women.  In  four  patients,  150  mg. 

eight,  250  mg.;  and  in  two,  300  mg. 

of  heparin  was 

administered  in- 

the  heparin  had  been  injected.  By  8 p.m.  the  child 
was  breathing  relatively  normally.  There  was  some 
subcutaneous  bleeding  about  the  vena  puncture.  Poly- 
brene  was  brought  to  the  bedside  but  was  not  re- 
quired. The  child  was  given  Terramycin  and  peni- 
cillin immediately  to  control  the  infection;  however, 
nothing  but  normal  throat  flora  was  ever  cultured 
afterward.  He  was  put  on  Solu-Medrol  at  8 p.m. 
and  continued  to  improve  uneventfully.  He  was  dis- 
charged on  the  third  day. 

Case  2. — A two-year-old  boy  was  admitted  with 
acute  laryngotracheobronchitis  and  bronchial  spasm. 
After  having  received  no  help  from  100  mg.  of 
hydrocortisone,  he  was  given  175  mg.  of  heparin  in- 
travenously. The  bronchospasm  and  the  respiratory 
obstruction  disappeared  within  an  hour.  Terramycin 
and  penicillin  were  started  in  appropriate  dosages. 
The  child  remained  comfortable  for  18  hours,  and 
when  checked  at  6 the  following  morning  showed 
no  respiratory  or  cardiac  difficulty  in  his  sleep.  He 
was  awakened  an  hour  later  by  a technician  who 
stuck  him  for  a blood  count.  The  child  developed  a 
temper  tantrum,  difficulty  in  breathing,  and  turned 
black.  Tracheotomy  was  performed  immediately  be- 
cause it  was  believed  that  if  use  of  the  heparin  was 
unsuccessful  at  that  time,  or  if  it  worked  slowly, 
there  would  not  be  time  enough  to  prevent  asphyxi- 
ation by  surgery.  The  surgery  was  immediately  pre- 
ceded by  an  intramuscular  ampule  of  Protamide. 
Surgical  blood  loss  was  not  remarkable.  Healing  was 
uneventful,  the  tube  being  removed  on  the  fifth 
postoperative  day.  He  was  discharged  on  the  seventh 
day. 

Summary 

Theoretical  consideration  and  research  in 
animals  led  to  the  trial  of  heparin  as  an 
agent  which  would  prevent  the  action  of  his- 
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Table  4. — Results  of  Heparin  Treatment  in  10 
Cases  of  Acute  Laryngotracheobronchitis. 


Response 

Respiratory 

Distress 

Cardiac 

Slowing 

Poor  to  none 

0 

0 

Moderate 

2 

0 

Excellent 

8 

10 

Cases  included  six  boys  and  four  girls.  Tra- 
cheotomy was  needed  in  only  one  case.  In  two 
patients,  150  mg.  of  heparin  was  administered; 
in  two,  175  mg.,  and  in  six,  200  mg. 


famine  in  allergic  and  nonallergic  inflamma- 
tory conditions  in  the  human  being.  Animal 
experimentation  demonstrated  that  heparin 
was  effective  in  preventing  the  lethal  effects 
of  endogenously  released  histamine.  Applica- 
tion of  this  effect  in  weeping  eczema,  pol- 
linosis,  asthma,  and  laryngotracheobronchi- 
tis in  the  human  indicates  that  heparin  has 
a similar  histamine  binding  capacity  in  these 
conditions.  This  complexing  was  therapeu- 
tically successful  in  more  than  80  per  cent 
of  the  cases  in  which  it  was  attempted. 
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IN  MAY  1962,  Dr.  0.  H.  Wangensteen  pre- 
sented to  the  American  Surgical  Associa- 
tion a paper  describing  the  use  of  gastric 
freezing  in  the  treatment  of  peptic  ulcer  dis- 
ease.1 Few  medical  issues  have  evoked  the 
wide  discussion,  in  both  lay  and  medical  cir- 
cles, which  shortly  followed  this  presenta- 
tion. As  a measure  of  the  rapid  acceptance 
of  this  mode  of  therapy  it  may  be  cited  that 
within  12  months  of  Dr.  Wangensteen’s  talk 
the  two  leading  manufacturers  of  gastric 
hypothermia  machines  had  delivered  approx- 
imately 1,000  such  machines  to  the  medical 
profession.4- 7 

The  purpose  of  this  article  is  to  enumerate 
the  actual  and  potential  short-term  hazards 
which  accompany  this  procedure,  and  to  il- 
lustrate some  of  these  hazards  by  the  presen- 
tation of  two  cases  from  the  Houston  area. 
It  is  not  our  purpose  to  attempt  to  evaluate 
the  efficacy  of  this  method  of  treatment,  as 
the  experience  of  the  authors  is  much  too 
limited  to  permit  such  an  analysis. 

At  the  outset,  it  should  be  emphasized  that 
gastric  hypothermia  incorporates  two  dis- 
tinct techniques,  each  with  its  own  particu- 
lar hazards.  The  first  may  be  called  “gastric 
cooling”  and  implies  the  cooling  of  the  stom- 
ach to  a temperature  of  approximately  10  C. 
for  a duration  of  12  to  48  hours.  This  meth- 
od has  been  successfully  used  for  some  years 
in  the  treatment  of  gastrointestinal  hemor- 
rhage of  various  etiologies.5' 9 The  second 
technique  may  be  called  “gastric  freezing” 
and  implies  reducing  the  temperature  of  the 
stomach  to  between  minus  10  and  minus  20 
C.,  for  a period  of  one  hour  or  less.  This  is 
the  method  first  described  last  year  by  Dr. 
Wangensteen’s  group,  and  which  has  been 
employed  in  the  treatment  of  peptic  ulcer 


disease.  Gastric  cooling  rarely  has  been  as- 
sociated with  serious  adverse  effects  other 
than  a recurrence  of  the  bleeding  and  a sig- 
nificant morbidity.  Gastric  freezing,  on  the 
other  hand,  can  be  associated  with  serious 
sequelae,  particularly  if  the  frequent  warn- 
ings of  its  originator  are  not  heeded. 

Hazards  of  Patient  Selection 

Indications. — Gastric  cooling  is  indicated 
only  in  the  treatment  of  gastric  hemorrhage. 
Generally,  beneficial  effects  are  noted  in  the 
treatment  of  hemorrhage  due  to  duodenal 
ulcer,  anastomotic  ulcer,  stress  ulcer,  and 
gastric  erosions.  Less  favorable  results  are 
obtained  when  esophageal  varices,  hemor- 
rhagic gastritis,  or  gastric  ulcer  is  the  eti- 
ology of  the  bleeding.5’ 9 Gastric  freezing  is 
used  primarily  in  the  treatment  of  intracta- 
ble duodenal  ulcer  patients.  It  has  also  been 
helpful  in  some  cases  of  hiatus  hernia  with 
intractable  symptoms,  and  is  now  being  eval- 
uated in  the  prevention  of  recurrent  gastric 
ulcer.8 

Contraindications. — Gastric  cooling  has  no 
indication  at  the  present  time  except  in  the 
management  of  upper  gastrointestinal  hem- 
orrhage. Gastric  freezing  should  not  be  used 
in  the  treatment  of  duodenal  ulcer  in  the 


Dr.  Lummis,  a Houston  gas- 
troenterologist, originally 
presented  this  paper  before 
the  Texas  Medical  Associa- 
tion Section  on  Digestive 
Diseases  on  April  29,  1963, 
in  Dallas.  Dr.  Griffin  also 
practices  gastroenterology 
in  Houston. 
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The  authors  discuss  actual  and  potential 
hazards  of  gastric  hypothermia,  including 
hazards  of  patient  selection,  of  technique, 
and  those  associated  with  hypothermia.  Two 
case  reports  involving  unusual  complica- 
tions are  presented. 


presence  of  hemorrhage,  pyloric  obstruction, 
or  perforation.  It  also  has  no  place  in  the 
treatment  of  active  gastric  ulcer.  Emotional 
instability  is  a relative  contraindication. 

Hazards  of  Technique 

The  technique  of  gastric  hypothermia  has 
been  carefully  described,3’ 6 and  certain  pre- 
cautions have  been  emphasized.  The  plastic 
coaxial  tube  is  rigid  and  is  made  more  so  by 
its  being  cold  at  the  time  of  introduction. 
Thus  a definite  danger  of  perforation  of  the 
esophagus  is  associated  with  its  insertion. 
Esophageal  stricture,  diverticulum,  and  cer- 
vical spine  deformity  add  to  this  risk.  The 
balloon  is  placed  in  the  stomach  according  to 
the  method  described  by  Peter.0  If  the  bal- 
loon is  lodged  in  the  esophagus  the  patient 
will  complain  of  pain  when  the  balloon  is 
inflated.  Should  this  occur,  the  balloon  should 
be  deflated  immediately  and  repositioned. 
Death  has  occurred  from  the  inflation  of  an 
esophageal  balloon  of  the  Sengstaken  type1 
and  the  same  danger  is  inherent  in  the  use 
of  the  gastric  balloon. 

Gastric  freezing  should  not  be  carried  out 
at  a temperature  of  less  than  minus  20  C. 
nor  for  a duration  of  more  than  one  hour. 
Wangensteen’s  experiments  with  dogs  have 
shown  that  the  depth  and  duration  of  freez- 
ing are  progressively  associated  with  an  in- 
creasing incidence  of  stomach  destruction 
and  stricture  formation.  He  has  not  reported 
this  difficulty  in  humans  if  the  limitations  of 
time  and  temperature  mentioned  are  ob- 
served. 

To  our  knowledge,  rupture  of  the  balloon 
while  in  the  stomach  has  not  occurred.  This 
complication  should  be  carefully  watched  for, 


however,  because  of  its  potential  ability  to 
cause  death.  Alcohol  is  rapidly  absorbed 
from  the  stomach,  small  intestine,  and  colon, 
and  slowly  oxidized  by  the  body.3  The  amount 
of  alcohol  used  as  coolant  in  gastric  hypo- 
thermia is  approximately  twice  the  lethal 
dose  for  an  individual  weighing  70  kg. 
Therefore,  if  balloon  rupture  is  suspected,  it 
is  imperative  that  the  balloon  be  removed 
and  the  stomach  aspirated  with  a large  bore 
tube. 

Fracture  of  the  stomach  may  occur  if  the 
epigastrium  is  inadvertently  palpated  while 
the  stomach  is  in  the  frozen  state.10  This  re- 
quires immediate  surgery  which  is  particu- 
larly hazardous  as  the  surgeon  must  contend 
with  a stomach  which  has  been  injured  and 
perhaps  made  necrotic  by  the  freezing 
process. 


Hazards  of  Hypothermia 

Epigastric  fullness,  soreness,  and  anorexia 
occur  in  about  one-third  of  patients  after 
gastric  freezing.  This  usually  lasts  from  sev- 
eral hours  to  several  days  with  a maximum 
duration  of  one  week.  Melena  occurs  in  ap- 
proximately 6 per  cent  of  cases  and  does  not 
appear  to  be  of  serious  consequence.  Massive 
hemorrhage  has  occurred  with  fatal  results, 
though  the  particulars  of  this  case  are  not 
known  to  the  authors.10 

Gastric  ulcer  may  occur  at  the  site  where 
the  coolant  stream  is  directed  against  the 
stomach  wall.  Members  of  the  Minnesota 
group  believe  they  have  obviated  this  compli- 
cation by  the  use  of  a newly  designed  coaxial 
tube,  in  which  the  coolant  enters  the  balloon 
through  multiple  side  orifices  rather  than  in 
a single  stream  through  the  end  of  the  tube. 
As  previously  mentioned,  stricture  may  oc- 
cur from  the  use  of  excessively  low  tempera- 
tures, freezing  for  more  than  one  hour,  or  im- 
proper placement  of  the  tube.  Pneumonitis 
occurred  in  one  of  the  cases  reported  herein, 
probably  as  a direct  result  of  either  improper 
placement  of  the  tube  or  the  use  of  a freez- 
ing temperature  lower  than  minus  20  C.  This 
complication  has  not  previously  been  report- 
ed. Pancreatitis  is  a theoretical  complication, 
as  acute  pancreatitis  has  occurred  following 
systemic  hypothermia.2  The  mechanism  of 
this  phenomenon  is  not  known,  but  freezing 
or  cooling  the  stomach  may  well  have  an  ef- 
fect on  the  adjacent  pancreas  similar  to  that 
of  systemic  hypothermia. 
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Fig.  1.  Case  1.  Chest  roentgenogram  24  hours  after  gastric 
freezing.  Bilateral  pulmonary  infiltration  and  effusion. 


Case  Reports 

Case  1. — A 42-year-old  white  male  physician  was 
admitted  to  a Houston  hospital  June  19,  1962,  with 
a massive  upper  gastrointestinal  hemorrhage  and 
hypotension.  The  patient  gave  a long  history  of  in- 
digestion and  epigastric  pain  which  he  had  treated 
with  antacids  and  anticholinergic  drugs.  In  1951,  he 
had  suffered  an  episode  of  melena,  following  which 
an  upper  gastrointestinal  roentgenographic  study 
was  done,  the  results  of  which  were  normal.  In 

1959,  the  patient  developed  a left  foot  drop  and  in 

1960,  optic  neuritis.  A diagnosis  of  multiple  sclerosis 
was  considered  but  not  proved.  These  symptoms 
have  not  progressed. 

The  patient  stated  that  he  smoked  three  to  four 
packages  of  cigarettes  daily  and  drank  several  cans 
of  beer.  His  mother  had  died  at  the  age  of  44  years 
from  carcinoma  of  the  bladder.  His  father  had  suf- 
fered from  chronic  duodenal  ulcer  disease,  compli- 
cated by  repeated  upper  intestinal  hemorrhages, 
which  eventually  led  to  the  performance  of  a gastro- 
enterostomy. 

On  admission,  the  patient  received  four  units  of 
whole  blood  which  restored  his  vital  signs  to  normal. 
He  was  then  placed  on  a modified  Sippy  regimen. 
At  this  time,  the  patient  stated  he  was  free  of  pain 
for  the  first  time  in  several  years.  On  June  21, 
another  episode  of  hematemesis  and  melena  occurred, 
and  the  patient  was  found  to  have  neither  blood 
pressure  nor  pulse.  After  blood  replacement,  the 
patient  responded  and  his  vital  signs  returned  to 
normal.  The  following  morning,  a roentgenographic 

"These  cases  have  been  reported  previously  in 
brief  form  for  Southern  Medical  Journal  [Griffin, 
B.  G.,  et  ah:  Gastric  Hypothermia  and  Freezing, 
Southern  Medical  Journal  56:680  (June)  1963.] 
They  are  reported  through  the  courtesy  of  Dr.  Elliott 
Hay. 


study  of  the  stomach  revealed  extreme  duodenal  de- 
formity and  an  active  ulcer  crater  at  the  base  of  the 
duodenum.  Brisk  bleeding  continued.  A surgical 
consultant  thought  that  the  patient  could  not  sur- 
vive surgical  treatment  at  that  time. 

A gastric  hypothermia  machine  was  obtained  and 
a consultant  with  experience  in  the  technique  was 
flown  to  Houston  to  operate  it.  Under  general  anes- 
thesia, a gastric  balloon  was  inserted,  and  the 
temperature  of  the  coolant  was  brought  to  approxi- 
mately minus  20  C.  for  one  hour.  Subsequently,  the 
patient  suffered  no  further  blood  loss.  He  had,  at 
this  time,  received  32  units  of  whole  blood.  The 
following  day  an  elevated  temperature  was  noted, 
and  the  patient  complained  of  dyspnea  and  pain  in 
the  left  shoulder.  Roentgenogram  of  the  chest  (Fig. 
1)  revealed  bilateral  pleural  effusion  and  basilar 
pulmonary  infiltration.  Antibiotic  therapy  was  start- 
ed and  five  days  later  a chest  roentgenogram  was 
essentially  normal.  Except  for  generalized  weakness, 
the  patient  did  well  until  the  fourth  postoperative 
week,  when  he  developed  severe  hiccups  during  each 
meal.  This  progressed  in  severity,  and  he  began  to 
have  postprandial  emesis  of  his  food,  mixed  with  a 
thick,  tenacious,  mucous  material.  Roentgenographic 
study  at  that  time  revealed  a noticeable  stenosis  in 
the  fundus  of  the  stomach  (Fig.  2). 

On  Aug.  21,  the  patient  underwent  esophagoscopy 
which  revealed  extreme  narrowung  of  the  distal 
esophagus  with  considerable  fibrosis.  The  mucosa 
wras  gray  and  slightly  friable.  In  September,  roent- 
genographic study  revealed  evidence  of  early  esopha- 
geal dilatation  above  the  stricture.  By  this  time,  the 
patient  had  lost  60  pounds  of  weight  since  the  onset 


Fig.  2.  Case  1.  Noticeable  deformity  and  stenosis  of  fundus 
of  stomach.  Configuration  unchanged  over  nine -month 
follow-up. 
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of  his  hemorrhage.  Esophageal  dilatations  were  in- 
stituted with  mercury-weighted  bougies.  By  January, 
1963,  the  esophagus  was  no  longer  dilated  on  roent- 
genogram, and  the  patient  was  able  to  maintain  his 
nutrition  by  eating  pureed  foods.  Weekly  dilatations 
with  a no.  32  dilator  were  still  being  carried  out. 


Comment 

This  man  received  gastric  freezing  for  the 
treatment  of  massive  hemorrhage,  which  is 
currently  considered  to  be  a contraindication 
to  this  form  of  therapy.  Apparently,  consid- 
erable necrosis  of  the  gastric  wall  occurred  in 
the  region  of  the  esophagogastric  junction 
which  eventuated  in  severe  stenosis  in  this 
area.  If  bleeding  had  continued  during  the 
week  following  freezing,  and  if  surgery  had 
then  been  necessary,  the  surgeon  would  prob- 
ably have  been  faced  with  a partly  necrotic 
stomach  which  would  not  have  been  capable 
of  holding  suture  material.  The  pneumonia, 
as  well  as  the  necrosis,  was  probably  a result 
of  faulty  placement  of  the  balloon  since  the 
temperature  depth  and  duration  were  not  ex- 
cessive. The  faulty  placement  might  well 
have  been  avoided  had  general  anesthesia 
not  been  used. 

Case  2. — A 34-year-old  white  male  had  a history 
of  abdominal  pain  of  many  years’  duration.  The 
character  of  the  pain  was  not  typical  of  peptic  ulcer 
disease,  being  constantly  present,  unaided  by  food 
or  alkali,  and  not  disturbing  the  sleep  of  the  patient. 
Upper  gastrointestinal  roentgenograms,  however,  in 
1958  had  disclosed  a duodenal  ulcer.  Subsequent 
roentgenographic  studies  in  1960  and  1961  were  re- 
portedly normal.  Through  the  years,  the  patient  had 
also  complained  of  anorexia,  cough,  dyspnea,  insom- 
nia, and  extreme  nervousness,  none  of  which  were 
associated  with  objective  abnormality. 

On  Sept.  2,  1962,  because  of  persistence  of  epi- 
gastric pain  clinically  diagnosed  as  being  due  to 
peptic  ulcer  disease,  the  patient  was  treated  with 
gastric  freezing  at  a temperature  of  minus  20  C.  for 
one  hour.  The  following  day  the  patient  became 
acutely  agitated  and  confused,  and  expressed  cer- 
tain paranoid  tendencies.  He  was  subsequently  trans- 
ferred to  a psychiatric  ward.  When  first  seen  by 
one  of  the  authors,  the  patient  was  confused  and 
paranoid  in  his  reactions,  but  continued  to  complain 
of  abdominal  pain.  The  epigastrium  was  tender  to 
palpation  but  the  physical  examination  was  other- 
wise normal.  Upper  gastrointestinal  roentgenograms 
were  obtained  on  Sept.  20,  which  revealed  a large 
ulcer  on  the  greater  curvature  of  the  stomach  (Fig. 
3).  This  ulcer  was  thought  to  be  in  the  area  where 
the  inflow  stream  of  coolant  was  directed  against 
the  gastric  wall.  Ulcer  treatment  was  started. 

In  November,  1962,  the  patient  stated  that  he  was 
having  some  abdominal  pain,  but  it  was  much  less 
severe  than  previously.  Gastric  analysis  at  that  time 
revealed  no  free  acid  in  the  fasting  specimen  and 
58  degree  free  acid  after  Histalog  injection.  In  Janu- 
ary, 1963,  the  patient  stated  that  he  had  no  ab- 


Fig.  3.  Case  2.  Twelve  days  after  gastric  freezing.  A large 
ulcer  is  seen  on  greater  curvature  of  body  of  stomach. 


dominal  pain.  Roentgenograms  were  interpreted  as 
showing  complete  healing  of  the  ulcer.  However,  in 
February,  1963,  the  patient’s  abdominal  complaints 
recurred  and  roentgenographic  examination  con- 
firmed the  reappearance  of  the  greater  curvature 
ulcer. 


Comment 

Gastric  freezing  precipitated  an  acute  psy- 
chosis in  this  man  whose  psychiatric  compen- 
sation was  tenuous  at  the  time  of  the  pro- 
cedure. He  subsequently  developed  a gastric 
ulcer,  probably  at  the  site  where  the  incom- 
ing jet  struck  the  gastric  wall.  This  ulcer  has 
failed  to  heal,  either  because  of  refractori- 
ness of  the  ulcer  to  treatment,  or  to  inability 
of  the  patient  to  follow  the  treatment  pro- 
gram. 


Summary 

The  actual  and  potential  hazards  of  gastric 
hypothermia  are  discussed,  including  hazards 
of  patient  selection,  hazards  of  technique, 
and  hazards  associated  with  hypothermia. 
Two  case  reports  of  patients  suffering  from 
unusual  complications  of  gastric  freezing  are 
presented.  It  should  be  emphasized  that  most 
of  these  complications  are  at  the  present  time 
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preventable  if  proper  attention  is  paid  to 
patient  selection  and  careful  technique. 
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Table  1. — Complications  of  Gastric  Hypothermia. 

I.  Hazards  of  patient  selection: 

A.  Contraindications: 

1.  Duodenal  ulcer  with: 

a.  Acute  hemorrhage 

b.  Pyloric  obstruction 

c.  Perforation 

2.  Acute  gastric  ulcer 

3.  Emotional  instability  (relative  contra- 
indication) 

II.  Hazards  of  technique: 

A.  Hazard  of  intubation 

B.  Improper  placement  of  balloon 

C.  Rupture  of  balloon 

D.  Rupture  of  stomach 

E.  Excessive  duration  of  freezing 

F.  Excessively  low  temperature  of  freezing 

III.  Complications  of  hypothermia  per  se 

A.  Anorexia,  nausea,  vomiting 

B.  Soreness,  epigastric  tenderness 

C.  Melena 

D.  Pneumonitis 

E.  Gastric  ulcer 

F.  Stomach  rupture 

G.  Stricture 

H.  Pancreatitis  (?) 
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Clinicopathologic  Conference 

William  S.  Fields,  M.D.;  Benjamin  Cooper,  M.D.;  David  A.  Van 
Velzer,  M.D.;  Joseph  W.  Robertson,  M.D.;  Edmund  M.  Fountain, 

M.D.;  William  R.  Cheek,  M.D.;  Martin  E.  Bruetman,  M.D.;  Jorge 
Weibel,  M.D.;  and  Berne  L.  Newton,  M.D. 


This  is  the  fifth  in  a series  of  clinicopathologic 
conferences  from  Baylor  University  College  of  Medi- 
cine, Houston.  Dr.  William  S.  Fields,  chairman  of 
the  Department  of  Neurology,  serves  as  moderator. 
Participants  are  Drs.  Benjamin  Cooper,  assistant 
professor  of  neurology;  David  A.  Van  Velzer,  clin- 
ical instructor  of  radiology;  Joseph  W.  Robertson, 
clinical  assistant  professor  of  neurosurgery;  Ed- 
mund M.  Fountain,  clinical  assistant  professor  of 
neurosurgery;  William  R.  Cheek,  clinical  instructor 
of  neurosurgery;  Martin  E.  Bruetman,  assistant 
professor  of  neurology;  Jorge  Weibel,  instructor  in 
neurology;  and  Berne  L.  Newton,  clinical  associate 
professor  of  pathology. 

Protocol 

Chief  Complaint. — Headache,  dizziness, 
and  fainting  one  hour  prior  to  admission. 

History  of  Present  Illness. — The  patient 
was  a 65-year-old  white  man  who  was  admit- 
ted to  Methodist  Hospital  Dec.  14,  1962,  after 
being  seen  briefly  by  his  private  physician 
and  referred  immediately  to  the  emergency 
room.  Sudden  left  posterior  headache,  nau- 
sea, and  vomiting  were  followed  by  collapse 
one  hour  prior  to  admission. 

Past  History. — The  patient  had  a history 
of  deafness  since  the  age  of  four  years  and 
used  a hearing  aid.  Fifteen  years  prior  to  ad- 
mission, pernicious  anemia  apparently  was 
diagnosed  and  successfully  treated.  The  pa- 
tient’s beard  always  had  been  sparse,  and 
14  years  prior  to  admission  he  had  com- 


pletely lost  all  body  hair  and  had  become  im- 
potent. A diagnosis  of  Simmonds’  disease 
had  been  made  on  the  basis  of  changes  in 
the  pituitary  fossa.  He  had  been  receiving 
testosterone  for  14  years,  but  had  had  no 
cortisone.  There  was  a regrowth  of  body 
hair,  but  the  beard  remained  sparse.  In  the 
last  few  years  prior  to  admission,  he  had 
complained  of  increasing  fatigue.  In  the  week 
prior  to  admission,  his  friends  had  noted 
increasing  mental  confusion,  suggesting  that 
the  patient  was  intoxicated  by  alcohol. 

Review  of  Symptoms. — The  patient  had 
had  no  recent  weight  loss,  fever,  chills,  or 
sweats.  He  denied  cough,  expectoration,  hem- 
optysis, dyspnea,  or  palpitation.  The  patient 
denied  frequency,  urgency,  or  hematuria.  His 
wife,  however,  stated  that  he  had  frequency 
and  nocturia  with  a small  urinary  volume. 
He  had  psoriasis  for  15  years  prior  to  admis- 
sion and  apparently  was  not  under  treat- 
ment. The  patient  was  taking  thyroid  daily 
and  also  a medication  called  “Ilidar”  for  cir- 
culation in  his  legs.  According  to  his  wife, 
he  had  a history  of  malaria  sometime  in  the 
past. 

Family  History. — The  patient’s  mother 
and  two  sisters  suffered  from  deafness. 

Physical  Examination. — Blood  pressure 
obtained  in  the  emergency  room  at  5 :30  p.m. 
was  180/100  mm.  of  mercury;  pulse,  80. 
When  examined  in  the  hospital  room,  the 
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The  patient  had  a long  history  of  hypopitui- 
tarism. During  hospitalization,  he  developed 
hemiplegia,  from  which  he  recovered  only  to 
suffer  a subsequent  ictus.  Unusual  and  mis- 
leading features  made  diagnosis  difficult  in 
this  case. 
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blood  pressure  was  140/80  mm.  of  mercury 
and  the  temperature  101  F.  The  patient  was 
a tall,  white  male  who  appeared  younger 
than  his  stated  age  of  65  years.  He  was  vom- 
iting and  complaining  of  pain  in  the  left  side 
of  his  head.  He  was  conscious  but  weak.  The 
pharynx  was  red,  the  tongue  moist.  The  pa- 
tient could  not  hear  well.  His  hearing  aid  was 
not  functioning  properly  at  the  time  of  ad- 
mission, making  communication  difficult. 
The  ear  canals  were  clear.  The  neck  was  sup- 
ple and  the  thyroid  was  not  palpable.  Later 
in  the  examination,  the  neck  was  noted  to  be 
stiff,  but  it  became  supple  once  again.  Exam- 
ination of  the  chest  showed  the  respiratory 
excursions  to  be  free  and  equal  bilaterally. 
The  percussion  note  was  resonant.  Breath 
sounds  were  clear.  The  heart  beat  was  slow 
and  regular  without  murmurs.  The  abdomen 
was  soft  but  the  liver,  kidney,  and  spleen 
could  not  be  palpated.  There  were  no  abnor- 
mal masses.  The  rectal  examination  was  de- 
ferred. The  testicles  were  small  and  atrophic. 
The  extremities  appeared  normal.  He  moved 
his  arms  and  legs  without  difficulty.  Femoral 
pulses  were  present  but  no  pedal  pulses  were 
felt.  The  patient  had  generalized  psoriasis 
characterized  by  scaly,  red  lesions.  There 
was  a brownish  discoloration  of  the  lower 
legs.  Knee  jerks  were  normal,  but  ankle 
jerks  were  diminished.  No  Babinski  signs 
were  noted  on  the  first  examination. 

Laboratory  Data.  — Hematology- — The 
WBC  on  admission  was  6,800  per  cu.  mm., 
with  polymorphonuclear  leucocytes,  61  per 
cent;  basophils,  2 per  cent;  lymphocytes,  32 
per  cent ; monocytes,  2 per  cent ; eosinophils, 
3 per  cent;  and  hemoglobin  (Hgb.),  12.9  gm. 
per  100  cc.  On  Dec.  19,  the  WBC  was  11,100 
with  polymorphonuclear  leucocytes,  79;  lym- 
phocytes, 16;  monocytes,  4;  eosinophils,  0; 
and  basophils,  0 per  cent,  respectively.  Hgb. 
was  12.2  gm.  per  100  cc.  and  hematocrit,  37 
vol.  per  cent.  On  Dec.  22,  the  WBC  was  12,- 
700  with  polymorphonuclear  leucocytes,  53; 
bands,  33 ; lymphocytes,  13 ; and  monocytes, 
1 per  cent,  respectively.  The  platelets  ap- 
peared adequate. 

Chemistry. — Blood  sugar,  115  mg.  per  100 
cc. ; sodium,  145  mEq.  per  liter;  potassium, 
3.8  mEq.  per  liter;  carbon  dioxide,  24  mEq. 
per  liter;  and  chloride,  109  mEq.  per  liter. 
Serum  glutamic  oxaloacetic  transaminase 
and  serum  glutamic  pyruvic  transaminase 
were  each  14  units  on  admission.  BUN  was 
13  mg.  per  100  cc. ; uric  acid,  3.8  mg.  per 


100  cc. ; cholesterol,  288  mg.  per  100  cc. ; ser- 
um bilirubin,  .68  mg.  per  100  cc.  The  Lee- 
White  coagulation  time  was  6 minutes;  pro- 
thrombin time,  100  per  cent  of  normal. 

Spinal  Fluid:  Examination  on  Dec.  15 
showed  no  organism  on  direct  smear;  ser- 
ology was  nonreactive.  The  cell  count  was 
320,000  RBC’s  and  500  WBC’s  per  cu.  mm. 
Colloidal  gold  curve  was  0000000000.  Protein 
was  670  mg.  per  100  cc.  On  Dec.  19,  cell 
count  was  5,980  RBC’s  and  19  WBC’s  per  cu. 
mm.  The  differential  count  showed  poly- 
morphonuclear leucocytes,  47 ; lymphocytes, 
53 ; and  monocytes,  0 per  cent,  respectively. 
The  protein  was  not  recorded.  Smear  and 
culture  of  cerebrospinal  fluid  (CSF)  showed 
no  growth  after  two  days. 

Bacteriology : Sputum  culture  collected  on 
Dec.  23  showed  predominantly  Escherichia 
coli  with  Aerobacter  aero  genes,  Klebsiella, 
alpha  streptococci,  and  Monilia.  The  direct 
smear  of  sputum  on  Dec.  23  was  reported 
loaded  with  white  blood  cells  and  gram-nega- 
tive bacilli.  There  were  a few  gram-positive 
cocci  in  chains,  and  a few  yeast  forms  and 
filaments  seen.  On  admission  and  on  Dec. 
22,  the  urinalysis  was  within  normal  limits. 

Course  in  the  Hospital. — On  admission,  the 
patient  was  placed  on  absolute  bed  rest ; 
Darvon  Compound,  32  mg.  every  four  hours 
if  needed  for  headache;  and  Thorazine,  15 
mg.  intramuscularly  every  four  hours  if 
needed.  Chloromycetin,  1 gm.  intramuscu- 
larly every  eight  hours  was  begun.  At  2 a.m. 
on  Dec.  15,  the  patient  was  found  uncon- 
scious in  the  bathroom  of  his  hospital  room. 
Examination  at  that  time  showed  a stiff 
neck,  hyperactive  reflexes  in  the  arms  and 
the  left  leg,  absent  reflexes  in  the  right  leg, 
a Babinski  sign  on  the  right,  and  right-sided 
paralysis.  The  miotic  pupils  were  fixed  bi- 
laterally. The  fundi  were  not  seen.  Within 
30  minutes,  however,  the  patient  was  moving 
all  extremities  well  and  the  spasticity  had 
disappeared.  The  pupils  were  equal  and  re- 
acted to  light.  The  neck  remained  stiff  and 
painful.  The  Babinski  sign  had  disappeared. 
The  reflexes  were  hyperactive  but  equal. 
Blood  pressure  at  that  time  was  150/80  mm. 
of  mercury.  By  3 a.m.  the  nuchal  rigidity 
had  disappeared.  A lumbar  puncture  was 
done  at  this  time.  The  opening  pressure  was 
300  mm.  of  water  with  grossly  bloody  CSF. 
Despite  the  absence  of  spasticity,  the  patient 
remained  comatose.  The  following  morning 
he  was  examined  by  a neurosurgical  con- 
sultant. The  pupils  were  round  and  equal. 
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The  optic  discs  were  obscured  by  hemor- 
rhages, mainly  preretinal.  The  physical  sta- 
tus of  the  patient  had  not  changed  notice- 
ably except  that  he  now  had  bilateral  Ba- 
binski  signs.  There  were  no  localizing  or 
lateralizing  signs.  That  same  day,  bilateral 
carotid  arteriography  was  performed.  The 
blood  pressure  dropped  during  angiography, 
and  the  patient  was  subsequently  placed  on 
Meticorten.  On  Dec.  15  an  EEG  was  record- 
ed, and  was  reported  to  be  diffusely  slow 
and  poorly  organized.  The  nature  of  the 
underlying  cerebral  abnormality  was  not  in- 
dicated by  the  electrographic  evidence. 

The  next  day  the  patient  became  more 
alert,  and  was  able  to  speak  and  respond  to 
commands.  He  continued  to  have  bilateral 
Babinski  signs. 

At  11:30  a.m.  on  Dec.  17,  a tantalum  clip 
was  placed  on  the  left  common  carotid  ar- 
tery. Postoperatively,  the  patient  continued 
to  speak  and  move  his  right  extremities  well 
until  the  following  day  when  the  right  ex- 
tremities gradually  became  spastic.  By  10 :45 
p.m.  he  had  become  hemiparetic  and  aphasic. 
Forty-five  minutes  later,  the  clip  was  re- 
moved, but  after  two  days,  the  hemiparesis 
and  aphasia  were  still  present.  There  had 
been  no  detectable  clot  in  the  carotid  artery. 
The  carotid  and  superficial  temporal  pulses 
were  present.  The  pupils  were  equal  and  re- 
active to  light.  The  eyes  were  deviated  to 
the  left.  Repeat  lumbar  puncture  Dec.  19 
showed  no  evidence  of  further  subarachnoid 
hemorrhage.  On  Dec.  21  the  patient  began  to 
make  some  spontaneous  movements  of  his 
right  extremities,  but  by  the  following  day 
deterioration  in  his  condition  was  noted  with 
the  development  of  bilateral  extensor  re- 
sponse to  stimulation.  The  temperature  rose 
to  102  F.  Problems  with  excessive  secretions 
in  the  respiratory  passages  became  more  se- 
vere, and  on  Dec.  22  a tracheostomy  was 
done  followed  by  bronchoscopy  to  aspirate 
excessive  secretions.  Administration  of  Kan- 
trex  was  begun  at  this  time.  Secretions  re- 
mained excessive,  and  on  Dec.  23  periodic 
breathing  developed.  The  patient  was  placed 
on  aminophylline,  Apresoline,  and  Emivan. 
His  pupils  became  dilated  and  fixed  and  at 
6:30  p.m.  he  died. 

Neurology-Neurosurgery  Conference 

DR.  WILLIAM  S.  FIELDS:  Since  there 
are  both  surgical  and  medical  implications  in 
the  case  under  consideration,  I have  asked 
two  discussants  to  divide  the  available  time. 


Dr.  Ben  Cooper  will  begin  by  discussing  the 
medical  aspects. 

DR.  BENJAMIN  COOPER:  In  summary, 
this  is  a 65-year-old  man  who  was  admitted 
to  the  Methodist  Hospital,  Houston,  on  Dec. 
14,  1962.  His  history  just  prior  to  admission 
was  a short  one ; he  complained  of  severe  oc- 
cipital headache,  dizziness,  and  fainting.  His 
past  medical  history  is  interesting  and  may 
be  relevant.  He  had  been  deaf  since  the  age 
of  four,  and  a diagnosis  of  pernicious  anemia 
had  been  made  15  years  prior  to  his  being 
seen.  The  latter  condition  had  been  success- 
fully treated,  but  we  were  not  told  the  details 
of  the  treatment.  Fourteen  years  prior  to  his 
admission  here,  this  man  had  also  had  a 
diagnosis  of  panhypopituitarism.  The  term 
“Simmonds’  disease”  has  been  inserted  into 
the  protocol,  and  I think  this  is  a mistake. 
The  diagnosis  of  that  entity  requires  pan- 
hypopituitarism, premature  senility,  and  ex- 
treme emaciation.  Sheehan  has  shown  that 
the  latter  two  entities  are  very  rare  indeed. 
Cases  of  Simmonds’  disease  do  occur,  but 
they  are  infrequent. 

The  patient  was  treated  with  testosterone 
but  continued  to  have  evidence  of  pituitary 
insufficiency.  At  the  time  of  admission,  his 
blood  pressure  was  140/80  mm.  of  mercury, 
he  appeared  younger  than  65  years,  and  he 
was  conscious.  There  were  no  abnormal  neu- 
rologic signs  found  other  than  absent  ankle 
jerk.  We  could  assume  that  absent  ankle 
jerks  were  residuals  of  his  past  pernicious 
anemia,  but  I do  not  think  we  can  say  any- 
thing further  about  that.  He  had  been  in  the 
hospital  only  a very  short  time  when  he  was 
found  unconscious  at  2 a.m.  with  a stiff  neck, 
right  hemiplegia,  and  bilateral  Babinski 
signs.  His  pupils  at  that  time  were  pinpoint. 
A lumbar  puncture  was  performed ; the  pres- 
sure was  300  mm.  of  water  and  the  CSF  was 
grossly  bloody.  His  optic  discs  could  not  be 
visualized ; however,  he  had  subhyaloid  hem- 
orrhages bilaterally.  On  that  day  bilateral 
carotid  arteriograms  were  performed. 

During  the  week  prior  to  admission,  this 
man  had  had  episodes  of  mental  confusion, 
and  this  is  of  some  interest  to  us  in  this  case. 
In  spite  of  any  other  concomitant  disease, 
this  man  had  had  a subarachnoid  hemor- 
rhage. The  question  of  mental  changes  as- 
sociated with  this  type  of  hemorrhage  is 
worthy  of  further  comment.  It  has  been  said 
that  a Korsakoff-like  syndrome  is  very  fre- 
quent after  subarachnoid  hemorrhage.  This 
has  not  been  our  experience.  We  have  cer- 
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tainly  seen  such  changes  but  we  would  not 
go  as  far  as  to  say  that  they  are  frequent. 
In  some  patients  with  anterior  cerebral  aneu- 
rysms where  the  hemorrhage  is  into  both 
frontal  lobes,  mental  changes  of  this  type 
may  occur.  We  saw  a woman  at  another 
Houston  hospital  with  this  type  of  disorder, 
and  found  an  aneurysm  of  her  anterior  cere- 
bral artery.  For  some  weeks  prior  to  her  ad- 
mission she  had  been  mentally  confused  and 
confabulating.  Another  patient  with  a large 
aneurysm  at  the  bifurcation  of  the  basilar 
artery  had  peduncular  hallucinosis;  in  her 
hospital  room  she  saw  a gallery  of  pictures 
on  the  wall  which  were  constantly  changing, 
and  she  took  great  delight  in  describing  them 
to  the  doctors. 

In  the  present  case,  we  have  a man  with 
evidence  of  pituitary  failure  who  also  had 
a hemorrhage  resulting  in  right  hemiplegia. 
It  would  be  convenient  to  be  able  to  tie  these 
together  and  attribute  the  hypopituitarism 
to  a large  aneurysm  of  the  carotid  artery 
which  extended  into  the  pituitary  fossa. 
There  have  been  descriptions  of  such  an  en- 
tity, but  they  are  incredibly  rare.  These  aneu- 
rysms generally  are  not  difficult  to  diagnose 
on  plain  x-ray  of  the  skull.  There  is  usually 
calcification  in  the  wall  of  the  aneurysm  and 
widening  of  the  superior  orbital  fissure.  This 
seems  unlikely  in  this  case  unless  there  was 
loss  of  vision  and/or  ocular  paralysis  in  one 
eye  prior  to  the  onset  of  this  ictus.  From  the 
protocol,  one  is  not  able  to  arrive  at  any  con- 
clusion regarding  these  matters,  and  one 
must  leave  the  question  of  the  pituitary  fail- 
ure open.  This  man  progressed  to  the  point 
where  his  problem  became  a surgical  one.  I 
wonder  if  we  might  at  this  stage  see  the  plain 
x-rays  of  the  skull. 

DR.  DAVID  VAN  VELZER  : Routine  skull 
films  were  not  made.  We  have  a lateral  film 
that  was  part  of  an  arteriogram  series,  I 
believe  (Fig.  1).  The  obvious  abnormality 
is  increase  in  the  size  of  the  pituitary  fossa 
with  some  undercutting  of  the  anterior  clin- 
oids  and  ballooning  of  the  sella  turcica — 
changes  that  are  usually  associated  with  pi- 
tuitary neoplasm. 

DR.  FIELDS : I would  like  to  add  for  Dr. 
Cooper’s  information  that  there  is  nothing- 
in  the  record  to  indicate  that  this  patient  had 
either  extraocular  muscle  paralysis  or  loss  of 
vision  in  one  eye.  I wonder  if  this  influences 
his  opinion? 


Fig.  1.  A lateral  view  of  the  skull  reveals  sellar  erosion 
suggesting  intrasellar  mass. 


DR.  COOPER : To  the  best  of  my  knowl- 
edge, those  patients  who  have  been  described 
have  generally  had  visual  changes  or  ocular 
paralysis.  It  is  conceivable,  I suppose,  that 
this  could  occur  without  either  of  those 
signs  being  present.  It  is  surprising,  how- 
ever, that  in  a pituitary  fossa  of  this  size 
there  is  no  encroachment  on  the  visual  fields 
from  any  other  cause. 

DR.  FIELDS:  The  surgical  aspects  of  this 
case  will  now  be  discussed  by  Dr.  Robertson. 

DR.  JOSEPH  W.  ROBERTSON:  The 
problem,  as  seen  from  a surgical  point  of 
view,  is  that  of  a subarachnoid  hemorrhage. 
The  medical  aspect  has  been  discussed  ade- 
quately by  Dr.  Cooper  and  with  very  erudite 
comments.  As  was  mentioned,  aneurysm  is 
the  most  frequent  cause  of  subarachnoid 
hemorrhage.  Other  causes  should  be  consid- 
ered, and  some  ruled  out,  at  least  from  the 
clinical  standpoint,  by  review  of  the  avail- 
able information  in  the  protocol.  We  often 
see  patients  who  have  subarachnoid  hemor- 
rhage in  whom  we  can  never  localize  the 
point  of  bleeding.  This  does  not  mean  that 
they  could  not  have  an  aneurysm  or  an  ar- 
teriovenous malformation  present.  Hyperten- 
sion is  another  cause  of  subarachnoid  hem- 
orrhage which  is  frequently  overlooked.  This 
patient’s  blood  pressure  was  normal  on  ad- 
mission and  only  became  elevated  after  sub- 
arachnoid hemorrhage  was  proved  by  lumbar 
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puncture;  this  would  appear  to  rule  out  hy- 
pertension as  a primary  cause  in  this  case. 

The  term  congenital  aneurysm  is  common- 
ly used  because  these  lesions  are  present  in 
newborn  and  very  young  children  as  well  as 
in  adults.  Congenital  aneurysm  may  very 
well  have  been  the  cause  of  this  man’s  diffi- 
culty, but  arteriosclerotic  aneurysm  must 
also  be  considered.  There  is  still  considerable 
dispute,  even  after  examination  of  pathologic 
material,  as  to  whether  congenital  aneurysms 
become  symptomatic  only  when  they  are 
secondarily  involved  by  atherosclerotic 
changes.  The  so-called  mycotic  aneurysm 
must  also  be  considered,  but  it  seems  un- 
likely in  this  case.  There  is  no  evidence  that 
this  patient  had  a serious  infection  either 
prior  to  or  during  the  early  part  of  his  ad- 
mission. 

It  is  interesting  that  this  individual  had 
a hemiplegia  from  which  he  recovered,  only 
to  have  a subsequent  ictus  which  occasioned 
further  investigation.  Unfortunately,  the  pa- 
tient’s blood  presure  fell  during  angiography. 
The  hypotensive  episode  may  have  been  re- 
lated to  hypopituitarism,  but  we  do  not  have 
sufficient  information  here  to  draw  any  fi- 
nite conclusions.  It  is  well  known  that  gen- 
eral anesthesia  can  precipitate  serious  hypo- 
tension very  rapidly  in  this  type  of  patient. 
This  man  responded  to  adrenal  cortical  ster- 
oids, which  suggests  that  an  endocrine  fac- 
tor may  have  been  responsible  for  his  hypo- 
tension. According  to  the  protocol,  we  must 
assume  that  something  was  found  in  the  ar- 
teriogram which  led  to  a surgical  procedure, 
namely,  ligation  of  the  left  carotid  artery. 
The  carotid  occlusion  had  to  be  “taken  down” 
because  of  worsening  of  the  patient’s  neuro- 
logic status.  This  apparently  made  no  change 
in  his  ultimate  course. 

The  enlargement  of  the  sella  turcica, 
which  was  noted  in  the  plain  skull  film,  does 
not,  in  my  opinion,  mean  that  the  patient  had 
a pituitary  adenoma.  We  have  seen  the  same 
type  of  change  with  aneurysms.  Any  surgeon 
who  operates  on  patients  with  sellar  enlarge- 
ment and  hypopituitarism  will  sooner  or  later 
encounter  a situation  where  a needle  intro- 
duced into  the  mass  obtains  red  blood.  He 
then  is  aware  that  he  has  encountered  an 
aneurysm  when  he  had  in  mind  removal  of 
a pituitary  tumor  and  decompression  of  the 
optic  nerves.  I think  that  this  man’s  whole 
clinical  picture,  including  hypopituitarism, 
could  be  related  to  aneurysm  of  long  dura- 
tion. 


There  is  one  thing  in  the  x-ray  film,  how- 
ever, which  tends  to  make  me  doubt  that  the 
changes  were  due  to  aneurysm — the  enlarge- 
ment of  the  sella  turcica  is  symmetrical, 
which  is  not  usual  with  intrasellar  aneurysm. 

The  hemiplegia,  from  which  the  patient 
recovered,  and  the  second  ictus,  which  pre- 
cipitated further  studies  and  operation,  were 
probably  both  on  the  basis  of  ischemia.  I 
think,  however,  that  this  man  had  an  aneu- 
rysm, and  I will  rest  my  case  until  we  hear 
from  the  pathologist. 

DR.  COOPER : Do  you  believe  that  there 
was  one  aneurysm  or  two?  The  reason  1 ask 
is  that  aneurysms  in  the  situation  you  have 
indicated  rarely  bleed. 

DR.  ROBERTSON : To  answer  your  ques- 
tion, I would  say  that  an  individual  who  has 
one  aneurysm  is  likely  to  have  a second  one. 
but  that  in  my  opinion,  this  patient  had  only 
one  aneurysm.  Aneurysms  within  the  pitui- 
tary fossa  do  not  bleed  until  they  are  of  con- 
siderable size.  They  usually  produce  signs  of 
compression  of  the  hypophysis,  particularly 
hypopituitarism. 

DR.  FIELDS:  At  this  point  we  will  ask 
Dr.  Van  Velzer  to  show  us  the  arteriograms, 
and  I will  then  ask  Dr.  Robertson  to  make 
further  comment  if  he  wishes  to  do  so. 

DR.  VAN  VELZER : We  have  a bilateral 
carotid  arteriogram  dated  Dec.  15,  1962.  The 
injection  of  the  left  carotid  artery  demon- 
strates an  aneurysm  right  at  the  bifurcation 
of  the  left  internal  carotid  artery  (Fig.  2). 


Fig.  2.  Aneurysm  of  the  internal  carotid  artery  at  or  near 
its  bifurcation,  and  elevation  of  proximal  part  of  anterior 
cerebral  artery  is  seen. 
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The  middle  and  anterior  cerebral  arteries 
appear  in  a normal  position.  There  is  no  evi- 
dence of  displacement  of  the  vessels  which 
would  suggest  an  intracerebral  or  subdural 
hemorrhage.  Injection  of  the  opposite  caro- 
tid demonstrates  very  slight  dilatation  of  the 
upper  end  of  the  right  internal  carotid  ar- 
tery, but  there  is  no  evidence  of  an  aneurysm. 
An  anteroposterior  (AP)  film  was  also  made 
of  a right-sided  injection  with  contralateral 
carotid  compression,  and  both  anterior  and 
both  middle  cerebral  arteries  are  visualized. 
The  AP  views  show  the  proximal  part  of  the 
anterior  cerebral  arteries  to  be  slightly  ele- 
vated, suggesting  the  possibility  of  some 
suprasellar  extension  of  the  suspected  mass 
in  the  pituitary  fossa. 

DR.  FIELDS:  Dr.  Robertson,  now  that 
you  have  seen  the  arteriograms,  do  they  in 
any  way  alter  your  opinion  about  the  aneu- 
rysm as  the  cause  of  the  patient’s  symptoms 
over  a long  period  of  time?  I think  all  of  us 
would  agree  that  the  symptoms  which  oc- 
curred during  his  hospitalization  were  relat- 
ed to  the  aneurysm,  but  how  do  you  feel 
about  the  past  history  in  relation  to  the  aneu- 
rysm ? 

DR.  ROBERTSON : I will  have  to  revise 
my  opinion  now  that  this  added  information 
is  available.  There  is  no  doubt  that  there  is 
a mass  within  the  sella  which  is  elevating 
the  right  anterior  cerebral  artery,  as  pointed 
out  by  Dr.  Van  Velzer.  The  mass  appears  to 
be  asymmetrical  inasmuch  as  it  elevates  the 
right  anterior  cerebral  artery  more  than  the 
left.  We  note  that  the  aneurysm  on  the  left 
carotid  presents  laterally  rather  than  medi- 
ally so  that  it  could  not  account  for  the  up- 
ward displacement  of  anterior  cerebral  ar- 
teries. I feel  now  that  this  man  had  two  le- 
sions, an  aneurysm  and  an  intrasellar  mass. 
This  would  explain  much  more  readily  his 
long  clinical  history  of  hypopituitarism  and 
the  more  recent  subarachnoid  hemorrhage. 

DR.  FIELDS : It  is  only  fair  to  ask  Dr. 
Cooper  whether  he,  too,  might  have  a differ- 
ent opinion  now  that  he  has  seen  all  of  the 
diagnostic  studies. 

DR.  COOPER : The  aneurysm  does  not  ap- 
pear to  be  of  a size  that  would  create  the 
large  sella  that  we  saw  in  the  first  film. 
However,  the  arteriogram  might  not  reflect 
the  size  of  the  aneurysm  as  its  exists.  For 
example,  it  may  be  partially  obscured  by  clot. 
I will  stand  as  I did  before  on  the  point  that 


this  was  an  aneurysm  causing  pituitary  dys- 
function. 

DR.  FIELDS : We  might  ask  others  in  the 
audience  if  they  have  any  comment  to  make 
with  respect  to  this  case,  and  find  out  if 
there  are  other  diagnoses  that  may  be  at  var- 
iance with  those  made  by  our  two  discus- 
sants. 

DR.  EDMUND  FOUNTAIN:  With  the 
findings  of  an  intrasellar  mass  and  subarach- 
noid hemorrhage,  such  as  this  patient  had, 
the  possibility  of  pituitary  apoplexy  should 
be  mentioned.  A pituitary  tumor  may  bleed 
into  itself,  but  it  may  also  rupture  through 
the  capsule  to  cause  subarachnoid  hemor- 
rhage. On  that  basis,  the  findings  could  be 
explained  by  one  diagnosis.  However,  the 
spinal  fluid  findings,  as  reported,  were  con- 
trary to  the  usual  findings  in  such  a case. 
In  this  one  there  were  5,980  red  cells  and 
only  19  white  cells  reported.  If  it  were  a 
case  of  pituitary  apoplexy  with  subarachnoid 
hemorrhage,  there  would  be  a considerably 
higher  white  count  in  the  spinal  fluid.  A re- 
view of  such  a group  of  cases  was  reported 
by  Dr.  A.  Price  Heusner  (Chapel  Hill,  N.C.) 
some  years  ago  in  the  Journal  of  Neurosur- 
gery with  a survey  of  the  spinal  fluid  find- 
ings. Though  a patient  with  chromophobe 
adenoma  may  have  a pituitary  apoplexy,  it  is 
striking  in  a review  of  such  a group  of  cases 
that  the  preponderance  is  in  acromegalic  pa- 
tients. This  patient  had  no  evidence  of  acro- 
megaly; therefore,  I believe  that  the  patient 
had  a ruptured  aneurysm  which  caused  his 
demise.  As  a corollary,  it  would  appear  that 
the  suprasellar  and  intrasellar  mass  repre- 
sented either  a second  lesion  such  as  a pitui- 
tary tumor,  or  an  aneurysm  filled  with  clot. 

DR.  VAN  VELZER:  I was  wondering 
why  serial  films  were  not  made  in  this  case. 

DR.  FIELDS:  Since  the  person  who  per- 
formed the  arteriograms  is  not  present  at 
this  conference,  I do  not  think  we  can  an- 
swer your  question.  I am  sure  the  question 
was  asked  because  additional  information  of 
this  kind  might  have  contributed  a good  deal 
more  to  our  discussion  as  to  whether  there 
was  one  or  possibly  two  lesions. 

DR.  WILLIAM  R.  CHEEK : I am  inclined 
to  think  that  this  patient  had  two  lesions,  a 
pituitary  adenoma  and  an  aneurysm.  I am 
not  sure,  however,  that  this  aneurysm  was  at 
the  bifurcation  of  the  internal  carotid.  It  is 
my  impression  that  it  was  probably  a little 
proximal  to  that  point.  In  the  absence  of 
symptoms  such  as  amblyopia  or  amaurosis, 
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I cannot  agree  that  there  is  any  evidence  to 
support  a diagnosis  of  pituitary  apoplexy. 

DR.  MARTIN  BRUETMAN : I read  in  the 
protocol  about  the  funduscopic  examination 
showing  retinal  or  subhyaloid  hemorrhage, 
probably  secondary  to  the  subarachnoid  hem- 
orrhage, but  nothing  was  said  about  whether 
optic  atrophy  was  present  or  not.  I have  the 
impression  that  this  was  a pituitary  tumor 
that  had  bled  rather  than  the  aneurysm  it- 
self. I know  that  it  is  very  difficult,  where 
there  is  subarachnoid  hemorrhage  and  an 
aneurysm  present  in  arteriography,  to  blame 
the  hemorrhage  on  something  other  than  the 
aneurysm.  This  man  had  a long  history  of 
panhypopituitarism.  I have  seen  one  case,  a 
lady  who  had  similar  onset  with  blood  in  the 
spinal  fluid.  She  was  explored  for  an  aneu- 
rysm and,  although  the  aneurysm  was  there, 
she  was  found  to  have  pituitary  apoplexy. 

DR.  JORGE  WEIBEL : I do  not  think  that 
there  is  any  doubt  that  the  patient  had  two 
kinds  of  lesions,  an  aneurysm  and  a pituitary 
tumor.  We  are  not  certain  whether  the  pa- 
tient had  one  aneurysm  or  two,  and  we  can- 
not be  sure  whether  the  bleeding  came  from 
the  aneurysm  on  the  left  internal  carotid 
artery.  The  answer  can  only  come  from  the 
pathologist  since  an  arteriogram  of  the  basi- 
lar artery  was  not  obtained. 

DR.  FIELDS : Of  course,  in  any  diagnosis 
we  try  whenever  possible  to  attribute  all  of 
the  patient’s  difficulties  to  one  lesion.  Some- 
times this  is  not  possible,  since  the  lesion 
that  may  have  precipitated  the  symptoms 
responsible  for  the  patient’s  admission  is  un- 
related to  another  lesion  which  had  been  pre- 
viously symptomatic.  There  is  no  doubt  that 
this  man  had  a long  history  of  hypopitui- 
tarism. Furthermore,  there  is  no  doubt  in 
the  minds  of  any  of  our  discussants  that  the 
patient  had  a subarachnoid  hemorrhage.  The 
radiologist  and  the  clinicians  all  agree  that 
there  was  an  aneurysm  demonstrated  on  the 
left  internal  carotid  artery  at  or  near  its 
intracranial  bifurcation.  In  spite  of  the  fact 
that  there  was  demonstrable  cross-filling 
from  the  right  when  the  left  carotid  was 
compressed  in  the  neck  at  the  time  of  arteri- 
ography, the  patient  developed  hemiplegia 
after  the  clip  was  placed  in  the  neck.  The  as- 
sumption, I think,  is  that  he  did  not  tolerate 
the  occlusion  very  well.  On  the  other  hand, 
there  was  a considerable  time  lag  between 
the  placing  of  the  clip  and  the  occurrence  of 
the  symptoms.  I would  like  to  ask  Dr.  Rob- 
ertson whether  he  feels  that  placing  the  clip 


was  responsible  for  the  ischemic  damage  or 
whether  these  are  two  unrelated  events. 

DR.  ROBERTSON : I feel  that  they  are  re- 
lated. It  is  not  infrequent  after  placing  clips 
on  the  carotid  artery  in  the  neck  to  have  neu- 
rologic symptoms  or  signs  develop  as  long 
as  72  hours  or  more  after  operation.  The 
changes  are  undoubtedly  due  to  arterial  in- 
sufficiency and  ischemia.  On  occasion,  the 
patient  will  not  recover  even  though  steps 
are  taken  rapidly  to  release  the  clip  and  re- 
move any  clot  which  is  present  in  the  artery. 

We  know  that  this  patient  had  a fall  in 
blood  pressure  during  arteriography  which 
responded  to  steroid  therapy.  We  do  not 
know  whether  he  had  a second  episode  of 
hypotension  which  might  have  resulted  in 
cerebral  ischemia. 

I think  that  Dr.  Fields’  comment  about  the 
fact  that  we  like  to  make  one  etiologic  diag- 
nosis is  a good  one.  In  spite  of  the  fact  that 
this  is  a clinicopathologic  conference  where 
one  tries  to  make  a pathologic  diagnosis  from 
clinical  evidence,  we  must  consider  each  in- 
dividual case  on  its  own  merits.  I would  like 
to  state  again  that  I think  that  this  patient 
had  two  diseases  and  that  the  rupture  of  an 
aneurysm  caused  his  death. 

DR.  FIELDS : I would  like  to  bring  one 
other  matter  to  Dr.  Cooper’s  attention.  When 
he  discussed  the  patient’s  clinical  manifesta- 
tions, he  directed  some  attention  to  the  fact 
that  the  man  had  shown  episodic  mental  con- 
fusion for  the  week  prior  to  his  hospitaliza- 
tion. He  mentioned  that  mental  changes  have 
been  known  to  be  associated  with  aneurysms 
and  subarachnoid  hemorrhage  and  gave  us 
an  example  of  an  anterior  communicating 
aneurysm  with  bleeding  into  the  adjacent 
parts  of  the  frontal  lobes  producing  mental 
aberration.  These  comments  were  made  be- 
fore he  saw  the  x-ray  films,  and  I wonder 
whether  he  still  feels  that  the  mental  picture 
was  related  to  an  aneurysm  and  subarach- 
noid hemorrhage.  If  related  to  the  subarach- 
noid hemorrhage,  is  it  merely  a general  man- 
ifestation rather  than  a more  specific  one? 

DR.  COOPER : Unfortunately,  we  don’t 
know  from  the  protocol  a great  deal  about 
the  mental  changes  of  this  individual.  I think 
they  were  probably  on  the  basis  of  a frontal 
lobe  lesion.  My  single  diagnosis  seems  to  have 
come  under  a fair  amount  of  pressure,  but 
I will  stick  by  it.  The  pituitary  tumor  thesis 
is  all  right  since  a lesion  of  that  nature  can 
also  produce  frontal  lobe  signs. 

DR.  FIELDS : This  brings  us  to  the  point 
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where  we  are  going  to  be  confronted  with 
the  bare  truth.  Our  colleagues  in  the  labora- 
tory always  have  the  advantage  in  dealing 
with  this  kind  of  problem.  Dr.  Newton  will 
now  tell  us  what  was  found  postmortem,  both 
gross  and  microscopic. 

DR.  BERNE  L.  NEWTON:  Thank  you, 
Dr.  Fields.  This  patient  did  have  multiple 
aneurysms,  one  on  the  right  and  one  on  the 
left,  involving  the  internal  carotid  arteries  at 
the  bifurcations.  The  aneurysm  on  the  left 
was  almost  completely  thrombosed,  while  the 
lumen  of  that  on  the  right  was  partially  oc- 
cluded. Situated  in  the  wall  of  the  hourglass- 
shaped left-sided  aneurysm,  which  measured 
2 by  1.5  by  1 cm.,  was  a millimeter-sized  de- 
fect. From  this  defect,  in  all  probability, 
arose  the  subarachnoid  hemorrhage.  Throm- 
bus formation  had  extended  from  the  aneur- 
ysm into  the  left  middle  cerebral  artery.  Be- 
cause of  the  hemorrhage,  there  was  cerebellar 
tonsil  and  uneal  herniation.  The  aneurysm 
involving  the  right  internal  carotid  artery 
measured  approximately  1 by  .5  by  .5  cm.  in 
the  greatest  dimensions.  There  was  compres- 
sion of  the  optic  chiasm  and  the  optic  nerves 
by  the  tumor  and  the  aneurysm.  The  left  an- 
terior cerebral  artery  appeared  compressed 
by  the  tumor. 

Apart  from  the  aneurysms,  a second  lesion 
was  also  present,  situated  in  the  parapitui- 
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Fig.  3.  This  gross  photograph  demonstrates  the  cholestea- 
toma compressing  and  distorting  the  region  of  the  optic 
chiasm  and  the  arterial  circle  of  its  branches.  Aneurysm 
formation  involves  right  and  left  internal  carotid  arteries 
with  point  of  rupture  visible  on  the  surface  of  the  aneu- 
rysm at  the  left. 


tary  area  and  producing  compression  as  not- 
ed, and  also  compression  of  the  pituitary 
gland  proper.  This  lesion  was  circumscribed, 
gray,  homogeneous,  and  firm,  and  measured 
2 by  2 by  3 cm.  (Fig.  3).  Microscopic  studies 
revealed  the  tumor  mass  to  consist  of  choles- 
terol clefts,  moderately  dense  fibrous  tissue, 
some  scattered  old  hemosiderin  pigment,  and 
a few  chronic  inflammatory  cells,  including 
foreign  body  giant  cells.  In  addition,  the  tu- 
mor mass  microscopically  showed  in  one 
small  area  ossification  with  bone  marrow 
formation.  This  change  is  interpreted  as 
metaplastic.  With  the  exception  of  one  mi- 
nute nest  of  epithelium  resembling  that  of 
ameloblastic  origin  in  the  thickened  fibrotic 
capsule  adjacent  to  the  pituitary,  no  recog- 
nizable epithelium  was  seen  within  the  cyst 
wall.  It  is  recognized  that  where  squamous 
cell-lined  cysts  anywhere  in  the  body  rupture, 
they  frequently  produce  a foreign  body, 
giant  cell  reaction  with  loss  of  the  epitheli- 
um, and  such  was  observed  (Fig.  4).  This 
tumor  mass  then  is  considered  to  be  an  epi- 
dermoid, or  cholesteatoma,  sometimes  re- 
ferred to  as  “pearly  tumor.”  I believe  that 
this  lesion  had  been  present  for  many  years. 

Studies  on  the  brain  tissue  adjacent  to  the 
tumor  mass  revealed  no  evidence  of  invasion 
by  the  tumor.  Calcific  deposit  was  seen  with- 
in the  wall  of  the  tumor,  and  adjacent  brain 
was  separated  from  this  reaction.  Myelin 
stains  showed  that  there  was  minimal  de- 
myelinization  of  the  optic  nerve,  but  some 
patchy  demyelinization  was  present  in  the 
hypothalamus.  Section  of  the  anterior  pitui- 
tary revealed  compression  and  distortion  of 
architecture  but  no  invasion.  There  was  com- 
pression of  the  left  lateral  ventricle  because 
of  brain  swelling,  and  the  aqueduct  and 
fourth  ventricle  appeared  compressed. 

Microscopic  studies  of  the  aneurysm  walls 
(Fig.  5)  revealed  distinct  evidence  of  arterio- 
sclerotic change.  In  some  places  within  the 
artery  walls,  tiny  cleft-like  spaces  are  seen, 
reminiscent  of  musculo-elastic  degenerative 
change.  Utilizing  stains  for  elastic  tissue,  this 
component  appeared  diminished  for  the  most 
part,  although  in  some  areas  there  was  ac- 
centuation and  irregularity  in  its  pattern  of 
deposit.  Thickening  and  hyalinization  of  in- 
tima  predominated  in  the  aneurysm  wall. 
Sections  of  the  left  middle  cerebral  artery 
revealed  occluding  thrombus  which  appeared 
relatively  recent. 

The  nature  of  the  aneurysms  is  proble- 
matical. Undoubted  arteriosclerotic  changes 
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Fig.  4.  Cholesterol  clefts  and  shredded  keratin  debris  are 
seen  within  the  lumen  in  this  cholesteatoma.  Calcific 
granules  in  cyst  wall  and  foreign  body  giant  cells  are 
seen.  X 92 


Fig.  5.  Wall  of  aneurysm  at  the  left  internal  carotid  artery 
at  bifurcation  shows  irregular  pattern  distribution  of  elas- 
tica.  There  is  thickening  of  the  intima  caused  by  fibrosis. 


are  present  but,  as  always  in  such  cases,  the 
question  of  their  origin  in  a region  of  de- 
velopmental defect  must  be  considered.  I 
should  think  that  both  processes  might  very 
well  be  concerned  in  the  present  case. 

Cholesteatomas  have  an  incidence  varying 
from  .2  to  1 per  cent,  and  they  occur  from 
birth  up  to  80  years.  They  frequently  involve 
the  parapituitary  region,  with  other  sites  of 
election  being  the  cerebellopontine  region, 
the  diploe  of  the  skull,  the  rhomboid  fossa, 
the  petrous  temporal  bone,  and  the  spinal 
canal.  With  regard  to  the  involvement  of  the 
petrous  temporal  bone,  I think  it  is  of  inter- 
est that  some  otologists  are  prone  to  consid- 
er all  cholesteatomas  in  this  area  as  being 
associated  with  middle  ear  disease.  I think 
that  they  are  overzealous  in  this  regard,  as 
some  lesions  of  this  type  may  very  well  be 
developmental.  Such  lesions,  as  far  as  I am 
aware,  never  become  malignant,  although  iso- 
lated reports  have  been  noted  in  the  litera- 
ture where  there  has  been  brain  invasion. 
However,  I have  never  seen  such  a case. 

Apart  from  the  findings  in  the  interpe- 
duncular region,  there  was  hemorrhage  in 
the  brain  stem  and  pons,  as  well  as  hemor- 
rhage involving  the  brain  tissue  adjacent  to 
the  tumor  mass  and  in  the  region  of  the  third 
ventricle. 

Findings  outside  the  CNS  revealed  bilater- 
al bronchopneumonia  with  necrotizing  trach- 
eobronchitis, chronic  cholecystitis  with  gall- 
stones, and  atrophy  of  adrenals  and  testes. 

DR.  FIELDS : This  is  a most  interesting 
case,  presenting  many  unusual  features. 
Those  who  felt  that,  unlike  most  cases  pre- 


sented at  clinicopathologic  conferences,  one 
diagnosis  would  not  suffice  have  been  proved 
correct.  I am  reminded  of  a case  seen  in  this 
hospital  several  years  ago  in  which  just  the 
reverse  of  the  situation  that  prevailed  in  this 
case  was  true.  A patient  who  had  had  seiz- 
ures interpreted  as  being  of  temporal  lobe 
origin  was  found  on  plain  films  to  have  a 
lesion  measuring  about  3 by  41/2  cm.  in  the 
anterior  sylvian  region  just  at  the  tip  of  the 
right  temporal  lobe  completely  surrounded 
by  a shell  of  calcium.  The  lesion  was  removed 
in  toto,  and  I was  given  the  specimen  to  take 
to  the  pathology  laboratory.  The  surgeon  told 
me  that  he  had  j ust  removed  a cholesteatoma 
which  was  adherent  to  the  middle  cerebral 
artery,  and  that  the  artery  bled  profusely 
when  the  lesion  was  removed.  In  the  labora- 
tory we  made  a section  through  the  speci- 
men, which  turned  out  to  be  a large  aneu- 
rysm filled  with  laminated  clot.  The  wall 
had  become  calcified  after  many  years.  One 
can  be  misled  in  such  a case  right  up  to  the 
time  that  he  has  the  actual  lesion  in  his 
hand. 

I have  one  further  comment  with  respect 
to  the  location  of  cholesteatomas.  Most  of 
them  are  in  the  midline,  with  the  exception 
of  those  encountered  primarily  by  otologists. 
They  lie  in  the  region  of  the  pituitary  fossa, 
in  the  posterior  fossa  in  the  midline,  and  in 
the  spinal  canal.  Only  those  that  are  in  the 
petrous  region  are  off  to  one  side  of  the  mid- 
line, a fact  which  may  lend  some  credence  to 
the  concept  of  otologists  that  those  which 
they  encounter  are  of  different  origin. 

♦ Dr.  Fields  et  al.,  Baylor  University  College  of 
Medicine,  Houston  77025. 
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Panelists  To  Discuss  Everyday  Public  Relations 
At  September  28  TMA  Conference 


Two  panel  discussions  on  public  relations 
are  lined  up  for  the  1963  Texas  Medical  As- 
sociation PR  Conference.  Both  are  intended 
to  give  physicians  at  the  meeting  on  Sept.  28 
a chance  to  hear  fresh  ideas  on  ways  to  cope 
with  some  everyday  problems. 

Both  discussions  will  be  presented  in  the 
Headquarters  Building  of  the  Association  in 
Austin.  They  are  parts  of  an  all-day  pro- 
gram beginning  at  9 a.m.  which  will  include 
six  special  speakers  and  an  orientation  pro- 
gram. 

At  11:15  in  the  morning  the  first  discus- 
sion, “Public  Relations  Begins  at  Home,”  will 
be  presented.  Moderator  is  Dr.  Joseph  T. 
Ainsworth  of  Houston,  a member  of  the 
Council  on  Public  Relations  and  Public 
Service. 

Dr.  Charles  L.  Bishop  of  Ganado,  presi- 
dent of  Wharton- Jackson-Matagorda-Fort 
Bend  Counties  Medical  Society,  will  speak 
first  on  this  panel.  His  topic  is  “Effectively 
Implementing  Operation  Hometown.”  Dr. 
Bishop  is  in  general  practice. 

“Public  Relations  Value  of  Community 
Health  Programs”  is  the  subject  to  be  pur- 
sued by  Dr.  Sam  A.  Nixon.  Dr.  Nixon  is  in 
general  practice  in  Floresville  and  is  chair- 
man of  the  Committee  on  Public  Health. 

The  1963-1964  University  Interscholastic 
League  debate  topic  is  of  special  interest  to 
physicians.  It  is  “Resolved,  That  Social  Se- 
curity Benefits  Should  Be  Extended  to  In- 
clude Complete  Medical  Care.”  How  to  help 


win  the  debate  against  this  issue  will  be  ex- 
plained by  the  third  panelist,  R.  M.  Hawkins, 
Ed.D.,  Dallas.  Dr.  Hawkins  is  manager  of  the 
public  relations  department  of  Blue  Cross- 
Blue  Shield  of  Texas.  Before  coming  to  Blue 
Cross-Blue  Shield  in  1959  he  had  acquired 
years  of  experience  in  the  field  of  education 
first  as  a teacher  and  later  as  an  adminis- 
trator at  both  high  school  and  college  levels. 

The  second  panel  discussion  is  to  take 
place  at  2:10  p.m.  and  is  entitled  “Personal 
Public  Relations  in  the  Doctor’s  Office.” 
First  speaker  is  Dr.  Elliott  Mendenhall  of 
Dallas,  specialist  in  pulmonary  diseases,  past 
president  of  a number  of  medical  organiza- 
tions, and  member  of  the  TMA  Board  of 
Trustees.  Dr.  Mendenhall  will  speak  on 
“Doctor-Patient  Relationships.” 

Representing  those  who  help  the  physician 
in  his  office  will  be  the  second  panelist,  Mrs. 
Judy  Coleman  of  Dallas,  who  will  speak  on 
“The  Medical  Assistant’s  Role  in  Enhancing 
Doctor-Patient  Relationships.”  Mrs.  Coleman 
is  president-elect  of  the  American  Associa- 
tion of  Medical  Assistants.  The  medical  sec- 
retary-assistant to  Dr.  Charles  D.  Bussey  of 
Dallas,  she  has  been  quoted  as  saying  that 
perhaps  the  most  important  of  her  duties  is 
being  a good  public  relations  agent  for  “my 
doctor  and  his  profession.” 

“Office  Management  Practices  Affecting 
the  Doctor-Patient  Relationship”  is  the  last 
panel  address  and  will  be  given  by  William 
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R.  Hunt  of  Waco.  Mr.  Hunt  is  a senior 
partner  of  Management  Service  for  Doctors, 
which  has  offices  in  Waco  and  Fort  Worth. 

This  panel  will  be  moderated  by  Dr.  Glenn 
D.  Carlson  of  Dallas,  chairman  of  the  Coun- 
cil on  Public  Relations  and  Public  Service. 

Following  both  panels  will  be  a period  for 
discussion  and  questions  from  the  floor. 


Conference  Speakers 

Speakers  at  the  1963  Public  Relations 
Conference  will  include  Dr.  Robert  Mayo 
Tenery  of  Waxahachie,  President  of  TMA; 
Dr.  William  H.  Gordon  of  Lubbock,  Vice 
President  of  TMA ; Leonard  E.  Read,  Irving- 
ton-on-Hudson,  N.Y.,  president  of  Founda- 
tion for  Economic  Education;  Jim  Reed, 
Chicago,  director  of  the  American  Medical 
Association  Communications  Division;  Wil- 
liam N.  Seery,  Hartford,  Conn.,  vice  presi- 
dent of  Travelers  Insurance  Company ; and 
Rev.  Robert  E.  Richards,  La  Verne,  Calif., 
youth  leader,  athlete,  and  clergyman. 

The  physicians  and  their  wives  who  at- 
tend the  Conference  will  be  guests  of  the 
Association  for  the  noon  meal  at  the  Head- 
quarters Building.  A hospitality  hour  and 
buffet  have  been  arranged  by  the  Charles  0. 
Finley  Company  at  the  Crystal  Ballroom  of 
the  Driskill  Hotel  for  5:30  p.m.  The  Charles 
0.  Finley  Company  is  arranging  for  buses 
to  carry  physicians  and  their  wives  from  the 
Driskill  to  Memorial  Stadium  for  those  who 
plan  to  attend  the  Texas  vs.  Texas  Tech  foot- 
ball game  that  evening. 

At  press  time  hotel  and  motel  space  was 
available  at  the  following  places : Stephen  F. 
Austin  Hotel,  701  Congress  Avenue;  Driskill 
Hotel,  117  East  7th;  Gondolier  Hotel,  1000 
South  Interregional  Hwy. ; Imperial  MOO’ 
Motel,  901  South  Congress;  and  Terrace 
Motor  Hotel,  1201  South  Congress.  Requests 
for  accommodations  should  be  made  directly 
to  the  establishment  and  should  state  that 
the  person  is  a member  of  TMA. 


Pathologists  Meet  Jointly 
Sept.  27-Oct.  6 in  Chicago 

Sept.  27  through  Oct.  6 are  the  dates  for 
the  joint  annual  meeting  of  the  American 
Society  of  Clinical  Pathologists  and  the  Col- 
lege of  American  Pathologists.  The  two 


groups  will  meet  in  the  Palmer  House  in 
Chicago. 


Nursing  Home  Week  in  Texas 
To  Be  Observed  Sept.  22-28 

The  week  of  Sept.  22-28  has  been  pro- 
claimed Nursing  Home  Week  in  Texas  by 
Gov.  John  Connally. 

The  president  of  the  Texas  Nursing  Home 
Association,  C.  B.  Francis  of  Austin,  has  ex- 
tended an  invitation  to  physicians  to  visit 
nursing  homes  in  their  area.  He  says  the 
nursing  home  association  will  be  grateful  to 
physicians  for  suggestions  for  improved 
nursing  home  facilities.  He  hopes  that  bet- 
ter communications  between  his  association 
and  the  medical  association  also  will  result 
from  the  observance  of  Nursing  Home  Week. 

There  are  566  nursing  homes  in  Texas  with 
a bed  capacity  of  21,596.  Custodial  homes 
number  173,  and  have  3,588  beds. 

Of  these  facilities,  56  are  for  Negroes,  and 
the  35  nursing  and  21  custodial  homes  have 
a total  bed  capacity  of  1,674. 

Newly  built  or  under  construction  in  Texas 
during  the  first  eight  months  of  1963  were 
124  homes  planned  to  accommodate  6,163 
beds.  During  the  same  period,  final  plans 
were  approved  for  189  units  which  will  pro- 
vide 9,055  beds. 

Mr.  Francis  reports  that  the  present  staffs 
of  nursing  homes  in  Texas  include  144  reg- 
istered nurses  and  422  licensed  vocational 
nurses. 

Texas  Surgical  Society  Meets 
Oct.  7-8  in  Fort  Worth 

Members  of  Texas  Surgical  Society  will 
meet  in  Fort  Worth  on  Oct.  7 and  8.  Head- 
quarters hotel  will  be  the  Western  Hills. 

Speakers  and  their  topics  include  Dr. 
Charles  Max  Cole  of  Dallas,  “Functioning 
Ovarian  Tumors” ; Drs.  James  Allen  Cham- 
berlin, John  G.  Fries,  and  Herbert  C.  Al- 
len, Jr.,  of  Houston,  “The  Problem  of  Tetany 
in  Carcinoma  of  the  Thyroid”;  Dr.  Warren 
H.  Cole  of  Chicago,  “Dissemination  of  Can- 
cer” ; Dr.  Jack  Furman  of  Fort  Worth,  “On 
Taking  Laxatives”;  Dr.  Russell  Scott,  Jr.,  of 
Houston,  “The  Current  Status  of  Supra  ves- 
icle Diversion” ; Drs.  D.  L.  Paulson  and  H.  C. 
Urschel,  Jr.,  of  Dallas,  “The  Thoracic  Outlet 
Syndrome,” 
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Also,  Dr.  T.  P.  Votteler  of  Dallas,  “Duha- 
mel  Procedure  for  Hirschsprung’s  Disease”; 
Drs.  Luke  Able  and  Jim  Harberg  of  Houston, 
“Esophageal  Replacement,  Colonic,  and  Gas- 
tric”; Dr.  Roy  H.  Baskin  of  Waco,  “Dia- 
phragmatic Hernia  in  the  Newborn”;  Drs. 
William  Klingensmith,  Jr.,  and  C.  P.  Oles  of 
Amarillo,  “Vagotomy  and  Pyloroplasty” ; Dr. 
Raleigh  R.  White  of  Temple,  “Gastric  Freez- 
ing for  Duodenal  Ulcer” ; Dr.  Robb  H.  Rut- 
ledge of  Fort  Worth,  “Comments  on  Henley’s 
Remedial  Operation  for  Postgastrectomy 
Syndrome.” 

Also,  Dr.  John  P.  Heaney  of  San  Antonio, 
“Subtle  Dysphagia,  the  Doctor’s  Headache” ; 
Dr.  Ralph  A.  Munslow  of  San  Antonio,  “Eth- 
nology and  Nervous  System  Pathology  in 
South  Texas”;  Dr.  Warren  H.  Cole,  “Current 
Trends  in  Gallbladder  Disease” ; Dr.  J.  Pey- 
ton Barnes  of  Houston,  “A ‘Combination’  Op- 
eration for  Carcinoma  of  the  Rectosigmoid 
and  Upper  Rectum  with  Preservation  of  the 
Sphincters”;  Drs.  Fred  J.  Wolma,  Jr.,  and 
Melvyn  H.  Schreiber  of  Galveston,  “Intra- 
venous Aortography” ; Dr.  C.  D.  Bussey  of 
Dallas,  “Cavernous  Hemangioma  Segment  of 
Jejunum  and  Mesentery”;  and  Dr.  Fred  B. 
Aurin  of  Fort  Worth,  “Popliteal  Aneurysms.” 


U.S.  Gained  4,500  Physicians 
In  1962,  AMA  Report  Shows 

In  1962,  the  physician  population  of  the 
United  States  and  its  possessions  was  in- 
creased by  about  4,500,  according  to  the  61st 
annual  report  on  medical  licensure  prepared 
by  the  American  Medical  Association  Coun- 
cil on  Medical  Education  and  Hospitals. 

Securing  their  first  license  to  practice 
medicine  and  surgery  were  8,005  physicians ; 
since  only  3,500  physicians’  deaths  are  re- 
ported each  year  to  the  AMA  offices,  this 
accounts  for  the  4,500  increase. 

A total  of  17,003  licenses  were  issued  by  55 
boards;  7,514  of  these  were  granted  after 
candidates  passed  a written  examination, 
and  9,489  were  granted  by  reciprocity  and 
endorsement  of  state  licenses  or  the  certifi- 
cate of  the  National  Board  of  Medical  Exam- 
iners. 

Only  2.1  per  cent  of  the  graduates  of  ap- 
proved medical  schools  in  the  U.S.  failed  to 
pass  the  licensure  examinations  in  1962,  as 
opposed  to  33.1  per  cent  of  the  graduates  of 
foreign  schools,  81.8  per  cent  of  the  gradu- 
ates of  unapproved  medical  schools,  5.7  per 


cent  of  the  graduates  of  schools  of  osteopa- 
thy, and  5.9  per  cent  of  the  graduates  of 
approved  Canadian  medical  schools. 

Each  year  the  number  of  foreign-trained 
physicians  applying  for  licenses  in  this  coun- 
try increases:  297  more  physicians  applied 
in  1962  than  in  1961.  In  a 13-year  period, 
12,705  foreign-trained  physicians  have  been 
added  to  the  physician  population  of  the 
U.S.  The  Universities  of  Havana,  Athens, 
Budapest,  Bologna,  Mexico  City,  and  the 
Philippines  each  had  more  than  75  graduates 
tested.  For  the  first  time,  in  1962  the  num- 
ber of  candidates  examined  abroad  exceeded 
the  number  examined  in  the  United  States. 

76  Per  Cent  of  Population 
Has  Health  Insurance 

More  than  141,000,000  Americans — 76  per 
cent  of  the  civilian  population — had  some 
form  of  health  insurance  at  the  end  of  1962, 
the  Health  Insurance  Council  reported  in  its 
17th  annual  survey  of  the  extent  of  volun- 
tary health  insurance  coverage  in  the  United 
States. 

The  survey  is  based  on  reports  from  insur- 
ance companies,  government  agencies,  and 
medical  societies,  and  conservative  Council 
estimates  for  Blue  Cross-Blue  Shield  organ- 
izations. 

Coverage  was  extended  to  4,600,000  more 
people  in  1962,  reaching  a total  of  141,151,- 
000  people  protected  by  health  insurance. 
Benefit  payments  by  all  health  insuring  or- 
ganizations to  help  cover  the  cost  of  hospital, 
surgical,  and  medical  care  amounted  in  1962 
to  nearly  $6,200,000,000,  up  $629,000,000 
over  1961,  said  the  Council. 

Thus  a grand  total  of  $7,077,000,000  in 
health  insurance  benefits  was  distributed 
during  1962,  up  10.6  per  cent  over  1961. 

The  Council  reported  that  141,151,000  had 
hospital  insurance,  a 3.4  per  cent  increase 
over  the  136,522,000  persons  so  covered  at 
the  end  of  1961.  Surgical  insurance  covered 

131.185.000  persons,  a 3.3  per  cent  boost 
over  the  126,940,000  persons  of  1961.  Regu- 
lar medical  expense  insurance  covered  98,- 

204.000  persons,  a 4.2  per  cent  climb  over 
the  94,209,000  persons  in  1961.  Major  medi- 
cal expense  insurance  coverage  through  in- 
surance company  programs  increased  12  per 
cent,  from  34,138,000  to  38,250,000  persons. 
These  figures  have  been  adjusted  to  allow  for 
persons  protected  by  more  than  one  type  of 
insuring  organization. 
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First  Enrollment  Period  Set 
In  October  for  Texas  65  Plan 


During  the  month  of  October  all  Texans 
who  are  65  years  of  age  and  older  will  be 
eligible  to  purchase  health  insurance  through 
the  Texas  65  Plan,  which  became  effective  on 
Aug.  23  following  authorization  by  the  Texas 
Legislature. 

The  plan  will  be  available  through  any  in- 
surance agent  licensed  by  the  State  of  Texas. 
No  questions  will  be  asked  and  individuals 
will  be  enrolled  regardless  of  physical  con- 
dition. 

It  is  expected  that  additional  enrollment 
periods  will  follow  about  every  eight  months. 

The  unique  health  insurance  program  will 
offer  Texas’  senior  citizens  two  plans. 

The  basic  plan  will  pay  a maximum  of  $12 
per  day  for  a hospital  room  up  to  31  days, 
part  of  the  costs  of  doctors’  hospital  visits, 
surgical  fees  up  to  $200,  and  miscellaneous 
hospital  charges  up  to  $125. 

Monthly  premiums  for  this  basic  plan  will 
be  $9. 

The  major  medical  plan  will  pay  hospital 
expenses  up  to  $5,000  during  any  calendar 
year,  or  about  80  per  cent  of  all  hospital, 
surgical,  and  nursing  home  expenses  after 
the  first  $75. 

Monthly  premiums  for  the  latter  plan  will 
be  $10. 

H.  Lewis  Rietz  of  Houston,  chairman  of 
the  Texas  65  steering  committee,  and  vice 
president  of  one  of  the  several  insurance 
companies  underwriting  the  program,  has 
called  the  plan  an  insurance  industry  effort 
to  attempt  to  make  available  insurance  cov- 
erage to  a generation  of  people  that  did  not 
have  a chance  to  buy  health  insurance  dur- 
ing their  working  careers  and  can’t  now  be- 
cause they  are  over  65. 

Rietz  believes  Texas  65  will  do  much  to- 
ward ending  the  predicament  faced  by  many 
senior  citizens  and  their  children. 

It  is  estimated  that  about  13  per  cent  of 
the  state’s  population,  or  755,000  Texans, 
are  65  and  older. 

Sons  and  daughters  or  anyone  else  may 
enroll  their  parents  or  any  eligible  person 
in  Texas  65  without  the  individual  having 
to  sign  the  enrollment  form. 

To  be  eligible  one  must  reside  in  Texas 
and  be  65  years  of  age  or  past.  If  one  person 


65  or  over  is  enrolled  in  a family  then  the 
spouse,  regardless  of  age,  may  be  enrolled 
also. 

An  intensive  advertising  and  educational 
program  is  currently  under  way  to  familiar- 
ize Texans  with  the  plan  before  the  October 
enrollment  period. 

Texas  65  is  patterned  after  similar  success- 
ful plans  already  established  by  the  states  of 
Massachusetts,  Connecticut,  and  New  York. 

The  Texas  plan  has  the  backing  of  several 
state  associations  and  organizations  includ- 
ing Texas  Medical  Association. 

Offices  of  the  Texas  65  Health  Insurance 
Association  have  been  established  in  the 
Southland  Life  Insurance  Building  in  Dallas. 

Charles  M.  Barry  is  administrator  for  the 
program. 

[Editor’s  Note:  Be  sure  to  read  the  editorial, 
“Texas  65  Plan,”  on  p.  835  of  this  issue.] 

Federal  Employees  Complete 
Negotiations  for  Insurance  Plans 

The  Civil  Service  Commission  has  an- 
nounced that  it  has  completed  negotiations 
with  health  benefits  carriers  under  the  Fed- 
eral Employees  Health  Benefits  Program  for 
the  fourth  contract  year  beginning  Nov.  1. 

Since  July,  1960,  the  Commission  has  had 
over-all  responsibility  for  the  program  which 
provides  more  than  2,000,000  federal  employ- 
ees and  their  4,000,000  family  members  with 
health  insurance  protection.  Thirty-eight  dif- 
ferent plans  will  participate  in  the  fourth 
contract  period,  including  two  government- 
wide, 13  sponsored  by  employee  organiza- 
tions, and  23  of  the  group-practice  and  indi- 
vidual-practice prepayment  type. 

In  response  to  President  Kennedy’s  mes- 
sage on  mental  illness  earlier  this  year,  five 
of  the  group-  and  individual-practice  plans 
(Comprehensive  Medical  Plans)  are  offering 
for  the  first  time  some  benefits  for  psychiat- 
ric disorders,  and  four  plans  are  improving 
these  benefits.  Most  of  the  employee  organ- 
ization plans  and  the  two  government-wide 
plans  have  offered  substantial  benefits  for 
mental  illness  since  the  inception  of  the  fed- 
eral employee  program. 

The  Government-wide  Service  Benefit  Plan 
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(Blue  Cross-Blue  Shield)  which  covers  half 
of  all  federal  employees,  will  offer  its  same 
package  of  basic  and  supplemental  benefits, 
with  some  improvements,  at  no  increase  in 
price. 

The  Government-wide  Indemnity  Benefit 
Plan  offered  by  the  insurance  industry, 
which  covers  25  per  cent  of  federal  employ- 
ees, will  increase  its  rate  for  a family  enroll- 
ment in  its  high  option  by  70  cents  biweekly 
in  order  to  provide  a better  benefit  for  ma- 
ternity expenses.  There  will  be  no  rate  in- 
crease for  self-only  enrollment  in  either  high 
or  low  option  or  for  family  enrollment  in  the 
low  option. 

Seven  of  the  employee-organization  plans 
and  14  of  the  group-  and  individual-practice 
prepayment  plans  will  also  have  rate  in- 
creases, primarily  in  their  high  options.  In 
most  cases,  rate  increases  will  be  accom- 
panied by  increases  in  benefits. 

The  Commission  said  that  the  details  in 
the  changes  made  by  the  various  plans  will  be 
given  employees  in  new  brochures  in  advance 
of  the  open  season  which  is  scheduled  for 
Oct.  1-15.  During  the  open  season,  employees 
will  have  an  opportunity  to  make  any  chang- 
es they  wish  in  their  enrollments,  including 
changes  from  one  plan  or  option  to  another 
plan  or  option.  Also,  eligible  employees  who 
are  not  enrolled  will  be  able  to  enroll. 

Workshops  in  Progress 
At  State  Health  Department 

Projects  designed  primarily  for  workers 
who  wish  to  learn  specific  techniques  or  to 
review  new  accepted  procedures  are  being 
offered  this  fall  at  the  State  Department  of 
Health,  according  to  J.  V.  Irons,  Sc.D.,  di- 
rector of  laboratories. 

These  include  Miscellaneous  Serology,  Oct. 
14-18;  Enteric  Bacteriology  (primarily  for 
instructors),  Nov.  4-8;  and  Virology  (limited 
to  six),  Nov.  12-16. 

Those  persons  interested  should  contact 
Dr.  Irons  at  the  State  Department  of  Health, 
1100  West  49th  Street,  Austin. 

Basic  Sciences  Examination 
Scheduled  in  October 

The  next  examination  of  the  Texas  State 
Board  of  Examiners  in  the  Basic  Sciences 
has  been  set  for  Monday  and  Tuesday,  Oct. 
21-22,  in  Austin  only. 

Details  as  to  time  and  place  may  be  ob- 
tained by  writing  to  the  Executive  Secretary 


"I  wish  some  senator  had  to  listen  to  her  every  week,  then 
we  would  have  more  sympathy  in  Washington." 


at  1012  Sam  Houston  State  Office  Building, 
201  East  14th  St.,  Austin. 

Applications  for  the  October  examinations 
must  be  complete  and  in  the  Board  of  Ex- 
aminers office  by  Sept.  30,  and  all  necessary 
information  and  documents  required  of  ex- 
aminees by  the  Board  must  be  completed  and 
in  the  applicant’s  file  by  that  date. 

St.  Louis  University  Invites 
Alumni  to  October  Meeting 

Alumni  of  the  St.  Louis  University  School 
of  Medicine  are  invited  to  attend  annual 
alumni  activities  to  be  held  in  conjunction 
with  the  celebration  of  Founders’  Week  at 
St.  Louis  University  Oct.  17-22. 

A clinical  academic  program  featuring 
Medical  School  faculty  will  be  held  in  Miller 
Hall  Friday,  Oct.  18. 

The  morning  program  will  feature  a panel 
on  “Objectives  of  Catholic  Medical  Educa- 
tion,” which  will  open  at  9 :30  a.m. 

The  clinical  program  will  open  at  11  a.m. 
with  a paper  entitled  “Current  Treatment  of 
Hypertension”  by  Dr.  James  C.  Janney,  di- 
rector, Section  of  Cardiology.  Other  featured 
speakers  will  be  Dr.  Francis  X.  Paletta,  di- 
rector, Section  of  Plastic  Surgery,  “Hand 
Injuries”;  Dr.  William  A.  Knight,  Jr.,  chief, 
Section  of  Gastroenterology,  “Pathophysiol- 
ogy and  Screening  for  Pancreatic  Disease”; 
and  Dr.  John  F.  Schweiss,  chief,  Section  of 
Anesthesiology,  “Management  of  the  Tetanus 
Patient.” 
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VA  To  Operate 
Nursing  Home  Facilities 

The  President  has  authorized  the  Veterans’ 
Administration  to  activate  and  operate  facil- 
ities and  beds  to  care  for  2,000  nursing  home 
type  veteran-patients.  These  beds  are  in  ad- 
dition to  the  125,000  hospital  beds  now  au- 
thorized within  the  VA  medical  system. 

The  Veterans’  Affairs  Administrator  says 
this  will  greatly  help  in  relieving  the  adverse 
impact  on  VA’s  acute  medical  programs  by 
the  influx  of  older  veterans  who  now  com- 
prise one-third  of  all  VA  hospital  admissions, 
and  who  generally  require  long  term  care. 

The  American  Medical  Association  has  op- 
posed veterans  nursing  home  care  on  grounds 
it  would  cover  veterans  with  non-service- 
connected  disabilities. 

Community  Hospital  Described 
By  UT  Sociology  Professor 

An  “unrestricted”  hospital  that  accepts 
patients  without  regard  to  their  ability  to 
pay  is  the  only  kind  that  should  be  considered 
a community  hospital,  a University  of  Texas 
sociologist  believes. 

“Restricted”  hospitals  should  not  receive 
support  from  public  funds,  Ivan  Belknap, 
Ph.D.,  says. 

His  conclusions  are  based  on  a five-year 
study  supported  by  the  U.S.  Public  Health 
Service.  One  report  emerging  from  that 
project  is  a new  book,  “The  Community  and 
Its  Hospitals,”  by  Dr.  Belknap  and  John  G. 
Steinle  of  New  York  City,  who  heads  a firm 
of  consultants  to  hospitals  and  other  non- 
profit health  and  welfare  institutions.  Syra- 
cuse University  Press  is  the  publisher. 

The  book  is  based  in  part  on  a comparison 
of  hospital  systems  in  two  unnamed  com- 
munities in  the  Southwest.  The  communities 
were  alike  in  most  significant  respects,  but 
quite  different  in  the  quality  of  their  hos- 
pitals. The  authors  attempted  to  pinpoint  the 
underlying  reasons  for  the  wide  variations 
in  the  caliber  of  hospital  care  and  in  the 
range  of  service. 

One  method  of  determining  the  quality  of 
a hospital  was  the  quality  of  interns  it  at- 
tracted from  medical  school  graduating 
classes. 

Community  power  structure  and  hospital 
board  members  were  compared  in  the  two 
localities,  and  the  authors  concluded  that  a 
close  relationship  between  community  and 


hospital  leadership  is  necessary  for  the  suc- 
cessful functioning  of  the  community  hos- 
pital. 

Dr.  Belknap  specializes  in  state  and  com- 
munity health  and  welfare  organization.  He 
is  the  author  of  a book,  “Human  Problems  of 
a State  Mental  Hospital,”  numerous  articles 
in  such  journals  as  Hospital  Topics  and  the 
American  Sociological  Revieiv,  and  two 
studies  concerning  the  Texas  state  hospital 
system.  He  has  served  as  a research  consult- 
ant to  the  Texas  State  Board  for  Hospitals 
and  Special  Schools,  the  Congressional  Task 
Force  Committee  on  Mental  Illness  and 
Health,  and  other  groups. 

Bexar's  Public  Relations 
Cited  in  PR  Doctor 

Bexar  County  Medical  Society’s  success  in 
interesting  two  local  newspapers  in  publish- 
ing a special  section  on  medicine  was  recent- 
ly commended  in  PR  Doctor,  a publication  of 
the  American  Medical  Association. 

In  its  July-August  issue,  PR  Doctor  de- 
scribes how,  after  placing  a full-page  adver- 
tisement with  each  of  two  San  Antonio  news- 
papers, the  Bexar  County  doctors  encouraged 
the  papers  to  run  a special  supplement  on 
medicine. 

Advertising  in  the  supplement,  in  addition 
to  the  county  society  full-page  ad  which  list- 
ed the  names  of  all  649  members,  included 
that  paid  for  by  druggists,  hospitals,  and 
other  health  services. 

Stories  informed  the  reader  of  free  service 
donated  by  physicians  to  various  hospitals, 
clinics  and  health  agencies;  the  society’s  24- 
hour  emergency  call  service ; services  and  ac- 
tivities of  the  grievance  committee ; the  medi- 
cal library ; promising  careers  open  to  young- 
sters; and  San  Antonio’s  International  Medi- 
cal Assembly. 

San  Francisco  To  Host 
American  College  of  Surgeons 

The  largest  meeting  of  surgeons  in  the 
world,  the  annual  clinical  congress  of  the 
American  College  of  Surgeons,  will  be  held 
in  San  Francisco  Oct.  28-Nov.  1.  More  than 
11,000  fellows  of  the  College  and  guests  from 
all  over  the  world  are  expected  to  attend. 

Physicians  should  direct  inquiries  regard- 
ing the  meeting  to  Dr.  Samuel  J.  Harbison, 
secretary,  55  East  Erie  Street,  Chicago  11. 
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New  Director  Named  to 
Federal  Committee  on  Smoking 

Surgeon  General  Luther  L.  Terry  has  an- 
nounced the  appointment  of  Dr.  Eugene  H. 
Guthrie  as  Staff  Director  of  the  Surgeon 
General’s  Advisory  Committee  on  Smoking 
and  Health. 

At  the  same  time,  Dr.  Terry  said  that  Dr. 
Peter  V.  Hamill,  Staff  Medical  Coordinator 
for  the  Committee,  has  been  granted  indefi- 
nite convalescent  sick  leave. 

Dr.  Guthrie,  whose  appointment  becomes 
effective  immediately,  is  on  leave  from  his 
position  as  Chief  of  the  Service’s  Division  of 
Chronic  Diseases.  For  the  duration  of  his 
new  assignment,  Dr.  Wilfred  D.  David,  Dep- 
uty Chief  of  the  Division  of  Chronic  Dis- 
eases, will  serve  as  Acting  Chief. 

The  Surgeon  General’s  Advisory  Commit- 
tee on  Smoking  and  Health,  composed  of  ten 
non-federal  scientists,  is  now  in  the  process 
of  making  a comprehensive  review  of  all 
available  data  on  smoking  and  health  as  well 
as  on  other  factors  such  as  air  pollution 
which  may  also  be  involved.  The  Commit- 
tee’s report  dealing  with  the  nature  and 
magnitude  of  health  hazards  is  expected  by 
the  end  of  the  year. 


TPA  Resolution  Opposes 
Medical  Care  Under  Social  Security 

Members  of  the  Texas  Pharmaceutical  As- 
sociation, meeting  in  San  Antonio  in  July, 
passed  a resolution  opposing  compulsory 
medical  care  under  the  Social  Security  Sys- 
tem. 

The  resolution  stated  in  part,  “Members 
of  Texas  Pharmaceutical  Association  shall 
vigorously  oppose  such  legislation  and  try 
by  all  possible  means  to  resist  its  enactment 
and  to  continuously  urge  and  communicate 
with  the  members  of  the  Texas  delegation  in 
Congress  to  oppose  such  legislation  and  to 
exercise  their  fullest  efforts  to  defeat  this 
and  all  similar  legislation  introduced  in  the 
Congress  of  the  United  States.” 


Russian  'Flu'  Epidemic 
Has  High  Death  Rate 

Between  50,000  and  75,000  Soviet  citizens 
died  in  an  influenza  epidemic  last  year,  ac- 
cording to  conservative  estimates  by  Radio 


Liberty.  The  private  network’s  researchers 
said  that  as  many  as  100,000  deaths  may 
have  been  caused  by  the  epidemic  that  rav- 
aged the  Soviet  Union  in  the  first  two  months 
of  1962. 

The  extent  of  the  epidemic  became  known 
only  now  through  a footnote  in  a recently 
issued  Soviet  pocket  book  of  statistics  en- 
titled “Soviet  Union  in  Figures  in  1962.”  The 
footnote  explained  laconically  that  the  mor- 
tality increase  for  1962  was  due  to  “an  epi- 
demic of  the  grippe.” 

A computation  based  on  Soviet  population 
statistics  and  the  mortality  figures  shows 
that  an  average  of  1,530,000  persons  died 
annually  of  various  causes  from  1958  to  1961. 
In  1962,  however,  mortality  in  the  Soviet 
Union  jumped  to  1,650,000 — an  increase  of 
120,000. 

The  network’s  researchers  could  account 
for  only  20,000  to  45,000  deaths  that  may 
have  had  other  causes. 

“The  appallingly  high  toll  of  influenza 
deaths  can  be  blamed  in  part  on  the  Krem- 
lin’s news  management,  which  prevented 
Soviet  newspapers  from  publishing  epidemic 
advisories  and  tips  on  precautionary  meas- 
ures,” Radio  Liberty’s  analysts  said. 

Radio  Liberty,  with  13  powerful  transmit- 
ters in  West  Germany  and  Spain  and  four 
transmitters  on  Formosa,  is  heard  in  all 
heavily  populated  areas  of  the  Soviet  Union 
despite  jamming  efforts.  Situated  so  as  to 
insure  optimum  propagation  of  the  radio 
signal,  the  freedom  network’s  transmitters 
utilize  a total  power  of  more  than  one  and  a 
half  million  watts.  Radio  Liberty  has  broad- 
cast continuously  since  March  1,  1953. 

Chest  Physicians  Plan 
Congress  in  Mexico  City 

The  eighth  international  congress  on  dis- 
eases of  the  chest,  sponsored  by  the  council 
on  international  affairs  of  the  American 
College  of  Chest  Physicians,  will  be  held  in 
Mexico  City  Oct.  11-15. 

The  congress  will  be  presented  with  the 
cooperation  of  the  Mexican  Chapter  of  the 
College  and  under  the  patronage  of  the  Gov- 
ernment of  Mexico.  It  will  be  held  in  the 
Congress  Building  at  the  new  Medical  Cen- 
ter in  Mexico  City. 

Additional  information  may  be  obtained 
by  writing  Murray  Kornfeld,  executive  di- 
rector, American  College  of  Chest  Physi- 
cians, 112  East  Chestnut  Street,  Chicago  11. 


902 


TEXAS  State  Journal  of  Medicine 


Southwest  Regional  Cancer 
Conference  Set  Oct.  6 

The  17th  Annual  Southwest  Regional  Can- 
cer Conference,  sponsored  by  the  Tarrant 
County  Medical  Society  and  the  Tarrant 
County  Unit  of  the  American  Cancer  Society, 
will  be  held  Oct.  6 at  the  Hotel  Texas  in  Fort 
Worth.  Registration  begins  at  8:30  a.m. 

Guest  speakers  this  year  will  be  Dr.  C.  T. 
Ashworth  of  Dallas,  Professor  and  Chairman 
of  the  Department  of  Pathology,  University 
of  Texas  Southwestern  Medical  School ; Dr. 
Morton  M.  Kligerman  of  New  Haven,  Conn., 
Professor  and  Chairman  of  the  Department 
of  Radiology,  Yale  University  School  of  Med- 
icine; and  Dr.  Charles  B.  Puestow  of  Chi- 
cago, Professor  of  Surgery,  University  of 
Chicago  School  of  Medicine. 

This  year’s  topics  will  be  basic  concepts 
of  the  nature  of  neoplastic  growth,  soft  tis- 
sue sarcomas,  combination  radiotherapy  and 
chemotherapy,  and  the  sequelae  of  intensive 
radiotherapy  of  bronchogenic  carcinoma. 

Also  scheduled  is  a symposium  on  “Spon- 
taneous Regression.” 

Certification  To  Be  Offered 
Laboratory  Assistants 

Standardized  training  and  national  certifi- 
cation under  the  auspices  of  the  medical  pro- 
fession will  be  made  available  for  laboratory 
assistants  for  the  first  time,  it  has  been  an- 
nounced by  Dr.  John  L.  Goforth  of  Dallas. 

Dr.  Goforth  is  chairman  of  the  newly  cre- 
ated Board  of  Certified  Laboratory  Assist- 
ants. The  program  of  training  and  certifica- 
tion is  sponsored  by  the  American  Society  of 
Clinical  Pathologists  and  the  American  Soci- 
ety of  Medical  Technologists. 

The  Board  has  prepared  booklets,  “Essen- 
tials” and  “Guide  Book”  for  “Approved 
Schools  of  Laboratory  Assistants,”  and  is  ac- 
cepting applications  for  the  establishment  of 
schools  in  hospitals  and  laboratories  through- 
out the  country.  The  training  program  is  de- 
signed to  provide  accredited  high  school 
graduates  with  one  year  of  practical  and 
technical  training  in  routine  laboratory  work 
at  a level  less  advanced  than  that  necessary 
for  the  professional  medical  technologist. 
This  is  similar  to  the  distinction  in  training 
and  responsibility  with  regard  to  registered 
and  practical  nurses. 

Graduates  of  approved  schools  for  labora- 
tory assistants  will  take  an  examination  un- 


der the  direction  of  the  new  Board,  and  if 
they  pass  may  place  the  initials  “CL A”  after 
their  names.  Certification  without  examina- 
tion may  be  granted  at  the  Board’s  discre- 
tion to  certificate  holders  of  already  estab- 
lished recognized  state  or  regional  certify- 
ing boards  of  laboratory  assistants. 

It  is  anticipated  by  Dr.  Goforth  that  this 
category  of  laboratory  worker  will  be  recog- 
nized and  approved  by  the  American  Medical 
Association  House  of  Delegates  in  the  near 
future. 

Other  members  of  the  Board  of  Certified 
Laboratory  Assistants  are  Col.  Joe  M.  Blum- 
berg,  MC,  USA,  Director,  Armed  Forces  In- 
stitute of  Pathology,  Washington,  D.C. ; Dr. 
Robert  S.  Haukohl,  Milwaukee,  Wis. ; Dr. 
Richard  E.  Palmer,  Alexandria,  Va. ; Frances 
Anderson,  MT(ASCP),  Minneapolis,  Minn.; 
Patisue  Jackson,  MT(ASCP),  Atlanta,  Ga. ; 
Sr.  M.  Rosarii,  MT(ASCP),  Evergreen 
Park,  111.;  and  Thelma  Wilson,  MT(ASCP), 
Beckley,  W.  Va. 

Detailed  information  on  the  new  program, 
and  copies  of  “Essentials”  and  “Guide  Book” 
may  be  obtained  from  the  secretary  of  the 
Board  of  Certified  Laboratory  Assistants, 
Sister  M.  Rosarii,  MT(ASCP),  Little  Com- 
pany of  Marv  Hospital,  Evergreen  Park  42, 
111. 

Rocky  Mountain  Conference 
Announced  for  Oct.  30-Nov.  2 

The  12th  Biennial  Rocky  Mountain  Medi- 
cal Conference  will  be  held  Oct.  30  to  Nov.  2 
in  Las  Vegas,  Nev.,  in  conjunction  with  the 
59th  annual  meeting  of  the  Nevada  State, 
Medical  Association.  Registration  at  the  Con- 
ference is  open  to  any  doctor  of  medicine. 
The  Rocky  Mountain  Medical  Conference  is 
a joint  enterprise  of  the  state  medical  soci- 
eties of  seven  states:  Colorado,  Idaho,  Mon- 
tana, New  Mexico,  Nevada,  Utah,  and  Wyo- 
ming. 

For  further  program  details  and  Confer- 
ence information,  physicians  may  write  to 
Dr.  Thomas  S.  White,  general  chairman, 
Rocky  Mountain  Medical  Conference,  3660 
Baker  Lane,  Reno,  Nev. 

American  Cancer  Society 
Sets  Oct.  21-22  Meeting  Date 

The  program  of  the  1963  scientific  session 
of  the  American  Cancer  Society  is  a sym- 
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posium  on  “Unusual  Forms  and  Aspects  of 
Cancer  in  Man.”  It  will  be  held  in  New  York 
City  on  Oct.  21-22  at  the  Biltmore  Hotel. 
Sponsors  are  the  American  Cancer  Society, 
the  National  Cancer  Institute,  and  the  New 
York  Academy  of  Sciences. 

Included  on  the  program  is  a Texas  physi- 
cian, Dr.  Robert  C.  Hickey  of  Houston,  whose 
topic  is  “Sacrococcygeal  Teratoma.” 

For  further  information,  physicians  should 
write  to  the  director  of  professional  educa- 
tion, American  Cancer  Society,  521  West 
57th  Street,  New  York  19. 


Medical  Society  Executives  Face 
Greatest  Challenge,  Says  Williston 

‘‘The  medical  society  executive  presently 
faces  some  of  the  most  difficult  challenges 
of  all  time,”  C.  Lincoln  Williston,  Executive 
Secretary  of  TMA  and  president  of  the 
Medical  Society  Executives  Association,  told 
members  of  the  latter  group  at  its  annual 
institute  on  Aug.  21  in  Chicago.  Attendance 
this  year  was  the  largest  to  date. 

In  a progress  report  to  members  of  the 
MSEA,  Mr.  Williston  stressed  that  with  more 
diverse  duties  and  broader,  more  difficult 
responsibilities,  the  medical  society  executive 
must  become  better  informed,  more  highly 
efficient,  and  better  prepared  on  all  aspects 
of  organizational  management.  To  meet  this 
challenging  problem,  this  year  MSEA  is  plac- 
ing primary  emphasis  upon  an  educational 
program  for  medical  executives,  he  said. 

Membership  in  MSEA  has  now  reached 
350. 


High  School  Essay  Contest  On 

High  school  students  in  the  10th,  11th,  and 
12th  grades  are  eligible  to  compete  for  a 
$600  first  place  scholarship  award  offered 
by  the  Texas  Public  Health  Association.  To 
enter  one  must  submit  an  essay  of  500  words 
or  less  on  the  subject,  “Careers  in  Public 
Health.” 

Deadline  for  entering  is  Nov.  30,  1963.  In- 
formation to  help  in  writing  the  essay  may 
be  obtained  from  the  student’s  local  health 
department  or  health  officer.  Rules  for  the 
contest  also  are  available  there. 

The  scholarship  will  be  paid  to  the  school 
of  the  winner’s  choice  at  the  time  of  his  en- 
rollment. 


Community  Health  Week  Set 
For  National  Observance 

The  first  nationwide  observance  of  Com- 
munity Health  Week  will  be  Oct.  20-26,  1963. 
All  state  and  local  medical  societies  are  being 
encouraged  by  the  American  Medical  Associ- 
ation to  participate  in  this  event. 

The  manner  of  observance  will  be  left  to 
the  discretion  of  each  society.  Possible  ways 
to  observe  Community  Health  Week  include 
such  activities  as  health  fairs,  science  fairs, 
immunization  campaigns  and  orientation  of 
students  about  medical  and  health  careers. 

The  objective  of  the  national  program  will 
be  to  focus  public  attention,  at  the  communi- 
ty level,  on  the  progress  of  medical  science 
in  all  communities  and  the  high  quality  of 
each  community’s  health  resources  and  facil- 
ities. 

Each  county  society  has  received  from  the 
AMA  a kit  of  materials  to  aid  in  publicizing 
Community  Health  Week. 


Electric  Impulses,  It  Is  Hoped, 

May  Move  Paralyzed  Arms,  Legs 

It  may  be  possible  in  five  to  ten  years  for 
paralytics  to  use  their  paralyzed  arms  or 
legs  by  activating  the  muscles  with  elec- 
tricity. 

Scientists  at  Case  Institute  of  Technology 
in  Cleveland,  Ohio,  are  working  on  a re- 
search project  sponsored  by  the  Vocational 
Rehabilitation  Administration  with  this 
amazing  achievement  as  their  goal. 

Miss  Mary  E.  Switzer,  U.S.  Commissioner 
of  Vocational  Rehabilitation,  discussed  the 
project  in  a speech  for  the  annual  conven- 
tion of  the  National  Association  of  the 
Physically  Handicapped  at  the  Mayflower 
Hotel  in  Washington,  D.C. 

Workers  in  the  Case  project,  Miss  Switzer 
said,  already  are  able  to  maneuver  an  arm 
encased  in  a metal  splint  framework  by  send- 
ing electric  impulses  from  a tape  recorder  to 
motors  on  the  framework. 

The  over-all  computer-framework  system 
is  expected  to  be  completed,  about  November 
or  December  of  this  year  when  it  will  be 
installed  at  Highland  View  Hospital  in  Cleve- 
land and  tried  out  on  paralyzed  patients. 

What  the  workers  in  the  Case  project  hope 
ultimately  to  do  is  to  transmit  the  impulses 
from  the  computer-tape  recorder  system  di- 
rectly to  tiny  receivers  implanted  in  the 
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muscles  of  the  paralyzed  limb.  The  impulses, 
depending  upon  the  choice  of  the  person, 
would  activate  the  muscles  to  perform  the 
tasks  that  the  metal  arm  framework  can  now 
do. 

In  the  experiments  at  Highland  View,  the 
patient  operating  the  arm  splint  will  select 
the  series  of  arm  movements  he  desires  by 
directing  a beam  of  infrared  light  from  a 
light  installed  in  the  frame  of  his  eyeglasses 
at  an  electronic  detector.  The  detector,  in 
turn,  will  set  off  the  tape  recorder,  thus 
starting  up  the  arm  splint  maneuvers. 

If  at  any  point  the  subject  wishes  to  in- 
terrupt the  movement  of  the  splint,  he  will 
be  able  to  do  so  by  flicking  on  a switch,  also 
on  the  eyeglass  frame,  with  a wiggle  of  his 
eyebrows. 


Medical  Writers'  Association 
To  Meet  in  Chicago  Oct.  10-13 

The  20th  annual  meeting  of  the  American 
Medical  Writers’  Association  will  be  held  in 
Chicago  Oct.  10-13.  Sessions  will  be  held  in 
the  Pick-Congress  Hotel. 

Persons  interested  in  additional  informa- 
tion should  contact  the  American  Medical 
Writers’  Association,  Suite  305,  2000  P St., 
N.W.,  Washington,  D.C. 


The  pain  of  whiplash  in j ury  is  many  times 
assuaged  by  monetary  compensation.  This  is 
the  viewpoint  of  Dr.  Louis  Bokey  of  Buffalo 
as  expressed  to  members  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

Dr.  Bokey  estimates  that  80  to  90  per  cent 
of  persons  suffering  whiplash  injuries  "feel 
greatly  improved  after  a financial  settlement 
is  reached.”  An  account  of  his  remarks  is 
published  in  the  July  20  issue  of  JAMA. 


Second  Quackery  Meeting 
To  Be  Oct.  25-26 

The  Second  National  Congress  on  Medical 
Quackery  will  be  held  Oct.  25-26  in  Wash- 
ington, D.C.,  at  the  Sheraton-Park  Hotel, 
and  will  be  sponsored  jointly  by  the  Ameri- 
can Medical  Association  and  the  Food  and 
Drug  Administration.  The  First  National 
Congress  on  Medical  Quackery  was  held  in 
October,  1961,  with  the  same  sponsors. 

Objectives  of  the  Second  National  Con- 


gress will  be  to  bring  together  again  all 
major  American  groups  concerned  with  ef- 
forts to  safeguard  the  public  against  useless 
cures,  mechanical  gadgets,  food  fads  and 
other  quack  devices  and  worthless  treatment, 
said  the  FDA  and  the  AM  A in  a joint  an- 
nouncement. 


FDA  Urges  Cautions 
In  Use  of  Enovid 

Acting  on  the  advice  of  a committee  of 
medical  experts,  the  Food  and  Drug  Admin- 
istration gave  the  go-ahead  for  continued  use 
of  the  oral  contraceptive  Enovid,  but  urged 
certain  cautions  in  its  use  and  recommended 
continued  use  only  on  physician’s  prescrip- 
tion. Any  relationship  between  consumption 
of  Enovid  and  the  occurrence  of  certain  cir- 
culatory disorders  was  not  borne  out  by  the 
evidence  available,  the  committee  said. 

Principal  contraindications  for  use  of  Eno- 
vid as  a contraceptive  were  listed  as  certain 
cancers,  liver  dysfunctions  or  diseases,  pa- 
tients with  a history  of  thrombophlebitis  or 
pulmonary  embolism.  Now  used  by  some 
2,000,000  American  women,  Enovid  was  rec- 
ommended only  for  two  to  four  year  use,  and 
primarily  when  pregnancy  is  contraindicated. 

The  advisory  committee,  formed  five 
months  ago,  said  statistical  evaluation  indi- 
cates that  there  is  an  apparent  hazard  from 
the  consumption  of  Enovid  by  women  35 
years  of  age  or  over. 

Need  for  additional  studies  regarding  the 
possible  effects  of  Enovid  was  found  by  the 
committee  and  such  studies  are  now  under 
way  and  others  will  be  undertaken. 

Copies  of  the  advisory  committee  report 
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are  available  upon  request  to  Division  of 
Public  Information,  Food  and  Drug  Admin- 
istration, Washington  25,  D.C. 

Safe  Use  of  Firearms 
Taught  Boy  Scouts 

Boy  Scouts  in  the  San  Angelo  area  are 
participating  in  a home  firearms  safety 
course.  The  course,  designed  to  educate  boys 
in  the  proper  handling  of  guns,  has  been  set 
up  because  so  many  children  are  involved  in 
accidents  with  this  weapon. 

The  project  of  San  Angelo  health  authori- 
ties, described  in  the  July- August  issue  of 
Texas  Health  Bulletin , has  been  in  operation 
for  too  short  a time  for  a real  evaluation. 
However,  at  the  end  of  the  first  month,  300 
Scouts  had  been  awarded  certificates  for 
their  participation  in  the  course.  Instruc- 
tors estimate  that  at  the  end  of  three  months 
more  than  1,000  Scouts  will  have  been  “grad- 
uated.” 

The  course  and  the  instructors  are  those 
of  the  National  Rifle  Association,  an  organi- 
zation solicited  by  the  health  authorities  to 
work  with  officials  of  the  local  district  and 
council  of  Boy  Scouts  of  America. 

The  course  includes  a short  history  of  the 
discovery  and  development  of  gunpowder,  a 
short  history  of  the  N.R.A.,  explanation  and 
demonstration  of  the  parts  of  a rifle  car- 
tridge or  shotgun  shell,  development  of  fire- 
arms in  which  Scouts  are  shown  examples  of 
many  years’  vintage  and  of  modern  guns, 
and  a demonstration  of  seven  different  types 
of  guns  or  gun  actions. 

The  seven  gun  actions  demonstrated  in 
the  course  are  hinged  (double-barreled  shot- 
gun), lever,  slide  or  pump,  semiautomatic, 
bolt  (in  shoulder  arms  and  in  side  arms), 
revolver,  and  the  semiautomatic  pistol. 

The  boys  learn  to  load  and  unload  guns,  to 
treat  every  gun  as  if  it  were  loaded,  and 
never  to  take  another  person’s  word  that  a 
firearm  is  unloaded  but  to  ascertain  this  for 
themselves. 

Guns  are  a full-time  responsibility,  the 
boys  learn,  and  the  following  precautions  are 
given  them  regarding  the  handling  of  fire- 
arms : 

1.  Guns  carried  into  the  home  must  be 
unloaded  and,  if  possible,  placed  in  a case. 

2.  The  barrel  and  action  must  be  checked 
and  made  clear  of  obstructions. 

3.  Only  ammunition  which  fits  a gun 
should  be  carried  with  it. 


4.  Carry  the  gun  in  a way  to  control  the 
muzzle — even  if  one  stumbles  and  falls. 

5.  Never  point  a gun  at  anything  one  does 
not  intend  to  shoot. 

6.  Never  leave  a gun  loaded. 

7.  Keep  the  muzzle  away  from  oneself  at 
all  times. 

8.  Beware  of  ricochets.  Be  sure  of  the 
target,  and  never  shoot  a gun  at  a flat,  hard 
surface. 

9.  Guns  and  ammunition  should  be  stored 
separately,  preferably  under  lock. 

10.  Guns  should  never  be  left  cocked. 

Government  Licenses 
New  'Flu'  Vaccine 

A virtually  reaction-free  influenza  vaccine 
has  been  licensed  by  the  Department  of 
Health,  Education  and  Welfare  for  produc- 
tion by  Sterling  Drugs  Inc. 

The  vaccine,  expected  to  be  available  this 
fall,  provides  immunity  against  the  danger- 
ous strains  of  ‘flu’ — Ann  Arbor,  Maryland, 
PR-8,  Great  Lakes,  and  both  Japanese 
strains.  Extensive  trials  of  the  vaccine  were 
made  in  pregnant  women,  infants,  elderly 
and  debilitated  people,  and  persons  with 
chronic  disease — all  deemed  to  be  most  in 
need  of  protection. 

The  vaccine,  which  is  of  the  killed  type, 
produces  no  pain  in  the  arm  that  has  been 
injected,  and  rarely  causes  fever. 

Los  Angeles  To  Host 
American  Heart  Association 

The  American  Heart  Association  meeting 
Oct.  25-27  in  Los  Angeles  offers  a program 
which  will  include  six  clinical  sessions  of 
primary  interest  to  the  practicing  physician 
and,  concurrently,  regular  scientific  sessions 
and  programs  covering  a broad  range  of  car- 
diovascular research.  Each  clinical  session 
will  include  the  presentation  of  original  clin- 
ical investigative  work  as  well  as  panels, 
symposiums,  and  lectures. 

Some  50  papers  will  be  presented  prior  to 
the  AHA  scientific  sessions  on  Oct.  23-24  at 
the  annual  meeting  of  the  Heart  Associa- 
tion’s council  on  arteriosclerosis.  Both  meet- 
ings will  be  at  the  Biltmore  Hotel. 

Physicians  desiring  additional  informa- 
tion may  write  to  Dr.  Richard  E.  Hurley, 
American  Heart  Association,  44  East  23rd 
Street,  New  York  10. 
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Alcon  Laboratories  Begin 
Symposium  for  Ophthalmologists 

Ocular  pharmacology,  new  concepts  in  clin- 
ical investigation,  and  the  future  of  ophthal- 
mic research  are  among  the  topics  scheduled 
for  discussion  during  Serva — a symposium 
for  senior  residents  in  ophthalmology  which 
was  launched  this  month  by  Alcon  Labora- 
tories, Inc.,  Fort  Worth. 

“During  the  coming  year,”  Mr.  W.  C.  Con- 
ner, president  of  Alcon,  announced,  “every 
senior  eye  resident  in  the  United  States  will 
be  invited  individually  to  travel  to  Fort 
Worth  to  participate  in  this  one-day  techni- 
cal symposium.” 

Included  in  the  program  are  discussions 
of  international  ophthalmology,  pharmaco- 
logical research,  microbiological  research,  and 
many  other  topics  of  interest  to  resident  and 
practicing  ophthalmologists. 

Serva  is  organized  on  a continuing  basis 
and  will  be  conducted  twice  a month  on  Mon- 
days during  this  year.  The  plan  is  to  continue 
it  in  future  years  so  that  senior  residents 
each  year  may  participate. 

“The  purpose  of  Serva,”  Conner  explained, 
“is  to  provide  information  to  the  doctor 
which  is  not  usually  available  in  medical 
teaching  facilities.  Additionally,  we  will  cov- 
er numerous  current  topics  which  are  of  ex- 
treme importance  in  future  medical  and 
pharmaceutical  research.” 

Technical  conferences  include  conferences 


Jewelry  Charm  Sale  Will  Benefit  AMA-ERF 

A charm  displaying 
the  official  seal  of  the 
Woman’s  Auxiliary  to 
the  Texas  Medical  As- 
sociation is  being  of- 
fered for  sale  by  the 
Auxiliary  with  pro- 
ceeds going  to  the 
American  Medical  Association  Education 
and  Research  Foundation. 

Three  styles  of  charms  are  available, 
including  a 14  carat  yellow  gold  one  for 
$25.20;  a gold-filled  one  for  $8.69,  and  a 
sterling  silver  model  for  $6.16.  Orders 
should  be  directed  to  the  Auxiliary  Office, 
Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin.  Checks  should 
be  made  payable  to  AMA-ERF. 


on  the  safety  of  plastics,  viral  replication, 
and  the  therapeutic  action  of  new  compounds. 
Non-technical  discussions  include  the  cost  of 
drugs,  the  practice  of  ophthalmology  in  for- 
eign nations,  and  additional  government  re- 
quirements in  clinical  investigation. 

Senior  eye  residents  will  be  invited  to  Fort 
Worth  in  groups  of  12  to  15. 


Mental  Health  Conference 
Set  for  Dallas  Oct.  17-18 

“Help  Near  Home”  is  the  theme  of  the 
1963  annual  conference  of  the  Texas  Associa- 
tion for  Mental  Health  to  be  held  Oct.  17-18 
in  Dallas. 

The  conference  will  be  held  at  the  Adol- 
phus Hotel.  A long-range  mental  health  plan 
for  Texas  is  now  being  formulated  by  an  of- 
ficial state  planning  committee,  and  the  con- 
ference will  involve  discussion  of  compre- 
hensive community  mental  health  services. 

It  will  begin  at  11  a.m.  Thursday,  Oct.  17, 
with  a buffet  brunch,  followed  at  12:30  by 
speakers  who  are  experts  in  community 
services,  citizen  action,  and  Texas  planning. 
Later,  at  3 that  afternoon,  case  studies  of 
typical  and  not  so  typical  Texas  towns  will 
be  analyzed  and  needs  identified.  Dinner  and 
dancing  are  being  arranged  for  the  evening. 

Friday,  Oct.  18,  workshops  for  developing 
skills  and  knowledge  about  the  role  of  the 
mental  health  association  will  be  held  be- 
ginning at  9 a.m. 

The  conference  will  close  with  a luncheon 
Friday.  Texas  Association  for  Mental  Health 
delegates  will  convene  after  the  conference 
that  afternoon  from  3 to  5 p.m. 

Thirty-third  Fall  Conference  Set 
By  Oklahoma  City  Clinical  Society 

The  Oklahoma  City  Clinical  Society  will 
hold  its  33rd  annual  three-day  conference  at 
the  Sheraton-Oklahoma  Hotel,  Oklahoma 
City,  Oct.  28-30. 

A program  of  postgraduate  teaching  has 
been  arranged  which  includes  lectures  and 
discussions  by  15  speakers  from  various  med- 
ical and  teaching  centers  throughout  the 
United  States.  In  addition  to  the  general  as- 
semblies there  will  be  specialty  lectures,  in- 
formal coffee  conferences,  and  roundtable 
luncheon  meetings  each  day  of  the  confer- 
ence. 

Special  speakers  will  be  Lt.  Col.  Charles  A. 
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Berry,  USAF,  chief  physician  to  the  astro- 
nauts, from  the  National  Aeronautics  and 
Space  Administration  in  Houston,  and  Dr. 
Albert  H.  Schwic-htenberg,  head  of  the  De- 
partment of  Aerospace  Medicine  and  Bio- 
astronautics, Lovelace  Foundation  for  Medi- 
cal Education  and  Research,  Albuquerque,  N. 
Mex. 

Other  guest  lecturers  include  the  follow- 
ing: Dr.  David  E.  Brown,  otolaryngologist, 
Indiana  University  School  of  Medicine,  Indi- 
anapolis, Ind. ; Dr.  J.  Scott  Butterworth,  in- 
ternist, New  York  University  College  of 
Medicine,  New  York  City;  Dr.  Justin  J. 
Cordonnier,  urologist,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis;  Dr.  Ken- 
neth R.  Crispell,  internist,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville, 
Va.; 

Dr.  John  R.  Derrick,  surgeon,  University 
of  Texas  Medical  Branch,  Galveston;  Dr. 
Christopher  J.  Duncan,  gynecologist,  Har- 
vard Medical  School,  Boston ; Dr.  Leon  Gold- 
man, dermatologist,  University  of  Cincinnati 
College  of  Medicine,  Cincinnati ; Dr.  David 
Yi-Yung  Hsia,  pediatrician,  Northwestern 
University  Medical  School,  Chicago ; 

Dr.  Irwin  H.  Kaiser,  obstetrician,  Univer- 
sity of  Utah  College  of  Medicine,  Salt  Lake 
City;  Dr.  Samuel  J.  Kimura,  ophthalmolo- 
gist, University  of  California  School  of  Medi- 
cine, Berkeley,  Calif. ; Dr.  J.  Vernon  Luck, 
orthopedist,  University  of  Southern  Califor- 
nia School  of  Medicine,  Los  Angeles,  Calif. ; 
Dr.  John  D.  Reeves,  Jr.,  radiologist,  Univer- 
sity of  Florida  College  of  Medicine,  Gaines- 
ville, Fla. ; and  Dr.  Lewis  B.  Woolner,  pathol- 
ogist, Mayo  Clinic  and  Mayo  Foundation, 
Rochester,  Minn. 

For  further  information,  physicians  may 
write  to  the  executive  secretary,  Miss  Alma 
F.  O’Donnell,  1002  Medical  Arts  Building, 
Oklahoma  City. 


Texas  Institutions  Receive  Six 
Neurologic,  Sensory  Disease  Grants 

Forty-four  grants  amounting  to  $1,323,114 
have  been  awarded  by  the  Public  Health 
Service’s  Neurological  and  Sensory  Disease 
Service  Program ; six  of  them  have  gone  to 
Texas  institutions.  Of  the  44,  13  are  for  the 
continuation  of  projects  previously  initiated 
under  this  program,  while  the  rest  support 
new  community  service  and  professional 
training  activities. 


Baylor  University  College  of  Medicine, 
Houston,  was  granted  $26,679  to  extend  com- 
munity service  for  preschool  children  with 
language  disorders  in  a public  school  set- 
ting. Project  director  is  Jack  L.  Bangs, 
Ph.D.,  head  of  Division  of  Audiology  and 
Speech  Pathology  in  Baylor’s  Department  of 
Otolaryngology  and  director  of  Houston 
Speech  and  Hearing  Center. 

A grant  of  $11,108  was  made  to  Baylor 
to  establish  a medical  student  clerkship  in 
neurology.  Dr.  William  S.  Fields,  chief  of 
Department  of  Neurology,  will  direct  the 
project. 

Baylor  also  was  awarded  $104,781  for  con- 
tinued support  of  its  orthoptic-pleoptic  hos- 
pital unit.  Dr.  Mary  C.  Fletcher,  assistant 
professor  of  ophthalmology  and  pediatrics, 
is  the  project  director. 

Harry  Jersig  Speech  and  Hearing  Center 
at  Our  Lady  of  the  Lake  College,  San  An- 
tonio, was  awarded  a grant  of  $13,605  for 
expansion  of  diagnostic  and  therapeutic 
services  for  children  with  communication 
disorders  related  to  central  nervous  system 
dysfunction.  Sister  Mary  Arthur,  Ph.D.,  will 
be  project  director. 

Houston  Speech  and  Hearing  Center  of  the 
Texas  Medical  Center,  Houston,  was  granted 
$29,857  for  the  expansion  of  services  to  adult 
aphasics.  Dr.  Bangs  will  head  the  project. 

Southwest  Texas  State  College,  San  Mar- 
cos, received  $38,916  to  investigate  the  rela- 
tion between  the  results  of  the  Wechsler  In- 
telligence Scale  for  Children  and  neurologic 
findings  in  children  regarded  as  underachiev- 
ers. The  project  will  be  directed  by  Empress 
Y.  Zedler,  Ph.D.,  professor  of  education  and 
director  of  the  Speech,  Hearing,  and  Lan- 
guage Clinic  at  SWTSC. 


American  Thoracic  Society 
Offers  Research  Grants 

Applications  for  research  grants  awarded 
by  the  American  Thoracic  Society,  medical 
section  of  the  National  Tuberculosis  Associa- 
tion, will  be  received  between  now  and  Dec. 
15,  1963.  Grants  will  be  awarded  for  medical 
and  social  research  in  the  field  of  respira- 
tory diseases,  including  tuberculosis,  for  the 
year  beginning  July  1,  1964.  Further  infor- 
mation and  forms  may  be  obtained  from  Di- 
vision of  Research  & Statistics,  American 
Thoracic  Society,  1790  Broadway,  New  York 
19. 
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American  Academy  of  Pediatrics 
To  Convene  in  Chicago  Oct.  5-10 

Meeting  in  Chicago  from  Oct.  5 to  10  is 
the  American  Academy  of  Pediatrics,  which 
has  scheduled  its  32nd  annual  meeting  at  the 
Palmer  House. 

Seminars  are  scheduled  for  Oct.  5 and  6 
and  general  sessions  are  set  for  Oct.  7-10. 

Seminars  will  be  presented  on  the  subjects 
of  hematology,  adolescence,  fluids  and  elec- 
trolytes, allergy,  the  newborn  and  prema- 
ture, pediatric  neurology,  cardiology,  psy- 
chological aspects  of  pediatrics,  infectious 
diseases,  and  endocrinology.  Also  scheduled 
during  the  general  sessions  are  round  table 
discussions,  symposiums  on  the  development- 
al basis  of  learning,  learning  process,  family 
epidemiology,  recent  advances  in  cardiology 
in  pediatrics,  and  gastroenterology. 

Among  other  presentations  is  a prelimi- 
nary report  on  the  collaborative  study,  Peri- 
natal Research  Branch  of  the  National  Insti- 
tute of  Neurological  Diseases  and  Blindness. 
Clinical  conferences  and  section  meetings  are 
also  scheduled. 

Further  information  may  be  obtained  from 
the  Academy  at  P.  0.  Box  1034,  Evanston, 
111.  Advance  registration  will  not  be  accepted 
after  Sept.  27. 


Dr.  Posey  Scores  Highest 
On  Medical  Board  Exam 

The  highest  grade  made  on  the  June,  1963, 
examination  given  by  the  Texas  State  Board 
of  Medical  Examiners  was  scored  by  Dr. 
Delma  Powell  Posey  of  El  Paso.  Dr.  Posey, 
a graduate  of  Baylor  University  College  of 
Medicine,  made  a general  average  of  92.7. 

Others  listed  on  the  honor  roll,  all  1963 
medical  school  graduates,  include  the  follow- 
ing physicians,  their  addresses,  schools,  and 
scores : 

Dr.  William  Horace  Mitchell,  Fort  Worth, 
Southwestern  Medical  School,  92.4;  Dr. 
Michael  Duard  Howard,  San  Antonio,  Uni- 
versity of  Texas  Medical  Branch,  91.8;  Dr. 
Herbert  Louis  Steinbach,  Jr.,  Brenham,  Uni- 
versity of  Texas  Medical  Branch,  91.1 ; Dr. 
William  Lee  Lemon,  Ackerly,  University  of 
Texas  Medical  Branch,  91.1 ; 

Dr.  June  Etta  Richardson,  Sanderson,  Uni- 
versity of  Texas  Medical  Branch,  91 ; Dr. 
Merrick  Hogan  Reese,  Dallas,  Southwestern 
Medical  School,  90.9 ; Dr.  Robert  Michael 


Black,  Huntsville,  Southwestern  Medical 
School,  90.5 ; Dr.  Thomas  Alexander  Akin, 
Dallas,  Southwestern  Medical  School,  90.5; 

Dr.  William  Vinton  Bradshaw,  Houston, 
University  of  Texas  Medical  Branch,  90.4 ; 
Dr.  Carolyn  Kay  Francis  Aldredge,  Galena 
Park,  Harvard  Medical  School,  90.4 ; Dr. 
John  Paul  Tyson,  Houston,  University  of 
Texas  Medical  Branch,  90.1 ; Dr.  David 
Michael  Martz,  Houston,  Baylor  University 
College  of  Medicine,  90 ; 

Dr.  Stanley  Augustus  Lightfoot,  Dallas, 
Southwestern  Medical  School,  90 ; Dr.  Albert 
Dale  Gulledge,  Minneapolis,  Minn.,  Baylor 
University  College  of  Medicine,  90;  and  Dr. 
Andre  Philip  Joseph  Derdeyn,  Menlo  Park, 
Calif.,  Southwestern  Medical  School,  90. 


Health  Department  Moves  Ahead 
In  Take-Over  from  AEC 

The  Texas  State  Department  of  Health,  as 
of  Aug.  28,  has  reviewed  and  granted  520 
licenses  for  the  use  of  radioactive  material, 
according  to  Charles  R.  Barden,  director  of 
Division  of  Occupational  Health  and  Radia- 
tion Control. 

A progress  report  on  radioisotope  licensure 
published  in  the  July-August  issue  of  Texas 
Health  Bulletin  states  that  since  the  Health 
Department  received  authority  from  the 
Atomic  Energy  Commission  March  1 over 
licensing  and  supervising  groups  dealing 
with  by-product  materials  and  small  quanti- 
ties of  special  nuclear  and  source  materials, 
all  such  groups  previously  under  the  immedi- 
ate supervision  of  the  Commission  must  have 
Texas  licenses.  It  is  presently  the  task  of  the 
Division  of  Occupational  Health  and  Radia- 
tion Control  of  the  Department  to  contact 
and  check  each  group  concerned. 

Radiation  installations  dealing  with  large 
quantities  of  nuclear  materials,  amounts  re- 
quired to  sustain  a steady  chain  reaction 
(such  amounts  are  known  as  critical 
masses),  are  still  under  the  control  of  the 
AEC. 

In  addition  to  relicensing  those  groups 
previously  under  the  AEC,  the  Department 
has  also,  since  March  1,  been  licensing  those 
dealing  with  radium  and  accelerator -pro- 
duced materials,  and  continuing  to  register 
radiation-producing  equipment  such  as  parti- 
cle and  linear  accelerators  and  more  than 
15,000  x-ray  units  in  Texas. 
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Texans  Are  Active  Participants 
In  Physical  Medicine,  Rehabilitation  Meeting 


New  officers  of  the  American  Congress  of 
Physical  Medicine  and  Rehabilitation  include 
Texas  physicians  Dr.  Lewis  A.  Leavitt,  first 
vice  president,  and  Dr.  William  A.  Spencer, 
fifth  vice  president.  Both  are  from  Houston. 

Listed  on  the  program  of  the  41st  annual 
session  of  the  Congress  was  Dr.  Gunyon  M. 
Harrison,  Houston,  whose  topic  was  “The 
Physiatrist — A Consultant  in  Chronic  Lung 
Disease.”  Other  Texas  physicians  on  the  pro- 
gram of  the  ACPMR  which  met  in  Dallas 
Aug.  25-80  were  Lt.  Col.  Arthur  E.  Grant, 
MC,  Fort  Sam  Houston,  whose  topic  was 
“Cryokinetics  in  Painful  Conditions  of  the 
Musculoskeletal  System” ; Dr.  Ursula  L.  Kru- 
sen,  Dallas,  whose  topic  was  “Radial  W.E. 
F.F.  Splint:  A Modified  Reciprocal  Wrist- 
Extension/Finger-Flexion  Orthosis” ; and 
Dr.  Kenneth  M.  Cole,  Jr.,  Houston,  whose  pa- 
per “Complete  Relief  of  Neck  Pain  with  Spe- 
cialized Cervical  Traction”  was  to  be  read  by 
title.  Texas  physicians  who  displayed  scien- 
tific exhibits  and  the  titles  of  the  exhibits 
were  Dr.  Krusen,  “Function  of  Occupational 
Therapy  in  a County  Hospital:  A Valuable 
and  Comprehensive  Service”;  Dr.  Marjorie 
Kirkpatrick,  Gonzales,  “Orthotics  in  Tetra- 
plegia” ; Dr.  Charles  R.  Peterson  and  Dr. 
Lewis  A.  Leavitt,  Houston,  “Use  of  Photog- 
raphy in  Evaluation  of  Physical  Disabilities.” 


Dr.  Joaquin  G.  Cigarroa,  Jr.,  Laredo,  has 
been  named  a member  of  the  Texas  Com- 
mission on  Higher  Education  by  Gov.  John 
Connally. 

- o - 

Dr.  Robert  Mayo  Tenery  was  guest  speak- 
er at  the  Aug.  13  meeting  of  the  Gregg  Coun- 
ty Medical  Society  in  Longview. 

- o - 

Dr.  Charles  W.  Pemberton  of  Houston  was 
recently  nominated  by  the  Lone  Star  State 
Medical  Association  for  the  National  Medi- 
cal Association’s  award  for  General  Practi- 
tioner of  the  Year. 

- o - 

The  1963-1964  officers  of  the  United 
States  Mexico  Border  Public  Health  Associa- 
tion include  Jesse  V.  Irons,  Sc.D.,  Austin, 
president;  Dr.  Conrado  Mares  Flores,  Sal- 
tillo, Coahuila,  ex-president;  Dr.  Arcadio  Lo- 
zano Rocha,  Monterrey,  Nuevo  Leon,  presi- 
dent-elect; Dr.  Gregorio  Perales  de  la  Garza, 
Reynosa,  Tamaulipas,  vice  president ; Gus  R. 
Herzik,  Jr.,  Austin,  vice  president;  Ulpiano 
Blanco,  El  Paso,  secretary;  and  Mrs.  Zilda  C. 
Hughes,  El  Paso,  treasurer.  Dr.  J.  E.  Peavy, 
Austin,  is  a member  of  the  board  of  trustees. 
Physicians  from  Texas  who  have  been  named 
chairmen  of  standing  committees  include  Dr. 
Gerald  Barton,  Dallas,  education  and  train- 
ing, and  Dr.  Jack  C.  Postleivaite,  El  Paso, 
tuberculosis. 
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Symposium  on  the  Baboon 
Scheduled  by  Southwest  Foundation 


T HE  FIRST  international  symposium  on  the 
use  of  the  baboon  as  an  experimental  animal 
will  be  held  in  San  Antonio  Nov.  5-8  under 
sponsorship  of  the  Southwest  Foundation  for 
Research  and  Education.  The  meeting  will  be 
held  at  El  Tropicano  Hotel. 

Southwest  Foundation  was  asked  by  lead- 
ing scientists  to  sponsor  the  meeting  as  a 
means  of  collecting  data  on  present  use  of 
these  animals  and  charting  the  areas  in 
which  future  research  is  needed.  Southwest 
Foundation  has  more  than  200  animals  at  its 
baboonery  in  San  Antonio  and  has  a station 
in  Darajani,  Kenya,  East  Africa. 

The  more  than  40  authors  of  papers  in- 
clude such  authorities  as  N.  A.  Barnicot, 
Ph.D.,  University  College,  London ; Irven  De- 
vore, Ph.D.,  Harvard  University;  Dr.  Claude 
R.  Hitchcock,  Minneapolis  General  Hospital, 
Research  Foundation,  Inc. ; A.  N.  Howard, 
Ph.D.,  University  of  Cambridge;  Hans  Kum- 
mer,  Ph.D.,  Hirnanatomisches  Inst.,  Switz- 


erland; Joseph  L.  Melnick,  Ph.D.,  Baylor 
University  College  of  Medicine; 

John  Buettner-Janusch,  Ph.D.,  Yale  Uni- 
versity; Dr.  George  R.  Herrmann,  Univer- 
sity of  Texas  Medical  Branch;  Dr.  F.  W. 
Hoffbauer,  Minneapolis  General  Hospital ; 
David  Kritchevsky,  Ph.D.,  The  Wistar  Insti- 
tute; Dr.  Henry  C.  McGill,  Jr.,  Louisiana 
State  University  School  of  Medicine;  Dr.  J. 
Moor-Jankowski,  National  Institute  of  Den- 
tal Research; 

Dr.  G.  S.  Nelson,  University  of  Cam- 
bridge; Dr.  Robert  L.  Van  Citters,  Univer- 
sity of  Washington  School  of  Medicine;  N.  T. 
Werthessen,  Ph.D.,  the  University  of  Okla- 
homa Medical  Center;  W.  Ted  Roth,  D.V.M., 
National  Zoological  Park;  and  Sherwood 
Washburn,  Ph.D.,  University  of  California. 

For  further  details  physicians  may  write 
Richard  Smith,  Southwest  Research  Center, 
San  Antonio  6. 


Postgraduate  Courses 


General  Practice,  Chicago,  Oct.  21-24, 
1963. — The  48th  annual  scientific  assembly 
of  Interstate  Postgraduate  Medical  Associa- 
tion, to  be  held  at  the  Palmer  House,  offers 
19%  hours  of  varied  teaching  (and  Ameri- 
can Academy  of  General  Practice  Category 
II  credit)  for  a registration  fee  of  $10.  The 
program  is  especially  suited  to  the  needs  of 
generalists,  as  all  lectures,  panels  and  clinics 
are  closely  related  to  medical  problems  fa- 
miliar to  the  physician  who  does  not  devote 
his  time  to  a single  specialty.  Panels  on 
“Neck,  Shoulder  and  Arm  Pain,”  “Fractures 
and  Dislocations  in  Children,”  and  “The  Pros 
and  Cons  in  the  Use  of  Anticoagulants”  are 
important  parts  of  the  three  and  one-half 
day  program. 

Those  interested  in  full  details  of  the  pro- 
gram may  write  for  a brochure,  by  ad- 
dressing a postal  card  to  Dr.  N.  A.  Hill,  sec- 
retary, Interstate  Postgraduate  Medical  As- 
sociation, Box  1109,  Madison  1,  Wis. 

Fractures  in  General  Practice,  Augusta, 
Ga.,  Oct.  22-24. — Diagnosis  and  treatment  of 


the  more  common  fracture  problems  encoun- 
tered in  general  practice  will  be  emphasized 
in  the  postgraduate  course  to  be  held  at  the 
Medical  College  of  Georgia. 

In  the  18  hour  session,  x-rays  will  be  re- 
viewed, fracture  patients  will  be  presented, 
plaster  casts  and  emergency  management 
will  be  demonstrated.  Participation  will  be 
encouraged  by  demonstrations  for  small 
groups  and  many  informal  discussion  and 
question  periods,  as  well  as  through  lectures. 
Of  special  interest  is  the  presentation  of  in- 
dividual fracture  problems  submitted  by  par- 
ticipants to  a panel  for  their  discussion. 

Each  course  is  acceptable  for  18  hours 
credit  by  the  American  Academy  of  General 
Practice.  Registration  is  limited  to  a small 
group  for  close  faculty-participant  communi- 
cation. Registration  fee  is  $50.  Application 
can  be  made  by  contacting  Dr.  Claude-Starr 
Wright,  Director,  Department  of  Continuing 
Education,  Medical  College  of  Georgia,  Au- 
gusta, Ga. 
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Texas  Academy  of  General  Practice 
Meets  Oct.  25-26  in  San  Antonio 

San  Antonio  is  the  site  of  the  14th  annual 
scientific  assembly  of  the  Texas  Academy  of 
General  Practice,  scheduled  Oct.  25  and  26. 
Headquarters  hotel  is  the  St.  Anthony,  and 
lectures  will  be  held  at  the  Municipal  Audi- 
torium. 

Acceptable  for  10  hours  of  category  I 
credit  from  the  American  Academy  of  Gen- 
eral Practice,  the  assembly  will  feature  nine 
speakers,  including : 

Dr.  James  G.  Hughes  of  Memphis,  '‘Treat- 
ment of  Acute  Nephritis  in  Childhood”  and 
“Treatment  of  Epileptic  Child” ; Dr.  Henry 
W.  Brosin  of  Pittsburgh,  “Psychotherapy  in 
Medical  Practice”  and  “Characteristic  Per- 
sonality Patterns  Seen  in  General  Practice”; 
Dr.  A.  0.  Severance  of  San  Antonio,  “Newer 
Laboratory  Procedures” ; Dr.  Philip  Thorek 
of  Chicago,  “Things  We  Should  Know”; 

Dr.  James  Holden  Routledge  of  Montreal, 
“What  Do  We  Know  About  Dysfunctional 
Bleeding?”  and  “Thoughtful  Therapeutics  in 
Obstetrics”;  Dr.  J.  Drennan  Lowell  of  Bos- 
ton, “Fractures  of  the  Humerus”  and  “Frac- 
tures of  the  Hip”;  Col.  Arthur  B.  Tarrow 
of  San  Antonio,  “Resolution  of  Problems  of 
Post  Spinal  Headaches”  and  “Anesthetic 
Emergencies  — Cause  and  Prevention”  ; Dr. 
James  W.  Burks  of  New  Orleans,  “Preven- 
tion of  Cancer  of  the  Skin  — A New  Ap- 
proach” and  “What’s  New  in  Dermatologic 
Treatment”;  and  Dr.  Joseph  W.  Goldzieher 
of  San  Antonio,  “Endocrine  Problems  of 
Adolescence.” 

A pre-assembly  seminar  will  be  offered  on 
Thursday,  Oct.  24,  for  early  arrivals.  To  be 
sponsored  by  the  Alamo  Chapter  of  the 
Academy  at  the  Tropicano  Motor  Hotel,  the 
program  will  consist  of  the  morning  topic, 
“The  Multiple  Injured  Patient”  and  the  af- 
ternoon topic,  “The  Gastrointestinal  Tract.” 
Six  hours  of  category  I credit  will  be  offered 
for  the  seminar. 

Further  information  may  be  obtained  from 
the  Texas  Academy  of  General  Practice, 
1905  N.  Lamar,  Austin. 


Texans  Represented  On 
AAPS  Denver  Program 

The  20th  anniversary  meeting  of  the  Asso- 
ciation of  American  Physicians  and  Surgeons 
is  scheduled  for  Oct.  10-12  in  Denver.  The 


Brown-Palace  Hotel  will  serve  as  headquar- 
ters for  the  meeting. 

Speakers  will  include  United  States  Sena- 
tor Strom  Thurmond  of  South  Carolina ; Dr. 
William  L.  Baughn  of  Anderson,  Ind.,  presi- 
dent of  AAPS;  Nicholas  Nyaradi,  Sc.D., 
director  of  the  School  of  International  Stud- 
ies, Bradley  University,  Peoria,  111.;  Eddie 
Rickenbacker,  chairman  of  the  board  of  East- 
ern Air  Lines,  New  York  City;  Edwin  Ven- 
nard,  managing  director,  Edison  Electric  In- 
stitute, New  York  City;  Edward  J.  Faulkner, 
president,  Woodmen  Accident  and  Life  Co., 
Lincoln,  Neb. ; United  States  Representative 
Bruce  Alger  of  Dallas  and  Robert  Morris, 
president,  Defenders  of  American  Liberties 
of  Dallas. 

Further  information  regarding  the  meet- 
ing may  be  obtained  from  AAPS  Chicago 
headquarters  at  185  N.  Wabash  Ave.  Re- 
quests for  hotel  rooms  must  be  received  not 
later  than  Sept.  25. 


American  College  of  Gastroenterology 
Sets  October  Meeting  in  Washington 

The  25th  annual  convention  of  the  Ameri- 
can College  of  Gastroenterology  is  scheduled 
for  Oct.  21-26  in  Washington,  D.C.  Head- 
quarters hotel  is  the  Shoreham.  The  meet- 
ing will  feature  scientific  sessions  from  Oct. 
21  to  23  and  a course  in  postgraduate  gastro- 
enterology from  Oct.  24-26. 

Included  in  the  scientific  sessions  will  be 
a panel  discussion  on  amebiasis  and  a sym- 
posium on  the  esophagus. 

Further  information  may  be  obtained  from 
the  American  College  of  Gastroenterology, 
33  W.  60th  St.,  New  York  23. 
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Penicillamine,  Sequestering  Agent, 
Helpful  in  Wilson's  Disease 


P enicillamine  (Cuprimine,  Merck  Sharp 
and  Dohme),  a sequestering  agent  that  has 
received  the  attention  of  many  researchers, 
is  now  commercially  available  for  the  treat- 
ment of  Wilson’s  disease  (hepatolenticular 
degeneration).  Clinical  reports  and  physico- 
chemical data  indicate  that  penicillamine  rep- 
resents the  advent  of  another  sequestering 
and/or  chelating  agent  in  therapeutics ; thus 
it  joins  other  pharmaceutically  important 
sequestering  agents;  for  example,  ethylene- 
diaminetetraacetic  acid  and  related  com- 
pounds. The  pharmaceutical  significance  of 
some  of  these  classical  chelating  agents  has 
been  discussed  previously,2  and  this  review 
should  complement  and  supplement  the  ear- 
lier discussion. 

Penicillamine,  a thio-amino  acid,  is  a well- 
known  degradation  product  obtained  when 
the  antibiotic  penicillin  is  treated  with  min- 
eral acids.  Chemically,  it  is  the  D-stereo- 
isomer  of  3-mercapto-valine ; it  is  relatively 
simple  when  compared  with  other  penicillin- 
degradation  products.  Original  interest  in 
penicillamine  was  due  to  its  potential  impor- 
tance as  an  intermediate  in  a proposed  syn- 
thesis of  the  parent  antibiotic,  but  this  pro- 
posed synthesis  did  not  materialize.  Conse- 
quently, it  appeared  that  penicillamine  was 
destined  to  remain  a mere  chemical  curiosity. 

One  may  be  tempted  to  attribute  subse- 
quent developments  to  serendipity.  However, 
if  it  had  not  been  for  scientists  who  venture 
in  the  field  of  intelligent  speculation,  penicil- 
lamine would  still  be  on  the  shelf  as  a mere 
synthetic  curiosity. 

Walshe,7  in  1956,  experimented  with  peni- 
cillamine in  the  treatment  of  Wilson’s  dis- 
ease on  the  basis  of  the  theory  that  copper 
metabolism  is  associated  with  the  disease. 
Walshe’s  approach  can  be  better  appreciated 
in  the  light  of  the  history  and  etiology  of 
Wilson’s  disease. 

The  disease  was  first  defined  by  S.  A.  Kin- 
nier  Wilson  in  1912.  It  appears  to  be  due  to  a 
malfunction  in  copper  metabolism  that  leads 
to  accumulation  in  body  tissues.  Normally  a 
serum  albumin,  ceruloplasmin,  participates 


in  the  transport  of  copper  ions  to  the  site  of 
elimination  in  renal  tissue.  In  Wilson’s  dis- 
ease, the  ceruloplasmin  level  is  relatively 
lower  than  normal,  and  copper  ions  remain 
free  and  unbound  in  the  blood  stream  from 
which  they  are  deposited  in  body  tissues. 
Such  deposited  copper  leads  to  pathologic 
conditions  that  affect  ganglia  and  so  on. 
Within  hepatic  tissue  such  accumulation  of 
copper  leads  to  cirrhosis  and  general  cell  de- 
generation; in  the  kidneys  it  causes  tubular 
and  filtration  malfunctions.  Now  it  is  ra- 
tionalized that  penicillamine  relieves  Wilson’s 
disease  by  sequestering  copper  ions  and  thus 
promoting  the  transport  of  copper  to  the 
site  of  excretion. 

Wilson’s  disease  probably  originates  from 
an  inherited  defect  in  the  biosynthesis  of  a 
normal  amount  of  ceruloplasmin.  Such  a 
hereditary  trait  is  due  to  the  autosomal  in- 
heritance of  one  abnormal  gene  from  each 
parent. 

Ceruloplasmin  is  a blue  copper-containing 
protein.  It  is  an  alpha-globulin  with  a molec- 
ular weight  in  the  range  of  150,000  M.  and 
contains  eight  copper  atoms  within  its  struc- 
ture. It  has  been  shown  that  ceruloplasmin- 
copper  is  exchangeable  with  copper  in  the 
medium,  and  that  the  protein  fraction  may 
be  separated  from  the  copper.8  Hence,  it  has 
been  hypothesized  that  ceruloplasmin  func- 
tions by  reversibly  binding  and  releasing  cop- 
per ions  at  various  sites  in  the  body  and 
thereby  regulates  the  absorption,  distribu- 
tion, and  elimination  of  copper. 

From  biochemical  studies  we  have  learned 
that  many  other  natural  metabolites  are  ac- 
tual chelates ; for  example,  chlorophyll,  a 
magnesium  chelate  and  vitamin  B12,  a cobalt 
chelate.1  These  studies  have  prompted  experi- 
mentation with  unnatural  chelating  agents 
in  therapy  to  reduce  the  toxic  effects  of  ex- 
cessive accumulation  of  certain  metals.  Such 
agents,  to  be  effective,  should  favorably  com- 
pete with  the  systems  in  the  body  to  which 
the  metal  is  bound. 

Ideally,  these  chelating  agents  should  be 
nontoxic ; that  is,  they  should  not  promote  the 
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elimination  of  essential  metallic  ions.  Certain 
chelating  agents  have  been  employed  as  anti- 
dotes in  the  treatment  of  poisoning  from 
metals;  a classical  example  is  the  use  of  di- 
mercaprol  (BAL;  British  Anti-Lewisite)  in 
the  treatment  of  arsenic,  antimony,  gold,  and 
mercury  poisoning. 

Penicillamine  interacts  with  copper  ions  to 
form  a 2:1  copper  chelate  possessing  ioniz- 
able  and  solubilizing  carboxyl  groups.0  These 
metal  chelates  so  formed  in  vivo  are  there- 
fore water-soluble  and  readily  excreted.9 

Penicillamine  has  the  distinct  advantage  of 
being  effective  orally.  The  only  other  agent 
which  has  proved  almost  as  effective  in  re- 
lieving Wilson’s  disease  is  dimercaprol  which 
must  be  administered  parenterally,  and  such 
injections  are  extremely  painful. 

Reports  have  been  published  on  the  clinical 
studies  of  penicillamine.3- 5 Studies  have  also 
been  conducted  on  the  interaction  between 
gold  and  penicillamine.4 

Present  therapy  is  aimed  toward  minimiz- 
ing the  dietary  intake  of  copper,  and  pro- 
moting the  excretion  of  copper  already  de- 
posited in  body  tisues.  The  first  objective  is 
accomplished  by  excluding  foods  that  contain 
a relatively  high  concentration  of  copper ; the 
absorption  of  copper  is  controlled  also  by  oral 
administration  of  potassium  sulfide.  The  sec- 
ond objective  is  accomplished  through  the 
oral  administration  of  penicillamine  on  an 
empty  stomach  four  times  daily. 

Penicillamine  dosage  is  determined  by  pe- 
riodic measurements  of  copper  levels  in  the 
urine.  The  normal  dosage  is  1 to  4 gm.  daily. 
The  following  results  have  been  obtained 
during  clinical  investigations : noticeable 


neurologic  improvement;  moderate  improve- 
ment of  liver  functioning ; gradual  fading  of 
Kayser-Fleischer  rings ; appreciable  decrease 
in  concentration  of  liver  copper  in  asympto- 
matic patients  after  a year  or  two  of  treat- 
ment; control  of  voluntary  actions  regained 
by  many  patients. 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D. 
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Arthritis  and  Rheumatism  5:295  (June)  1962. 

5.  Goldstein,  N.  P.,  et  al. : Treatment  of  Wilson’s  Disease 
(Hepatolenticular  Degeneration)  with  DL-Penicillamine,  Trans. 
Amer.  Neurol.  Ass.  86:131,  1961;  Neurology  (Minneap.)  12:231 
(April)  1962. 

6.  Kuchinskas,  E.  J.,  and  Rosen,  Y. : Metal  Chelates  of  DL- 
Penicillamine,  Arch.  Biochem.  97:370  (May)  1962. 

7.  Walshe,  J.  M. : Wilson’s  Disease:  New  Oral  Therapy, 
Lancet  1:25  (Jan.  7)  1956. 

8.  White,  A.,  et  al. : Principles  of  Biochemistry,  2nd  ed.,  p.  645, 
New  York,  Blakiston  Division,  McGraw-Hill  Book  Co..  Inc.,  1959. 

9.  Wilson,  C.  O.,  and  Gisvold,  O.,  Ed.:  Textbook  of  Organic 
Medicinal,  and  Pharmaceutical  Chemistry,  4th  ed..  Philadelphia, 
Lippincott  Co.,  1962,  p.  31. 

Board  of  Obstetrics,  Gynecology 
Announces  Examination 

The  next  scheduled  Part  I (written)  Ex- 
amination of  the  American  Board  of  Obstet- 
rics and  Gynecology  will  be  held  at  various 
examining  centers  in  the  United  States,  Can- 
ada, and  military  bases  outside  of  the  conti- 
nental United  States  on  Friday,  Dec.  13, 
1963,  at  2 p.m.  Candidates  eligible  to  take 
this  examination  will  be  notified  on  or  about 
Nov.  1 where  to  appear  for  examination,  the 
Board’s  secretary  has  announced. 

Part  I Examination  (written),  commenc- 
ing in  1965,  will  be  conducted  in  July  at  des- 
ignated centers  in  the  United  States  and 
Canada.  Requirements,  application,  proced- 
ure, and  fees  will  be  published  in  the  1964 
Bulletin. 

Candidates  whose  residency  will  be  com- 
pleted on  or  before  June  30,  1965,  will  be  eli- 
gible to  make  application  to  take  the  exami- 
nation in  July,  1965. 

The  1963  Bulletin  of  the  Board  is  now 
available  and  may  be  obtained  by  writing  to 
Dr.  Robert  L.  Faulkner,  executive  secretary 
and  treasurer,  American  Board  of  Obstetrics 
and  Gynecology,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 
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Donating  Body  or  Its  Parts 
Upon  Death  Is  Simple  Procedure 


Numerous  requests  have  come  to  this  office 
from  persons  who  desire  to  donate  all  or  por- 
tions of  their  bodies  upon  death  for  medical 
research  or  for  replacement  of  worn-out  or- 
gans, members,  or  parts  of  the  bodies  of 
living  humans.  Also  requested  was  informa- 
tion on  the  method  by  which  this  is  to  be 
done  and  the  statutory  authorization  for  such 
procedure.  As  a result  of  such  interest,  it  is 
believed  that  this  information  should  be  dis- 
seminated to  physicians  and  to  the  general 
public. 

In  1959,  the  Texas  Legislature  passed  what 
has  been  codified  as  Art.  4590-1,  Vernon’s 
Texas  Civil  Statutes.  Provisions  were  made 
whereby  any  inhabitant  of  Texas,  of  legal 
age,  and  of  sound  mind  could,  by  will,  or 
other  written  instrument  arrange  for  and 
prescribe  the  distribution  to  be  made  after 
death,  of  his  body,  or  any  organ,  member,  or 
part  thereof,  provided  the  same  is  for  the 
purpose  of  advancing  medical  science  or  for 
the  replacement  or  rehabilitation  of  diseased 
or  worn-out  organs,  members,  or  parts  of 
the  bodies  of  living  humans. 

The  bequest,  donation,  or  authorization  for 
such  donation  of  one’s  body  should  designate 
a donee,  or  person,  or  institution  to  whom 
the  body  is  to  be  given.  However,  the  statute 
provides  that  no  such  designation  shall  be 
necessary  to  effect  a valid  donation. 

The  donee  for  a body  is  to  be  a medical  or 
dental  school  or  other  legally  authorized 
donee,  approved  by  the  Anatomical  Board  of 
the  State  of  Texas.  The  body  is  to  be  handled 
and  recorded  under  the  regulations  specified 
by  that  Board,  and  if  no  donee  is  specifical- 
ly mentioned  in  the  instrument  of  donation, 
then  the  body  shall  be  disposed  of  under  the 
direction  of  the  Anatomical  Board.  A donee 
for  any  of  the  organs,  members,  or  parts  of 
the  body  may  be  an  individual  physician,  hos- 
pital, institution,  or  bank  maintained  for  the 
storage,  preservation,  or  use  of  human  or- 
gans, members,  or  parts  thereof.  If  no  spe- 
cific donee  is  mentioned  in  the  instrument 
of  donation,  then  the  hospital  in  which  the 
donor  dies  shall  be  considered  to  be  the  do- 


nee; if  such  donor  does  not  die  in  a hospital, 
then  the  attending  physician  shall  be  con- 
sidered the  donee.  The  hospital  or  physician 
so  involved  has  full  authority  to  take  and  re- 
move the  organs,  members,  or  parts  thereof 
which  such  donor  has  designated  and  to  make 
the  same  available  to  any  person  or  institu- 
tion in  need  of  such  parts  of  the  body  so  do- 
nated. 

Any  duly  authorized  and  licensed  physi- 
cian acquiring  possession  or  custody  of  the 
body  has  the  authority  to  remove  from  the 
body  the  organs,  members,  or  parts  thereof 
which  the  donor  has  designated  to  be  deliv- 
ered, and  the  hospital  or  physician  involved 
shall  not  be  liable  civilly  or  criminally  for 
removing  the  parts  from  the  body  providing 
the  donor  has,  prior  to  his  death,  executed 
the  valid  written  agreement  as  discussed. 
Likewise,  it  is  not  necessary  that  an  admin- 
istrator, executor,  or  court  order  be  first 
acquired  before  such  organs  are  removed. 
Finally,  the  revocation  of  any  bequest,  dona- 
tion, or  authorization  can  be  effected  by  a 
written  notification  to  the  donee  signed  by 
the  person  making  or  giving  the  original  do- 
nation, and  such  revocation  is  to  be  wit- 
nessed by  two  persons  of  legal  age. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Dallas  Woman  To  Be  Installed  As 
President  of  Medical  Assistants 

Mrs.  Judy  Coleman,  medical  secretary- 
assistant  to  Dr.  Charles  D.  Bussey  of  Dallas, 
will  be  installed  as  national  president  of  the 
American  Association  of  Medical  Assistants 
during  its  annual  meeting  Oct.  9-13  at  Miami 
Beach. 

More  than  500  physicians’  aides  are  ex- 
pected to  attend  the  meeting  which  will  fea- 
ture a program  including  a symposium  on 
mental  health,  an  address  by  American  Med- 
ical Association  President  Dr.  Edward  R. 
Annis,  and  a discussion  on  electronics  in  the 
medical  office. 
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Texan  in  Nepal 


Medical  Student  Treats  Nepalese 


F HE  TERRACED  hillsides  of  a rich  green  val- 
ley dotted  with  spires  and  golden  domes  of 
religious  temples  bear  little  resemblance  to 
the  white-capped  waters  of  the  Gulf  of  Mexi- 
co and  Galveston’s  raucous  sea  gulls,  but  both 
Nepal  and  Texas  now  have  at  least  one  thing 
in  common : a young  man  named  Dana  B. 
Copp. 

Mr.  Copp,  who  began  his  medical  school- 
ing on  a Dr.  Sam  E.  Thompson  Loan,  is  the 
first  University  of  Texas  Medical  Branch 
student  to  be  awarded  a foreign  fellowship. 
The  grant,  awarded  by  Smith  Kline  and 
French  Laboratories,  allowed  both  Mr.  and 
Mrs.  Copp  to  work  with  Nepal’s  public 
health  problems  for  several  months  last 
spring  and  summer. 

“Although  it  doesn’t  prepare  me  very  well 
for  junior  finals,’’  Mr.  Copp  wrote  from 
half-way  around  the  world,  “this  is  an  in- 
comparable experience.”  He  practiced  in 
Shanta  Bhawan,  Katmandu,  Nepal,  at 
United  Mission  Hospital.  The  hospital  has 
120  beds,  an  outpatient  clinic  which  handles 
more  than  300  patients  daily,  and  six  out- 
lying clinics  which  are  operated  one  day  a 
week  in  small  Nepalese  villages. 

In  a letter  to  C.  Lincoln  Williston,  execu- 
tive secretary  of  Texas  Medical  Association, 
Mr.  Copp  described  the  medical  problems  he 
was  facing  while  in  Nepal. 

“Tuberculosis  is  rampant  in  all  its  forms; 
cholera  season  is  just  getting  started;  am- 
ebic liver  abscesses  are  as  common  as  pep- 
tic ulcers;  and  intestinal  parasites  share  the 
daily  bread  of  almost  everyone.” 

Nor  does  Nepal  suffer  from  a lack  of  path- 
ological problems,  according  to  Mr.  Copp. 
In  his  letter,  he  stated  he  had  seen  small- 
pox, five  cases  of  tetanus,  and  scrofula  be- 
fore being  there  three  weeks.  He  also  visited 
a leprosarium  housing  450  lepers,  which  is 
one  of  two  such  facilities  operated  by  the 
mission. 

His  wife  Tamako  (Tommi),  who  is  a reg- 
istered X-ray  and  research  technician  in  the 
physiology  department  at  the  medical  school, 
joined  him  for  part  of  his  stay  in  the  coun- 
try which  lies  between  India  and  Tibet. 

His  trip  to  Nepal  and  his  experiences  there 
have  reaffirmed  Mr.  Copp’s  determination 


to  practice  medicine  in  such  a place  when  he 
receives  his  degree  next  year. 

One  of  the  more  outstanding  students  on 
the  Galveston  campus,  he  is  a member  of  Mu 
Delta,  editor  of  the  medical  school’s  year- 
book, the  “Syndrome,”  and  student  repre- 
sentative to  the  American  Medical  Associa- 
tion for  Phi  Chi. 

To  give  them  a trip  around  the  world,  the 
Copps  planned  their  itinerary  for  the  round 
trip  carefully.  One  of  the  highlights  of  the 
return  trip — a reunion  with  Mrs.  Copp’s 
father,  Tadatsuna  Sasaki — was  to  take  place 
in  Kagoshima,  Japan. 

Dana  Copp  wrote  eloquently  of  the  beauty 
of  Nepal,  a country  famous  for  the  majesty 
of  the  Himalayan  mountains,  and  commented 
that  “if  the  public  health  problems  of  Nepal 
can  ever  be  surmounted,  this  place  will  be  a 
real  paradise.”  The  Copps  will  help  create 
this  paradise  by  giving  their  medical  knowl- 
edge and  services  to  the  thousands  of  Nepal- 
ese with  health  problems  that  demand 
trained  attention. 

TMAA  Names  Five  MDs 
To  Advisory  Board 

The  Texas  Medical  Assistants  Association 
in  a recent  meeting  in  Baytown  named  five 
physicians  to  their  advisory  board. 

They  are  Dr.  James  H.  Sammons  of  High- 
lands, Dr.  Louis  J.  Levy  of  Fort  Worth,  Dr. 
Thomas  L.  York  of  Corpus  Christi,  Dr.  Ster- 
ling H.  Fly  of  Uvalde,  and  Dr.  C.  Denton 
Kerr  of  Houston. 

The  TMAA  also  elected  Dr.  John  Mat- 
thews of  San  Antonio  to  honorary  member- 
ship. In  a drawing  at  the  banquet,  Dr.  Mat- 
thews was  the  winner  of  a vacation  trip  for 
two. 

The  final  general  session  of  the  meeting 
featured  Dr.  William  A.  Goodrich,  a radiolo- 
gist at  San  Jacinto  Hospital  and  president- 
elect of  the  East  Harris  County  Medical  So- 
ciety. He  spoke  on  “How  to  Sell  Welcome 
Mats  for  Fall-Out  Shelters.” 

Dr.  Robert  Mayo  Tenery  of  Waxahachie, 
President  of  Texas  Medical  Association, 
spoke  to  the  TMAA  members,  asking  their 
help  in  changing  the  picture  of  the  doctor 
image  by  presenting  the  truth. 
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Bibliography  on  Hand  Injuries 


T he  following  bibliography  on  injuries  of 
the  hand  has  been  compiled  by  the  staff  of 
the  Memorial  Library,  and  all  articles  listed 
are  available  on  request  from  the  Library, 
1801  North  Lamar  Boulevard,  Austin. 

Baillie,  R.  C.:  Penetrating  Wound  of  Palm  with 
Indelible  Pencil,  Presenting  as  Digital  Neuritis,  Brit. 
J.  Surg.  49:209  (Sept.)  1961. 

Banerji,  P.  N.:  Management  of  Hand  Injuries 
With  Review  of  56  Cases,  J.  Indian  Med.  Ass.  40:221 
(March  1)  1963. 

Bell,  J.  L. : Treatment  of  Open  Hand  Injuries,  J. 
Florida  Med.  Ass.  47:1221  (May)  1961. 

Bell,  J.  L.,  and  Stromberg,  W.  B.,  Jr.:  Open 
Crushing  Injuries  of  Hand,  Postgrad.  Med.  32:352 
(Oct.)  1962. 

Bottoms,  R.  W.  A.:  Case  of  High  Pressure  Hy- 
draulic Tool  Injuries  to  Hand;  Its  Treatment  Aided 
by  Dexamethasone  and  Plea  for  Further  Trial  of 
This  Substance,  Med.  J.  Aust.  2:591  (Oct.  13)  1962. 

Clinical-Surgical  Conferences:  Injui'ies  and  Infec- 
tions of  Hand,  Illinois  Med.  J.  121:372  (April)  1962. 

Cochran,  J.  R.:  Early  Treatment  of  Hand  Injuries, 
Southern  Med.  J.  55:1150  (Nov.)  1962. 

Davis,  J.  T.:  Closure  of  Traumatic  Wounds  of 
Hand,  J.  Mississippi  Med.  Ass.  3:105  (March)  1962. 

Deyerle,  W.  M.:  Athletic  Injuries  of  Upper  Ex- 
tremity, Clin.  Orthop.  23:84,  1962. 

Enad,  J.  G.:  Blast  Injuries  of  Hand,  J.  Philipp. 
Med.  Ass.  38:832  (Nov.)  1962. 

Fowler,  R.,  Jr.:  Exploitation  of  Homograft  Reac- 
tion for  Haemostasis  of  Wounds  Associated  with 
Bleeding  Diatheses,  Med.  J.  Aust.  2:420  (Sept.  15) 

1962. 

Fryer,  M.  P.,  and  Brown,  J.  B.:  Repair  of  Atomic, 
Cathode-Ray,  Cyclotron,  and  X-Ray  Burns  of  Hand; 
Long-Term  Follow-Up  Examinations  and  Microscop- 
ic Studies,  Amer.  J.  Surg.  103:688  (June)  1962. 

Gilbert,  A.  I.,  et  al. : Wringer  Injuries  with  Spe- 
cial Emphasis  on  Those  in  Adults,  J.  Florida  Med. 
Ass.  49:896  (May)  1963. 

Grabb,  W.  C.,  and  Dingman,  R.  O.:  Examination 
of  Injured  Hand,  J.  Mich.  Med.  Soc.  62:271  (March) 

1963. 

Gronley,  J.  K.,  et  al. : Rehabilitation  of  Burned 
Hand,  Arch.  Phys.  Med.  43:508  (Oct.)  1962. 

Iritani,  R.  I.,  and  Siler,  V.  E.:  Wringer  Injuries  of 
Upper  Extremity,  Surg.  Gynec.  Obstet.  113:677 
(Dec.)  1961. 

James,  W.  V.:  Hand  Injuries:  Survey  of  One 
Thousand  Patients,  Part  I,  Cent.  Afr.  J.  Med.  8:298 
(Aug.)  1962;  Part  II,  8:349  (Sept.)  1962. 

James,  W.  V.:  Severe  Injuries  of  Hand;  Early 
Movements,  J.  Int.  Coll.  Surg.  37:570  (June)  1962. 

Karbelnig,  M.  J.:  Fracture  of  Metacarpal  Shaft; 
Method  of  Treatment,  Calif.  Med.  98:269  (May) 
1963. 

Kilbourne,  B.  C.,  and  Paul,  E.  G.:  Treatment  of 
Industrial  Hand  Injuries;  III.  Bone  and  Joint  In- 
juries, J.  Occup.  Med.  3:123  (March)  1961. 

Kilbourne,  B.  C.,  and  Paul,  E.  G.:  Treatment  of 


Industrial  Hand  Injuries;  IV.  Amputations,  J.  Oc- 
cup. Med.  3:218  (April)  1961. 

Kirkpatrick,  J.  E.:  Open  Injuries  of  Hand,  Med. 
Times  89:46  (Jan.)  1961. 

Kleinert,  H.  E.,  and  Williams,  D.  J.:  Blast  In- 
juries of  Hand,  J.  Trauma  2:10  (Jan.)  1962. 

Koch,  S.  L.:  Crushing  Injuries  of  Hand,  Surg. 
Gynec.  Obstet.  114:629  (May)  1962. 

London,  P.  S. : Simplicity  of  Approach  to  Treat- 
ment of  Injured  Hand,  J.  Bone  Joint  Surg.  (Brit.) 
43B  :454  (Aug.)  1961. 

Macomber,  W.  B.,  et  al.:  Care  of  Burned  Hand, 
GP  25:91  (Jan.)  1962. 

Masters,  F.  W.,  and  Robinson,  D.  W. : Manage- 
ment of  “Outpatient”  Injuries  of  Hand,  GP  26:135 
(July)  1962. 

Meagher,  S.  W : Control  of  Pain  in  Hand,  Arch. 
Surg.  (Chic.)  84:494  (May)  1962. 

Meagher,  S.  W.:  Hand  Problems;  Avoiding  Pit- 
falls  in  Office  Practice,  Med.  Times  91:276  (March) 
1963. 

Meagher,  S.  W. : Salvage  of  Near-Transmetacar- 
pal  Amputation  of  Hand,  New  Engl.  J.  Med.  265: 
741  (Oct.  12)  1961. 

Metzger,  J.  T.:  Sequelae  of  Closed  Hand  Injuries, 
Delaware  Med.  J.  34:82  (March)  1962. 

Moberg,  E. : Criticism  and  Study  of  Methods  for 
Examining  Sensibility  in  Hand,  Neurology  12:8 
(Jan.)  1962. 

Moncrief,  J.  A.,  et  al. : Treatment  of  Hand  Burns, 
Milit.  Med.  128:50  (Jan.)  1963. 

Neurovascular  Island  Graft,  New  Engl.  J.  Med. 
268:161  (Jan.  17)  1963. 

Onne,  L.:  Recovery  of  Sensibility  and  Sudomotor 
Activity  in  Hand  After  Nerve  Suture,  Acta  Chir. 
Scand.  Supp.  300,  1962,  69  pages. 

Palazzi,  A.  S.:  On  Treatment  of  Loss  of  Opposi- 
tion, Acta  Orthop.  Scand.  32:396,  1962. 

Paletta,  F.  X.:  Flexor  Tendon  Grafting,  Southern 
Med.  J.  54:1117  (Oct.)  1961. 

Parkes,  A.:  Management  of  Injuries  of  Hand, 
Practitioner  186:692  (June)  1961. 

Peacock,  E.  E.,  Jr.:  Preservation  of  Interphalan- 
geal  Joint  Function;  Basis  for  Early  Care  of  In- 
jured Hands,  Southern  Med.  J.  56:56  (Jan.)  1963. 

Poticha,  S.  M.,  et  al.:  Electrical  Injuries  with 
Special  Reference  to  Hand,  Arch.  Surg.  (Chic.) 
85:852  (Nov.)  1962. 

Pratt,  D.  R. : Athletic  Injuries  of  Hand  and  Digits, 
Clin.  Orthop.  23:100,  1962. 

Quigley,  T.  B.:  Management  of  Common  Hand  In- 
juries, Texas  J.  Med.  57:752  (Sept.)  1961. 

Ricker,  J.:  Early  Management  of  Acute  Hand  In- 
juries; Abstract,  Arizona  Med.  18:163  (June)  1961. 

Schatz,  I.  J. : Occlusive  Arterial  Disease  in  Hand 
due  to  Occupational  Trauma,  New  Engl.  J.  Med. 
268:281  (Feb.  7)  1963. 

Smiley,  D.  P. : Principles  of  Treatment  of  Injured 
Hand,  Clin.  Med.  8:2137  (Nov.)  1961. 

Sponsel,  K.  H.:  Athletic  Injuries  of  Hand  and 
Wrist,  J.  Sports  Med.  3:37  (March)  1963. 

Stark,  H.  H.,  et  al.:  Grease-Gun  Injuries  of  Hand, 
J.  Bone  Joint  Surg.  43A:485  (June)  1961. 
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Stein,  A.  H.,  Jr.:  Restoration  of  Function  to  Se- 
verely Injured  Hand,  J.  Arkansas  Med.  Soc.  57:343 
(Feb.)  1961. 

Stener,  B.:  Displacement  of  Ruptured  Ulnar  Col- 
lateral Ligament  of  Metacarpo-phalangeal  Joint  of 
Thumb;  Clinical  and  Anatomical  Study,  J.  Bone 
Joint  Surg.  (Brit.)  44B:869  (Nov.)  1962. 

Swanson,  A.  B.:  Restoration  of  Hand  Function  by 
Use  of  Partial  or  Total  Prosthetic  Replacement;  I. 
Use  of  Partial  Prostheses,  J.  Bone  Joint  Surg. 
45A:276  (March)  1963. 

Swanson,  A.  B.:  Restoration  of  Hand  Function  by 
Use  of  Partial  or  Total  Prosthetic  Replacement;  II. 
Amputation  and  Prosthetic  Fitting  for  Treatment  of 
Functionless,  Asensory  Hand,  J.  Bone  Joint  Surg. 
45A:284  (March)  1963. 

Van  Demark,  R.  E.:  Shotgun  Blast  Injuries  of 
Hand,  S.  Dakota  J.  Med.  Pharm.  15:422  (Nov.) 
1962. 

Webster,  G.  V.:  Skin  Grafting  the  Hand,  Western 
J.  Surg.  70:279  (Nov.-Dee.)  1962. 

Winsten,  J.:  Island  Flap  to  Restore  Stereognosis 
in  Hand  Injuries,  New  Engl.  J.  Med.  268:124  (Jan. 
17)  1963. 

Winsten,  J.,  and  Lorentz,  J.  J.:  Rehabilitation  of 
Injured  Hand,  GP  27:98  (March)  1963. 

Workman,  C.  E.:  Hand  Injuries.  A Common  Sense 
Approach;  Guide  for  the  General  Practitioner,  Mis- 
souri Med.  58:936  (Sept.)  1961. 


New  Books  in  TMA  Library 

American  Medical  Association,  Handbook  of  House 
of  Delegates,  Los  Angeles,  American  Medical  As- 
sociation, 1962. 

Beeson,  Paul  B.,  and  McDermott,  Walsh,  Eds.: 
Cecil-Loeb  Textbook  of  Medicine,  11th  ed.,  Phila- 
delphia, W.  B.  Saunders  Co.,  1963. 

Chicago  Medical  Society,  Conference  Papers  Pre- 
sented before  the  Fifteenth  Clinical  Conference  of 
the  Chicago  Medical  Society,  Chicago,  Chicago  Medi- 
cal Society,  1959. 

Ewalt,  Jack  R.,  and  Farnsworth,  Dana  L. : Text- 
book of  Psychiatry,  New  York  City,  The  Blakiston 
Division,  McGraw-Hill  Book  Co.,  Inc.,  1963. 

Flocks,  R.  H.,  and  Culp,  David:  Surgical  Urology, 
2nd  ed.,  Chicago,  Year  Book  Medical  Publishers, 
Inc.,  1961. 

Health  Insurance  Institute,  Source  Book  of  Health 
Insurance  Data,  1962,  New  York,  Health  Insurance 
Institute,  1962. 

Hinshaw,  H.  Corwin,  and  Garland,  L.  Henry: 
Diseases  of  the  Chest,  2nd  ed.,  Philadelphia,  W.  B. 
Saunders  Co.,  1963. 

Jacobi,  Jolande,  Ed.,  and  Guterman,  Norkert,  Tr. : 
Paracelsus,  Selected  Writings,  2nd  ed.,  New  York, 
Pantheon  Books,  Inc.,  1958. 

Joint  Committee  of  the  American  Bar  Association 
and  American  Medical  Association:  Drug  Addiction: 
Crime  or  Disease?,  Bloomington,  Ind.,  Indiana  Uni- 
versity Press,  1961. 

Kroger,  William  S.:  Childbirth  with  Hypnosis,  1st 
ed.,  Garden  City,  N.Y.,  Doubleday  and  Co.,  Inc., 
1961. 

Kruzas,  Anthony  T.,  ed.:  Directory  of  Special  Li- 
braries and  Information  Centers,  1st  ed.,  Detroit, 
Mich.,  Gale  Research  Co.,  1963. 


Q 


"Prophet,  if  you  do  not  soon  prophesy  when  the  board  will 
approve  surgical  snoods  for  our  beards  this  may 
become  a non-prophet  hospital." 


Lincoln,  Edith  M.,  and  Sewell,  Edward  M.:  Tu- 
berculosis in  Children,  New  York  City,  The  Blakiston 
Division,  McGraw-Hill  Book  Co.,  Inc.,  1963. 

Lucia,  Salvatore  P. : History  of  Wine  as  Therapy, 
Philadelphia,  J.  B.  Lippincott  Co.,  1963. 

Mayo  Clinic  and  Mayo  Foundation  Sections  of 
Neurology  and  Section  of  Physiology':  Clinical  Ex- 
aminations in  Neurology,  2nd  ed.,  Philadelphia,  W. 
B.  Saunders  Co.,  1963. 

Nadas,  Alexander  S.:  Pediatric  Cardiology,  2nd 
ed.,  Philadelphia,  W.  B.  Saunders  Co.,  1963. 

Postlethwait,  R.  W.,  and  Thoroughman,  James  C., 
Eds.:  Results  of  Surgery  for  Peptic  Ulcer,  Phila- 
delphia, W.  B.  Saunders  Co.,  1963. 

Reagan,  Rocky:  G.  P.  Reagan  Country  Doctor, 
San  Antonio,  The  Naylor  Co.,  1963. 

Rogers,  Fred  B.:  Epidemiology  and  Communicable 
Disease  Control,  New  York  City,  Grune  & Stratton, 
1963. 

Russell,  Paul  F.,  West,  Luther  S.,  Manwell,  Regi- 
nald D.,  and  MacDonald,  George:  Practical  Malari- 
ology,  2nd  ed.,  London,  Oxford  University  Press, 
1963. 

Ryan,  Robert  E.,  Thornell,  William  C.,  and  von 
Leden,  Hans:  Synopsis  of  Ear,  Nose,  and  Throat 
Diseases,  2nd  ed.,  St.  Louis,  C.  V.  Mosby  Co.,  1963. 

Shields,  John  R.  S. : Handbook  of  the  Practice  of 
Anesthesia,  St.  Louis,  C.  V.  Mosby  Co.,  1963. 

Stein,  Morris  I.,  and  Heinze,  Shirley  J.:  Creativity 
and  the  Individual,  Glencoe,  111.,  The  Free  Press, 
1960. 

Wolstenholme,  G.  E.  W.,  Ed.:  Ciba  Foundation 
Study  Group  No.  4,  Virus  Virulence  and  Patho- 
genicity, Boston,  Little,  Brown,  and  Co.,  1960. 
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New  Films  in  TMA  Library 

The  Doctor  Is  Cross-Examined.  Sound,  color,  24  min- 
utes, 1960. 

This  film  carries  the  physician-witness 
through  the  second  phase  of  his  court  ap- 
pearance. It  points  out  the  different  types  of 
testimony  which  may  be  given  by  the  attend- 
ing physician  and  the  examining  physician. 
It  discusses  again  the  question  of  talking 
things  over  with  the  attorney  before  testi- 
fying. Primarily,  it  emphasizes  the  fact  that 
the  medical  expert  need  have  no  fear  of  cross- 
examination  so  long  as  he  prepares  himself 
in  advance,  sticks  to  the  facts  of  the  case, 
does  not  volunteer  testimony,  and  talks  in 
language  which  judge  and  jury  can  under- 
stand. 


A Matter  of  Seconds.  Sound,  color,  29  minutes,  1962. 

T His  half-hour  film  vividly  emphasizes  the 
need  for  making  the  home  a safe  place  for 
the  aged,  and  also  makes  it  clear  that  per- 
sonal practices  by  older  persons  and  those 
responsible  for  their  care  must  compensate 
for  the  impairment  of  physical  abilities 
which  often  accompany  the  aging  process. 
Old  age  is  inevitable  but  accidents  are  not. 
Years  of  pleasure  can  be  destroyed  by  need- 
less accidents  that  happen  in  “a  matter  of 
seconds.” 


Book  Notes 

Books  reviewed  in  this  column  are  available  from  TMA  Me- 
morial Library. 


Medical  Abbreviations,  A Cross  Reference  Diction- 
ary. Special  Studies  Committee  of  the  Michigan 
Occupational  Therapy  Association,  Ann  Arbor, 
Mich.,  Michigan  Occupational  Therapy  Associa- 
tion, 1961.  $2.25. 

This  is  a smallish  (6  by  41/2  inch)  volume 
of  commonly,  and  some  uncommonly,  used 
abbreviations  found  in  medical  and  para- 
medical writing  which  is  apt  to  be  a help  to 
the  medical  secretary  or  receptionist.  Its 
240-odd  pages  include  all  of  the  abbrevia- 
tions and  symbols  one  ever  used  and  then 
some.  It  is  simply  made  up,  conveniently  in- 
dexed, and  has  a handy  cross  reference  sec- 
tion. 

It  is  worth  its  price  to  thumb  through  this 
little  book  just  to  see  how  many  abbrevia- 


tions one  can  recognize  and  how  many  others 
one  may  have  forgotten. 

— Pruett  Watkins,  M.D.,  Austin. 


Clinical  Metabolism  of  Body  Water  and  Electrolytes. 

John  H.  Bland,  M.D.,  601  pp.  Philadelphia,  W.  B. 

Saunders  Co.,  1963.  $16.50. 

The  author-editor  states  that  no  apology 
is  needed  for  this  book  but  goes  on  to  say  it 
does  require  an  explanation.  It  is  an  at- 
tempt to  correlate  laboratory  research  with 
clinical  medicine,  and  it  accomplishes  its  aim. 
There  is  a list  of  21  contributors,  each  a spe- 
cialist, writing  on  such  specialized  subjects 
as  “Water,  Electrolyte,  and  Hydrogen  Ion 
Changes  in  Congestive  Heart  Failure,”  “Wa- 
ter and  Electrolyte  Metabolism  in  Pediat- 
rics,” “Circulatory  Insufficiency  (Shock),” 
and  others. 

Basic  physiologic  and  chemical  aspects  of 
water,  electrolytes,  and  hydrogen  ion  balance 
are  fully  discussed.  The  next  chapter  is  de- 
voted entirely  to  renal  physiology ; the  next, 
to  the  role  of  the  antidiuretic  hormone  and 
aldosterone  in  the  control  of  water  and  elec- 
trolyte balance. 

The  common  clinical  problems  encountered 
in  the  routine  practice  of  medicine  are 
brought  forth  adequately,  and  their  man- 
agement, as  well  as  differential  diagnosis, 
is  presented. 

There  is  a chapter  devoted  to  the  normal 
and  abnormal  metabolism  of  potassium  and 
magnesium  which  presents  the  latest  knowl- 
edge available  on  these  two  electrolytes. 

The  problems  of  diabetes  mellitus  and 
adrenal  insufficiency  in  relation  to  water, 
electrolyte,  and  hydrogen  ion  abnormalities 
are  extensively  discussed.  The  relationship 
of  the  skeletal  system  and  the  fibrous  tissues 
to  electrolyte  and  water  homeostasis  is  pre- 
sented. The  importance  of  the  relationship 
between  water  and  electrolyte  metabolism 
and  aging  and  the  meticulous  attention 
needed  in  this  case  is  well  discussed. 

The  textbook  itself  is  voluminous  contain- 
ing more  than  600  pages.  The  bibliographies 
are  good,  some  better  than  others,  however. 
It  cannot  be  said  that  this  book  is  a “must” 
for  all  physicians,  but  access  to  it  in  a library 
would  be  helpful  in  solving  problems  which 
present  themselves  to  the  clinician  especially 
as  related  to  renal  shutdown,  use  of  the  arti- 
ficial kidney,  and  the  management  of  chronic 
renal  failure. 

— H.  Ross  Garza,  M.D.,  Corpus  Christi. 
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The  Management  of  the  Anxious  Patient.  Ainslie 
Meares,  M.D.,  493  pp.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1963.  $9. 

In  the  preface  of  his  book,  Dr.  Meares 
states  that  his  object  is  to  reach  the  general 
practitioner,  the  student,  and  those  who  have 
professional  dealings  with  the  patient.  He 
establishes,  initially,  a principle  of  “atavis- 
tic” regression.  He  states  that  he  has  noticed 
in  all  his  patients  a tendency  to  regress,  and 
with  this  regression  there  is  a state  of  emo- 
tional integration  which  allows  freedom  from 
anxiety.  He  feels  that  hypnosis  is  particular- 
ly useful  in  bringing  about  a state  of  “ata- 
vistic” regression  and  hence  a lessening  of 
anxiety.  He  feels  that  this  type  of  relaxation 
and  hypnotic  treatment  has  given  him  uni- 
versally good  results  in  his  psychiatric  prac- 
tice. Unfortunately,  he  does  not  seem  to  go 
much  beyond  this  general  statement.  Much 
of  his  book,  then,  evolves  around  describing 
the  various  clinical  psychiatric  problems  and 
giving  some  of  the  analytic  concepts  with 
regard  to  these  problems. 

All  in  all,  the  book  has  a certain  easiness 


Recent 

DR.  J.  H.  HILL 

Dr.  Jasper  H.  Hill,  Houston  physician 
since  1919,  died  in  Kerrville  on  June  28,  at 
the  age  of  83. 

He  was  born  at  Emory,  Tex.,  on  June  22, 
1880,  the  son  of  Jefferson  Thomas  and  Mar- 
tha (Mullin)  Hill.  He  attended  school  at 
Manhatten,  Tex.,  and  received  his  M.D.  de- 
gree from  Baylor  University  College  of  Med- 
icine. 

Before  going  to  Houston  he  had  practiced 
in  Dallas  and  in  Sealy.  He  was  elected  to 
honorary  membership  in  the  Texas  Medical 
Association  through  Harris  County  Medical 
Society  when  he  retired  in  1949.  He  was  a 
member  of  the  American  Medical  Associa- 
tion. 

Dr.  Jasper  served  as  a Selective  Service 
induction  medical  examiner  during  World 
War  II,  and  received  an  honorary  medal  for 
his  services. 

He  was  a Methodist  and  a member  of  the 
Masonic  Lodge  (Reagan  Lodge  in  Houston). 

Dr.  Hill  married  Myrtle  Fitzgerald  in 
1915.  Mrs.  Hill  died  on  Jan.  19,  1952. 

Dr.  Hill  is  survived  by  one  son,  Julian  Hill, 


of  expression  and  mobility  of  style  which  is 
refreshing.  It  is  very  readable  and,  I think, 
will  be  a good  survey  text  for  the  general 
practitioner  who  would  like  to  have  some 
idea  of  analytic  concepts  to  go  along  with  his 
clinical  psychiatry. 

— Richard  J.  Alexander,  M.D.,  Austin. 


Surgery.  Richard  Warren,  M.D.,  et  al.  1397  pp. 

Philadelphia,  W.  B.  Saunders  Co.,  1963.  $19.50. 

The  purpose  of  this  surgical  text  is  to  up- 
date John  Homan’s  textbook  of  surgery.  The 
author  and  collaborators  all  are  Harvard 
educators. 

The  writings  are  accurate,  sufficiently 
current  to  meet  the  needs  of  the  medical  stu- 
dent. This  book  contains  sound  surgical  prin- 
ciples and  includes  advances  of  the  past  de- 
cade. 

This  book  could  serve  the  practicing  physi- 
cian to  fill  the  gaps  in  information  which 
may  have  occurred  in  the  past  decade. 

— Paul  F.  Paulsen,  M.D.,  Austin. 


Deaths 

D.D.S.,  of  Corpus  Christi;  one  daughter, 
Mrs.  June  Jones  of  Bandera;  four  grand- 
children ; and  one  of  his  ten  brothers,  Walter 
Hill,  of  Montalba,  Tex.  Mrs.  Jones  and  Dr. 
Julian  Hill  are  twins. 
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DR.  W.  0.  STEPHENSON 

Dr.  William  Oliver --Stephenson,  retired 
Dallas  heart  and  lung  specialist,  died  in  Fort 
Worth  June  19.  He  was  89. 

Born  in  Corinth,  Miss.,  July  26,  1873,  he 
was  the  son  of  the  Rev.  and  Mrs.  William 
Henry  Stephenson.  His  father  was  the  first 
Methodist  circuit  minister  west  of  the  Mis- 
sissippi. 

Dr.  Stephenson  attended  Southwestern 
University,  the  University  of  Texas,  and  was 
graduated  from  Vanderbilt  Medical  School 
in  1901. 

He  first  practiced  medicine  in  Nevada, 
Tex.,  in  1901,  coming  to  Dallas  the  follow- 
ing year  where  he  practiced  for  the  next  60 
years.  He  was  a member  of  the  staff  of  St. 
Paul  Hospital. 

He  was  an  honorary  member  of  the  Dallas 
County  Medical  Society  and  the  Texas  Med- 
ical Association  and  belonged  to  the  Ameri- 
can Medical  Association. 

He  was  a veteran  of  the  Spanish-American 
War,  World  War  I,  and  was  recalled  for  spe- 
cial duty  in  World  War  II.  After  World  War 

1,  he  became  a medical  officer  for  the  Vet- 
erans’ Administration  and  continued  in  that 
capacity  until  his  retirement. 

He  was  a Mason,  a Shriner,  and  a Meth- 
odist. 

Mrs.  Stephenson  has  been  dead  since  Oct. 

2,  1953. 

Dr.  Stephenson  is  survived  by  a sister, 


DR.  W.  0.  STEPHENSON 


Mrs.  Lena  E.  Gallihugh,  and  a brother,  Dr. 
James  H.  Stephenson,  both  of  Dallas. 


DR.  W.  K.  KIENZLE 

Dr.  William  Kenneth  Kienzle,  42,  Long- 
view anesthesiologist  since  1958,  died  of  a 
heart  attack  July  18. 

He  was  a native  of  Gladbrook,  Iowa,  and 
grew  up  in  Lincoln,  Iowa.  He  was  gradu- 
ated with  a M.D.  degree  from  the  University 
of  Iowa  College  of  Medicine,  Iowa  City.  His 
internship  was  at  Chicago  Marine  Hospital. 
Before  studying  to  specialize  in  anesthesiol- 
ogy, he  was  in  general  practice  in  Wellsburg, 
Iowa,  from  1947-1955.  He  served  residencies 
in  surgery  and  anesthesiology  at  Iowa  City 
in  University  and  VA  hospitals,  1956-1958. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
the  Gregg  County  Medical  Society,  and  the 
American  Society  of  Anesthesiologists.  A 
veteran  of  World  War  II,  he  was  a member 
of  the  First  Presbyterian  Church  of  Long- 
view and  a member  of  Alpha  Omega  Alpha 
fraternity. 

He  is  survived  by  his  wife,  Mrs.  Jean  Hull 
Kienzle,  Longview;  two  sons,  Kenny  Kienzle 
and  Dennis  Kienzle,  Longview;  his  parents, 
Mr.  and  Mrs.  William  L.  Kienzle, ,v  Cedar 
Falls,  Iowa;  one  sister,  Mrs.  Vernie  Goos, 
Lincoln,  Iowa;  three  brothers,  Dr.  George 
Kienzle  of  Rock  Valley,  Iowa,  Richard  Kien- 
zle of  Duluth,  Minn.,  and  Harold  Kienzle  of 
Cedar  Falls,  Iowa. 
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DR.  T.  V.  JENNINGS 

Dr.  Thomas  Vollie  Jennings,  a Winters, 
Tex.,  physician  for  47  years,  had  a heart  at- 
tack at  a Gunnison,  Colo.,  summer  resort 
and  died  in  a Gunnison  hospital  on  June  24. 
He  was  72. 

Dr.  Jennings  was  born  Aug.  15,  1890,  in 
Limestone  County  at  Kirk,  Tex.  He  studied 
medicine,  specializing  in  surgery,  for  two 
years  at  Vanderbilt  University  in  Nashville, 
Tenn.,  and  then  entered  Tulane  University 
in  New  Orleans  from  which  he  received  his 
M.D.  degree  in  1915.  He  did  his  internship 
at  the  Southern  Pacific  Hospital  in  Houston. 

He  came  to  Winters  in  1916  and  estab- 
lished his  practice.  He  enlisted  in  the  Army 
medical  corps  during  World  War  I and  saw 
18  months  active  duty  as  a lieutenant. 

He  married  Vera  Patterson  March  1,  1917, 
in  Winters. 

He  was  a member  of  the  Winters  Masonic 
Lodge,  the  American  Legion,  and  the  Winters 
Chamber  of  Commerce.  He  served  on  the 
Winters  school  board  for  eight  years  and 
was  president  for  six  years. 

He  was  a Baptist. 

He  was  an  agricultural  enthusiast  and 
owned  and  operated  several  farms  in  Run- 
nels County. 

He  was  an  honorary  member  of  the  Run- 
nels County  Medical  Society  and  Texas  Medi- 
cal Association  and  a member  of  the  Ameri- 
can Medical  Association. 

Survivors  include  his  wife ; two  sons,  Er- 
nest of  Arlington  and  Lawrence  of  Irving ; 
five  grandchildren ; one  brother,  Dr.  William 
L.  Jennings  of  Coleman;  two  half-brothers, 
Dell  Gardner  of  Winters  and  C.  0.  Gardner 
of  Corpus  Christi. 


DR.  W.  0.  REHMEYER 

Dr.  Walter  Owen  Rehmeyer  of  Monahans 
died  on  July  15  in  a Dallas  hospital  of  con- 
gestive heart  failure. 

Dr.  Rehmeyer  was  born  in  York  County, 
Pa.,  July  30,  1896.  He  received  his  bachelor 
of  science  degree  from  Gettysburg  College, 
Gettysburg,  Pa.  He  received  his  medical  de- 
gree from  the  University  of  Maryland  School 
of  Medicine  in  Baltimore  in  1931.  He  in- 
terned at  York  City  Hospital  in  York,  Pa. 

At  the  time  of  his  death  Dr.  Rehmeyer  had 
practiced  medicine  in  Monahans  for  30  years. 

He  was  a member  of  the  American  Medi- 


cal Association,  the  American  Academy  of 
General  Practice,  Association  of  American 
Physicians  and  Surgeons,  Texas  Medical  As- 
sociation, and  the  Texas  Academy  of  General 
Practice.  He  had  served  as  president  of  the 
Reeves  - W a r d - W inkler-Loving  - Culberson- 
Hudspeth  Counties  Medical  Society,  and  was 
immediate  past  chief  of  staff  of  the  Ward 
Memorial  Hospital  in  Monahans. 

Dr.  Rehmeyer  maintained  an  active  inter- 
est in  the  medical  profession,  was  active  in 
local  affairs  and  maintained  wide  interests 
in  the  oil  and  gas  business.  He  was  a mem- 
ber of  the  Texas  Independent  Producers  and 
Royalty  Owners  Association.  He  was  a char- 
ter member  of  the  Monahans  Rotary  Club. 
He  had  served  in  World  War  I and  was  a 
45-year  member  of  the  American  Legion. 

Survivors  are  his  wife,  Bliss  Martin  Reh- 
meyer; one  daughter,  Mrs.  T.  T.  Odell;  and 
three  granddaughters  of  Oak  Ridge,  Tenn. ; 
two  brothers,  and  two  sisters,  all  of  Penn- 
sylvania. 


DR.  R.  N.  RIDDLE,  JR. 

Dr.  Riley  Newton  Riddle,  Jr.,  38,  of  Alice 
was  killed  in  a car  accident  on  May  25. 

He  was  born  Aug.  8,  1924,  in  Fort  Worth, 
the  son  of  Riley  N.  Riddle,  Sr.,  and  Hylma 
Yettive  (Looney)  Riddle.  He  attended  pub- 
lic schools  in  Fort  Worth  and  received  his 
B.A.  degree  from  Texas  Christian  University 
in  1949.  He  attended  Massachusetts  Insti- 
tute of  Technology  in  Boston  and  received 
his  M.D.  degree  from  the  University  of  Tex- 
as Medical  Branch  in  1953.  He  interned  at 
City-County  Hospital  in  Fort  Worth. 

He  had  practiced  medicine  in  Alice  since 
1954. 

He  was  a World  War  II  veteran  and  served 
as  a combat  infantryman  in  Europe. 

He  belonged  to  the  Brooks-Duval-Jim 
Wells  Counties  Medical  Society,  the  Texas 
Medical  Association,  and  the  American  Med- 
ical Association.  He  was  a member  of  Phi 
Chi  medical  fraternity.  He  was  a Roman 
Catholic. 

His  hobbies  were  “ham”  radio  operating, 
shooting,  hunting,  and  boating. 

He  was  married  to  Winifred  Marie  Pa- 
tricia Fincher  in  Fort  Worth  on  July  31, 
1948. 

She  survives  as  do  three  sons,  Clayton. 
Riley  III,  and  Lincoln;  two  daughters,  Phyl- 
lis and  Hope,  all  of  Alice;  his  mother  of  Fort 
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Worth;  two  brothers,  LCDR.  Edward  Riddle 
of  Brooklyn,  N.Y.,  and  Ensign  Robert  Rid- 
dle serving  on  the  Aircraft  Carrier  U.S.S. 
Kearsarge;  and  one  sister,  Mrs.  Harry  Blair 
of  Fort  Worth. 


DR.  J.  G.  DANIELS 

Dr.  John  Gilbert  Daniels,  Gilmer  physi- 
cian, died  in  a hospital  there  June  25  at  the 
age  of  81. 

Dr.  Daniels  retired  as  Upshur  County 
Health  Unit  director  in  October  of  1962.  He 
had  served  in  that  capacity  for  16  years.  He 
maintained  a general  practice  for  more  than 
50  years. 

He  was  born  Nov.  13,  1881,  in  Gilmer,  the 
son  of  Dr.  John  Gilbert  Daniels,  Sr.,  and 
Cumi  (Hamilton)  Daniels.  His  father,  grand- 
father, and  two  uncles  were  physicians. 

He  attended  Jeff  Davis  College  at  Pitts- 
burg, Tex.,  and  Grayson  College  at  White- 
wright,  Tex.,  and  received  his  medical  edu- 
cation at  the  University  of  Louisville,  Ky., 
School  of  Medicine  in  1905.  Upon  his  gradua- 
tion, Dr.  Daniels  returned  to  his  home  in  Gil- 
mer where  his  father  practiced.  The  elder 
Dr.  Daniels  was  an  1876  graduate  of  the 
University  of  Louisville. 

Dr.  Daniels  married  the  former  Mary 
Frances  Harris  on  Dec.  26,  1909,  at  Simpson- 
ville. 

Dr.  Daniels  was  a Baptist  and  a charter 


DR.  J.  G.  DANIELS 


member,  past  president,  and  honorary  mem- 
ber of  the  Gilmer  Rotary  Club. 

He  was  elected  to  inactive  membership  in 
the  Texas  Medical  Association  in  1963 
through  the  Upshur  County  Medical  Society. 

He  is  survived  by  his  wife;  two  sons,  Dr. 
G.  Harris  Daniels  and  Dr.  Douglas  R.  Dan- 
iels, both  of  Gilmer;  two  daughters,  Mrs.  C. 
W.  Fuqua  and  Mrs.  B.  J.  Curry,  both  of  Dal- 
las ; nine  grandchildren ; one  brother,  Hilton 
Daniels,  Waskom ; and  three  sisters,  Miss 
Pearl  Daniels  and  Miss  Yendell  Daniels,  both 
of  Gilmer,  and  Mrs.  Pope  Dibrell,  Atlanta, 
Ga. 


DR.  D.  G.  CURB 

Dr.  Delos  Griffith  Curb,  Waco  general 
practitioner,  died  June  12  in  a hospital  there. 
He  was  66. 

The  son  of  a Baptist  minister,  Dr.  Curb 
was  born  and  reared  in  Leon,  Okla.  He  at- 
tended school  in  Woodward,  Okla.,  was  at 
Oklahoma  Baptist  University,  Shawnee,  for 
two  years,  and  went  on  to  get  a degree  in 
pharmacy  from  the  University  of  Oklahoma 
in  Norman.  In  1933  he  received  his  M.D.  de- 
gree from  the  University  of  Oklahoma  Medi- 
cal School  in  Oklahoma  City.  He  remained 
there  another  year  to  intern  at  University 
Hospital. 

During  the  first  World  War  he  served  in 
the  U.S.  Navy  as  a pharmacist’s  mate.  After 
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DR.  W.  G.  COOK 


receiving  his  degree  in  pharmacy  he  was  a 
pharmacist  for  five  years  before  entering 
medical  school.  During  World  War  II  he 
again  served  in  the  Navy  for  three  and  one 
half  years  with  one  year’s  service  as  senior 
medical  officer  aboard  the  USS  General  Le- 
Roy  Eltinge.  He  retired  as  a captain  in  the 
naval  reserve  in  1957. 

He  had  practiced  medicine  privately  in 
Albany,  in  Waco,  Dallas,  and  Lubbock  with 
the  Veterans’  Administration;  and  for  the 
past  year  was  the  school  physician  for  the 
Waco  Independent  School  District. 

He  was  a member  of  the  Methodist  church, 
the  Masons,  and  the  American  Legion. 

He  was  a member  of  the  American  Medi- 
cal Association,  the  Texas  Medical  Associa- 
tion, and  the  McLennan  County  Medical  So- 
ciety. 

Survivors  include  his  wife,  the  former 
Madie  E.  Whorton  of  Albany;  two  daugh- 
ters, Mrs.  Max  H.  Simpson  and  Miss  Jo 
Betsy  Curb  of  Waco;  a son,  W.  J.  Curb  of 
Dallas;  his  mother,  Mrs.  Dan  N.  Curb  of 
Hollis,  Okla. ; one  brother,  Dan  N.  Curb,  Jr., 
of  Bartlesville,  Okla. ; two  sisters,  Mrs. 
James  Reed  of  Amarillo  and  Mrs.  R.  N. 
Mathews  of  Canadian;  and  one  grandson. 

DR.  W.  G.  COOK 

Dr.  Willis  Gurden  Cook,  97,  a Fort  Worth 
physician  since  1900,  died  July  31.  He  had 
helped  organize  the  Tarrant  County  Medical 
Society  and  had  once  taught  in  the  old  Fort 
Worth  Medical  School. 


Malaria  and  typhoid  fever  were  the  pre- 
vailing diseases  when  Dr.  Cook  came  to  Tex- 
as just  out  of  the  University  of  Michigan 
with  his  M.D.  degree  and  a year’s  internship 
at  a Chicago  hospital.  Fort  Worth  had  been 
recommended  to  him  by  a professor  who  had 
taught  in  Galveston,  and  Dr.  Cook,  tired  of 
the  bitter  winters  of  his  native  Michigan, 
came  to  Texas,  looked  over  the  rough  cow- 
town  on  the  Trinity  with  its  population  of 
30,000  citizens,  and  decided  to  stay.  He  said 
he  never  regretted  the  decision. 

He  was  born  in  Grand  Blanc,  Mich.,  a 
farm  boy.  He  received  a bachelor  of  science 
degree  at  the  University  of  Michigan  before 
he  got  his  medical  training. 

In  Fort  Worth  he  was  for  a time  professor 
of  chemistry  and  toxicology  at  Fort  Worth 
Medical  School.  He  was  a staff  member  of 
St.  Joseph  and  All  Saints  hospitals.  A mem- 
ber of  the  American  Medical  Association,  he 
was  elected  to  honorary  membership  in  the 
Texas  Medical  Association  through  the  Tar- 
rant County  Medical  Society  in  1936. 

Dr.  Cook  was  a life  member  of  the  Elks 
Club,  a Shriner,  and  a member  of  Fort  Worth 
Club.  He  helped  to  organize  the  Glen  Gar- 
den Country  Club. 

During  World  War  I,  he  was  a captain  in 
the  Army  Medical  Corps  at  old  Camp  Bowie 
at  Fort  Worth. 

Dr.  Cook  retired  from  practice  in  the 
1930s. 

His  wife  and  a foster  daughter,  Mrs.  Polly 
Dunn  Hornaday  of  Harlingen,  survive. 
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DR.  C.  M.  SUBLETT 

Dr.  Collier  M.  Sublett,  65,  Kingsville  sur- 
geon for  35  years,  died  there  June  23. 

Born  in  1898  and  reared  in  Arlington,  Dr. 
Sublett  was  the  son  of  Mr.  and  Mrs.  A.  C. 
Sublett.  He  was  a graduate  of  the  University 
of  Texas  Medical  Branch  in  1921.  He  served 
his  internship  in  a Memphis,  Tenn.,  hospital. 
He  practiced  briefly  in  Fordyce,  Ark.,  Beau- 
mont, and  Houston  before  moving  to  Kings- 
ville in  1926.  He  had  served  as  city  health 
officer  in  Kingsville  for  20  years  and  had 
been  college  physician  for  the  Texas  College 
of  Arts  and  Industries  for  12  years. 

An  elder  in  the  First  Presbyterian  Church 
of  Kingsville,  Dr.  Sublett  was  a member  of 
the  Chamberlain  Masonic  Lodge,  the  Kings- 
ville Rotary  Club,  the  Kleberg-Kenedy  Coun- 
ties Medical  Society,  the  Texas  Medical  As- 
sociation, and  the  American  Medical  Associa- 
tion. He  was  a former  secretary  of  the  coun- 
ty medical  society. 

Survivors  include  his  wife,  Ninon ; one  son, 
Collier  M.  Sublett,  Jr.,  both  of  Kingsville; 
one  sister,  Miss  Mattie  Sublett  of  Arlington ; 
and  one  brother,  Coulter  R.  Sublett  of  Dallas. 


DR.  W.  W.  BLANKENSHIP 

Dr.  Walter  William  Blankenship,  Central 
Texas  physician  for  more  than  half  a cen- 
tury, died  at  his  home  in  Mosheim  on  July  2. 
He  was  77. 

He  was  born  near  Coryell  City,  Tex.,  Sept. 
26,  1885,  and  was  a son  of  Coryell  County 
pioneers  J.  M.  and  Amanda  Blankenship.  He 
was  graduated  from  Vanderbilt  University, 
Nashville,  Tenn.,  in  1909  and  did  postgradu- 
ate work  at  Tulane  University,  New  Orleans. 
During  the  first  World  War,  Dr.  Blanken- 
ship served  as  a medical  officer  in  the  U.S. 
military  forces. 

His  hobby  was  farming. 

He  was  a Mason  and  a member  of  the  First 
Baptist  Church  in  Mosheim.  He  was  a mem- 
ber of  the  Texas  Medical  Association  through 
the  Bosque-Hamilton  Counties  Medical  So- 
ciety. 

Dr.  Blankenship  was  married  Sept.  3, 1909, 
to  Miss  Rosalie  Davidson. 

She  survives  as  do  a daughter,  Mrs.  Chris- 
tine Jenson  of  Waco;  two  brothers,  A.  S. 
Blankenship  of  Commerce  and  Tom  Blanken- 
ship of  Burnet;  two  sisters,  Mrs.  May  Miles 
of  Mosheim  and  Mrs.  Dove  Coltharp  of  Aus- 


tin; one  granddaughter;  and  three  great- 
grandchildren. 

DR.  0.  T.  KIRKSEY,  JR. 

Dr.  Oscar  Thweatt  Kirksey,  Jr.,  44,  Gal- 
veston surgeon  and  resident  of  La  Marque, 
died  on  June  12  of  a heart  attack. 

Dr.  Kirksey  was  born  in  San  Marcos  Aug. 
17,  1918.  His  parents  were  the  late  Dr.  Oscar 
T.  Kirksey,  Sr.,  and  Mrs.  Kirksey.  He  re- 
ceived his  bachelor  of  science  degree  from 
the  University  of  Texas  in  Austin  and  at- 
tended the  Medical  Branch  at  Galveston, 
where  he  received  his  medical  degree  in  1942. 

He  interned  at  Scott  and  White  Hospital 
in  Temple  and  served  residencies  in  pathol- 
ogy and  general  surgery  at  the  University 
of  Texas  Medical  Branch,  Galveston.  He  had 
served  as  assistant  professor  of  surgery  at 
the  University  of  Texas  Medical  Branch  and 
at  the  time  of  his  death  was  in  the  private 
practice  of  surgery. 

He  was  a fellow  of  the  American  College 
of  Surgeons,  a diplomate  of  the  American 
Board  of  Surgeons,  and  was  a member  of  the 
Galveston  County  Medical  Society,  Texas 
Medical  Association  and  American  Medical 
Association.  He  was  a charter  member  of  the 
Singleton  Surgical  Society  and  belonged  to 
the  American  Cancer  Society,  Kiwanis  Club, 
and  the  Phi  Chi  medical  fraternity.  Dr.  Kirk- 
sey, as  a member  of  the  Charter  Commission, 
was  one  of  the  authors  of  the  present  Galves- 
ton city  charter.  He  was  senior  warden  of 
St.  Michael’s  Episcopal  Church  at  La  Marque 
and  had  served  on  the  Chamber  of  Commerce 
medical  school  committee,  committee  of  social 
agencies,  and  was  a United  Fund  trustee.  He 
also  served  as  institutional  representative 
for  the  Boy  Scouts  of  America.  He  was  a 
member  of  the  staff  of  John  Sealy  Hospital 
and  St.  Mary’s  Infirmary  in  Galveston,  the 
Danforth  Hospital  in  Texas  City,  Galveston 
County  Memorial  Hospital,  La  Marque,  and 
was  on  the  consulting  staff  of  Community 
Hospital,  Freeport. 

Dr.  Kirksey  served  as  a major  in  the  Army 
Medical  Corps  during  World  War  II. 

He  is  survived  by  his  widow,  Eleanor 
Kirksey,  son,  Oscar  Thweatt  Kirksey  III, 
two  daughters,  Susan  and  Patricia  Kirksey, 
all  of  La  Marque;  his  mother  of  Fort  Worth; 
two  brothers,  Dr.  Tom  Kirksey  of  Galveston 
and  Dr.  W.  H.  Kirksey  of  Fort  Worth;  and 
a sister,  Mrs.  Ralph  W.  Deaton,  of  Greens- 
boro, N.C. 


Volume  59,  SEPTEMBER,  1963 


925 


TMA  Officers,  Councils,  & Committees,  1963-1964 


Officers 

Robert  Mayo  Tenery,  Waxahachie,  President. 

Max  E.  Johnson,  San  Antonio,  President  Elect. 
William  H.  Gordon,  Lubbock,  Vice  President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1965). 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 
Howard  O.  Smith,  Marlin,  Treasurer  (1965). 
James  D.  Murphy,  Fort  Worth,  Speaker  of  the 
House  of  Delegates. 

Charles  Max  Cole,  Dallas,  Vice  Speaker  of  the 
House  of  Delegates. 

Board  of  Trustees 

Troy  A.  Shafer,  Harlingen,  Chairman  (1964). 
Byron  P.  York,  Houston,  Vice  Chairman  (1968). 
James  A.  Hallmark,  Fort  Worth,  Secretary 
(1967). 

J.  B.  Copeland,  Austin  (1966). 

C.  P.  Hardwicke,  Austin  (1966). 

Elliott  Mendenhall,  Dallas  (1965). 

C.  E.  Willingham,  Tyler  (1964). 

Board  of  Councilors 

First  District:  Charles  E.  Oswalt,  Jr.,  Fort  Stock- 
ton,  Chairman  (1964)  ; Russell  Holt,  El  Paso, 
Vice  Councilor. 

Second  District:  Henrie  E.  Mast,  Midland  (1966)  ; 

A.  H.  Daniell,  Brownfield,  Vice  Councilor. 

Third  District:  Julian  M.  Key,  Pampa  (1965)  ; 

James  G.  Morris,  Lubbock,  Vice  Councilor. 
Fourth  District:  S.  Braswell  Locker,  Brownwood 
(1964) ; Henry  N.  Ricci,  San  Angelo,  Vice  Coun- 
cilor. 

Fifth  District:  Walter  Walthall,  San  Antonio,  Vice 
Chairman  (1965)  ; George  H.  Hermann,  Del 
Rio,  Vice  Councilor. 

Sixth  District:  Harold  E.  Griffin,  Corpus  Christi 
(1965)  ; Vacancy,  Vice  Councilor. 

Seventh  District:  Jay  J.  Johns,  Taylor  (1966)  ; 

Ray  L.  Shepperd,  Burnet,  Vice  Councilor. 
Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin,  Sec- 
retary (1966)  ; George  Glover,  Victoria,  Vice 
Councilor. 

Ninth  District:  James  H.  Sammons,  Highlands 
(1966);  Haden  E.  McKay,  Humble,  Vice  Coun- 
cilor. 

Tenth  District:  Charles  W.  Castle,  Liberty  (1966)  ; 
Vacancy,  Vice  Councilor. 

Eleventh  District:  R.  H.  Bell,  Palestine  (1964)  ; 

William  C.  Smith,  Carthage,  Vice  Councilor. 
Twelfth  District:  Tom  M.  Oliver,  Waco  (1965)  ; 

Dick  Cason,  Hillsboro,  Vice  Councilor. 
Thirteenth  District:  Travis  Smith,  Abilene  (1964) ; 

Robert  L.  Daily,  Wichita  Falls,  Vice  Councilor. 
Fourteenth  District:  B.  E.  Park,  Dallas  (1964)  ; 

Horace  A.  Baker,  Wills  Point,  Vice  Councilor. 
Fifteenth  District:  Walter  C.  Barnes,  Texarkana 
(1965)  ; William  A.  King,  Omaha,  Vice  Coun- 
cilor. 


Delegates  to  the  American 
Medical  Association  and  Alternates 

J.  B.  Copeland,  Austin,  Chairman  (1965). 

Alternate:  George  Turner,  El  Paso  (1965). 
Troy  A.  Shafer,  Harlingen  (1964). 

Alternate:  Harvey  Renger,  Hallettsville  (1964). 
John  K.  Glen,  Houston  (1964). 

Alternate:  N.  L.  Barker,  Paris  (1964). 

G.  W.  Cleveland,  Austin  (1964). 

Alternate:  Ridings  E.  Lee,  Dallas  (1964). 

John  L.  Otto,  Galveston  (1964). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (1964). 
T.  C.  Terrell,  Fort  Worth  (1965). 

Alternate:  Denton  Kerr,  Houston  (1965). 

M.  0.  Rouse,  Dallas  (1965). 

Alternate:  R.  D.  Moreton,  Fort  Worth  (1965). 
J.  C.  Terrell,  Stephenville  (1965). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1965). 
R.  W.  Kimbro,  Cleburne  (1965). 

Alternate:  J.  E.  Miller,  Dallas  (1965). 

Executive  Board 

Ex  Officio:  President,  Vice  President,  President 
Elect,  Secretary,  Treasurer,  Speaker  of  the  House 
of  Delegates,  Vice  Speaker  of  the  House  of  Dele- 
gates, Trustees,  Councilors,  Texas  delegates  and  al- 
ternates to  the  AMA,  Council  on  Medical  Jurispru- 
dence, and  chairmen  of  councils. 

Councils 

(The  President  and  Executive  Secretary  are  ex 
officio  members  of  all  Councils.) 

Council  on  Annual  Session 

Herman  C.  Sehested,  Fort  Worth,  Chairman 
(1964). 

John  Meadows,  Jr.,  San  Antonio  (1965). 

W.  Tom  Arnold,  Houston  (1965). 

John  P.  McGovern,  Houston  (1964). 

Dennis  M.  Voulgaris,  Wharton  (1966). 

John  W.  Chriss,  Corpus  Christi  (1966). 

Madison  Lee,  Jr.,  Tyler  (1966). 

Council  on  Constitution  and  By-Laws 

J.  T.  Billups,  Houston,  Chairman  (1964). 
Stephen  R.  Lewis,  Galveston  (1965). 

J.  J.  Andujar,  Fort  Worth  (1965). 

George  M.  Jones,  Dallas  (1964). 

M.  D.  Thomas,  El  Paso  (1966). 

David  Wade,  Austin  (1966). 

Joe  Donaldson,  Pampa  (1966). 

(Ex  officio  members  YSpeaker  and  Vice  Speaker 
of  the  House  of  Delegates.) 

Council  on  Medical  Education  and  Hospitals 

G.  V.  Brindley,  Jr.,  Temple,  Chairman  (1965). 
John  W.  Lanius,  Dallas  (1965). 

Jack  B.  Lee,  San  Antonio  (1965). 

James  A.  Greene,  Houston  (1964). 

A.  J.  Gill,  Dallas  (1964). 

M.  H.  Crabb,  Fort  Worth  (1966). 

Weldon  G.  Kolb,  La  Marque  (1966). 
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Council  on  Medical  Jurisprudence 

John  M.  Smith,  Jr.,  San  Antonio,  Chairman 
(1965). 

Joe  T.  Nelson,  Weatherford  (1965). 

Floyd  A.  Norman,  Dallas  (1964). 

Haden  E.  McKay,  Humble  (1964). 

N.  L.  Barker,  Paris  (1966). 

Tom  Duke,  Amarillo  (1966). 

Robert  L.  Daily,  Wichita  Falls  (1966). 

Council  on  Medical  Service  and  Insurance 

Charles  D.  Bussey,  Dallas,  Chairman  (1965). 
William  E.  Sharp,  Baytown  (1965). 

John  E.  Ballard,  San  Angelo  (1965). 

Gail  Medford,  Jr.,  Lufkin  (1964). 

C.  F.  Jorns,  Houston  (1966), 

J.  G.  Rodarte,  Temple  (1966). 

David  0.  Johnson,  Austin  (1964). 

Council  on  Public  Relations  and  Public  Service 
Glenn  D.  Carlson,  Dallas,  Chairman  (1965). 
John  H.  Bohmfalk,  San  Antonio  (1965). 

G.  M.  McCaskey,  Corpus  Christi  (1965). 
Courtney  M.  Townsend,  Paris  (1964). 

J.  T.  Ainsworth,  Houston  (1964). 

Van  D.  Goodall,  Clifton  (1966). 

O.  Edward  Egbert,  Jr.,  El  Paso  (1966). 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Dallas,  Chairman  (1965). 

Herbert  C.  Allen,  Jr.,  Houston  (1965). 

John  W.  Middleton,  Galveston  (1965). 

Howard  R.  Dudgeon,  Waco  (1964). 

Robert  E.  Leslie,  El  Campo  (1966). 

William  J.  McGanity,  Galveston  (1966). 

P.  C.  Talkington,  Dallas  (1964). 

Committees 

The  committees  serving  under  the  various  boards 
and  councils  of  the  Texas  Medical  Association  are 
as  follows: 

Board  of  Councilors 

Committee  on  Contract  Medicine  (standing) 

E.  Peter  Garber,  Galveston,  Chairman  (1964). 
Robert  C.  Jackson,  Harlingen  (1965). 

William  M.  Ashe,  Dallas  (1965). 

Francis  Hood,  Jr.,  Sweetwater  (1965). 

R.  B.  Johns,  Abilene  (1964). 

Paul  Collins,  Wichita  Falls  (1964). 

H.  W.  Kilpatrick,  III  (1966). 

Homer  V.  Hedges,  Hico  (1966). 

O.  Roger  Hollan,  San  Antonio  (1966). 

Committee  on  Liaison  with  State  Bar  of  Texas 
(standing) 

D.  W.  Carter,  Dallas,  Chairman  (1964). 

Mylie  E.  Durham,  Jr.,  Houston  (1965). 

Edward  T.  Driscoll,  Midland  (1964). 

Robert  Gossett,  San  Antonio  (1966). 

Jesson  L.  Stowe,  El  Paso  (1965). 

Frederick  C.  Lowry,  Austin  (1965). 

John  W.  Griffin,  Port  Lavaca  (1966). 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees. 

Chairman,  Board  of  Councilors. 

Chairman,  Council  on  Medical  Service  and 
Insurance. 

Chairman,  Council  on  Medical  Jurisprudence. 
Chairman,  Council  on  Public  Relations  and 
Public  Service. 


Board  of  Trustees 

Advisory  Committee  to  the  Woman’s  Auxiliary 
(standing) 

A.  0.  McCary,  Freeport,  Chairman  (1966). 
Martin  L.  Towler,  Galveston  (1965). 

George  W.  Tipton,  Austin  (1964). 

Committee  on  May  Owen  Physicians’  Benevolent 
Fund  (special) 

Travis  Smith,  Abilene,  Chairman. 

Max  E.  Johnson,  San  Antonio. 

James  A.  Hallmark,  Fort  Worth. 

May  Owen,  Fort  Worth. 

G.  V.  Brindley,  Sr.,  Temple. 

Denton  Kerr,  Houston. 

George  Waldron,  Houston. 

Robert  Mayo  Tenery,  Waxahachie. 

Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth,  Chairman 
(1965). 

G.  V.  Brindley,  Sr.,  Temple  (1965). 

W.  D.  Thames,  Jr.,  Lufkin  (1965). 

Morris  Polsky,  Austin  (1964). 

W.  C.  Dine,  Amarillo  (1964). 

Gerald  A.  King,  Fort  Worth  (1966). 

Lyman  Blair,  Houston  (1966). 

Joe  C.  Rude,  Austin  (1966). 

Herbert  Donnell,  Waxahachie  (1964). 1 

W.  B.  Russ,  San  Antonio  (Emeritus  Member). 

L.  H.  Reeves,  Fort  Worth  (Emeritus  Member). 

H.  Reid  Robinson,  Galveston  (Emeritus  Mem- 
ber) . 

Pat  I.  Nixon,  San  Antonio  (Emeritus  Member). 


Council  on  Annual  Session 

Committee  on  General  Arrangements  for  Annual 
Session  (special) 

A.  0.  Fly,  Houston,  Chairman. 

B.  F.  Kitchen,  Jr.,  Houston,  Vice  Chairman. 

Committee  on  Scientific  Exhibits  (standing) 

Jasper  H.  Arnold,  Houston,  Chairman  (1964). 
John  A.  Welty,  Harlingen  (1965). 

Charles  C.  Jones,  Jr.,  Kerrville  (1965). 2 
J.  Frank  Beall,  Nacogdoches  (1965). 

Walter  Long,  Austin  (1964). 

Nathan  Cedars,  Stephenville  (1966). 

David  Schrum,  Houston  (1966). 

W.  L.  Carrington,  Mexia  (1964). 3 

J.  L.  Jackson  III,  Wichita  Falls  (1966). 4 


Council  on  Medical  Education  and  Hospitals 

Committee  for  American  Medical  Association 
Education  and  Research  Foundation 
(standing) 

Herbert  A.  Bailey,  Dallas,  Chairman  (1964). 
Edward  S.  Crocker,  Houston  (1965). 

E.  M.  Addison,  Huntsville  (1965). 

Douglas  B.  Black,  Lamesa  (1965). 

H.  E.  Whigham,  McAllen  (1964). 

Nelson  L.  Schiller,  Austin  (1964). 

J.  C.  Terrell,  Stephenville  (1966). 

1.  Appointed  in  June,  1963,  to  replace  Pat  1.  Nixon,  San  An- 
tonio, who  was  made  Emeritus  Member. 

2.  Appointed  in  August,  1963,  to  replace  John  E.  Johnson,  Jr., 
Galveston,  who  resigned  Aug.  16,  1963. 

3.  Appointed  in  August,  1963,  to  fill  vacancy. 

U.  Appointed  in  August,  1963,  to  fill  vacancy. 
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P.  W.  Voltz,  Jr.,  San  Antonio  (1966). 

C.  V.  Chenoweth,  Tyler  (1966). 5 

Advisers  to  Student  American  Medical  Association 
Homer  A.  Taylor,  Jr.,  Houston  (Baylor). 
Charles  LeMaistre,  Dallas  (Southwestern 
Medical  School) . 

E.  Sinks  McLarty,  Galveston  (University  of 
Texas  Medical  Branch) . 

Appointees  to  Texas  Commission  on  Patient  Care 
Joseph  F.  McVeigh,  Fort  Worth  (1964). 

G.  E.  Brereton,  Dallas  (1964). 

A.  J.  Bankhead,  Tyler  (1964). 

Joseph  C.  Magliolo,  Dickinson  (1964). 

Committee  on  Hospital  Accreditation  (standing) 
Ray  L.  Shepperd,  Burnet,  Chairman  (1966). 
Maynard  Hart,  El  Paso  (1965). 

Dean  Dimmitt,  Uvalde  (1965). 

Dan  Spivey,  Lufkin  (1964). 

Hugh  F.  Rives,  Jacksonville  (1964). 

R.  E.  Speegle,  Garland  (1964). 

William  F.  Ross,  San  Benito  (1966). 

Billy  Rual  Jones,  Amarillo  (1965). 6 
Sheldon  Joseph,  Houston  (1966). 7 

Committee  on  Medical  Careers 

A.  Fletcher  Clark,  Jr.,  San  Antonio,  Chairman 
(1965). 

Harry  M.  Shytles,  Sherman  (1965). 

John  Bonnet,  Temple  (1964). 

John  B.  Truslow,  Galveston  (1964). 

Walter  A.  Brooks,  Quanah  (1964). 

Gordon  Black,  El  Paso  (1966). 

M.  D.  McCauley,  Austin  (1966). 

Peter  Kamin,  San  Antonio  (1966). 

John  Wensley,  Longview  (1965). 8 9 

Committee  on  Liaison  with  Medical  Schools 
(standing) 

Russell  L.  Deter,  El  Paso,  Chairman  (1966). 
Frank  Harrison,  Dallas  (1966). 

L.  Bonham  Jones,  San  Antonio  (1966). 

Harry  Spence,  Dallas  (1965). 

Stanley  Olson,  Houston  (1965). 

May  Owen,  Fort  Worth  (1964). 

Henry  Renfen,,  Jr.,  Austin  (1964). 

Stephen  R.  Lewis,  Galveston  (1965). 

W.  H.  Hamrick,  Houston  (1964). 

Committee  on  Nursing  Home  Accreditation  (special)0 
Charles  B.  Dryden,  Jr.,  Wichita  Falls, 
Chairman. 

Richard  L.  Berry,  Marshall. 

Ralph  L.  Coffelt,  Waco. 

W.  Kenneth  Day,  Abilene. 

Lloyd  L.  Gregory,  Jr.,  Houston. 

Arvil  Ponton,  Alpine. 

William  O.  Sweet,  Brownwood. 

George  W.  Waldron,  Houston,  ex  officio. 

Council  on  Medical  Jurisprudence 

Committee  on  Military  and  Veterans  Affairs 
(standing) 

Milton  V.  Davis,  Dallas,  Chairman  (1965). 
Dickson  K.  Boyd,  Denton,  Vice  Chairman 
(1966). 

5.  Appointed  in  August,  1963,  to  fill  vacancy. 

6.  Appointed  in  June,  1963,  to  fill  vacancy. 

7.  Appointed  in  August,  1963,  to  fill  vacancy. 

8.  Appointed  in  August,  1963,  to  fill  vacancy  created  by  resig- 
nation of  Russell  Scott,  Houston.,  Chairman. 

9.  Special  committee  created  and  appointed  in  August,  1963. 


Philip  T.  Williams,  San  Antonio  (1965). 
James  C.  Whittington,  Fort  Worth  (1964). 
Richard  H.  Harrison,  III,  Bryan  (1964). 
Paul  R.  Meyer,  Port  Arthur  (1964). 

James  E.  Watson,  Jr.,  Houston  (1966). 

Ivey  E.  Lamberth,  Tyler  (1965). 10 
Prescott  H.  Haralson,  Amarillo  (1966). 11 


Council  on  Medical  Service  and  Insurance 

Committee  on  Association  Insurance  Programs 
(standing) 

Alford  R.  Hazzard,  Austin,  Chairman  (1965). 
G.  J.  Pruitt,  Lufkin  (1965). 

A.  L.  Hewitt,  Lubbock  (1964). 

C.  C.  Shotts,  San  Antonio  (1964). 

John  Douglas,  Austin  (1966). 

Charles  W.  Klanke,  Houston  (1966). 

Laurance  Nickey,  El  Paso  (1966). 

Committee  on  Health  Insurance  (standing) 

A.  Rex  Kirkley,  Temple,  Chairman  (1965). 
William  M.  Sherrill,  Houston  (1965). 

Jack  L.  Eidson,  Weatherford  (1965). 

E.  A.  Maxwell,  San  Antonio  (1964). 

Norman  West,  Hillsboro  (1964). 

Mario  E.  Ramirez,  Roma  (1964). 

George  L.  Walmsley,  Baytown  (1966). 

Marvin  Schlecte,  Plainview  (1966). 

Billy  B.  Markette,  San  Antonio  (1966). 

Subcommittees  of  Committee  on  Health  Insurance: 
Appointees  to  Hospitals-Insurance-Physicians 
Joint  Advisory  Committee 
C.  D.  Bussey,  Dallas  (1964). 

A.  Rex  Kirkley,  Temple  (1964). 

Vacancy  (1964).' 12 

Committee  on  Liaison  with  Blue  Shield 
(standing) 

Everett  C.  Fox,  Dallas,  Chairman  (1965). 
R.  W.  Kimbro,  Cleburne  (1965). 

Harvey  Renger,  Hallettsville  (1965). 

Olin  B.  Gober,  Temple  (1964). 

R.  H.  Bell,  Palestine  (1964). 

J.  B.  Copeland,  Austin  (1964). 

E.  A.  Rowley,  Amarillo  (1966). 

Denton  Kerr,  Houston  (1966). 

James  A.  Hallmark,  Fort  Worth  (1966). 

Committee  on  Professional  Insurance  (standing) 

D.  O.  Johnson,  Austin,  Chairman  (1964). 

R.  E.  Read,  Lufkin  (1965). 

A.  W.  Bronwell,  Lubbock  (1965). 

Bill  Robins,  Houston  (1964). 

Patrick  H.  Pappas,  Lubbock  (1966). 

Edward  G.  Naslund,  Amarillo  (1966). 

E.  A.  Cox,  Wichita  Falls  (1966).12a 

Committee  on  Workmen’s  Compensation  Insurance 
(standing) 

Edward  T.  Smith,  Houston,  Chairman  (1965). 
J.  B.  Chester,  Dallas' (1965). 

Richard  C.  Bellamy,  Liberty  (1964). 

F.  C.  Rehfeldt,  Fort  Worth  (1964). 

Ralph  E.  Donnell,  Jr.,  Abilene  (1966). 

James  L.  Mims,  Jr.,  San  Antonio  (1966). 
Edward  F.  Thomas,  Amarillo  (1966). 


10.  Appointed  in  August,  1963 , to  fill  vacancy. 

11.  Appointed  in  August,  1963,  to  fill  vacancy. 

12.  Vacancy  created  by  resignation  of  G.  W.  Cleveland,  Aus- 
tin, in  August,  1963. 

12a.  Appointed  in  September,  1963,  to  fill  vacancy. 
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Council  on  Public  Relations  and  Public  Service 

Committee  on  Aging  (standing) 

F.  G.  Dorsey,  Houston,  Chairman  (1964). 

C.  J.  Ruilmann,  Austin  (1965). 

John  Dupre,  Levelland  (1965). 

Edward  J.  Lefeber,  Galveston  (1965). 
Elizabeth  Gentry,  Austin  (1964). 

Vance  Terrell,  Stephenville  (1964). 

Ernest  W.  Keil,  Austin  (1966). 

Roy  H.  Morris,  Elgin  (1966). 

Kenneth  R.  Flamm,  Amarillo  (1966). 13 

Committee  on  Disaster  Medical  Care  (standing) 
Ben  A.  Merrick,  Dallas,  Chairman  (1964). 
Joe  R.  Shaeffer,  San  Antonio  (1965). 

T.  June  Melton,  Midland  (1965). 

W.  D.  Nicholson,  Freeport  (1965). 

J.  L.  Johnson,  Amarillo  (1966). 

John  C.  Allensworth,  Mineral  Wells  (1966). 
O.  A.  Fly,  Jr.,  Houston  (1964). 

Robert  A.  Dennison,  Jr.,  Austin  (1964). 14 
Joseph  Selman,  Tyler  (1966). 15 

Committee  on  Industrial  Health  (standing) 

Robert  J.  Potts,  Dallas,  Chairman  (1966). 
Robert  A.  Wise,  Houston  (1965). 

G.  V.  Launey,  Dallas  (1965). 

John  C.  Parsons,  San  Antonio  (1965). 

Carl  A.  Nau,  Oklahoma  City  (1964). 

Jesse  G.  Burdick,  Pasadena  (1964). 

Kurt  Lekisch,  Midland  (1964). 

F.  W.  Wilson,  Port  Arthur  (1966). 

E.  E.  Baden,  Raymondville  (1966). 

Committee  on  Medicine  and  Religion  (special) 
Edwin  Goodall,  Breckenridge,  Chairman. 

H.  Frank  Carman,  Dallas. 

Frank  Cohen,  Fort  Worth. 

John  P.  McGraw,  Houston. 

Howard  O.  Smith,  Marlin. 

M.  0.  Rouse,  Dallas,  ex  officio. 

Travis  Smith,  Abilene,  ex  officio. 

Committee  on  Public  Health  (standing) 

Sam  A.  Nixon,  Floresville,  Chairman  (1966). 
J.  C.  Ellington,  San  Antonio  (1965). 

Lorence  W.  Feller,  Fredericksburg  (1965). 
Charles  A.  Pigford,  Houston  (1965). 

Ben  Primer,  Sr.,  Austin  (1964). 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1966). 

J.  E.  Peavy,  Austin  (1966). 

George  L.  LeBeau,  Jr.,  Wichita  Falls  (1964). 
William  H.  Wade,  El  Paso  (1964). 10 

Committee  on  Rural  Health  (standing) 

Curtis  R.  Haley,  San  Augustine  (1966). 

J.  G.  Sanders,  Bremond  (1965). 

Charles  L.  Bishop,  Ganado  (1965). 17 
Sam  R.  Barnes,  Trinity  (1965). 

Lloyd  Sherrill,  Ozona  (1964). 

George  V.  Pazdral,  Somerville  (1964). 

T.  T.  Walton,  Jr.,  Bryan  (1964). 18 
Dennis  W.  Short,  Commerce  (1966). 19 
Erwin  G.  Pink,  Frisco  (1966).19a 

Committee  on  School  Health  (standing) 

Edwin  L.  Rippy,  Dallas,  Chairman  (1964). 


18-1 9a.  Appointed  in  August,  1963 , to  fill  vacancy. 


Zenas  W.  Hutcheson,  Jr.,  Andrews  (1965). 

R.  K.  Arnett,  Lufkin  (1965). 

H.  C.  Chancellor,  Honey  Grove  (1964). 

M.  A.  Childers,  San  Antonio  (1964). 

A.  G.  Arrant,  Abilene  (1965). 20 
John  W.  Stack,  Mesquite  (1966). 21 
E.  E.  Addy,  Jr.,  Cisco  (1966). 22 
R.  M.  Hampton,  Pampa  (1966). 23 

Committee  on  Transportation  Safety  (standing) 

Heinrich  Lamm,  Harlingen,  Chairman  (1965). 
Otto  Lippmann,  Austin  (1965). 

William  H.  Neil,  Fort  Worth  (1965). 

D.  R.  Knapp,  Kerrville  (1964). 

Linwood  H.  Denman,  Lufkin  (1964). 

Boyd  D.  Alexander,  Waco  (1964). 

Mario  Palafox,  El  Paso  (1966). 

Charles  H.  Wilson,  Wichita  Falls  (1966). 24 
Vernon  V.  Goss,  Tyler  (1966). 25 


Council  on  Scientific  Advancement 

Committee  on  Athletics  (standing) 

Robert  G.  McCorkle,  Houston,  Chairman  (1966). 
Harry  W.  Slade,  Waco  (1966). 

Charles  Sadler,  Amarillo  (1964). 

J.  Frank  Beall,  Nacogdoches  (1965). 

Louis  Levy,  Fort  Worth  (1966). 

Alfred  E.  Voigt,  El  Paso  (1965). 

Ray  Lawson,  Dallas  (1965). 

William  Horn,  Fort  Worth  (1964). 

Dan  Spivey,  Lufkin  (1964). 

Committee  on  Cancer  (standing) 

Howard  R.  Dudgeon,  Waco,  Chairman  (1965). 
Tom  B.  Bond,  Fort  Worth  (1965). 

John  F.  Thomas,  Austin  (1965). 

R.  Lee  Clark,  Jr.,  Houston  (1964). 

John  R.  Rainey,  Austin  (1964). 

William  S.  Brumage,  Austin  (1964). 

W.  Q.  Budd,  Amarillo  (1966). 

Jabez  Galt,  Dallas  (1966). 

Gerald  Jordan,  El  Paso  (1966). 

Committee  on  Cardiovascular  Diseases  (standing) 
Robert  E.  Leslie,  El  Campo,  Chairman  (1965). 
David  Miesch,  Paris  (1965). 

S.  W.  Thorn,  Houston  (1965). 

W.  Frank  McKinley,  Marlin  (1964). 

William  B.  Adamson,  Abilene  (1966). 

John  R.  Derrick,  Galveston  (1966). 

K.  C.  Sherman,  Harlingen  (1964). 

John  M.  Verosky,  El  Paso  (1966). 

James  E.  Kreisle,  Austin  (1964). 26 

Committee  on  Maternal  Mortality  (standing) 
William  J.  McGanity,  Galveston,  Chairman 
(1966). 

J.  C.  Rucker,  Jacksonville  (1965). 

Donald  M.  Gready,  Houston  (1965). 

Fred  W.  Lurting,  Big  Spring  (1965). 

Stephen  W.  Cobb,  Dallas  (1965). 

R.  P.  McDonald,  Fort  Worth  (1964). 

W.  H.  Jondahl,  Harlingen  (1964). 

R.  E.  Moon,  San  Angelo  (1964). 

Henry  C.  McGrede,  Jr.,  Longview  (1964). 
Warren  T.  Kable,  Jr.,  Wichita  Falls  (1964). 

J.  S.  Lancaster,  Austin  (1966). 27 


20-27.  Appointed  in  August,  1963,  to  fill  vacancy. 


Volume  59,  SEPTEMBER,  1963 


929 


William  E.  Strozier,  San  Antonio  (1966). 28 
E.  K.  Blewett,  Austin  (1966 1.29 
James  R.  Morgan,  El  Paso  (1964). 

Matthew  H.  Talty,  Jr.,  Houston  (1965). 

Peggy  Joyce  Whalley,  Dallas,  ex  officio. 

Carl  F.  Moore,  Jr.,  Austin,  ex  officio. 

Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1965). 
Ivan  Bruce,  Galveston  (1965). 

George  Constant,  Victoria  (1965). 

A.  D.  Pattillo,  Austin  (1964). 

Dorothy  Wyvell,  Midland  (1964). 

P.  C.  Palasota,  Abilene  (1964). 

Leroy  A.  Boriack,  Corpus  Christi  (1966). 
Holland  C.  Mitchell,  Waco  (1966). 

Charles  H.  Brown,  Wichita  Falls  (1966). 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Houston,  Chairman 
(1965). 

E.  E.  Anthony,  Jr.,  Fort  Worth  (1965). 

C.  C.  Shullenberger,  Houston  (1965). 

J.  Allen  Chamberlin,  Houston  (1964). 

Lloyd  R.  Hershberger,  San  Angelo  (1964). 
Elbert  DeCoursey,  San  Antonio  (1966). 

J.  R.  Maxfield,  Jr.,  Dallas  (1966). 

Committee  on  Nutrition  (standing) 

Ralph  G.  Greenlee,  Midland,  Chairman  (1965). 
William  Levin,  Galveston  (1965). 

D.  J.  Sibley,  Austin  (1965). 

Joe  D.  Nichols,  Atlanta  (1964). 

Robert  S.  Nelson,  Houston  (1964). 29:1 
Andres  Goth,  Dallas  (1964). 

Per  H.  Langsjoen,  Temple  (1966). 

William  J.  Block,  San  Antonio  (1966). 

Charles  Robinson,  Fort  Worth  (1966). 30 

Committee  on  Rehabilitation  (standing) 

Oscar  Selke,  Houston,  Chairman  (1966). 
Theodore  A.  Klecka,  San  Antonio  (1965). 
Ridings  E.  Lee,  Dallas  (1965). 

Edward  Krusen,  Jr.,  Dallas  (1965). 

Ira  Budwig,  El  Paso  (1964). 

Joe  R.  Gandy,  Houston  (1964). 

Alfred  H.  Hill,  San  Antonio  (1964). 

D.  J.  Turell,  Houston  (1966). 

Robert  A.  Murray,  Temple  (1966). 

Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Galveston,  Chairman 
(1966). 


28.  Appointed  in  August,  1963 , to  fill  vacancy. 

29.  Appointed  in  August,  1963 , to  fill  vacancy. 

29a.  Appointed  in  September , 1963,  to  fill  vacancy. 

30.  Appointed  in  August,  1963,  to  fill  vacancy. 


John  S.  Chapman,  Dallas  (1965). 

R.  B.  Morrison,  Austin  (1965). 

James  L.  Reagan,  Beeville  (1965). 
Samuel  Topperman,  Tyler  (1964). 

James  E.  Dailey,  Houston  (1964). 

Richard  E.  Allison,  Sanatorium  (1964). 
David  McCullough,  San  Antonio  (1966). 
Daniel  E.  Jenkins,  Houston  (1966). 


Scientific  Section  Officers 

Digestive  Diseases 

John  R.  Kelsey,  Jr.,  Houston,  Chairman. 

Marcel  Patterson,  Galveston,  Secretary. 

General  Practice 

Harry  A.  Tubbs,  Post,  Chairman. 

George  A.  Burgess,  Eagle  Pass,  Secretary. 

Internal  Medicine 

Raymond  D.  Pruitt,  Houston,  Chairman. 

Horace  Cromer,  Austin,  Secretary. 

Obstetrics  and  Gynecology 

Stephen  W.  Cobb,  Dallas,  Chairman. 

Wayne  F.  Baden,  Temple,  Secretary. 

Ophthalmology 

Louis  Daily,  Jr.,  Houston,  Chairman. 

E.  R.  Veirs,  Temple,  Secretary. 

Otolaryngology 

Daniel  B.  Powell,  Jr.,  Austin,  Chairman. 

Ben  T.  Withers,  Houston,  Secretary. 

Pathology 

Alice  Smith,  Dallas,  Chairman. 

John  L.  Wallace,  Jr.,  Fort  Worth,  Secretary. 

Pediatrics 

C.  William  Daeschner,  Jr.,  Galveston,  Chairman. 
David  M.  Mumford,  Houston,  Secretary. 

Public  Health 

Albert  G.  Randall,  Amarillo,  Chairman. 
William  R.  Ross,  Galveston,  Secretary. 

Radiology 

Frederick  J.  Bonte,  Dallas,  Chairman. 

George  F.  Crawford,  Beaumont,  Secretary. 

Surgery 

William  D.  Seybold,  Houston,  Chairman. 

R.  H.  Baskin,  Waco,  Secretary. 
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Coming 

American  Medical  Association,  Clinical  Meeting,  Portland,  Ore., 
Dec.  1-4,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago 
10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Houston,  Annual  Session,  April  23- 
26,  1964  ; Austin,  Public  Relations  Conference,  Sept.  28,  1963  ; 
Austin,  Conference  for  County  Medical  Society  Officials,  Jan. 
18,  1964.  C.  L.  Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 

SEPTEMBER 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  5-7,  1963.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  29- 
Oct.  5,  1963.  Miss  Eieanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

International  College  of  Surgeons,  North  American  Federation, 
Chicago,  Sept.  9-12,  1964.  Dr.  W.  F.  James,  1615  Lake  Shore 
Dr.,  Chicago,  Sec. 

Texas  Dermatological  Society,  Amarillo,  Sept.  29,  1963.  Dr.  M.  A. 

Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Heart  Association,  San  Antonio,  Sept.  13-15,  1963.  Mr. 

E.  T.  Guy,  2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Pediatric  Society,  Houston,  Sept.  12-14,  1963.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Tuberculosis  Association,  Dallas,  Sept.  26-28,  1963.  Mrs. 

Pauline  K.  Matthis,  2406  Manor  Road,  Austin,  Exec.  Dir. 
Third  District  Society,  Lubbock,  Sept.  21,  1963.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 


OCTOBER 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New 
York  City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Chicago,  Oct.  5-10,  1963.  Dr. 
E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 


The  Woman's  Auxiliary  to  the  Texas  Medical  Association 
is  taking  orders  for  the  Christmas  card,  pictured  above, 
which  sells  for  $2.50  per  25-card  box.  Proceeds  of  the  sale 
will  go  to  the  American  Medical  Association  Education  and 
Research  Foundation.  An  insert  is  enclosed  for  each  card 
which  may  or  may  not  be  used  according  to  the  indi- 
vidual's wishes.  The  insert  states  that  the  card  was  pur- 
chased from  the  Woman's  Auxiliary  to  the  Texas  Medical 
Association  to  benefit  the  AMA-ERF.  Orders  should  be 
directed  to  the  Auxiliary  Office,  Texas  Medical  Associa- 
tion, 1801  North  Lamar  Blvd.,  Austin. 


Meetings 

American  Association  of  Plastic  Surgeons,  Washington,  D.C., 
Oct.  13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963.  Mr. 

G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Gastroenterology,  Washington,  D.C.,  Oct. 
20-23,  1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Fran- 
cisco, Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  55  East  Erie, 
Chicago,  Sec. 

American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Denver, 
Oct.  10-12,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chi- 
cago 1,  Exec.  Dir. 

Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963. 

Dr.  Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 
Southwest  Regional  Cancer  Conference,  Oct.  6,  1963.  Tony  W. 

Halbert,  905  5th  Ave.,  Fort  Worth,  Sec. 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26, 
1963.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
Texas  Association  for  Mental  Health,  Dallas,  Oct.  17-18,  1963. 

Frank  B.  Self,  4004  N.  Lamar  Blvd.,  Austin,  Exec.  Sec. 
Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin, 
Oct.  21-22,  1963.  Mrs.  Maria  P.  Hathaway,  1012  State  Office 
Bldg.,  Austin,  Exec.  Sec. 

Texas  Surgical  Society,  Fort  Worth,  Oct.  6-8,  1963.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30- 
Dec.  5,  1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 
American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada. 
April  27-29,  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Association  of  Genitourinary  Surgeons.  Dr.  H.  M. 

Spence,  2020  E.  93rd  St.,  Cleveland,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  Feb.  29- 
March  6,  1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder, 
Colo.,  Treas. 

American  College  of  Chest  Physicians,  Portland,  Ore.,  Nov.  30- 
Dec.  1,  1963.  Mr.  M.  Komfeld,  112  E.  Chestnut,  Chicago  11, 
Exec.  Dir. 

American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists,  Miami 
Beach,  Fla.,  May  17-22,  1964.  Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 
Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  Congress  of  Physical  Medicine  and  Rehabilitation.  Dr. 
Glenn  Gullickson,  30  N.  Michigan,  Chicago  2,  Exec.  Dir. 

American  Dermatological  Association,  Hawaii,  June  27-July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27, 
1964.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20, 
N.  Y„  Sec. 

American  Hospital  Association.  Dr.  Edwin  L.  Crosby,  840  North 
Lake  Shore  Dr.,  Chicago  11,  Sec. 

American  Medical  Women’s  Association,  San  Antonio,  Nov.  11- 
16,  1963.  Dr.  Jessie  Brodie,  1790  Broadway,  New  York  19, 
Exec.  Sec. 
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American  Neurological  Association,  Atlantic  City.  June  15-17. 

1964.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
American  Proctologic  Society,  Philadelphia,  May  10-14,  1964.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo., 
Nov.  11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  3-6,  1963. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  HI.,  Exec. 
Sec. 

American  Surgical  Association,  Hot  Springs,  Va.,  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

Medical  Society  of  United  States  & Mexico,  Guadalajara,  Nov. 
20-22,  1963.  Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix, 
Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22, 
1963.  Mr.  M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Oklahoma  City, 
March  27-28,  1964.  L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963. 
Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 
Southwest  Allergy  Forum.  Hot  Springs,  Ark.,  April  5-7,  1964. 

Dr.  Purcell  Smith,  Jr.,  P.  O.  Box  7008,  Little  Rock,  Ark.,  Sec. 
Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963. 

Dr.  Grady  Morrow,  1900  N.  Oregon.  El  Paso,  Sec. 
Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwestern  Surgical  Congress,  San  Antonio,  April  26-29,  1964. 
Dr.  R.  B.  Howard.  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 


South  Texas  District  American  College  of  Surgeons,  Corpus 
Christi,  May  15-16,  1964.  Dr.  Sanford  Glanz,  2425  Medical 
Center,  Corpus  Christi,  Sec. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Air-Medics  Association,  Houston,  April  23-26,  1964.  Dr. 
C.  F.  Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Houston,  April 

23,  1964.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Corpus 
Christi,  Feb.  29,  1964.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Fort 
Worth,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Houston,  May 

24,  1964.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Rod- 
ger G.  Smyth,  331  W.  Nueva  St.,  San  Antonio,  Sec. 

Texas  Diabetes  Association,  Houston,  April  26,  1964.  Dr.  John 
W.  Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  Houston,  Nov.  14-15, 
1963.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Industrial  Medical  Association,  Houston,  April  23,  1964. 
Dr.  R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 

Texas  Neuropsychiatric  Association,  Houston,  April  26,  1964. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Houston,  April  23-26,  1964. 
Dr.  Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Houston  April  23-26,  1964.  Dr. 

Margaret  Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Houston,  April  23-26,  1961. 

Dr.  J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Houston, 
April  23-26,  1964.  Dr.  D.  Hoehn,  Doctor’s  Bldg.,  Fort  Worth, 
Sec. 

Texas  Proctologic  Society,  Houston,  April  23,  1964.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Austin.  Feb.  23-26,  1964.  J.  N. 
Murphy.  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 


Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Preston.  3700  Worth,  Dal- 
las 10,  Sec. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 

Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Houston,  April  26,  1964.  Dr. 

L.  Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Houston,  April  23, 
1964.  Dr.  Dan  Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Mrs.  Edith 
DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas,  Jan.  25-26,  1964.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Houston,  April  23,  1964.  Dr. 

W.  C.  Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 
Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  5-7, 

1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 

Texas  Traumatic  Surgical  Society.  Dr.  J.  C.  Long,  805  W.  8th, 
Plainview,  Sec. 

Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Monter- 
rey, Mexico,  March  2-5,  1964.  Dr.  U.  Blanco,  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Fifth  and  Sixth  Districts  Societv,  Corpus  Christi,  July  10-11, 
1964.  Dr.  Sanford  Glanz,  2425  Morgan,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society.  Weldon  G.  Kolb,  421  S.  Oak,  La  Marque, 
Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beau- 
mont, Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale, 
Jacksonville,  Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 


Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen.  Suite 
N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference.  Dallas,  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  San  An- 
tonio, Jan.  30-Feb.  1,  1964.  S.  E.  Cockrell.  Jr.,  202  W.  French 
Place.  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
2-4,  1964.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr. 
F.  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston.  July 
16-18,  1964.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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Now  Is  the  Hour 

The  time  is  at  hand  for  Texas  physicians  to 
present  full  account  of  the  adequacy  of  our  State’s 
impressive  program  of  medical  care  for  the  needy 
aged. 

After  repeated  delays,  the  House  Ways  and 
Means  Committee  is  now  ready  to  consider  the  ques- 
tion of  financing  health  benefits  through  social 
security  as  proposed  by  King-Anderson  type  legis- 
lation. Although  the  Committee  chairman,  Wilbur 
Mills,  has  announced  that  no  action  will  be  taken 
on  this  legislation  this  year,  committee  hearings  will 
probably  be  held  within  the  next  few  weeks. 

As  in  1961,  the  Texas  Medical  Association  will 
send  representatives  to  Washington  to  testify  before 
the  Committee  and  to  confer  with  all  Texas  Senators 
and  Congressmen.  These  TMA  representatives  have 
a wonderful  story  to  tell  about  what  is  being  done 
at  the  state  level.  The  Texas  story  will  document 
the  fact  that  the  Administration’s  Medicare  proposal 
is  unnecessary  and  wasteful. 

Testimony  before  the  Committee  will  probably 
include  a special  study  on  the  care  of  the  aged  in 
hospitals  in  the  Ninth  Congressional  District.  Testi- 
mony is  being  prepared  by  Past  President  Dr.  Har- 
vey Renger  who  will  appear  along  with  President 
Dr.  Robert  Mayo  Tenery. 

Accompanying  them  on  the  mission  to  Washing- 
ton will  be  physicians  representing  each  of  the  Con- 
gressional Districts  in  the  State.  Also  going  will  be 
the  Executive  Secretary  and  General  Counsel  of 
TMA  and  representatives  of  the  Texas  Dental  As- 
sociation, the  Texas  Hospital  Association,  the  Texas 
Pharmaceutical  Association,  the  Texas  Nursing 
Home  Association,  and  the  health  insurance  busi- 
ness. 

The  group  plans  to  make  calls  on  Reps.  Bruce  Al- 
ger, Dallas,  and  Clark  Thompson,  Galveston,  Texas’ 
two  representatives  on  the  House  Ways  and  Means 
Committee,  as  well  as  on  Vice  President  Lyndon  B. 
Johnson,  Sens.  John  Tower  and  Ralph  Yarborough, 
and  Congressman-at-Large,  Rep.  Joe  Pool.  Individu- 
ally, physicians  will  confer  with  their  own  Congress- 
men while  in  Washington. 
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Physicians  and  their  wives  can  perform  a 
real  service  in  the  fight  to  save  private  medi- 
cine by  assisting  with  "Operation  Home- 
town.” 

This  AMA  program  offers  challenges  in 
seven  areas,  all  centered  in  the  home  com- 
munity. These  involve  organizational  work 
by  each  county  society  and  auxiliary  to  en- 
list those  in  medicine  who  will  give  their  time 
to  this  endeavor.  Other  phases  include  the 
speakers  bureau  which  is  responsible  for  pro- 
viding materials  for  speakers  before  non- 
medical groups.  Another  committee  would 
enlist  allies  since  it  is  important  for  Con- 
gressmen to  know  that  many  persons  out- 
side medicine  are  opposed  to  Medicare.  One 
committee  works  with  newspaper,  radio,  and 


Nursing 

Recently,  the  medical  staff  of  the  John 
Sealy  Hospital  recommended  to  the  ad- 
ministrative staff  that  the  John  Sealy  Hos- 
pital School  of  Nursing  reestablish  a diploma 
program  in  nursing.  This  exemplifies  the 
long-standing  dissatisfaction  among  the  med- 
ical profession  with  the  present  status  of 
nursing  education  and  nursing  care. 

Some  20  years  ago  there  began  a gradual 
separation  of  nursing  education  and  nursing 
service.  Now,  nursing  education  has  sepa- 
rate personnel  from  nursing  service,  with  the 
result  that  the  nursing  student  is  taught  by 
a different  group  from  that  which  takes 
care  of  the  patient.  This  situation  would  be 
similar  to  having  a faculty  of  medicine 
teaching  the  medical  students,  with  no  re- 
sponsibility for  the  care  of  the  patient,  and 
another  group  of  doctors  taking  care  of  the 
patients,  with  no  responsibility  for  teaching 
medical  students.  One  can  imagine  the  chaos 
that  would  result,  but  this  is  exactly  what 
has  happened  in  nursing. 

It  seems  obvious  that  the  first  step  to  be 
taken  in  improving  nursing  education  and 
nursing  care  is  to  combine  the  two  and  make 
the  teacher  also  responsible  for  the  care  of 
the  patient.  As  it  is  now,  the  teacher  feels 
no  responsibility  for  the  care  of  the  patient 
and  the  nurse  on  the  floor  feels  no  responsi- 
bility for  the  teaching  of  the  student,  with 


television,  and  materials  are  available  to  help 
physicians  establish  liaison  with  these  media. 
There  are  places  for  those  who  will  help  in 
writing  letters  and  for  those  who  will  under- 
take to  obtain  and  distribute  materials.  Some 
physicians  and  their  wives  are  personally 
acquainted  with  their  representative  in  Con- 
gress and  may  talk  to  them  directly  when 
they  return  home  to  their  districts. 

The  men  and  women  in  the  Congress  of 
the  United  States  are  hard-working,  sincere, 
and  dedicated  to  the  constituents  they  repre- 
sent. Their  ears  are  attuned  to  the  voices  of 
the  hometown  folks.  But  experience  has 
taught  us  this : when  we  are  silent,  our  rep- 
resentatives don’t  know  our  views,  and  then 
things  can  go  wrong.  Now  is  the  time  to 
speak,  to  keep  our  wishes  known  to  Congress. 


Education 

the  result  that  both  student  and  patient  suf- 
fer. 

Increasing  the  requirements  and  length- 
ening the  time  by  degree  programs  in  nurs- 
ing to  the  exclusion  of  diploma  programs  will 
tend  to  reduce  the  number  of  applicants  and 
defeat  our  purpose  of  providing  good  bedside 
nursing  by  a well-trained  R.N.,  assisted  by 
nursing  students,  well-trained  L.V.N.’s,  and 
aides.  This  staff  nurse  should  be  a part  of 
the  teaching  team  and  should  participate  ac- 
tively along  with  the  head  nurse,  supervisor, 
and  director  of  nurses  in  the  teaching  of 
nursing  students  and  ancillary  personnel. 

The  doctor  has  a real  responsibility  to  join 
this  teaching  team.  He  should  take  the  time 
during  his  daily  ward  rounds  to  explain  his 
orders,  procedures,  possible  side  effects  of 
drugs,  and  what  to  look  for  and  what  to  ex- 
pect in  the  course  of  an  illness.  He  should  be 
willing  to  participate  in  didactic  teaching 
and  should  show  a genuine  interest  in  the 
progress  of  student  nurses. 

The  welfare  of  the  patient  is  the  ultimate 
responsibility  of  the  doctor,  and  it  is  high 
time  we  realize  this  and  start  insisting  on 
taking  a part  in  nursing  education.  Instead, 
now  the  medical  profession  is  rarely  con- 
sulted about  admission  requirements  and 
has  little  influence  on  the  curriculum  of  the 
nursing  school. 

— John  L.  Otto,  M.D.,  Galveston. 
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Our  Responsibility  to  the  Athlete 


IN  the  1963  football  season  the  medical 
profession  is  again  assuming  its  responsi- 
bility in  the  care  of  thousands  of  young  ath- 
letes. The  role  of  the  physician  is  no  longer 
one  of  merely  treating  the  injured.  In  many 
schools  and  institutions,  by  working  with 
coaches  and  trainers,  he  becomes  a part  of  a 
well-organized  program  aimed  at  the  preven- 
tion as  well  as  treatment  of  athletic  injuries. 
When  such  a program  is  instituted,  the  num- 
ber of  seriously  injured  players  is  reduced. 
This  program  can  be  largely  attributed  to 
the  number  of  excellent  clinics  that  have  been 
held  for  the  physicians,  coaches,  and  trainers 
to  study  athletic  injuries. 

It  is  the  obligation  and  responsibility  of 
the  medical  profession,  in  protecting  the 
health  of  the  athlete,  to  point  out  to  the 
coaching  profession,  and  also  to  the  public, 
techniques  hazardous  to  the  player. 

The  Texas  Medical  Association  has  recog- 
nized this. 

This  past  year  a committee  was  appointed 
to  investigate  the  danger  of  helmet  blocking 
in  junior  and  senior  high  schools.  A report 
of  this  committee  was  given  at  the  last  meet- 
ing of  the  House  of  Delegates,  and  out  of  this 
a permanent  Committee  to  study  athletic 


injuries  has  been  formed.  This  is  important 
but  the  problem  cannot  be  completely  solved 
by  passing  resolutions  and  forming  commit- 
tees. It  is  only  through  the  concerted  effort 
of  physicians,  working  through  their  county 
societies,  that  additional  progress  can  be 
made.  School  boards  should  be  alerted  to  the 
dangers  of  helmet  blocking  and  other  dan- 
gerous techniques.  The  press  should  be  asked 
to  help  by  writing  editorials  in  local  papers. 
The  team  physician  should  explain  the  dan- 
gers involved  to  his  coaches. 

Everyone  should  be  aware  that  the  human 
head  and  neck  are  not  made  to  be  an  offen- 
sive weapon.  Regardless  of  the  amount  of 
protection  devised,  the  brain  and  its  stem 
cannot  tolerate  some  decelerating  forces.  Let 
us  not  leave  the  decision  to  an  aroused  pub- 
lic to  make  necessaiy  changes  after  tragedy 
strikes.  It  is  true  that  one  takes  a calculated 
risk  in  participating  in  a sport  such  as  foot- 
ball, but  this  risk  can  be  reduced.  We  must 
remember  that  when  a serious  or  fatal  in- 
jury occurs,  for  that  player  and  his  family, 
the  misfortune  does  not  become  a statistic. 

— Charles  B.  Sadler,  M.D.,  Amarillo, 

President, 

Texas  Orthopaedic  Association. 


ASCP  Training  for  Medical  Technologists 


The  quality  of  medical  care  made  avail- 
able to  the  public  seems  directly  propor- 
tioned to  the  quality  of  medical  technology 
immediately  available  to  the  private  practi- 
tioner. 

Although  medical  care  by  large  practice 
groups  seems  to  be  increasing,  it  seems  safe 
to  say  that  most  of  day-to-day  care  is  ren- 
dered by  individual  M.D.’s.  Many  of  these 
M.D.’s  practice  in  localities  having  no  path- 
ologist-supervised laboratory  facilities. 

I am  grateful  to  the  American  Society  of 
Clinical  Pathologists  for  the  technologists  it 
trains  and  certifies.  I favor  medical  technol- 
ogists so  certified  and  applaud  their  skills. 

Selective  specialized  training  is  very  im- 
portant, and  a natural  gravitation  to  the 
teaching  centers,  to  the  teaching  physicians, 
and  to  the  private  clinical  pathology  labora- 
tories is  understandable.  It  seems  increasing- 
ly difficult,  however,  to  find  technologists 
who  have  been  trained  to  fit  the  needs  of  an 


individual  practitioner  or  of  the  small  com- 
munity general  hospital.  Such  technologists 
should  be  able  to  make  some  x-ray  films, 
electrocardiograms,  and  do  the  less  exacting 
chemistries,  counts,  cultures,  sensitivities, 
and  serologies.  In  addition,  in  exfoliative  cy- 
tological  screening,  training  sufficient  to 
allow  the  technologist  to  recognize  specimens 
not  suggestive  of  neoplastic  disease  is  help- 
ful. Whereas,  skilled  aides,  technicians  not 
certified  by  ASCP,  and  electronic  screening 
devices  are  appropriate  for  work  done  in 
laboratories  which  are  immediately  and 
closely  supervised  by  members  of  the  Amer- 
ican Society  of  Clinical  Pathologists,  the 
laboratories  of  smaller  hospitals  and  of  in- 
dividual private  practitioners  need  a medical 
technologist  who  is  trained  well  enough  and 
broadly  enough  so  that  he  or  she  can  be 
trusted  in  such  a medical  situation. 

Since  the  State  attorney  general  has  ruled 
that  the  operation  of  clinical  pathology  lab- 
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oratories  constitutes  the  practice  of  medicine 
in  Texas  and  if  we  are  to  discourage  the  op- 
eration of  laboratories  not  supervised  by 
M.D.’s,  then  we  must  encourage  the  operation 
of  laboratories  which  are  supervised  by 
M.D.’s.  It  also  seems  necessary  to  increase 


the  supply  of  available  medical  technologists. 
Therefore,  physicians  may  wisely  counsel 
young  men  and  women  seeking  such  advice 
to  enter  the  medical  technology  field  via  the 
ASCP  certification  program. 

— Harry  A.  Tubbs,  M.D.,  Post. 


Continuing  Medical  Education 


There  was  a time  when  medical  education 
could  be  thought  and  spoken  of  as  a sin- 
gle entity.  Then,  as  time  progressed,  we 
thought  of  graduate  and  postgraduate  educa- 
tion. And  as  in  all  fields,  medicine  has  con- 
tinued to  expand  until  now  we  have  had  to 
subdivide  our  thinking  even  more.  Today  we 
think  of  graduate,  postgraduate,  and  continu- 
ing medical  education.  The  last  term  is  the 
one  that  I am  concerned  with  here. 

Continuing  education  is  that  phase  of  a 
physician’s  education  that  begins  when  his 
formal  training  ends  and  continues  as  long 
as  he  practices  his  profession. 

Continuing  education  warrants  a twofold 
reward  to  the  participating  physician.  First 
and  most  important,  it  allows  him  to  keep 
abreast  in  the  ever  changing  and  growing 
mountain  of  medical  knowledge.  This  in  turn 
allows  him  continually  to  bring  to  his  pa- 
tients the  very  best  medical  care  available. 
The  second  reward  is  that  of  public  relations 
— building  and  maintaining  a profitable 
practice.  I can  document  this  statement  by 
evidence  of  scores  of  individuals  who  have 
become  patients  after  hearing  of  a physi- 
cian’s activity  in  medical  education  or  that 
he  has  attended  and  participated  in  medical 
meetings  in  distant  cities.  Many  people  have 
told  me  that  they  feel  secure  when  they 
know  that  their  family  physician  keeps 
abreast  of  times. 

Continuing  medical  education  embraces 
many  facets.  First,  there  is  an  abundance 
of  literature  composed  of  many  formal  jour- 
nals and  augmented  by  many  publications 
and  “give-away  journals”  of  pharmaceutical 
houses.  The  latter,  along  with  the  valuable 
information  disseminated  by  professional 
representatives  of  the  pharmaceutical  houses, 
comprise  an  integral  part  of  continuing  med- 
ical education.  It  behooves  every  practitioner 
of  any  branch  of  medicine  to  read  all  that  he 
can  in  journals  in  his  own  field  and,  in  addi- 
tion, to  scan  the  various  digests  and  publica- 
tions of  all  other  fields  to  the  limit  of  his 


time  and  ability.  We  must  at  all  times  let 
the  right  hand  know  what  the  left  hand  is 
doing. 

Continuing  medical  education  is  blessed 
with  many  on-campus  types  of  educational 
material.  This  includes  specialty  as  well  as 
general  medicine,  covering  almost  any  topic 
desired.  Our  own  TMA  medical  library  will 
provide  you  with  digests,  reprints,  film 
strips,  tapes,  and  silent  and  sound  movies  of 
almost  any  topic  in  medicine  and  surgery. 
Another  form  of  continuing  medical  educa- 
tion is  frequent  consultation  and  conferences 
with  our  colleagues.  The  exchange  of  ideas  is 
profitable  to  all  participants. 

By  far  the  most  important  phase  of  con- 
tinuing medical  education  today  is  our  sci- 
entific assembly  programs  such  as  those  of 
the  Texas  Medical  Association  and  the  Texas 
Academy  of  General  Practice,  as  well  as  our 
district  and  county  society  meetings.  These 
meetings  afford  us  the  opportunity  to  see  not 
only  how  our  colleagues  think  and  practice 
in  our  profession,  but  they  also  bring  to  us 
the  very  latest  information  from  the  leading 
authorities  in  every  field. 

By  supporting  your  medical  meetings,  you 
will  be  a better  doctor. 

— Cecil  M.  French,  M.D.,  San  Angelo, 
President,  Texas  Academy  of 
General  Practice. 


TMA  Board  Chairman  Dies 

Dr.  Troy  A.  Shafer  of  Harlingen, 
chairman  of  the  Board  of  Publication 
of  Texas  State  Journal  of  Medicine,  died 
unexpectedly  Oct.  9 in  San  Francisco. 
Dr.  Shafer  had  been  a member  of  the 
Board  of  Trustees  since  1955  and  its 
chairman  since  1962. 
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Opinions 

and 

Views 


Living  in  a 0 


"i  r1  HE  ATTACK  on  medical  care  has  spread 
in  force  to  the  pharmaceutical  industry, 
and  the  support  of  the  Texas  Medical  Associ- 
ation is  needed  in  the  industry’s  efforts  to 
continue  to  operate  as  an  ally  of  the  medical 
profession  in  a system  of  free  enterprise. 

Many  of  the  industry’s  problems,  which 
directly  affect  both  physicians  and  patients, 
can  be  explained  by  the  fact  that  we  have 
moved  into  a glass  house  next  door  to  the 
one  the  medical  profession  has  occupied  for 
some  time.  We  have  been  rocketed  from  the 
obscurity  of  medicine’s  rear  ranks  into  the 
spotlight  of  public  attention  for  several  rea- 
sons. 

First,  there  is  a lack  of  public  understand- 
ing and  appreciation  for  the  accomplish- 
ments of  the  drug  industry  and  the  medical 
profession.  That  people  of  less  than  middle 
age  have  no  concept  of  the  miraculous  prog- 
ress in  medical  care  can  be  illustrated  by  a 
short  verse: 

Doctoring  a case  of  diphtheria 
Is  a difficult  task,  I’ll  be  bound. 

We  can  always  obtain  a physician  but 
Who  knows  where  diphtheria’s  found? 

Second,  it  is  human  nature  to  believe  criti- 
cism about  a stranger  more  readily  than 
about  one  whose  integrity  is  well  known.  The 
pharmaceutical  industry  has  been  a “stran- 
ger” because  it  has  never  developed  adequate 
communications  with  the  general  public.  Thus 
we  are  challenged  to  continue  our  traditional 
role  of  working  with  the  practicing  physi- 
cian on  a high  ethical  and  scientific  plane 
while  simultaneously  finding  ways  to  com- 
municate effectively  with  the  public. 

In  answering  accusations  of  “high”  drug 
prices  and  “profiteering,”  the  pharmaceuti- 
cal manufacturer  is  at  a decided  disadvan- 
tage. Because  the  public  seldom,  if  ever, 


knows  the  manufacturer’s  actual  selling 
price,  the  manufacturer  can  only  answer  in 
general  terms.  He  can  point  out  that  his 
company’s  earnings  are  not  exorbitant,  and 
that  the  index  of  his  prices  for  drugs  has 
shown  a substantial  decline.  But  such  sta- 
tistics are  not  particularly  satisfying  to  the 
individual  who  has  just  paid  several  dollars 
for  a very  few  tablets  of  very  small  size. 
The  doctor,  who  has  direct  contact  with  the 
patient,  has  the  best  opportunity  to  explain 
the  relationship  between  medical  care  'prices 
and  values. 

This  leads  us  to  the  real  focus  of  the  in- 
dustry’s current  problems,  one  which  has 
existed  for  a long  time  in  your  own  field: 
Medical  care  is  a political  clover  patch.  This 
makes  “free”  medicine,  care,  and  hospital 
services  most  appealing  causes  for  politicians 
to  espouse. 

Despite  the  sweeping  legislation  passed 
last  year  to  regulate  the  drug  industry,  the 
late  Senator  Estes  Kefauver  introduced  S.B. 
1297  into  Congress.  Providing  for  compul- 
sory licensing  of  prescription  drug  patents, 
this  bill  would  emasculate  the  American  pat- 
ent system  as  it  applies  to  drug  products. 

Our  immediate  task  is  to  adjust  our  op- 
erations to  the  new  regulations  which  the 
Food  and  Drug  Administration  has  been  is- 
suing to  implement  the  Drug  Amendments 
of  1962.  Burdensome  and  unrealistic  as  some 
of  them  are,  they  will  not  drastically  change 
the  way  in  which  responsible  drug  manu- 
facturers have  been  operating.  We  are  con- 
cerned about  regulations  in  three  major 
areas  which  are  hampering  the  industry  and 
which  will  affect  the  medical  profession  and 
the  public. 

Perhaps  the  most  far-reaching  regulations 
deal  with  clinical  investigation  of  new  drugs. 
The  stringent  new  controls  can  undoubtedly 
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be  attributed  to  the  emotional  turmoil  over 
the  thalidomide  disaster. 

Under  these  regulations  the  FDA  must 
now  be  informed  when  the  first  human  ad- 
ministration of  a new  drug  is  to  be  under- 
taken. Detailed  description  of  the  clinical  in- 
vestigation and  extensive  information  con- 
cerning the  investigators  themselves  must 
be  provided.  Every  step  of  the  clinical  study 
must  be  reported  to  the  FDA.  Record  keep- 
ing will  be  a major  problem  for  all  con- 
cerned. And  the  agency  has  the  power  to 
stop  the  drug  study  at  any  point. 

Certainly,  we  all  desire  that  medicines  of- 
fered for  clinical  trial  be  as  safe  as  science 
can  make  them,  but  unrealistic  requirements 
will  both  discourage  clinical  investigators 
and  waste  their  time.  A serious  impediment 
to  making  new  drugs  available  has  been  im- 
posed. 

Another  proposed  regulation  concerns  the 
labeling  and  advertising  of  prescription  med- 
icines. FDA  asserts  that  the  new  amend- 
ments require  the  repetition  of  the  estab- 
lished name  of  a drug  each  time  the  brand 
name  appears  in  advertising  or  labeling ; this 
would  reach  absurd  proportions.  Also,  the 
prescription  drug  advertisements  in  medical 
journals  would  have  to  carry  extensive  sum- 
mary information.  This  can  do  little  but 
make  the  copy  difficult  to  read — and  it  may 
very  well  make  manufacturers  take  a dim 
view  of  such  advertising.  FDA  furthermore 
claims  the  right  to  censor  advertising  copy 
for  prescription  drugs  which  may  cause  seri- 
ous damage  or  death — in  other  words,  cen- 
sorship of  all  prescription  drug  advertising. 
These  regulations  would  affect  both  the  in- 
dustry and  the  medical  profession  adversely, 
without  significant  benefit  to  the  public. 

Another  absurdity  is  the  requirement  that 
each  package  of  practically  all  prescription 
items  contain  complete  instructions  for  pre- 
scribing. The  intent  is  to  make  complete  in- 
formation available  to  the  doctor.  But  it  is 
a strange  approach : As  you  who  prescribe 
medicines  know,  the  manufacturer’s  contain- 
er from  which  the  pharmacist  supplies  a pre- 
scription to  the  patient  is  seldom,  if  ever, 
seen  by  the  physician.  In  effect,  we  must 
print  and  insert  millions  of  pieces  of  litera- 
ture which  will  go  directly  into  the  pharma- 
cist’s wastebasket. 


Presented  at  a general  meeting  luncheon  during 
Texas  Medical  Association’s  1963  Annual  Session. 


Finally,  we  are  concerned  about  the  delays 
in  the  clearance  of  new  drug  applications. 
Last  year,  only  28  new  single  chemical  en- 
tities were  marketed  in  the  United  States, 
compared  with  an  average  of  43  per  year 
for  the  previous  ten  years.  Perhaps  such  de- 
lays are  inevitable  during  a transition  peri- 
od, particularly  since  the  FDA  has  been  liv- 
ing in  a politically  charged  atmosphere.  Let 
us  hope  that  this  is  only  temporary. 

We  are  under  no  delusions  that  perfection 
has  been  achieved  in  the  pharmaceutical 
field.  Improvements  can  and  will  be  made. 
However,  laws  alone  cannot  make  drugs  safe 
or  effective ; the  frontiers  of  science  must  be 
extended.  Toward  this  end  the  Pharmaceu- 
tical Manufacturers  Association,  one  year 
ago,  established  a Commission  on  Drug  Safe- 
ty. Its  work  in  furthering  the  study  of  life 
processes  and  the  effects  of  drugs  upon  them 
is  continuing. 

While  striving  for  progress  in  health  and 
medicine,  you  and  I cannot,  in  good  con- 
science, stand  by  and  witness  the  undermin- 
ing of  basic  principles  and  practices  which 
have  helped  to  make  medical  care  in  this 
country  the  best  in  the  world.  Responsible 
people  in  all  walks  of  life  must  be  alerted  to 
the  dangers  which  confront  our  system.  They 
must  be  provided  information  to  help  them 
evaluate  proposed  remedies  for  the  system’s 
alleged  shortcomings.  What  we  now  have 
works  much  better  than  the  critics  will  ad- 
mit, and  the  people  should  be  made  aware 
of  that  fact. 

I am  not  altogether  unhappy  that  medicine 
and  the  drug  industry  are  living  in  glass 
houses.  Exposure  to  public  scrutiny  can  stim- 
ulate us  to  recognize  and  correct  aspects  of 
our  operations  which  may  not  be  entirely 
satisfactory.  Furthermore,  a glass  house  can 
be  a shotvcase  for  displaying  our  contribu- 
tions. 

I doubt  that  taking  medicine  will  ever  be 
popular,  or  that  the  industry  which  makes 
medicine  will  ever  win  a popularity  contest. 
I believe,  however,  that  the  pharmaceutical 
industry  can  earn  the  public’s  confidence  and 
respect.  I am  hopeful  that  the  industry  has 
the  confidence  and  respect  of  the  medical 
profession,  and  that  it  will  continue  to  dem- 
onstrate that  it  merits  both. 

— Eugene  N.  Beesley,  President, 
Eli  Lilly  and  Company. 
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The  Doctor  and  the  News 

The  Principles  of  Medical  Ethics  do  not  prohibit  the  reporting 
of  proper  news,  providing  the  physician  does  not  violate  the 
confidence  of  his  patient  and  does  not  initiate  or  encourage 
the  use  of  his  name  in  a news  story.  And,  at  this  time  in  history, 
our  profession  is  more  dependent  than  ever  before  upon  the  good- 
will of  all  media  of  public  information.  Mutual  understanding 
and  cooperation  are  essential  if  an  atmosphere  of  harmony  is  to 
prevail . 

At  a recent  meeting  with  news  broadcasters  it  was  pointed  out 
that  a short  interval  between  an  event  and  the  reporting  of  that 
event  is  more  imperative  to  television  and  radio  than  to  news- 
papers except  for  events  occurring  very  near  press  time.  The 
statement  was  also  made  that  there  is  more  delay  in  obtaining 
facts  about  injuries  treated  in  the  emergency  rooms  of  the  small 
hospitals  ; larger  hospitals  usually  can  have  an  official  avail- 
able who  can  release  the  information. 

As  physicians,  we  are  necessarily  more  interested  in  the  im- 
mediate care  of  our  patients  than  in  the  news  story  that  may 
follow,  but  we  must  remember  that  the  reporters  are  also  per- 
forming a service  and  want  to  fulfill  their  obligations  to  their 
employers  and  to  the  public. 

We  cannot  expect  accurate  news  stories  or  sympathetic  treat- 
ment of  our  problems  unless  physicians  make  an  effort  to  provide 
proper  information  as  soon  as  feasible  when  an  event  occurs  that 
involves  medical  evaluation  and  attention.  Certainly,  in  most 
hospitals,  physicians  could  transmit  essential  medical  facts 
to  a nurse  or  hospital  official  who  is  designated  to  provide 
liaison  with  reporters. 

An  exact  diagnosis  and  prognosis  is  not  required,  nor  would  it 
be  proper;  however,  it  is  in  order  to  give  a general  description 
of  the  injuries  sustained  and  an  estimate  as  to  how  critical 

the  patient's  condition  is.  If  this 
information  is  provided  as  quickly  as 
possible,  then  we  can  expect  the  news 
media  to  be  more  cooperative  in  our 
efforts  to  improve  the  public  image  of 
the  medical  profession. 


Robert  Mayo  Tenery,  M.D. 

President,  Texas  Medical  Association 


Tuberculosis  Studies 
Of  Unorganized  Counties 


THE  TUBERCULOSIS  problem  in  Texas 
has  undergone  major  changes  during  the 
last  three  decades.  As  a result  of  the  modifi- 
cation of  the  pattern  of  this  disease,  our 
image  of  it  needs  to  be  evaluated  periodically. 
Otherwise,  our  control  efforts  may  be  less 
effective  than  they  could  be. 

One  of  the  major  shifts  has  been  in  the 
change  of  a disease  primarily  of  youth  to  one 
which  has  major  impact  now  among  older 
age  groups,  mainly  those  past  60.  This  shift 
has  been  related  to  past  efforts  to  control  the 
disease,  thus  preventing  the  infection  in  in- 
fants and  school  age  groups.  The  increased 
rate  of  disease  in  older  people  reflects  the 
shortcomings  of  our  programs  after  the  turn 
of  the  century;  it  also  is  one  result  of  in- 
creased longevity  which  mankind  has 
achieved.  In  Texas,  our  Spanish-speaking 
groups  furnish  a lion’s  share  of  the  current 
active  cases  of  tuberculosis.  The  disease  is 
not  uniform  throughout  the  population,  but 
is  located  in  small  family  groups  or  “nests”. 

During  the  past  several  decades,  major 
emphasis  of  many  tuberculosis  programs  has 
been  to  provide  more  hospital  beds,  casefind- 
ing, and  tuberculin  testing.  Now,  however, 
there  is  a surplus  of  unoccupied  or  unused 
beds  in  the  state  tuberculosis  hospitals.  Case- 
finding has  been  approached  by  many  routes 
with  varying  degrees  of  success.  Our  ap- 
proach to  tuberculosis  control  has  been  aimed 
toward  the  handling  of  the  individual  case; 
the  major  objective  has  been  to  seek  isolation 
and  treatment  of  the  case  through  hospital- 
ization. Tuberculin  testing  likewise  has  as- 
sumed many  types  and  has  had  variable  ob- 
jectives. The  testing  has  been  directed  pri- 
marily at  captive  groups — usually  school  pop- 
ulations— and  too  often  has  employed  mass 
testing  techniques.  Little  concern  has  been 
given  to  the  sources  of  the  child’s  infection 
or  to  determining  the  index  cases.  As  a re- 
sult, tuberculin  testing  in  the  school  systems 
has  not  been  an  effective  economical  and 
efficient  casefinding  procedure. 


Antimicrobial  drugs  have  done  much  to 
change  the  approaches  toward  control  of  the 
disease.  These  drug  additions  have  supplied 
useful  and  effective  tools  which,  if  used 
properly  in  the  therapeutic  control  of  the 
disease,  can  lower  mortality  and  morbidity. 
However,  if  the  drugs  are  not  available  or 
are  not  used  skillfully,  the  good  results  pos- 
sible may  be  voided. 

A survey  of  Texas  counties  in  1961  showed 
that  a total  of  114  counties  provided  no 
x-rays,  medical  examinations,  or  drugs  for 
the  indigent  tuberculous  patients ; a study  of 
tuberculosis  case  and  death  reporting  re- 
vealed that  199  Texas  counties  without  full- 
time health  departments  reported  only  10  per 
cent  of  the  3,199  new  cases  for  the  state.  Yet 
these  counties  accounted  for  35  per  cent  of 
the  state’s  565  resident  tuberculosis  deaths 
during  the  year.  The  difference  in  reporting 
between  the  unorganized  counties  or  those 
without  full-time  health  departments  and 
those  having  full-time  health  departments 
led  to  the  study  of  tuberculosis  cases  in  un- 
organized counties  or  counties  without  full- 
time health  departments. 

Since  new  cases  of  tuberculosis  reported 
in  Texas  showed  that  three  out  of  each  four 
cases  arose  from  the  southern  half  of  the 
state,  studies  were  projected  for  this  general 
area.  The  following  proposal  was  presented 
to  the  county  health  officer  and  the  local 
physicians  of  the  four  counties  (Live  Oak, 
Karnes,  Wilson,  and  Atascosa)  included  in 
this  report: 

1.  A team  of  nurses  from  the  Tuberculosis 
Division,  State  Health  Department,  would  be 
assigned  to  each  county  project  for  the  dura- 
tion of  the  study  period.  The  team  would 
make  every  effort  to  locate  all  known  cases 
of  tuberculosis  living  in  the  county. 

2.  Each  person  with  a known  case  located 
would  be  asked  to  get  a current  chest  x-ray 
and  submit  sputum  specimens  for  bacterio- 
logical analyses,  if  the  patient’s  family  physi- 
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The  author  describes  an  organized  approach 
by  which  counties  can  assist  in  helping  to 
control  tuberculosis  more  effectively. 


cian  wanted  these  for  evaluating  the  status 
of  the  disease. 

3.  If  x-ray  resources  were  not  available, 
the  State  Health  Department  would  supply 
mobile  x-ray  units  and  operating  technicians. 

4.  With  the  approval  of  the  local  physi- 
cian, all  close  contacts  of  each  known  case 
would  be  encouraged  to  get  a tuberculin  test, 
and  all  positive  reactors  to  this  test  would 
be  provided  a diagnostic  x-ray. 

5.  At  the  request  of  the  county  health  offi- 
cer, drugs  would  be  supplied  to  the  physician 
of  any  tuberculous  patient  considered  medi- 
cally indigent  and  in  need  of  drug  treatment. 

6.  All  x-rays  taken  would  be  developed 
and  interpreted,  and  the  films,  together  with 
written  reports,  would  be  returned  to  the 
physician  of  choice  as  designated  by  the  pa- 
tient. 

7.  The  private  physician  should  decide 
what  additional  evaluation  studies  might  be 
required,  and  if  the  individual  was  diagnosed 
as  tuberculous,  the  physician  would  plan  the 
course  of  treatment — either  by  seeking  ad- 
mission for  the  patient  to  a state  tuberculosis 
hospital  or  by  prescribing  home  care. 

Assistance  from  county  officials,  physi- 
cians, and  state  hospitals  was  sought  in  ob- 
taining appropriate  patient  and  family  case 
histories  so  that  records  on  all  known  cases 
of  tuberculosis  could  be  updated  during  the 
survey  and  so  that  project  results  could  be 
evaluated.  Every  effort  was  made  to  obtain 
a true  picture  of  the  county  tuberculosis 
problem  at  the  beginning  of  the  project  so 
that  a realistic  profile  would  be  available  at 
the  end  of  the  survey. 

In  each  instance,  assistance  by  long-time 
county  residents — usually  employees  of  the 
county  with  offices  in  the  courthouse — was 
invaluable  in  locating  known  tuberculous  pa- 
tients and  their  families.  As  the  persons  were 
located,  family  histories  were  secured  and 
members  of  the  family  in  contact  with  the 
case  were  tuberculin-tested  with  the  Heaf 
gun.  The  original  cases  and  the  positive  re- 
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actors  to  the  skin  tests  were  then  given  ap- 
pointments for  a special  x-ray  clinic.  Chest 
x-rays  were  made,  interpreted,  and  the  re- 
ports, together  with  the  films,  were  returned 
to  the  physician  of  the  patient’s  choice  for 
evaluation.  Sputum  specimens  were  collected 
for  bacteriological  analyses  if  requested.  Nec- 
essary drugs  were  provided  to  treat  all  of 
the  medically  indigent  patients  for  whom  this 
treatment  was  indicated. 

When  all  known  cases  and  close  contacts 
had  been  tested  and  evaluated,  each  county 
project  was  ended.  Final  reports  were  made 
to  the  physicians  and,  depending  upon  the 
size  of  the  problem,  the  future  needs  of  the 
community  were  discussed.  If  outpatient 
clinics  were  needed  to  help  solve  the  prob- 
lems, support  was  provided  by  the  State 
Health  Department.  Any  later  patient  re- 
evaluation  x-ray  clinics  were  to  be  arranged 
periodically  as  the  needs  indicated. 

General  Observations 

Old  Cases. — Of  the  763  old  cases,  318  were 
dead  and  241  were  no  longer  in  the  county, 
leaving  204  resident  old  cases  to  be  evalu- 
ated ; 86  of  these  were  considered  active  and 
57  were  rehospitalized.  The  number  currently 
considered  to  be  active  and  those  rehospital- 
ized has  considerable  significance.  One 
might  interpret  that  these  active  and  hos- 
pitalized cases  had  inadequate  treatment  in 
a hospital  or  there  were  inadequate  resources 
and  plans  to  follow  through  on  patients  after 
they  had  returned  to  the  community.  Since 
these  cases  still  continue  to  have  active  dis- 
ease, it  can  be  considered  that  they  continue 
to  spread  disease  to  their  contacts.  The  fail- 
ure of  the  community  to  provide  follow- 
through  and  sufficient  resources  can  defeat 
the  benefits  of  the  original  hospitalization  of 
these  patients. 

It  is  obvious  that  there  is  a need  to  main- 
tain surveillance  of  all  known  cases  and  to  be 
sure  of  adequacy  and  continuity  of  treatment 
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for  those  cases  requiring  treatment.  Only  in 
this  way  can  the  individuals  exposed  to  the 
greatest  risk  of  developing  disease  be  pre- 
vented from  further  infection  after  the 
source  case  has  been  identified.  This  would 
prevent  numerous  little  nests  of  disease  from 
developing.  The  disease  has  always  been  lo- 
cated primarily  in  family  groups. 

One  of  the  most  effective  preventive  ap- 
proaches involving  the  family  contacts  known 
to  be  at  high  risk  can  thus  be  controlled  if 
proper  measures  and  resources  are  applied 
so  that  therapeutic  control  can  be  maintained 
of  every  infectious  case  when  recognized.  It 
thus  becomes  obvious  that  the  real  economy 
is  treating  the  case  adequately  when  diag- 
nosed the  first  time  and  providing  sufficient 
surveillance  to  insure  the  stability  of  the  ar- 
rest of  the  disease.  When  flare-ups  do  occur, 
vigilance  will  detect  them  and  protect  un- 
necessary spread  to  the  contacts. 

Contact  Examination. — There  were  3,666 
contacts  of  the  204  old  cases  evaluated ; 3,459 
of  these  contacts  were  tuberculin  tested,  re- 
sulting in  1,874  negative  and  1,585  positive 
reactions.  This  brings  to  light  the  large  num- 
ber of  family  contacts  involved  and  the  46 
per  cent  infected  spotlights  the  risk  of  family 
groups.  When  the  1,585  positive  reactors 
were  x-rayed  and  evaluated,  159  new  cases 
were  confirmed;  63  cases  were  admitted  to 
the  state  hospital.  The  yield  of  159  cases  em- 
phasizes the  risk  in  the  contacts  and  points 
out  the  most  important  casefinding  proced- 
ure that  can  be  applied  by  any  group — name- 
ly, contact  examination  of  known  cases.  This 
should  be  the  basic  casefinding  effort  of  any 
group.  To  evaluate  the  old  cases  and  to  ex- 
amine and  test  the  contacts,  5,100  home  visits 

*He  originally  presented  this  paper  to  the  Confer- 
ence of  City  and  County  Health  Officers  in  Dallas 
in  April,  1963,  during-  the  Annual  Session  of  Texas 
Medical  Association. 


were  required  of  the  nursing  team.  This  in- 
volved travel  of  49,318  miles  at  a total  cost 
of  $36,479.37  with  a cost  per  new  case  of 
$229.43.  These  findings  (Table  1)  support 
the  recommendations  that  casefinding  can  be 
more  economically  and  efficiently  done 
through  the  examination  of  family  contacts 
of  known  cases  of  the  disease. 

Adequate  examination  will  identify  the 
nests  of  disease  resting  in  family  groups, 
and  with  judicious  use  of  drugs,  chemother- 
apy and  chemoprophylaxis,  offers  a sound 
platform  in  programing  to  provide  a really 
preventive  approach  to  tuberculosis  control. 


Table  1. — Four  County  Tuberculosis  Demonstra- 
tion Case  Contact  Follow-up. 


totol  known© Id  cotei 


S 2 2 9.43 
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• gotive  not  fosted 


This  is  done  by  treating  all  the  known  cases, 
identifying  the  family  contacts,  and  prevent- 
ing the  spread  of  the  disease  at  the  commun- 
ity level  to  those  persons  at  greatest  risk — 
namely,  family  contacts.  This  work  presup- 
poses the  provision  of  adequate  personnel 
and  resources  and  supporting  funds  to  do  the 
job.  Optimum  tuberculosis  control  requires 
tremendous  effort  and  perseverance. 

t Dr.  Smith,  Texas  State  Department  of  Health, 
Austin  78756. 
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Tuberculosis  Case  Finding 
Project  in  Dallas 

HAL  J.  DEWLETT,  M.D. 


PRIVATE  PHYSICIANS,  hospitals,  and 
health  departments  either  possess  or  have 
access  to  the  tools  to  diagnose,  treat,  rehabili- 
tate, and  keep  under  the  accepted  form  of 
surveillance  the  infected  and  the  active  and 
inactive  cases  of  tuberculosis. 

Rare  is  the  tuberculosis  worker  who  would 
refuse  to  accept  today’s  inescapable  fact  of 
the  change  of  the  epidemiology  of  tubercu- 
losis. Tuberculosis  has  become  one  of  the 
major  public  health  problems  of  large  cities. 
A brief  glance  at  the  latest  “Reported  Tu- 
berculosis Data”2  will  reveal  that,  in  1960, 
in  the  United  States,  17,156,  or  approxi- 
mately one-third  of  the  55,494  new  active  or 
probably  active  tuberculosis  cases,  and  2,968, 
or  28  per  cent,  of  the  10,471  tuberculosis 
deaths,  were  confined  to  21  large  cities  whose 
population  represented  only  16  per  cent  of 
the  total  U.S.  population.  In  that  year,  Hous- 
ton, Dallas,  and  San  Antonio,  Texas’  three 
largest  cities,  reported  a combined  total  of 
1,032  new  active  cases  and  185  tuberculosis 
deaths,  which  is  6 per  cent  of  the  large  cities’ 
number  of  new  cases  and  deaths  from  tu- 
berculosis. For  Texas  as  a whole,  2,640  new 
active  cases  were  reported,  a rate  of  27.5 
per  100,000,  and  574  tuberculosis  deaths,  a 
rate  of  6 per  100,000  population.  Thus  the 
three  large  Texas  cities  represent  39  per  cent 
of  the  new  case  and  32  per  cent  of  the  tu- 
berculosis death  loads  of  the  state. 

The  figures  for  the  large  cities  in  Texas 
should  not  minimize  the  importance  of  the 
tuberculosis  problem  throughout  the  rest  of 
the  state.  Dr.  Howard  E.  Smith,  Director  of 
the  Tuberculosis  Division,  Texas  State  De- 
partment of  Health,  has  emphasized  that  the 
area  south  of  a line  drawn  from  El  Paso, 
through  San  Angelo,  Austin,  Houston,  and 
Galveston,  produces  three-fourths  of  all  the 
reported  cases  of  tuberculosis  in  the  state.1 

Another  important  aspect  of  the  changed 
epidemiology  of  the  disease  which  should 
determine  our  efforts  toward  detection  and 
eradication  is  the  high  prevalence  of  tuber- 


culosis in  pockets  or  clusters  of  the  socially 
and  economically  depressed  areas  of  the  com- 
munity. A spot  map  is  an  effective  illustra- 
tion to  delineate  such  areas  of  clusters  of 
the  disease.  The  prevalence  and  incidence  of 
the  disease  can  be  found  in  such  population 
groups  as  those  of  Latin  American  descent; 
those  in  jails,  nursing  homes,  mental  insti- 
tutions ; the  older  age  males,  especially  those 
with  nutritional  and  metabolic  disorders ; 
patients  treated  with  corticosteroids ; and  the 
strong  tuberculin  reactors  who  have  greater 
risk  of  developing  tuberculosis.  Families  and 
associates  of  patients  with  tuberculosis,  such 
as  close  contacts,  both  household  and  extra- 
household, would  be  the  best  sources  of  the 
new  cases  of  tuberculosis. 

To  better  appreciate  the  inception  of  the 
Dallas  Tuberculosis  Case  Finding  Project,  a 
review  of  the  events  leading  to  it  is  appro- 
priate. With  the  advent  of  chemotherapy  and 
improved  tools  to  diagnose  and  combat  the 
disease,  tuberculosis  lost  its  appeal  and  glam- 
or as  a major  communicable  disease  and 
public  health  problem.  A false  optimism  has 
led  to  a casual  attitude  toward  the  problem, 
further  curtailing  the  already  strained  budg- 
ets allocated  to  the  control  of  tuberculosis. 

As  recently  as  1958  the  ferments  for  the 
eradication  of  tuberculosis  were  seeded  by 
the  writings  of  Carroll  Palmer  of  the  United 
States  Public  Health  Service,  and  James  Per- 
kins of  the  National  Tuberculosis  Associa- 
tion, who  pleaded  for  a change  of  our  objec- 
tive from  control  to  eradication.  In  Decem- 
ber, 1959,  the  Arden  House  Conference  at 
Harriman,  New  York,  confirmed  and 
strengthened  the  conviction  of  Palmer  and 


The  author  describes  a supplementary  tu- 
berculosis case  finding  project  held  in 
conjunction  with  the  current  control  pro- 
gram, a hospital,  and  the  state,  county, 
and  city  health  departments. 
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TB  CASE  FINDING  — Dewlett  — continued 

Perkins  that  elimination  of  tuberculosis  could 
be  achieved  if  we  are  willing  to  accept  and 
apply  certain  objectives,  intermediate  goals, 
and  performance  standards.  It  is  generally 
accepted  that  tuberculosis  is  not  only  a social 
and  economic  problem,  but  also  a medi- 
cal, public  health,  and  administrative  prob- 
lem amenable  to  direct  solution.  To  achieve 
the  long-term  objective  of  eradication  of  tu- 
berculosis, the  Arden  House  Conference  rec- 
ommended the  establishment  of  two  inter- 
mediate goals  to  which  later  were  added  six 
indices  and  performance  standards  that 
would  be  practical  and  appropriate  to  local 
areas  and  resources.  Briefly,  the  conference 
recommendations  are  quoted  and  the  inter- 
mediate goals  are  listed  as  follows : 

1.  “For  the  nation,  a new  active  case  rate, 
by  1970,  of  not  more  than  10  per  100,000 
population.” 

The  goal  suggested  for  all  communities  is 
an  average  annual  decline  of  at  least  10  per 
cent.  The  case  rate  for  1959  was  33  and  in 
1960,  30.8  new  active  cases  per  100,000  popu- 
lation. More  recent  figures  are  not  available, 
but  it  is  estimated  that  the  decline  has  not 
paralleled  the  Arden  House  recommenda- 
tions. 

2.  “For  the  community,  control  of  the 
spread  of  infection  to  the  point  where  not 
more  than  one  per  cent  of  the  14-year-olds 
react  to  tuberculin.” 

Tuberculin  testing  surveys  among  Dallas 
school  children  have  revealed  in  recent  years 
a reaction  rate  of  approximately  3 to  5 per 
cent  among  white  and  Negro  children,  where- 
as the  reactor  rate  for  Latin  American  chil- 
dren runs  as  much  as  10  per  cent  or  more — 
two  or  three  times  higher.  This  finding  cor- 
responds with  the  higher  prevalence  of  the 
disease  in  the  latter  ethnic  group. 

The  indices  and  standards  of  performance 
have  been  selected  to  measure  the  adequacy 
of  Tuberculosis  Control  programs.  Three  of 
these  pertain  to  case  detection,  and  the  rest 
to  services  to  patients  with  active  tubercu- 
losis. These  indices  and  standards  and  the 
experience  obtained  in  Dallas  for  the  years 
1960  and  1961  are  shown  in  Table  1.  The 
Arden  House  recommendations  are  as  fol- 
lows : 

1.  “All  persons  with  an  x-ray  reading  of 
tuberculosis  or  suspected  tuberculosis,  who 
are  not  known  to  be  under  current  supervi- 
sion, should  be  referred  for  diagnosis,  and  a 
definite  diagnosis  should  be  made  and  re- 


ported to  the  health  department  on  at  least 
75  per  cent  of  suspects  within  six  months 
after  an  initial  screening.” 

Later,  the  standard  was  raised  to  90  per 
cent  performance  level. 

2.  “In  tuberculin  testing  programs,  all 
newly  discovered  tuberculin  reactors  need  a 
chest  x-ray  examination.  Within  two  months 
of  the  end  of  the  survey,  at  least  90  per  cent 
of  the  reactors  should  receive  the  examina- 
tion.” 

3.  “All  close  contacts  to  newly  discovered 
active  cases  need  to  be  examined  promptly, 
either  by  a tuberculin  test  followed  by  a chest 
x-ray  for  reactors  or  by  an  x-ray  initially.” 

Although  the  recommendation  stated  that 
90  per  cent  of  the  contacts  of  new  active 
cases  during  a calendar  year  should  be  ex- 
amined by  Jan.  31  of  the  following  year, 
most  workers  agree  that  the  examination 
ought  to  be  accomplished  within  three 
months  of  the  discovery  of  an  active  case. 

4.  “The  conversion  of  patients’  bacterio- 
logical status  from  positive  to  negative  as 
soon  as  possible  after  diagnosis  is  of  primary 
importance  in  tuberculosis  control.  At  least 
75  per  cent  of  the  newly  reported  active  cases 
with  positive  bacteriological  findings  should 
have  converted  to  a negative  status  within 
six  months  from  the  date  of  the  new  case 
report.” 

This  standard  was  later  upgraded  to 
achieve  a goal  of  90  per  cent  bacteriologic 
conversions  if  the  antituberculosis  drugs  are 
judiciously  administered. 

5.  “All  patients  with  active  tuberculosis 
need  to  be  under  treatment.  At  least  90  per 
cent  of  all  known  active  cases  should  be  in 
the  hospital  or  under  drug  treatment  else- 
where.” 

6.  “All  patients  who  have  active  disease 
need  periodic  bacteriological  examinations. 
At  least  80  per  cent  or  more  of  all  cases  at 
home  with  active  disease  at  last  report  should 
have  had  a bacteriological  examination  with- 
in the  preceding  six  months.” 

The  foregoing  recommendations  of  the 
Arden  House  Conference,  if  applied  with  a 
sense  of  urgency  and  persistence,  would  in- 
evitably spell  the  end  of  tuberculosis.  Table 
1 amply  illustrates  the  fact  that  unless  such 
a persistence  and  continuity  is  adopted  from 
one  year  to  the  other,  the  performance  stand- 
ards are  apt  to  fluctuate  and  fall  short  of 
the  recommended  goal. 

The  Dallas  Tuberculosis  Case  Finding 
Project  was  established  at  the  beginning  of 


944 


TEXAS  State  Journal  of  Medicine 


the  second  half  of  1962  to  explore  the  unmet 
needs  in  an  urban  tuberculosis  control  pro- 
gram so  that  the  aim  of  tuberculosis  control 
and  eradication  could  be  achieved  more  ef- 
fectively and  more  rapidly.  Several  factors 
were  considered  prior  to  the  initiation  of  the 
program,  namely:  the  low  new  case  rate  to 
death  rate  ratio ; the  high  frequency  of  mod- 
erately advanced  to  far  advanced  cases 
among  the  newly  diagnosed;  and  the  higher 
proportion  of  cases  first  reported  by  death 
certificates.  To  assess  the  adequacy  of  tu- 
berculosis control  in  Dallas  County  the  num- 
ber of  infectious  cases  not  isolated  was  esti- 
mated. These  cases  comprise  the  undetected 
cases,  including  suspected  cases  not  fully  in- 
vestigated, known  cases  not  isolated,  and 
previously  known  cases  lost  to  follow-up. 

Administrative  Organization 

A committee  of  local  lay  and  medical  lead- 
ers under  the  chairmanship  of  Dr.  William 
Ashe  obtained  the  necessary  funds  from  the 
State.  The  project,  on  a short-term  basis,  is 
being  conducted  under  the  auspices  of  the 
Texas  State  Department  of  Health  and  local 
county  and  city  health  departments.  The  city 
health  department  is  charged  with  the  rou- 
tine administrative  supervision.  Excellent 
support  has  been  received  from  the  Commis- 
sioner of  Health,  the  chiefs  of  the  local  health 
services,  the  Tuberculosis  and  Administra- 
tive Divisions  of  the  State  Department  of 
Health,  from  the  directors  and  staff  of  our 
local  health  departments,  and  from  the  proj- 
ect committee.  Of  special  assistance  has  been 
the  statistical  consultation  services  from  the 
statistician,  made  available  to  the  project 


through  the  courtesy  of  Dr.  J.  E.  Peavy, 
Commissioner  of  Health.  The  personnel  con- 
sists of  a medical  director,  a consulting  public 
health  nurse,  a staff  public  health  nurse,  a 
case  investigator,  an  administrative  techni- 
cian in  charge  of  record  systems,  and  a clerk. 

Office  space  was  provided  by  the  Dallas 
County  Hospital  District  on  the  premises  of 
Woodlawn  Hospital  Chest  Disease  Division. 
Almost  all  of  the  equipment,  and  all  utilities, 
have  been  provided  by  the  State.  Other  sup- 
plies have  been  made  available  by  the  Dallas 
Tuberculosis  Control  Clinic.  The  project  has 
no  directly  controlled  examining  facility. 
With  the  exception  of  Heaf  testing  equip- 
ment for  tests  in  the  home,  all  individuals 
requiring  an  examination  have  been  referred 
to : 

1.  The  private  physician,  if  the  individual 
indicated  his  preference  or  had  been  previ- 
ously seen  by  the  practitioner. 

2.  The  Dallas  Tuberculosis  Control  Clinic. 

3.  The  Children’s  TB  Clinic,  which  is 
jointly  staffed  by  the  TB  Control  Clinic  and 
the  Children’s  Medical  Center. 

4.  The  Woodlawn  Hospital  Chest  Clinic. 

5.  The  Tuberculosis  Association  Mobile 
Unit. 

Several  weeks  after  the  project  started, 
the  Tuberculosis  Association  Mobile  Unit 
expanded  its  services  by  providing  examina- 
tion not  only  with  a 70  mm.  Minifilm  and 
Heaf  tests,  but  also  with  10  by  12  or  14  by  17 
large  films  and  Mantoux  tests  on  a referral 
basis.  The  unit  was  scheduled  to  operate  neqr 
each  of  the  five  city  health  department  nurs- 
ing centers  on  a once  a month  basis  and  dur- 
logic  experience  was  obtained  to  fill  that  po- 


table 1. — Indices  and  Standards  of  Performance  of  the  Dallas  Tuberculosis  Control  Clinic  Program  for 
the  Years  1960,  1961  Compared  to  the  Arden  House  Standards. 


Indices  and  Standards 

Dallas  Performance 
1961  1960 

(%)  (%) 

Recommended 

(%) 

1.  Definitive  diagnosis  and  report  within  six  months  of 
roentgenologic  reading  of  tuberculosis  suspect 

79 

89 

75  (90)* 

2.  Examination  of  tuberculin  reactors  within 
two  months  of  end  of  survey 

82 

89 

90 

3.  Examination  of  close  contacts  to  newly  discovered  active  cases 
(by  tuberculin  or  post- tuberculin  x-rays)  within  three  months 

78 

89 

90 

4.  Conversion  from  positive  to  negative  bacteriology  within 
six  months  from  date  of  new  case  report 

56 

N.A. 

75  (90)* 

5.  Treatment  status  of  patients  with  active  tuberculosis 
(in  hospital,  or  on  drugs  at  home) 

77 

86 

90 

6.  Bacteriologic  examination  of  all  active  tuberculosis  cases  at 
home  within  preceding  six  months  from  last  report 

67 

78 

80 

* Applies  to  more  recent  consensus  of  recommended  performance  standards. 


Source:  Data  supplied  by  the  Tuberculosis  Control  Clinic,  Dallas  Health  Department  to  the  Na- 
tional Tuberculosis  Association  for  the  Second  Conference  on  Problems  and  Opportunities  of  Tubercu- 
losis Association  Programs  in  Large  Cities,  Dec.  5-7,  1962,  St.  Louis,  Mo. 
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ing  hours  which  would  allow  the  head  of  a 
household  to  be  examined  after  work.  A pub- 
lic health  nurse  from  the  regular  staff  of  the 
nursing  district  was  assigned  to  the  unit. 
The  project  staff  has  also  assisted,  and  all 
14  by  17  films  from  project  referrals  have 
been  interpreted  by  the  medical  director.  The 
unit  has  also  been  assigned  to  designated 
county  locations. 

Referral  Form 

The  multiplicity  of  examinations  and  agen- 
cies performing  such  examinations  required 
a simple,  uniform  referral  form.  The  project 
participants  designed  the  form  with  the  co- 
operation of  the  nursing  division  and  the 
Tuberculosis  Control  Clinic.  It  has  proved 
effective  in  curtailing  much  unnecessary 
writing,  and  has  provided  a simple  means  of 
reporting  the  results  on  the  reverse  side.  A 
carbon  copy  has  been  maintained  on  each  re- 
ferral by  the  person  or  agency  sending  an 
individual  for  examination.  The  carbon  copy 
has  served  as  a control  while  the  results  of 
the  examination  are  pending.  This  copy  is 
normally  discarded  when  the  results  are  com- 
pleted. All  referrals  from  the  project  have 
been  identified  with  the  letters  “TBP”  to 
avoid  delays  in  receiving  the  results  and  also 
to  obtain  an  accurate  statistical  count  of  this 
program’s  activity  separate  from  that  of  the 
current  efforts  of  the  Tuberculosis  Control 
Clinic.  One  of  the  obstacles  resulting  from 
the  accidental  or  deliberate  misplacement  of 
the  referral  by  the  individual  sent  to  the  mo- 
bile unit  for  an  examination  has  been  reme- 
died by  maintaining  a list  of  those  referred. 
More  recently,  a third  carbon  copy  of  the  re- 
ferral has  been  sent  to  the  mobile  unit.  This 
has  enabled  the  nurse  assigned  to  the  unit  to 
process  the  individual  referral  more  rapidly. 

Record  System 

The  record  system  is  based  on  the  Vertical 
Visirecord  System.  The  tuberculosis  card  is 
similar  to  the  card  which  was  recommended 
by  the  U.S.P.H.S.  several  years  ago,  and  in 
use  by  most  official  agencies.  The  card  was 
modified  by  the  author  and  approved  by  the 
statistical  consultant  for  adoption  by  the 
project.  The  card  is  intended  for  surveillance 
of  cases  and  close  contacts,  and  in  no  way 
should  it  replace  the  case  history  record. 
Many  agencies  use  their  Kardex  System  for 
a variety  of  information  not  pertinent  in 
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surveillance  and  soon  this  becomes  too  con- 
fusing. Our  record  system  has  appealed  to 
many  agencies.  To  adopt  a uniform  method 
of  supervision,  the  Children’s  TB  Clinic  and 
the  Woodlawn  Hospital  Chest  Clinic  are  con- 
templating the  adoption  of  a similar  record 
system.  If  our  main  Tuberculosis  Control 
Clinic  would  use  this  record  system  in  its 
program,  then  the  cards  of  uniform  size 
would  be  easily  interchangeable  from  one 
agency  to  the  other,  as  the  supervision  of  the 
case  passes  from  one  agency  to  the  other. 
Such  a procedure  would  insure  continuity  of 
supervision,  economy  of  effort,  money,  and 
time. 

Case  Investigator 

A male  case  investigator  in  Tuberculosis 
Control  was  needed  in  this  area.  Fortunately, 
the  right  individual  with  previous  epidemio- 
sition.  With  fairly  adequate  orientation,  he 
has  contributed  tremendously  to  the  project 
program  and  to  the  current  efforts  of  the 
Tuberculosis  Control  Clinic  in  locating,  trans- 
porting for  examination,  and  bringing  under 
medical  supervision  a large  proportion  of  the 
lost  and  recalcitrant  patients,  most  of  whom 
have  been  repeated  self-discharges  from  hos- 
pitals. Often  this  was  accomplished  without 
the  necessity  of  a warrant.  For  good  public 
relations  with  the  patients  or  contacts  we 
have  given  him  the  operational  title  of  “epi- 
demiology technician.”  Such  a title  avoids 
identifying  the  investigator  with  police-type 
work.  It  is  heartening  to  learn  that  other 
agencies  and  projects  throughout  the  United 
States  have  also  labeled  their  case  investi- 
gators as  “tuberculosis  epidemiologists.”3 
Our  case  investigator  has  been  accepted  by 
most  of  the  public  health  nursing  staff  as  a 
valuable  member  of  the  team.  Such  investi- 
gators will  play  much  greater  roles  in  the 

*He  originally  presented  this  paper  to  the  Con- 
ference of  City  and  County  Health  Officers  during 
the  Annual  Session  of  Texas  Medical  Association  in 
April,  1963.  He  was  director  of  the  Dallas  Special 
Tuberculosis  Project. 
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control  of  tuberculosis  and  in  finding  the  lost 
patient.  It  often  takes  a few  hundred  miles 
of  travel  to  locate  one  patient. 

Objectives  of  Project 

The  objectives  of  this  short-term  project 
had  been  defined  when  the  proposed  ap- 
proach was  conceived.  It  was  established  as 
a diagnostic  and  exploratory  program,  not 
only  to  unearth  the  maximum  number  of  un- 
controlled cases  of  tuberculosis,  both  known 
and  unknown,  but  also  to  detect  the  areas 
and  fill  the  gaps  existing  in  the  tuberculosis 
control  program  in  Dallas.  Hence  it  was 
never  intended  to  replace  the  current  activi- 
ties of  that  program.  Obviously,  the  institu- 
tion of  a proj  ect  whose  activity  parallels  that 
of  an  already  established  program,  is  often 
regarded  by  a segment  of  the  health  per- 
sonnel as  an  infringement  of  their  preroga- 
tives and  a threat  to  their  activity  interests. 
Trying  to  allay  such  fears,  avoid  duplication, 
and  foster  adequate  interpersonal  relation- 
ships requires  valuable  time  which  could  be 
devoted  to  more  fruitful  activities. 

Activity  and  Observations 

During  the  first  phase  of  the  project  the 
major  part  of  the  activity  was  concerned 
with  getting  the  following  information. 

1.  The  Tuberculosis  Control  Clinic  Kardex, 
or  case  register,  revealed  that  about  203  lost 
cases  had  no  current  follow-up  information. 
The  status  of  108  (53  per  cent)  was  deter- 
mined. Ninety-nine  were  found  under  medi- 
cal supervision ; four  were  brought  under 
such  supervision ; three  had  nontuberculous 
disease ; and  two  still  were  not  diagnosed.  An 
additional  six  patients  had  died,  five  of  these 
in  1962.  The  total  number  of  patients  who 
had  moved  to  another  jurisdiction  or  could 
not  be  located  was  60,  representing  30  per 
cent  of  the  total  lost  cases.  This  appears  to 
us  as  a significant  number,  and  means  of 
tracing  such  persons  is  direly  needed. 

While  the  project  progressed,  the  Tuber- 
culosis Control  Clinic  requested  assistance  on 
an  additional  39  cases  who  were  traced  and 
brought  under  supervision,  either  for  follow- 
up or  for  hospitalization.  Twenty-nine  of 
these  were  known  cases,  mostly  lapsed  or 
self-discharged  and  two  were  new  to  the 
area. 

2.  Contacts  of  tuberculosis  cases  and 
deaths  reported  in  previous  years,  and  per- 
sons who  had  not  been  examined  during  the 
tuberculosis  control  program  were  also  re- 


ferred for  examination.  More  than  1,200  re- 
ferrals were  given  for  over  1,000  examina- 
tions. Many  individuals  required  more  than 
one  referral,  and  several  home  visits  were 
made  before  compliance  could  be  obtained. 
About  25  per  cent  never  responded.  We  have 
continued  the  examination  of  those  contacts 
of  cases  reported  in  1962  who  had  not  been 
examined.  Since  our  contact  examinations 
concerned  mostly  those  which  had  not  been 
included  in  the  current  activity  of  the  Tu- 
berculosis Control  Clinic,  no  statistical  infer- 
ences can  be  obtained  until  the  combined  ef- 
forts and  results  are  tabulated  and  evaluated. 

3.  The  project  intake  included  84  Tuber- 
culosis Association  Minifilm  suspects  for 
the  years  1959  through  1961.  These  TB  sus- 
pects did  not  have  a follow-up  examination 
at  that  time.  Thirty-one  were  traced,  and 
examinations  were  done.  Three  of  these  were 
hospitalized  or  treated  on  outpatient  basis; 
six  had  nontuberculous  disease  or  were  cardi- 
acs; 16  were  previously  known  cases;  five 
were  entirely  negative;  and  one  had  an  un- 
classified mycobacterial  disease.  Thirty-five 
of  the  84  could  not  be  located  or  had  moved 
to  another  jurisdiction.  Eighteen  still  re- 
quired further  examinations  or  observation 
for  complete  diagnosis. 

Shortly  after  the  beginning  of  this  year, 
it  was  decided  to  evaluate  the  status  of  204 
strong  tuberculin  reactors  from  the  1960- 
1961  Dallas  school  surveys.  This  group  was 
chosen  on  the  basis  of  the  greater  risk  of 
developing  tuberculosis  in  a strong  tubercu- 
lin reactor.  Attempts  were  made  to  obtain 
current  information  on  those  who  had  had 
a chest  x-ray  less  than  a year  ago.  Those  who 
had  been  x-rayed  more  than  a year  ago  were 
referred  for  an  examination.  To  piece  to- 
gether all  the  required  information  scattered 
in  several  agencies  was  a tremendous  task. 
Of  the  204  reactors,  it  was  found  that  85  had 
had  an  x-ray  less  than  one  year  ago.  Fifty- 
one  had  moved,  and  no  information  was 
available.  The  remainder  were  referred  for 
examination.  In  none  was  there  any  evidence 
of  active  disease.  A large  percentage  had  had 
a previous  reading  of  healed  primary.  One- 
fourth  of  the  total  number  of  strong  reactors, 
or  about  50,  were  known  to  the  agency  prior 
to  the  school  testing.  The  absence  of  active 
disease  in  a three-year  follow-up  period  of 
strong  reactors  points  to  the  need  for  such  a 
follow-up  to  continue  throughout  the  lifetime 
of  these  reactors,  especially  when  the  stresses 
on  these  youngsters  after  reaching  adulthood 
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may  lead  to  breakdown  with  active  tubercu- 
losis. 

To  establish  better  reporting  of  tubercu- 
losis cases,  the  project  situated  at  Woodlawn 
Hospital  was  in  a position  to  initiate  a pilot 
study.  Through  the  cooperation  of  Dr. 
Charles  LeMaistre,  medical  director,  and  the 
Nursing  and  Social  Service  Divisions  of  the 
hospital,  we  formulated  a liaison  by  which  all 
admissions  were  reported  to  the  Tubercu- 
losis Control  Clinic  through  the  project.  The 
administrative  technician  was  given  the  re- 
sponsibility to  check  periodically  with  Wood- 
lawn  Hospital  the  status  of  all  admissions 
in  whom  a definitive  diagnosis  of  tubercu- 
losis had  not  been  made  or  was  still  pending. 
From  March  1 to  April  26,  1963,  104  patients 
had  been  admitted  to  that  hospital.  Forty-six 
were  tuberculous  or  suspects  and  58  non- 
tuberculous  or  nontuberculous  suspects.  Thir- 
ty-six of  the  former  were  definitely  diag- 
nosed as  having  tuberculosis ; four  proved  to 
be  nontuberculous  and  in  six  the  diagnosis 
was  still  pending  at  the  time  of  the  tabula- 
tion. Of  the  58  nontuberculous,  one  proved 
to  be  definitely  tuberculous,  49  were  nontu- 
berculous, and  in  8 the  diagnosis  is  pending 
(Table  2). 


Table  2. — Tuberculosis  Admission  Reports  Obtained 
from  Woodlawn  Hospital  Chest  Disease  Division  by 
the  Case  Finding  Project,  March  1 to  April  26,  1963. 


Admission 

Diagnosis 

No. 

Definitive  Diagnosis 
Non-Tbc 
Tuberculosis  Disease 

Diagnosis 

Pending 

Tuberculosis 
or  Tbc 

46 

36 

4 

6 

Suspected 

Nontubercu- 

lous 

Disease  or 

58 

1 

49* 

8 

Non-Tbc 

Suspected 

Total 

104 

37 

53 

14 

♦Includes  one  old  inactive  case  of  tuberculosis,  ad- 


mitted and  treated  for  a nontuberculous  pulmonary 
pathology. 

Source:  Compiled  by  the  Case  Finding  Project 
from  Woodlawn  Hospital  Reports  of  Admissions  of 
Tuberculosis  Cases. 


This  pilot  study,  together  with  several 
other  coordination  efforts  between  the  hos- 
pital, the  project,  or  the  health  department, 
proves  the  value  of  a liaison  office  within 
the  setting  of  the  hospital.  Even  without  the 
presence  of  a physical  office,  the  utilization 
of  liaison  personnel  between  the  hospitals, 
the  physicians,  and  the  health  department 
should  foster  better  reporting  and  control  of 
tuberculosis. 


Comments 

In  the  author’s  opinion,  a case  finding 
project  should  not  duplicate  an  already  ex- 
isting program  in  tuberculosis  control.  Rath- 
er, it  should  support  and  supplement  the 
various  areas  which  a current  program  is 
not  able  to  cover.  Case  finding  does  not  nec- 
essarily limit  itself  to  finding  new  cases  of 
tuberculosis.  It  is  most  vitally  concerned 
with  the  whole  gamut  of  the  problem  of  tu- 
berculosis. Thus  even  the  surveillance  of  an 
inactive  case,  treated  or  untreated,  is  a form 
of  case  finding. 

The  cost  of  finding  each  new  case  in  most 
areas  has  jumped.  As  the  base  of  the  infec- 
tious population  narrows,  it  will  become 
harder  to  find  new  cases  of  tuberculosis.  The 
concept  of  mass  surveys  by  x-ray  and  tu- 
berculin testing  is  passe.  These  tools  need  to 
be  applied  with  specific  considerations  of 
the  epidemiology  of  tuberculosis.  The  Arden 
House  recommendations  are  clear-cut  and 
require  better  implementation.  The  problem 
boils  down  to  an  emphasis  on : 

1.  The  case;  diagnosis,  treatment  with  iso- 
lation and  drugs  until  he  is  noninfectious, 
rehabilitation,  and  surveillance  to  detect  re- 
lapse. 

2.  Close  contacts  and  associates ; examina- 
tion with  a tuberculin  test  and  x-ray  of  the 
positive  reactors.  Reexamination  of  the  nega- 
tive reactors  from  8 to  12  weeks  and  chest 
x-rays  of  the  new  positive  reactors  to  the 
tuberculin  test.  Thereafter,  a follow-up  with 
x-rays  of  all  the  close  contacts  of  a case 
whose  tuberculin  reaction  is  or  has  become 
positive.  This  follow-up  should  extend 
throughout  the  lifetime  of  the  positive  re- 
actor. 

The  foregoing  appears  simple,  but  in  real- 
ity its  success  will  depend  very  much  on  the 
education  of  the  health  personnel  (including 
the  private  practitioner)  the  public,  and  the 
members  of  the  voluntary  agencies.  We  have 
the  tools  and  the  means  to  eradicate  tuber- 
culosis. We  need  to  apply  those  tools  more 
flexibly  if  we  want  to  achieve  the  ultimate 
goal. 
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Scotochromogen  Mycobacterial  Disease  in  Man 


S.  Donald  Greenberg,  M.D.;  Daniel  E.  Jenkins,  M.D.;  David  Bahar,  M.D.; 
Katharine  H.  K.  Hsu,  M.D.;  Michael  Hunsaker,  B.A.;  and  R.  J.  Jones,  M.S. 


THERE  HAVE  BEEN  numerous  reports 
during  the  past  decade  of  human  disease 
caused  by  a number  of  chromogenic  acid-fast 
bacilli ; the  similarity  of  the  clinical  and 
pathological  picture  to  tuberculosis  has  em- 
phasized the  role  of  the  laboratory  in  isola- 
tion and  classification  of  these  organisms. 
i,  2, 8-12,  i4, 16-20  infections  with  the  so-called 
unclassified  mycobacteria  seem  to  be  recog- 
nized with  increasing  frequency.3’ 5 In  Run- 
yon’s groupings  are  four  divisions  of  unclas- 
sified mycobacteria  which  are  pathogenic  for 
man:  Group  I,  photochromogens;  group  II, 
scotochromogens ; group  III,  nonphotochrom- 
ogens;  and  group  IV,  rapid  growers.10  With- 
in the  last  two  years  five  cases  of  scoto- 
chromogen infection  of  cervical  lymph  nodes, 
and  one  each  of  skin,  mammary  gland,  and 
lung  have  been  diagnosed  and  treated  in 
Baylor  University  College  of  Medicine  teach- 
ing hospitals.  This  report  emphasizes  the 
bacteriologic  diagnosis  of  the  scotochromo- 
genic  mycobacteria  and  briefly  discusses 
clinical  diagnosis  and  treatment. 

Case  Reports 

Case  1.- — A three-year-old  Negro  girl  complained 
of  pain  and  swelling  of  the  neck  for  one  month. 
Physical  examination  demonstrated  pharyngitis  and 
a right  anterior  cervical  mass.  With  penicillin  ther- 
apy there  was  resolution  of  the  pharyngitis,  but  the 
neck  mass  (presumably  a lymph  node)  remained  un- 
changed. Follow-up  examination  one  month  later 
revealed  a fluctuant  center  within  the  neck  mass. 
The  patient  was  referred  for  surgery  and  the  mass 
was  excised.  The  specimen  consisted  of  matted  lymph 
nodes.  There  was  neither  abscess  nor  caseous  ne- 
crosis. Microscopic  examination  revealed  focal  gran- 
ulomatous inflammatory  reaction  consisting  of 
lymphocytes,  large  mononuclear  cells,  and  epithelioid 
cells.  Neither  necrosis  nor  giant  cells  were  seen  (Fig. 
1).  Special  stain  failed  to  reveal  acid-fast  bacilli. 
Laboratory  study  of  a portion  of  the  surgical  speci- 
men yielded  a pure  culture  of  scotochromogenic  acid- 
fast  bacilli.  Chest  roentgenograms  showed  no  evi- 
dence of  lung  disease.  Intradermal  skin  testing  using 
purified  protein  derivatives  of  Mycobacterium  tu- 
berculosis (PPD-S),  group  I photochromogen  (PPD- 


Fig.  1.  Preparation  of  cervical  lymph  node.  Note  varying 
sized  noncaseous  granulomas,  (hematoxylin  and  eosin,  x 25) 


Y),  group  II  scotochromogen  (PPD-Scoto),  and 
group  III  nonphotochromogen  (PPD-B)  showed  the 
strongest  reaction  was  that  of  the  group  II  scoto- 
chromogen. The  patient  received  para-aminosalicylic 
acid  (PAS)  and  isonicotinic  acid  hydrazide  (INH) 
for  15  months.  There  has  been  no  recurrence. 

Case  2. — A three-year-old  Negro  boy  was  admitted 
to  the  hospital  with  the  complaint  of  left  hip  pain. 
Physical  examination  on  admission  was  unremark- 
able except  for  prominent  nontender  right  anterior 
cervical  lymph  nodes.  Four  months  later,  he  returned 
with  the  complaint  of  pain  in  the  neck.  At  that  time 
he  had  a large  fluctuant  mass  in  the  right  subman- 
dibular area.  Surgical  biopsy  of  the  mass  was  done. 


Laboratory  isolation  of  many  chromogenic 
acid-fast  bacilli  which  resemble  tuberculosis 
is  very  important.  Bacteriologic  and  clinical 
diagnoses  and  treatment  of  these  scoto- 
chromogenic mycobacteria  are  discussed. 
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Fig.  2a.  Cervical  lymph  node  with  multiple  granulomas.  Fig.  2b.  Higher  magnification  shows  focus  of  liquefactive 
Note  numerous  Langhans'  type  giant  cells,  (hematoxylin  necrosis  within  a granuloma,  (hematoxylin  and  eosin,  x 39) 
and  eosin,  x 29) 


The  specimen  consisted  of  several  matted  lymph 
nodes.  No  necrosis  was  seen.  Microscopic  examina- 
tion revealed  granulomas  with  epithelioid  cells  and 
an  occasional  Langhans’  type  giant  cell.  There  was 
no  necrosis.  Special  stain  was  negative  for  acid-fast 
bacilli.  A portion  of  the  specimen  yielded  a pure 
culture  of  scotochromogenic  acid-fast  bacilli.  Intra- 
dermal  skin  testing  using  PPD-S,  PPD-Y,  PPD- 
Scoto,  and  PPD-B  showed  the  strongest  reaction 
was  that  of  the  group  II  scotochromogen.  The  pa- 
tient was  treated  with  INH  and  PAS.  The  wound 
healed  well  and  the  remainder  of  the  neck  mass 
subsided.  Chest  roentgenogram  was  normal.  Gastric 
washings  and  urine  cultures  were  negative. 

Case  3. — The  patient  was  an  18-month-old  white 
girl  who  was  found  to  have  pharyngitis  and  left 
anterior  cervical  lymphadenitis  by  her  physician. 
The  patient  was  treated  with  penicillin.  One  month 
later  the  lymph  node  became  fluctuant  and  slightly 
tender.  The  cervical  abscess  was  incised  and  drained 
and  culture  was  taken.  Bacteriologic  examination 
yielded  a pure  culture  of  scotochromogenic  acid-fast 
bacilli.  The  patient  was  treated  with  INH  and  PAS 
but  the  wound  continued  to  drain.  Two  months  later 
the  lesion  was  excised.  The  specimen  consisted  of 
skin  and  lymph  nodes.  There  was  caseous  necrosis 
within  the  lymph  node.  Microscopic  examination  re- 
vealed extensive  granulomatous  inflammation  with 
numerous  Langhans’  type  giant  cells  (Fig.  2a).  In 
scattered  foci  there  was  liquefactive  and  caseous 
necrosis  (Fig.  2b).  Special  stain  revealed  a rare 
acid-fast  bacillus.  Culture  of  a portion  of  the  lymph 
node  yielded  a pure  growth  of  scotochromogenic 
acid-fast  bacilli.  Intradermal  skin  testing  using 
PPD-S,  PPD-Y,  PPD-Scoto,  and  PPD-B  showed  the 
strongest  reaction  was  that  of  the  group  II  scoto- 
chromogen. The  antimicrobial  therapy  was  continued 
and  the  wound  healed  well.  A chest  film  was  normal. 

Case  h- — The  patient  was  a two-year-old  Negro  boy 
who  was  seen  in  the  pediatric  clinic  because  of  a right 
submandibular  mass.  Therapy  with  penicillin  caused 
no  change  in  the  mass.  Excision  biopsy  of  the  sub- 
mandibular lymph  node  was  performed.  The  speci- 
men consisted  of  a resected  portion  of  skin  with 
underlying  lymph  node.  No  suppuration  was  noted. 
Microscopic  examination  revealed  scattered  non- 
caseous  granulomas  with  Langhans’  type  giant  cells. 
Special  stain  failed  to  reveal  acid-fast  bacilli.  A 
portion  of  the  specimen  submitted  for  bacteriologic 
study  yielded  a pure  culture  of  scotochromogenic 
mycobacteria.  Preoperative  intradermal  skin  testing 


using  PPD-S,  PPD-Y,  PPD-Scoto,  and  PPD-B 
showed  the  strongest  reaction  was  that  of  the  group 
III  nonphotochromogen.  Postoperative  intradermal 
skin  testing  revealed  the  strongest  reaction  was 
that  of  group  II  scotochromogen.  Therapy  with  INH 
and  PAS  has  begun  and  will  be  continued  for  one 
year. 

Case  5. — The  patient  was  a three-year-old  white 
girl  referred  by  her  pediatrician  because  of  enlarged 
left  anterior  cervical  lymph  nodes.  The  cervical  mass 
was  inflamed  and  fluctuant,  and  there  had  been  no 
improvement  following  penicillin  therapy.  Incision 
and  drainage  was  performed  but  the  wound  con- 
tinued to  drain.  Four  months  later  the  patient  was 
referred  to  surgery  for  excision  of  the  neck  mass. 
The  specimen  consisted  of  soft  matted  lymph  nodes 
with  two  necrotic  gray- white  foci  up  to  1.5  cm. 
Microscopic  examination  revealed  several  caseous 
granulomas.  Special  stain  revealed  a rare  acid-fast 
bacillus.  A portion  of  the  specimen  submitted  for 
bacteriologic  study  yielded  a pure  culture  of  scoto- 
chromogenic mycobacteria.  Intradermal  skin  testing 
using  PPD-S,  PPD-Y,  PPD-Scoto,  and  PPD-B 
showed  the  strongest  reaction  was  that  of  the  group 
II  scotochromogen. 

Case  6. — The  patient  was  a five-year-old  Negro 
boy  referred  for  treatment  of  a cutaneous  granu- 
loma of  the  cheek  beneath  the  left  eye.  The  lesion 
was  in  the  site  of  a recent  hematoma  that  followed 
local  trauma.  Initial  culture  done  elsewhere  reported 
Staphylococcus  aureus  and  Escherichia  coli  but  the 
lesion  failed  to  respond  to  treatment  with  penicillin 
and  Chloromycetin.  Biopsy  of  the  lesion  revealed 
caseous  granulomas,  and  special  stain  showed  acid- 
fast  bacilli.  A culture  taken  from  the  open  lesion 
was  submitted  for  bacteriologic  study  and  yielded  a 
pure  culture  of  scotochromogenic  mycobacteria.  In- 
tradermal skin  testing  using  PPD-S,  PPD-Y,  PPD- 
Scoto,  and  PPD-B  showed  the  strongest  reaction  was 
that  of  the  group  III  nonphotochromogen.  Chest 
roentgenogram  was  normal.  The  patient  was  treated 
with  INH  and  PAS  for  12  months.  The  lesion  healed 
well. 

Case  7. — The  patient  was  a 64-year-old  white 
housewife  who  complained  of  a mass  in  her  left 
breast  of  two  weeks’  duration.  Ten  years  previously 
she  had  been  treated  over  a period  of  two  years  for 
pulmonary  tuberculosis  with  bedrest  and  thoraco- 
plasty. She  had  been  observed  in  the  tuberculosis 
clinic  at  routine  intervals  and  there  was  no  evidence 
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Fig.  3a.  Preparation  of  breast.  There  is  caseous  necrosis 
within  the  granuloma.  Note  ducts  in  the  lower  left  margin, 
(hematoxylin  and  eosin,  x 29) 


of  active  pulmonary  disease.  Clinical  impression  was 
possible  carcinoma  of  the  breast.  Surgical  biopsy  of 
the  breast  mass  was  performed.  The  specimen  con- 
sisted of  resected  breast  tissue  containing  irregular, 
firm,  gray-white  areas.  Microscopic  examination  re- 
vealed granulomatous  inflammation  with  foci  of 
caseous  necrosis  within  the  lobules  and  ducts  (Fig. 
3a).  Special  stain  showed  acid-fast  bacilli  (Fig  3b). 
Portion  of  the  specimen  submitted  for  bacteriologic 
study  yielded  pure  culture  of  scotochromogenic  my- 
cobacteria. Intradermal  skin  testing  using  PPD-S, 
PPD-Y,  PPD-Scoto,  and  PPD-B  showed  the  strong- 
est reaction  was  that  of  M.  tuberculosis.  The  patient 
was  treated  for  14  months  with  INH  and  PAS.  Gas- 
tric and  sputum  cultures  were  negative  and  the 
chest  film  was  unchanged. 

Case  8. — The  patient  was  a 47-year-old  white  man 
with  a routine  chest  roentgenogram  suspicious  for 
tuberculosis  of  the  right  upper  lobe  of  the  lung.  Six 
years  previously  he  also  had  a chest  film  suspicious 
for  pulmonary  tuberculosis.  At  that  time  sputa  and 
gastric  washings  were  negative  for  acid-fast  bacilli, 
but  because  the  chest  roentgenogram  was  suggestive 
of  active  apical  tuberculosis  he  was  begun  on 
chemotherapy.  He  did  not,  however,  follow  medical 
advice,  and  discontinued  the  medications  after  three 
weeks. 

Intermediate  strength  (0.0001  mg.)  PPD  was  pos- 
itive. Cultures  of  gastric  washings  yielded  scoto- 
chromogenic mycobacteria.  Streptomycin,  INH,  and 
PAS  were  given  but  repeated  cultures  continued  to 
yield  scotochromogenic  mycobacteria  and  serial  chest 
films  showed  no  resolution  of  the  lesion.  After  ten 
months  of  therapy,  a right  upper  lobectomy  was 
done.  The  specimen  had  multiple  caseous  granu- 
lomas, up  to  1.5  cm.,  in  both  apical  and  posterior 
segments.  Microscopic  examination  revealed  caseous 
as  well  as  fibrocaseous  and  fibro-calcific  granu- 
lomas (Fig.  4).  Scar  tissue  was  prominent.  Special 
stain  failed  to  reveal  acid-fast  bacilli.  A portion  of 
the  specimen  submitted  for  bacteriologic  study 
yielded  a pure  culture  of  scotochromogenic  myco- 
bacteria. Intradermal  skin  testing  using  purified 
protein  derivatives  of  PPD-S,  PPD-Y,  PPD-Scoto, 
and  PPD-B  showed  the  strongest  reaction  was  that 
of  M.  tuberculosis. 

The  postoperative  course  was  uneventful,  and  the 
patient  was  discharged  three  months  later.  Routine 
clinic  visits  have  failed  to  reveal  further  evidence  of 
pulmonary  disease. 


Fig.  3b.  High  magnification  of  scotochromogen  acid-fast 
bacillus  within  the  caseous  necrosis,  (acid-fast  stain, 
x 1850) 


Discussion 

Refinements  in  laboratory  diagnosis  im- 
prove the  complete  understanding  of  disease 
processes  and  broaden  the  scope  of  the  lab- 
oratory’s procedures.  Isolation  of  chromo- 
genic  acid-fast  bacilli  prompts  further  study, 
for  many  reports  indicate  that  such  orga- 
nisms can  produce  granulomatous  disease  in 
man  even  though  they  do  not  cause  progres- 
sive disease  when  inoculated  into  the  guinea 
pig.13’ 5,  s-12,  i4, 16-20  Group  I photochromogen- 
ic  acid-fast  bacilli  (Mycobacterium,  kansasii) 
and  group  III  nonphotochromogens  (Battey 
bacilli)  are  well  documented  as  human  patho- 
gens. M.  fortuitum,  a strain  of  the  group  IV 
rapid  growers,  is  one  of  the  latest  of  the 
“unclassified”  mycobacteria  to  be  accepted 
as  a proven  human  pathogen.  The  signifi- 
cance of  the  group  II  scotochromogens  in  hu- 
man infection  has  continued  to  be  a problem, 
for  such  organisms  have  been  isolated  from 
the  sputum  or  saliva  of  healthy  adult  people.7 

Study  of  the  eight  cases  herein  reported 
indicates  that  the  scotochromogens  can  be 
pathogenic  for  man.  In  these  cases  only 
group  II  organisms  were  cultured  from  the 
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Fig.  4.  Preparation  of  lung.  Adjacent  to  dense  fibrous  tis- 
sue is  a large  caseous  granuloma,  (hematoxylin  and  eosin, 
x 58) 


surgical  specimens.  No  other  mycobacteria 
or  pyogenic  organisms  were  isolated  except 
for  the  one  case  of  cutaneous  granuloma 
(Case  6). 

Intradermal  skin  tests  using  0.0001  mg.  of 
PPD-S,  PPD-Y,  PPD-Scoto,  and  PPD-B 
were  done  (Table  1).*  In  the  five  children 
with  cervical  adenitis,  scotochromogen  anti- 
gen caused  the  strongest  of  the  four  reac- 
tions, over  15  mm.  induration  in  all  cases.  In 
four  of  these  cases  the  standard  tuberculin 
(PPD-S)  was  negative  or  doubtful.  In  one 
case  (Case  3)  the  reaction  to  PPD-S  was 
positive,  but  it  was  definitely  less  intense 
than  the  reaction  to  the  scotochromogen  an- 
tigen. In  the  child  with  the  cutaneous  granu- 
loma the  strongest  skin  reaction  was  to  group 
III  nonphotochromogen.  In  the  two  adults 
(one  with  infection  of  the  mammary  gland 
and  one  with  infection  of  the  lung)  skin 
testing  did  not  help  the  diagnosis  for  both  pa- 
tients showed  only  weak  reactions  to  the 
scotochromogen  antigen.  Instead,  they  had 
the  strongest  reactions  to  the  standard  tu- 
berculin. It  should  be  noted  that  both  patients 

*Courtesy  Dr.  K.  H.  K.  Hsu. 


had  a previous  history  of  tuberculosis.  Speci- 
ficity of  skin  tests,  particularly  in  adults, 
will  require  further  evaluation.  Although 
specific  antigens  are  not  yet  commercially 
available  for  testing,  it  is  hoped  that  in  the 
future  specific  antigens  for  skin  testing  or 
serologic  reactions,  or  both,  will  be  useful 
in  the  diagnosis.3' 4'  8i  9 

The  tissue  reactions  were  those  of  acute 
and  chronic  granulomatous  inflammation. 
No  fungi  were  found.  There  was  perhaps  less 
caseous-type  necrosis  and  more  Langhans’- 
type  giant  cells  and  fibrosis  than  might  be 
anticipated  in  tissue  response  to  M.  tubercu- 
losis. However,  these  subtle  differences  are 
not  enough  to  indicate  an  “unclassified”  type 
of  mycobacterial  infection.  In  the  cases  in 
which  acid-fast  stain  revealed  the  bacilli 
within  the  tissue  preparations,  the  orga- 
nisms were  shortened  and  perhaps  more 
blunted  than  M.  tuberculosis  but  such  minor 
differences  do  not  permit  differentiation. 
The  inability  to  distinguish  the  tissue  re- 
action of  M.  tuberculosis  from  that  of  the 
unclassified  mycobacteria  has  been  reported 
by  others.4’ 5’  14>  18’  19  Realizing  the  limitations 
of  tissue  diagnosis,  one  must  insist  that  the 
surgeon  reserve  a portion  of  the  specimen  for 
bacteriologic  study.  The  entire  specimen  must 
not  be  immersed  in  formalin  or  other  fixa- 
tives. 

The  identification  of  scotochromogenic 
acid-fast  bacilli  is  not  difficult,  and  any  bac- 
teriologic laboratory  assuming  responsibility 
for  the  diagnosis  of  tuberculosis  should  be 
capable  of  identifying  group  II  scotochromo- 
gens.  Cultures  should  be  incubated  in  the 
dark  and  examined  after  5 to  7 days.  Only 
the  group  II  scotochromogenic  organisms 
will  develop  yellow-to-orange  pigment  when 
grown  in  the  dark.10  Scotochromogens  repre- 
sent a heterogeneous  group  of  mycobacteria 
and  different  strains  may  vary  as  to  cellular 
size,  rate  of  growth,  degree  of  pigmentation, 
and  susceptibility  to  various  antituberculosis 
drugs.  All  scotochromogens  differ  from  the 
typical  human  tubercle  bacilli  not  only  by 
colony  pigmentation  but  also  by  their  more 
rapid  rate  of  growth  at  37  C.,  their  ability 
to  grow  at  25  C.,  lack  of  cording,  a negative 
niacin  test,  and  a strongly  positive  catalase 
test  (Table  2).  The  niacin  and  catalase  tests 

From  the  Tuberculosis  Division  of  Jefferson  Davis 
Hospital,  and  the  Departments  of  Pathology,  In- 
ternal Medicine,  and  Pediatrics  of  Baylor  University 
College  of  Medicine,  Houston. 

Supported  in  part  by  National  Institutes  of  Health 
Research  Grant  #E-3373. 
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Table  1. — Intensity  of  Cutaneous  Reaction  to  U PPD  Antigens. 


Cutaneous  Reactions  (mm.  induration) 


Case 

Age  in 

Date  of 

Date  of 

M.  tuberculosis 

Group  I 

Group  II 

Group  III 

No. 

Years 

Operation 

Skin  Tests 

(PPD-S) 

(PPD-Y) 

(PPD-Scoto) 

(PPD-B) 

1 

3 

1-18-60 

3-10-60 

0 

20x23 

— 

18x20  (35x40)* 

6-  5-61 

0 

— 

17x18 

0 

2 

3 

6-15-61 

9-18-61 

0 



15x18 

12x14 

5-14-62 

10x8 

14x14  (23x22)* 

19x20 

3 

1 

5-21-60 

5-18-60 

17x20 

15x15  (25x25)* 

— 

18x18  (35x40)* 

5-29-61 

16x22 

— 

26x32 

0 

4 

2 

10-17-62 

8-29-62 

0 

0 

18x13 

16x15  (35x33)* 

1-16-63 

0 

0 

25x20 

19x15 

5 

2 

8-  5-60 

8-10-60 

0 

0 

— 

16x18 

6-  5-61 

0 

— 

22x25 

18x20 

6 

4 

6-22-60 

16x18 

13x15  (30x35)* 

— 

15x15  (45x50)* 

3-26-62 

14x17 

14x13 

16x16 

20x20(38x37)* 

7 

64 

2-26-60 

9-16-60 

20x22 

10x12 

— 

10x10 

5-  7-62 

22x23 

13x10 

11x10 

8x8 

8 

47 

11-18-60 

8-15-60 

60x85 

21x23 

— 

0 

5-  9-62 

12x13  (30x51)* 

14x15 

13x10 

0 

"Measurement  within  parenthesis  represents  edema. 


and  the  growth  at  25  C.  (room  temperature) 
are  used  as  confirmatory  tests  for  those  cul- 
tures that  develop  pigment  in  the  dark.  Our 
laboratory  uses  the  modification  of  Konno’s 
niacin  test  as  described  by  Gutierrez- Vaz- 
quez7 and  the  catalase  test  as  outlined  by 
Kubica.13 

Emphasis  has  been  placed  on  the  lack  of 
pathogenicity  of  these  organisms  in  the 
guinea  pig.16  lntraperitoneal  inoculation  of 
these  bacilli  will,  however,  produce  dissemi- 
nated noncaseous  granulomas  in  the  mouse 
and  hamster.15  Animal  inoculation  need  not 
be  done  as  a routine  procedure  in  the  identi- 
fication of  these  organisms. 

The  five  cases  of  scotochromogenic  infec- 
tion of  cervical  lymph  nodes  in  young  chil- 
dren are  similar  to  the  experience  of  others  in 
Texas,  in  other  states,  and  Canada.2- 8- 9- 14- 18 
In  the  Houston  Tuberculosis  Clinic,  myco- 
bacterial infection  of  cervical  lymph  nodes  is 
most  often  caused  by  unclassified  chromo- 
genic  mycobacteria  of  group  II.  Recommend- 
ed treatment  is  excision  of  the  diseased  lymph 
nodes  together  with  antituberculosis  drug 
therapy.  Person-to-person  transfer  of  an  un- 
classified mycobacterial  disease  has  not  been 
reported  and  there  appears  to  be  no  need  to 
isolate  these  patients  except  to  protect  them 
from  patients  with  tuberculosis  in  a tubercu- 
losis hospital.6  Except  for  M.  kansasii,  most 
of  the  unclassified  mycobacteria  of  Runyon’s 
groups  are  natural  habitants  of  the  soil.3 

Another  important  laboratory  function  re- 


lating to  unclassified  mycobacteria  is  drug- 
susceptibility  testing.  Recent  reviews  have 
emphasized  the  varying  degrees  of  drug  re- 
sistance of  these  organisms  even  on  initial 
pre-treatment  isolation.3- 5 Seven  of  the  eight 
scotochromogens  herein  reported  showed  re- 
sistance in  vitro  to  either  INH  or  PAS 
(Table  3). 


Summary 

Scotochromogenic  acid-fast  bacilli  can  pro- 
duce chronic  granulomatous  disease  in  man. 
Tissue  diagnosis  is  not  specific,  and  to  dif- 
ferentiate scotochromogen  infection  from 
other  granulomatous  disease  one  must  study 
cultures  of  the  organism.  Yellow-orange  col- 
ony pigmentation  in  the  dark,  together  with 
growth  at  25  C.  and  a negative  niacin  test, 
are  specific  for  the  scotochromogenic  bacilli. 
Drug  susceptibility  is  variable  and  pre-treat- 
ment sensitivity  studies  should  always  be 
done. 

In  young  children  the  infections  often 
involve  the  cervical  lymph  nodes  and  intra- 
dermal  skin  testing  appears  to  be  a helpful 
diagnostic  procedure.  Recommended  treat- 
ment is  surgical  excision  followed  by  one 
year  of  drug  therapy. 
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Table  2. — Scotochromogen  Mycobacterial  Disease  in  Man. 
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Catalase  Positive  Positive  Positive  Positive  Positive  Positive  Positive  Positive  Positive  Positive 

(2  + ) (3  + ) (2  + ) (2  + ) (2  + ) (3  + ) (4  + ) (2  + ) (3  + ) (3  + ) 


Table  3. — Sensitivity  Study. 


Culture 

tested 

Control 

f Antituberculous  J_)i  ugs 

SM  INH 

10  pg./ml.  1 US'- /mb 

PAS 

10  gg./ml. 

Human  mycobacterium 
(H37Rv) 

4 + 

(12  days) 

Sensitive* 

Sensitive 

Sensitive 

Runyon  group  II 
( scotochromogen) 

4 + 

(7  days) 

Sensitive 

Sensitive 

Slightly  resistantf 

Case  1 

4 + 

(12  days) 

Slightly  resistant 

Slightly  resistant 

Slightly  resistant 

Case  2 

4 + 

(12  days) 

Sensitive 

Sensitive 

Slightly  resistant 

Case  3 

4 + 

(12  days) 

Sensitive 

Slightly  resistant 

Resistant^ 

Case  4 

4 + 

(12  days) 

Sensitive 

Slightly  resistant 

Resistant 

Case  5 

4 + 

(9  days) 

Slightly  resistant 

Sensitive 

Slightly  resistant 

Case  6 

4 + 

(5  days) 

Slightly  resistant 

Slightly  resistant 

Slightly  resistant 

Case  7 

4 + 

(12  days) 

Sensitive 

Sensitive 

Sensitive 

Case  8 

4 + 

(5  days) 

Sensitive 

Slightly  resistant 

Resistant 

^Sensitive  (no  growth). 

fSlightly  resistant  (growth  less  than  that  in  control  tube). 
JResistant  (growth  same  as  that  in  control  tube). 
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Cat  Scratch  Disease 

S.  S.  KALTER,  Ph.D. 


CAT  SCRATCH  disease  (CSD)  was  first 
recognized  as  a clinical  entity  by  Foshay 
in  1932.  Since  then,  several  well-documented 
clinical  series  have  validated  existence  of  this 
disease  and  emphasized  the  need  for  further 
study.  The  etiology,  clinical  characterization, 
and  many  epidemiological  aspects  still  need 
clarifying.  The  lack  of  data  has  resulted  in 
confusion  regarding  nomenclature,  under- 
standing, and  relationship  to  other  diseases. 
It  is  our  intent  to  present  available  current 
information. 

The  more  commonly  used  synonyms  for 
cat  scratch  disease  are  cat  scratch  fever, 
nonbacterial  regional  lymphadenitis,  and  be- 
nign inoculation  lymphoreticulosis.  Because 
many  individuals  do  not  develop  fever  and 
merely  respond  to  the  inciting  agent  with 
an  inapparent  type  of  clinical  disease,  the 
term  cat  scratch  disease  is  preferable  to  cat 
scratch  fever.  Proponents  of  the  term  non- 
bacterial regional  lymphadenitis  recommend 
this  name  because  the  cat  apparently  serves 
only  as  a passive  transmitter  of  the  agent 
and  is  not  truly  involved  with  the  disease.  No 
agent  associated  with  cat  scratch  disease  has 
ever  been  isolated  from  sick  or  healthy  cats, 
or  from  any  other  animal.  Skin  tests  on  cats 
have  failed  to  show  any  positive  reactions, 
even  on  those  known  to  produce  the  disease. 
The  Committee  on  Standard  Nomenclature 
of  Diseases  and  Operations  refers  to  this  dis- 
ease as  “Nonbacterial  regional  lymphadenitis 
(cat  scratch  fever).” 


Etiology 

Cat  scratch  disease  most  frequently  results 
from  a cat  scratch,  less  frequently  from  a 
cat  bite,  a scratch  with  a contaminated  thorn, 


or  from  contact  with  a cat.  There  have  been 
reports  of  the  disease  occurring  as  a result  of 
a dog  scratch  or  the  bite  of  a sibling.  In  a 
recent  survey  of  veterinarians,  considered  to 
be  a “high-risk  cat  scratch  group,”  48  per 
cent  were  positive  when  tested  with  cat 
scratch  skin  testing  antigen.9  The  disease 
evidently  occurs  worldwide,  but  limited  diag- 
nostic material  has  kept  its  recognition  and 
incidence  low. 

Recent  technological  advances  in  virology 
have  led  to  the  discovery  of  many  viral  agents. 
In  fact,  a commonplace  expression  is  “viruses 
in  search  of  disease,”  suggesting  a surplus  of 
these  organisms.  Cat  scratch  disease,  al- 
though a clearly  defined  disease  syndrome, 
does  not  have  an  established  etiology.  Most 
investigators  believe  that  the  disease  is  of 
viral  origin;  however,  confirmation  is  lack- 
ing. Mollaret  and  others12  reported  the  suc- 
cessful transmission  of  the  disease  to  humans 
and  monkeys  by  inoculation  of  lymph  node 
material  from  clinical  cases.  Zwissler19  re- 
produced the  disease  in  humans  using  ma- 
terial from  suppurative  nodes.  Dodd  and  oth- 
ers6 described  the  presence  of  a viral  hemag- 
glutinin and  suggested  the  isolation  of  an 
agent  in  chick  embryos.  Isolation  attempts 
by  most  investigators  have  not  been  success- 
ful. 

It  has  been  advocated  that  the  inciting 
agent  of  cat  scratch  disease  belongs  to  the 
psittacosis-lymphogranuloma  venere- 
um (LGV)  virus  group.  Mollaret  and  oth- 
ers12 described  the  presence  of  inclusion  bod- 
ies identical  with  those  described  for  psitta- 
cosis. Kalter  and  co-workers10  were  unable 
to  confirm  the  occurrence  of  intracvtoplas- 
mic  inclusions.  It  is  now  generally  accepted 
that  there  are  no  specific  intracellular  inclu- 
sion bodies  associated  with  cat  scratch  le- 
sions. Another  member  of  the  psittacosis- 
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Cat  scratch  disease  occurs  oftener  than  it  is 
diagnosed,  and  its  etiology  is  not  under- 
stood. The  author  reviews  what  is  known  of 
the  disease  and  suggests  that  the  only  re- 
liable diagnostic  test  is  the  skin  test. 

lymphogranuloma  group  of  viruses,  feline 
pneumonitis  virus,  was  suggested  by  Daesch- 
ner  and  others4  as  a possible  factor  in  caus- 
ing cat  scratch  disease.  This  has  not  been 
substantiated. 

Relationship  to  the  LGV  group  of  viruses 
has  also  been  postulated  on  the  basis  of  com- 
plement fixation  (CF)  results  using  a psitta- 
cosis-LGV  group  antigen.  Mollaret  and  oth- 
ers12 found  46.5  per  cent  of  their  cat  scratch 
disease  patients  responded  with  titers  of  1 : 10 
or  higher  in  the  CF  test  with  Lygranum  CF 
antigen.  This  finding  has  been  partially  sub- 
stantiated by  most  investigators  although 
larger  series  are  still  desirable.  The  signifi- 
cance of  this  interpretation  was  questioned 
by  Armstrong  and  others1  even  though  their 
data  showed  a greater  percentage  of  positive 
reactions  among  their  cases  than  in  control 
groups.  Literature  values  for  CF  tests  per- 
formed by  several  investigators  are  pre- 
sented in  Table  1. 


Table  1. — Literature  Values  for  Cat  Scratch 
Disease  Skin  Tests  on  Patients  and  Controls. 


Investigator 

Serum 

No. 

Tested 

No. 

Positive 

Armstrong,  et  al.1 

Patients 

40 

8 

Controls 

71 

8 

Kalter8 

Patients 

170 

44 

Controls 

200 

6 

Manning  and  Reid11 

Patients 

35 

8 

Spaulding  and 

Controls 

204 

4 

Hennessy15 

Patients 

39 

14 

Controls 

120 

0 

Another  approach  to  the  hypothesis  that 
a relationship  existed  between  cat  scratch 
disease  and  the  psittacosis-LGV  viruses  was 
to  determine  the  reaction  of  LGV,  or  Frei 
positive  patients  to  cat  scratch  skin  test. 
Five  LGV  patients  were  available  and  skin 
tested  for  cat  scratch  disease.  The  results 
were  far  from  conclusive  but  only  one  patient 
had  a clearly  defined  positive  reaction  with 
both  LGV  and  CSD.  Two  patients  had  nega- 


tive skin  tests  and  two  tests  were  question- 
able. Furthermore,  it  is  well  recognized  that 
patients  with  CSD  do  not  respond  to  the 
Frei  antigen. 

The  previously  mentioned  data  tend  to  in- 
dicate that  there  is  a greater  frequency  of 
psittacosis-LGV  group  antibodies  among 
CSD  patients  than  among  control  groups. 
If,  on  the  other  hand,  the  antigenic  relation- 
ship were  close  to  that  of  the  psittacosis- 
LGV  group  of  viruses,  one  would  expect  to 
see  among  patients  with  CSD  a still  greater 
prevalence  of  group  antibodies,  as  well  as  a 
greater  number  of  individuals  demonstrat- 
ing fourfold  or  higher  antibody  increases. 
The  relatively  small  number  of  patients 
showing  a fourfold  or  higher  antibody  rise 
as  a result  of  cat  scratch  disease  is  seen  in 
Table  2. 

It  is  conceivable,  therefore,  that  individu- 
als with  a CF  response  have  been  in  contact 
with  an  organism  antigenically  related  to 
organisms  of  the  psittacosis-LGV  group  of 
viruses.  This  agent,  although  antigenically 
related,  may  be  only  one  of  several  cat 
scratch  disease  agents.  CF  reactions  may  also 
be  anamnestic,  rather  than  primary,  due  to 
the  presence  of  one  or  more  antigens  com- 
mon to  the  psittacosis-LGV  group.  Conceiv- 
ably these  reactions  may  even  be  nonspecific. 
The  results  of  skin  tests  support  the  hypoth- 
esis that  more  than  one  agent  may  produce 
cat  scratch  disease. 

Table  2. — Cat  Scratch  Disease  Patients  with 
Fourfold  or  Higher  Antibody  Increase  as 

Demonstrated  by  Complement  Fixation  Test 
(Psittacosis  Antigen). 


No. 

Tested 

No.  with 
Fourfold 
Rise 

No.  with 
Antibody 

No.  without 
Antibody 

Acute  and 

conva- 

lescent 

serums 

130 

6 

28 

96 

Controls 

200 

— 

6 

194 
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Manifestations 

The  incubation  period  of  CSD  is  variable, 
with  adenopathy  occurring1  within  7 to  21 
days  after  the  patient  is  scratched.  Deter- 
mining the  original  date  of  contact  is  ex- 
tremely difficult  when  exposure  to  a cat  or 
cats  may  be  continuous.  There  is  a great 
variability  in  age  of  persons  affected,  al- 
though most  reported  cases  have  occurred  in 
youngsters.  There  is  no  sex  predilection. 
Most  cases  have  been  isolated  instances  of 
infection  but  epidemics  have  been  reported. 
A number  of  these  epidemics  have  been  fa- 
milial ; however,  community  outbreaks  have 
also  been  reported.  Warwick  and  Good17  re- 
port the  occurrence  of  12  cases  of  cat  scratch 
disease  in  the  Minneapolis-St.  Paul  area. 
These  cases  of  cat  scratch  disease  contrast 
with  one  case  previously  reported  for  this 
same  area.  These  investigators  also  suggest 
a definite  seasonal  incidence  with  cases  oc- 
curring only  during  the  fall  and  winter 
months.  Our  experience,  however,  has  sug- 
gested a more  generalized  occurrence  of  in- 
fection. In  considering  epidemiologic  factors, 
the  findings  of  Hilton  and  Kalter7  are  inter- 
esting. In  an  outbreak  studied  by  these  in- 
vestigators, the  transmitting  cats,  in  this 
instance  kittens,  were  two  litter  mates  from 
the  same  mother  that  caused  CSD  in  two 
separate  and  unrelated  families. 

The  clinical  disease  may  be  described  as 
extremely  protean  in  nature,  and  CSD  is 
frequently  difficult  to  diagnose  solely  on  the 
basis  of  clinical  evidence.  A primary  lesion 
at  the  site  of  the  scratch  may  or  may  not  be 
present.  When  a primary  lesion  develops,  the 
time  of  appearance  is  extremely  variable 
although  five  to  ten  days  is  most  frequent. 
The  lesion  itself  is  benign,  red,  slightly  raised 
and  papular.  At  times  the  lesion  will  proceed 
to  ulceration  with  development  of  a small 
necrotic  core.  The  lesion  may  persist  for  sev- 
eral weeks  and  heal  with  scar  formation. 

Many  patients  will  manifest  mild  febrile 
periods  although  temperatures  exceeding 
104  F.  have  been  reported.  The  fever  may  be 
of  short  duration — one  to  two  days — or  may 
persist  for  four  days  or  longer.  It  has  been 
estimated  that  approximately  one-third  of 
the  patients  do  not  have  fever.  Perhaps  the 
generally  benign  character  of  CSD  is  worth 
stressing.  In  most  instances,  spontaneous  re- 
gression will  occur  and  the  prognosis  is  ex- 
cellent. 

The  most  common  feature  of  CSD  is  the 


presence  of  lymphadenopathy.  Although  the 
lymphadenopathy  is  usually  in  the  region  of 
the  scratch,  a generalized  adenopathy  has 
been  reported  in  several  instances.  Extreme 
variation  in  the  size  of  nodes  occur  with  pea 
to  walnut  sizes  most  frequently  noted.  An 
axillary  node  the  size  of  a grapefruit  has 
been  observed.  Typically,  the  immediate 
draining  node  is  first  affected,  with  the  sec- 
ondary nodes  subsequently  becoming  in- 
volved. For  example,  a scratch  on  the  hand 
results  after  several  days  in  swelling  of  the 
epitrochlear  node,  followed  by  involvement 
of  the  axillary  nodes.  Head,  neck,  or  face 
scratches  will  result  in  involvement  of  the 
submandibular,  suprascapular,  preauricular, 
or  cervical  nodes.  At  times  these  nodes  will 
also  become  enlarged  following  scratches  of 
the  hands  and  arms.  As  mentioned,  general- 
ized adenopathies,  with  hilar  and  mesenteric 
nodes,  have  been  reported. 

Frequently  it  is  the  development  of  the 
lymphadenopathy  that  draws  attention  to  the 
disease.  These  nodes  are  usually  painful,  ten- 
der, and  swollen  but  this  may  not  be  true  in 
all  instances.  At  times  the  nodes  are  simply 
palpable.  Enlargement  of  the  node  eventually 
stops  and  the  node  may  become  indurated  or 
may  suppurate.  Regression  of  the  node  with- 
out any  complications  most  frequently  occurs 
within  two  to  four  weeks.  Persistent  and 
painful  nodes  may  suggest  the  need  for  sur- 
gical drainage  or  excision.  Pus  obtained  from 
these  nodes  is  thick,  gray,  and  bacteriolog- 
ically  sterile.  To  date,  this  material  appar- 
ently has  been  virologically  sterile  as  well. 

In  addition  to  the  primary  lesion  and  the 
adenopathy,  several  other  clinical  manifesta- 
tions have  been  described.  Neurological  se- 
quelae were  first  described  by  Stevens16  in 
1952.  A 13-year-old  boy  was  reported  to  have 
convulsions,  stupor,  coma,  and  other  evi- 
dence of  CNS  disturbance.  Since  then  ap- 
proximately 15  cases  of  cat  scratch  disease 
have  been  reported  with  neurological  involve- 
ment. According  to  Paxon  and  McKay13  en- 
cephalitis was  the  most  prevalent  clinical 
manifestation  but  other  clinical  forms  in- 
cluded encephalomyelitis,  radiculitis,  and 
myelitis.  In  their  series  of  13  cases,  all  but 
one  patient  had  fever.  Convulsions  and  coma 
were  most  frequently  observed ; other  find- 
ings included  nuchal  rigidity,  muscle  weak- 
ness, positive  Babinski  sign,  and  sensory 
changes.  No  report  has  been  made,  to  our 
knowledge,  of  any  permanent  residual  neu- 
rological effects  as  a result  of  CSD.  Most  of 
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the  cases  demonstrated  CNS  involvement  for 
approximately  one  week. 

An  oculoglandular  form  of  cat  scratch  dis- 
ease has  been  described;  however,  it  occurs 
infrequently.  Conjunctivitis  and  preauricular 
adenitis  were  reported  by  Daniels  and  Mac- 
Murray5  in  their  original  series  of  cases. 
Most  characteristic  was  the  enlargement  of 
the  preauricular  gland  as  well  as  the  nodes 
in  the  adjacent  area.  The  conjunctivas  are 
usually  congested,  edematous,  and  a slight 
mucoid  secretion  may  be  present.  Diagnosis 
on  a clinical  basis  is  difficult  as  the  syn- 
drome is  nonspecific  in  etiology  and  may  re- 
sult from  infection  with  such  organisms  as 
tubercle  bacilli,  Pasteurella.  tularensis,  Lep- 
tothrix,  yeasts,  and  other  organisms. 

Thrombocytopenic  purpura  has  also  been 
reported  in  association  with  cat  scratch  dis- 
ease. Two  cases  have  been  reported — one  in 
an  adult,  the  other  in  a nine-year-old  boy.  In 
both  instances  petechial  lesions  were  detected 
approximately  five  to  six  weeks  after  onset 
of  disease.  Hematuria,  bleeding  gums,  and 
bloody  stools  were  also  present.  In  the  case 
reported  by  Belber  and  others2  the  purpura 
became  so  severe  that  the  patient  was  sub- 
sequently splenectomized.  A return  to  normal 
then  occurred  within  two  weeks.  When  this 
patient  was  skin  tested  following  recovery, 
a brief  episode  of  purpura  resulted.  Addi- 
tional studies  are  necessary  for  evaluation  of 
this  particular  clinical  manifestation. 

Three  cases  of  bone  involvement  have  been 
reported.  In  two  of  these  cases  a granuloma- 
tous osteomyelitis  was  observed,  whereas  the 
third  patient  developed  a lesion  on  the  right 
ilium.  In  this  last  case,  reported  by  Collipp 
and  Koch,3  the  patient  demonstrated  evidence 
of  a maculopapular  rash  in  addition  to  other 
typical  findings.  Nine  days  prior  to  admis- 
sion, pain  in  the  right  knee  was  reported. 
Walking  aggravated  the  pain  but  there  was 
no  erythema,  tenderness,  or  swelling.  The 
cat  scratch  disease  symptomatology  devel- 
oped two  days  later.  Following  the  diagnosis 
of  cat  scratch  disease  the  patient  was  treated 
for  two  weeks  with  tetracycline  without  ap- 
parent benefit.  The  lymphadenitis  gradually 
resolved  itself  but  the  child  continued  to  limp 
and  complain  of  pain  in  the  right  knee.  An 
osteolytic  lesion  was  detected  on  the  28th 
day  in  the  right  femoral  intertrochanteric 
area.  A needle  biopsy  on  the  41st  hospital 
day  produced  sterile  material  on  culture. 
Pathological  examination  demonstrated  sev- 
eral granulomas  “compatible  with  cat  scratch 
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disease.”  Progressive  healing  occurred  with- 
in the  next  five  months. 

Two  pathological  lesions  may  be  observed 
upon  examination  of  a cat  scratch  disease 
patient.  The  first,  and  primarily  superficial, 
lesion  is  associated  with  the  animal’s  scratch. 
This  primary  lesion  is  a papular  eruption  and 
Winship18  indicates  that  microscopically  the 
lesion  is  a superficial  circumscribed  lesion 
with  an  underlying  active  inflammatory 
process.  The  other  lesion,  involving  the  lymph 
node,  may  present  a more  varied  pathology. 

A few  years  ago,  in  a study  involving  the 
histopathological  appearance  of  the  lymph 
nodes,  the  nodes  were  separated  into  three 
pathological  groups.10  However,  it  must  first 
be  emphasized  that  the  histopathology  of  cat 
scratch  disease  is  nonspecific.  Capsular 
thickening  with  considerable  chronic  inflam- 
matory cell  reaction  is  constantly  present. 
Though  occurring  infrequently,  large  num- 
bers of  eosinophils  may  be  seen  among  the 
capsular  lymphocytes  and  plasma  cells.  Vary- 
ing degrees  of  enlargement  of  the  cortical 
lymph  nodules  and  their  germinal  centers  are 
present.  Of  the  three  patterns,  the  acute 
caseous  one  was  most  commonly  observed. 
This  type  of  lesion  is  the  classic  “soft”  tu- 
berculoid granuloma  composed  of  a large 
central  mass  surrounded  by  a peripheral 
zone  of  epithelioid  cells.  Multinucleated  giant 
cells  of  the  Langerhans  variety  are  constant- 
ly present  within  the  epithelioid  cell  zone. 
These  lesions  are  difficult  to  distinguish 
from  those  produced  by  the  tubercle  bacillus. 
The  acute  necrotizing  type  differs  from  the 
caseous  type  in  that  the  core  consists  of  a 
central  locus  of  polymorphonuclear  leuko- 
cytes showing  appreciable  pyknosis  and  kary- 
orrhexis.  There  is  no  well-defined  epithelioid 
cell  layer  at  the  periphery  and  no  definite 
demarcation  from  the  surrounding  tissue. 
Fusion  of  adjacent  necrotic  granulomata  and 
extension  into  the  capsular  tissue  are  com- 
mon. This  reaction  is  actually  a nonspecific 
suppurative  lymphadenitis  and  corresponds 
closely  to  the  microscopic  pattern  seen  in 
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cases  of  tularemia,  LGV,  and  brucellosis. 
The  third  variety,  the  epithelioid  type,  is 
composed  of  collections  of  epithelioid  cell 
granulomata  of  varying  sizes  showing  a ten- 
dency towards  fusion.  There  was  no  evidence 
of  caseation  or  significant  cellular  degenera- 
tion and  the  pathologic  picture  is  indistin- 
guishable from  Boeck’s  sarcoid.  There  is  a 
noticeable  germinal  center  hyperplasia  which 
in  rare  cases  may  be  considered,  on  the  basis 
of  the  biopsy  specimen,  to  be  an  instance  of 
giant  follicular  lymphoma. 

Laboratory  Assistance 

It  is  evident  that  diagnosis  of  such  a pro- 
tean disease  as  cat  scratch  disease  is  difficult 
without  laboratory  assistance.  In  certain  in- 
stances a tentative  diagnosis  may  be  made 
on  a patient  following  a cat  scratch  and  the 
subsequent  development  of  lymphadenopathy. 
However,  a word  of  caution  must  be  intro- 
duced at  this  time.  As  Prier14  pointed  out, 
“Experience  indicates  that  over-enthusiasm 
in  the  diagnosis  of  cat  scratch  disease  may 
be  as  misleading  as  lack  of  consideration  of 
that  malady.”  Similar  clinical  pictures  may 
be  produced  by  tularemia,  brucellosis,  lym- 
phogranuloma venereum,  tuberculosis,  and 
neoplastic  disease  of  the  lymphatic  system. 
Therefore,  laboratory  procedures  should  in- 
clude a hematological  work  up,  serological 
examination  for  brucellosis,  tularemia,  infec- 
tious mononucleosis,  and  lymphogranuloma 
venereum.  Skin  tests  should  include  those 
for  histoplasmosis,  blastomycosis,  and  tu- 
berculosis. 

It  has  been  indicated  earlier  that  serologi- 
cal tests  for  diagnosis  of  cat  scratch  disease 
are  inadequate.  Until  additional  information 
is  available  no  reliance  should  be  placed  on 
the  CF  test  for  diagnosis.  This  limits  avail- 
able diagnostic  procedures  to  use  of  a skin 
test  correlated  with  clinical  findings  and  ex- 
cludes other  possible  etiologic  agents.  With 
regard  to  the  skin  test,  Foshay  demonstrated 
that  a specific  skin  test  antigen  could  be  pre- 
pared from  the  suppurative  fluid  obtained 
from  an  infected  lymph  node.  This  fluid, 
when  treated  in  a fashion  similar  to  the  one 
for  preparation  of  Frei  antigen  as  in  lympho- 
granuloma venereum,  may  be  used  as  skin 
test  material.  Essentially,  preparation  of 
antigen  consists  of  diluting  sterile  pus  1 :5 
with  sterile  saline,  homogenizing,  and  then 


heating  for  two  hours  at  60  C.  After  over- 
night refrigeration,  the  material  is  then  re- 
heated at  60  C.  for  one  hour.  Sterility  tests 
should  include  the  usual  bacterial  cultures 
for  aerobic  and  anaerobic  organisms,  and 
animal  and  tissue  culture  inoculation.  The 
problem  of  contamination  with  hepatitis 
virus  is  apparent. 

Several  important  aspects  concerning  use 
of  the  skin  test  must  be  emphasized.  First, 
it  appears  that  a patient  remains  positive  for 
many  years  following  recovery  from  the  dis- 
ease. Prier14  refers  to  a patient  who  had  a 
positive  skin  reaction  28  years  after  clinical 
disease.  The  role  of  a second  attack  in  this 
patient  must,  however,  be  taken  into  con- 
sideration. In  addition  there  is  evidently  a 
small  group  of  patients  who  respond  with  a 
delayed  skin  reaction.  These  individuals  may 
not  show  an  area  of  erythema  until  three  to 
ten  days  after  skin  testing. 

Of  more  practical  importance  is  the  recent 
finding  that  there  is  extreme  variation  in 
skin  reactions  of  patients  with  CSD  to  dif- 
ferent preparations  of  skin  testing  antigen.8 
The  results  of  such  a study  may  be  seen  in 
Table  3. 


Table  3. — Cat  Scratch  Disease  Skin  Test 
Reactions  of  Patients  to  Different  Antigen 
Preparations. 


Patient 

Group* 

Antigen 

8 

^ 

7 

a r6p<ll  3,11011  n 

10  11 

6 

2/12f 

10/12 

7 

0/5 

5/5 

5/5 

8 

6/25  23/25 

*A11  patients  in  each  group  were  simultaneous- 
ly skin  tested  with  each  antigen  preparation, 
f Numerator  = number  of  individuals  positive. 

Denominator  = number  of  individuals  tested. 

Many  individuals  did  not  react  with  cer- 
tain preparations  of  skin  testing  antigen. 
Variation  in  intensity  of  reaction  to  test  an- 
tigens has  been  observed.  However,  here  we 
find  that  a patient  might  be  positive  with 
one  antigen  and  completely  negative  with 
another  antigen.  This  has  led  to  the  recom- 
mendation that  antigen  pools  be  used  rather 
than  single  batches  of  antigen  prepared  from 
one  patient.8 

The  skin  test  itself  consists  of  injecting 
0.1  ml.  material  intradermally  into  the  fore- 
arm. Readings  are  made  at  24  and  48  hours 
since  the  time  of  appearance  of  the  erythema 
varies.  Any  area  of  erythema  with  or  with- 
out induration  is  considered  positive.  Indu- 
ration alone  is  not  considered  of  diagnostic 
value. 
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Therapy 

A brief  word  regarding  therapy  is  in  or- 
der. Many  therapeutic  agents  have  been  used 
but  it  is  doubtful  if  any  therapeutic  results 
were  obtained.  Control  of  secondary  bacterial 
infection  is  advisable  but  this  does  not  influ- 
ence the  course  of  cat  scratch  disease  itself. 
The  usual  course  of  the  disease  involves  reso- 
lution of  the  nodes  within  a two-week  period. 
As  indicated  previously,  at  times  surgical 
intervention  may  be  necessary  for  either 
drainage  or  removal  of  the  infected  nodes. 

Summary 

The  following  findings  summarize  present 
knowledge. 

1.  Cat  scratch  disease  is  usually  associated 
with  the  scratch  of  a cat. 

2.  The  disease  is  extremely  variable  in  its 
clinical  manifestations. 

3.  The  cat  is  probably  an  innocent  carrier 
of  the  agent. 

4.  No  agent  has  been  isolated  from  the  cat 
nor  has  there  been  any  evidence  to  associate 
cat  scratch  disease  with  agents  known  to 
cause  disease  in  cats. 

5.  The  only  reliable  diagnostic  test  avail- 
able is  the  skin  test. 
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Trade  Names  of  Drugs  in  Text 

Tetracycline , U.S.P. — Achromycin,  Panmycin  KM,  Polycycline, 
and  Tetracyn. 
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Disease  Threatens  Language 

A new  disease  is  infecting  the  country.  It  is  verbosis,  the  fungus 
of  language. 

“This  parasite  is  now  epidemic,”  writes  Chicago  editor  and  free 
lance  writer  John  Mahoney,  “in  almost  every  region  of  the  world 
where  English  is  spoken.  With  regret  and  disgust  we  have  been 
watching  its  advance.  Able  men  have  warned  us  ...  . But  the  disease 
has  not  been  confined;  it  is  still  spreading  rapidly.  And,  sad  to  say, 
it  is  the  educated  classes  who  are  its  chief  carriers  and  victims.” 

In  his  article  in  the  August  ICIE  Reporting,  Mahoney  states  that 
academic  jargon  separates  the  writer  from  his  potential  audience.  It 
throws  no  light  on  the  subject;  just  vanity  on  the  author.  The  true 
scholar,  the  real  expert,  the  pathfinder  of  science — all  can  write  clear- 
ly and  simply  without  losing  face. 

He  calls  on  parents,  teachers,  and  editors  to  combine  forces  and 
fight  the  disease  which  is  converting  our  living  language  into  a dead 
one. 
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Hearing  Rehabilitation  With 
Modified  Radical  Mastoidectomy 


SINCE  ANTIBIOTICS  permit  better  con- 
trol of  infection,  physicians  can  turn  their 
attention  from  eradication  of  infection  in 
aural  surgery  to  the  preservation  of  anatomic 
structure  and  the  restoration  of  hearing.  De- 
velopment of  an  operating  microscope  of- 
fered increased  magnification  and  illumina- 
tion, and  this  has  helped  otologic  surgeons. 
Since  1957  they  have  responded  to  this  chal- 
lenge by  presenting  many  advances  in  surgi- 
cal methods.  This  paper  offers  a method  of 
improving  hearing  in  cases  in  which  a dry 
ear  is  not  always  possible. 

Soon  after  Zollner10  and  Wullstein9  pre- 
sented their  concept  of  tympanoplastic  repair 
to  help  restore  hearing  after  eradication  of 
mastoid  disease,  we  were  asked  to  treat 
chronic  ear  infections  in  members  of  an  In- 
dian tribe.  Chronically  draining  ears  were 
found  in  about  10  per  cent  of  the  children  at- 
tending school.  Studies,  including  roentgen 
ray,  showed  that  many  children  had  massive 
areas  of  bone  destruction  in  addition  to  run- 
ning ears  and  defective  hearing. 

An  otologist,  audiologist,  and  nurse  from 
the  University  of  Utah,  aided  by  a public 
health  contract  roentgenologist  from  Flag- 
staff, Ariz.,  have  conducted  periodic  otologic 
clinics  in  the  desert  reservation  since  that 
time.  The  patients  with  the  most  serious 
cases  of  infection  and  loss  of  hearing  were 
flown  to  Salt  Lake  City  for  mastoid  surgery. 
Since  1957,  modified  radical  mastoid  surgery 
with  tympanoplastic  repair  has  been  per- 
formed on  about  1,000  children  by  otologists 
of  the  University  of  Utah  at  Holy  Cross  or 
the  Salt  Lake  General  Hospitals. 

Factors  Important  To 
General  Resistance 

It  was  important  to  find  out  why  these 
children  were  so  susceptible  to  infections  of 


the  ear.  Strangely,  children  in  another  tribe 
of  differing  ethnic  characteristics  living  in 
the  same  area  did  not  demonstrate  this  ten- 
dency toward  frequent  aural  infections. 

Nungester5  has  listed  nine  factors  as  im- 
portant in  general  resistance:  genetic  con- 
stitution, age,  nutrition,  fatigue,  emotional 
states,  temperature,  coexistent  disease,  poor 
blood  supply,  and  endocrine  hypofunction. 

Genetic  Constitution. — Draper2  has  broken 
down  the  first  factor,  genetic  constitution, 
into  four  parts,  anatomy,  physiology,  im- 
munology and  psychology.  We  have  been  un- 
able to  discover  any  anatomical  or  physiologi- 
cal defect  in  the  ear  structure  or  any  immu- 
nological problems.  Fifty-two  per  cent  of  the 
children  had  normal  gamma  globulin  levels, 
and  only  2 per  cent  showed  a deficient  level. 
Forty-one  per  cent  showed  a high  level  of  the 
gamma  globulin  with  or  without  increased 
alpha  and  beta  levels.  The  remaining  5 per 
cent  included  many  statistically  insignifi- 
cant groups.  We  have  found  some  psychologi- 
cal differences,  and  are  trying  to  relate  these 
increases  in  globulin  fraction  to  emotional 
states.  The  children  have  a subdued  behavior 
pattern.  They  play  quietly ; most  will  not  cry 
when  frightened  or  when  having  painful  ex- 
periences. They  refuse  to  create  unpleasant 
emotional  situations.  One  first  year  student 
accepted  as  a deaf  mute  after  not  speaking 
an  entire  year  shocked  all  of  us  by  speaking 
freely  when  transferred  to  another  class. 
His  explanation : He  did  not  like  the  teacher 
so  would  not  speak  to  her.  By  keeping  silent 
he  avoided  creating  a situation  he  could  not 
handle. 

Age. — The  age  of  the  children  was  the  next 
item  studied.  The  drainage  usually  appeared 
during  the  first  year  of  life.  The  infections 
recurred  regardless  of  sporadic  or  adequate 
use  of  antibiotics.  Tonsillectomy  and  ade- 
noidectomy  did  not  help  every  child.  The 
surgical  patients’  ages  were  from  4 to  19 
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years,  although  ages  were  controlled  by  up- 
per and  lower  eligibility  limits  at  the  clinics. 

Nutrition. — Nutrition  may  be  a factor. 
Diet  of  the  tribe  was  extremely  high  in  car- 
bohydrate. Candy,  soft  drinks,  pancakes, 
sugar,  fried  bread,  and  mutton  constitute 
most  of  the  daily  food.  Local  herbs  and  plants 
were  given  up  when  these  newer  foods  were 
accepted.  Fruits  and  vegetables  in  any  quan- 
tity are  eaten  only  at  school,  and  then  after 
strong  encouragement  by  supervisory  per- 
sonnel. This  situation  is  slowly  being  cor- 
rected by  the  Indian  Service.  At  trading 
posts  one  occasionally  sees  caged  rats  being 
fed  cola  drinks,  sugar,  and  flour,  and  placed 
side  by  side  with  other  rats  eating  a balanced 
diet.  The  difference  in  the  rats’  appearance  is 
amazing.  In  the  past  few  years,  after  many 
efforts,  fruits  and  vegetables  are  carried  at 
most  trading  posts.  Glauser  and  Humphreys3 
studied  the  vitamin  C levels  of  the  blood  of 
children  attending  a local  school  and  found 
an  appreciable  deficit  at  the  opening  of 
school  in  the  fall.  The  levels  were  usually 
normal  when  the  children  left  school  in  the 
spring  but  the  defect  appeared  again  after 
the  summer  reservation  diet. 

Fatigue. — It  is  difficult  to  believe  that  fa- 
tigue plays  any  role  in  susceptibility,  since 
the  Indian  children  are  sedate,  healthy  look- 
ing youngsters  who  live  much  of  their  lives 
in  the  open. 

Emotion. — Emotion  is  also  considered  a 
possible  factor  since  the  children  are  sent 
from  their  homes  to  live  in  schools  where 
even  the  language  is  different.  However,  the 
onset  of  disease  often  occurs  in  infants  who, 
at  one  year,  may  show  running  ears.  Another 
emotional  factor  is  that  the  Indians  accepted 
running  ears  and  unsanitary  conditions  as 
parts  of  living.  Only  in  the  last  ten  years  has 
adequate  help  for  running  ears  or  impaired 
hearing  been  available.  This  was  simply  due 


to  a lack  of  antibiotics  and  specialized  help. 

Environment. — Temperatures  on  the  des- 
ert are  extreme.  The  tribe  lives  on  high 
plateau  land  where  summer  days  are  very 
hot  but  nights  extremely  cold.  The  inhabi- 
tants are  also  subjected  to  fluctuating  sea- 
sonal temperatures.  The  winters  are  cold, 
and  wind  often  blows  through  cracks  in  the 
walls  of  their  hogans.  It  is  possible  that  the 
presence  of  sand  in  the  constant  wind  acts 
as  an  irritant  in  the  nose,  nasopharynx,  and 
ears  once  the  drum  perforates.  This  irritant 
may  help  to  keep  infections  alive.  It  is  hard 
to  understand,  however,  why  it  would  affect 
one  tribe  more  than  another  living  in  the 
same  area. 

Coexistent  Disease. — Coexistent  disease  oc- 
curs, but  the  most  frequent  one  is  congenital 
dislocation  of  the  hip.  Tuberculosis,  once 
widespread,  is  disappearing  since  the  use  of 
antibiotics.  Only  five  of  the  1,000  children 
had  active  disease.  Intestinal  parasites  are 
spreading  since  windmill  water  holes  have 
been  located  every  few  miles.  At  these,  the 
water  is  pumped  into  a trough  where  it  is 
shared  with  the  sheep  herds  and  other  ani- 
mals. The  government  and  the  tribe  have 
added  spigots  to  the  water  line  so  that  bar- 
rels can  be  filled  before  contamination. 
Probably  the  incidence  of  coexistent  disease 
would  not  differ  greatly  from  that  of  any 
American  population  of  equal  economic  sta- 
tus. 

Blood  Supply  and  Endocrine  Hypofunc- 
tion. — Poor  blood  supply,  resulting  from  al- 
lergic states  which  may  alter  phagocytic  de- 
fenses, seems  unlikely  as  a factor  in  infection 
because  the  incidence  of  allergy  is  probably 
lower  than  in  more  modern  areas.  There  has 
been  little  evidence  of  endocrine  hypofunc- 
tions.  The  children  are  well-built,  normally 
active,  and  of  good  intelligence. 
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Operative  Approach 

First,  the  disease  should  be  eradicated  in 
the  mastoid  and  the  middle  ear.  Second,  res- 
toration of  the  sound  conduction  mechanism 
must  be  complete  enough  to  allow  continua- 
tion of  schooling. 

We  have  found  that  a hearing  aid  supplies 
roughly  30  db  of  hearing  without  increasing 
nerve  damage.  Many  children  presented  a 
loss  of  60  db,  so  that  if  the  tympanoplasty 
was  unsuccessful,  their  hearing  could  be  re- 
stored with  a hearing  aid  to  a deficit  of  30 
db.  This  figure  is  enough  for  social  ade- 
quacy, but  not  for  a school  room  where  the 
nuances  of  the  teacher’s  voice  are  necessary 
for  adequate  understanding. 

Before  the  newer  method  was  used,  only 
30  per  cent  of  our  Caucasian  patients 
sloughed  the  graft  of  their  ear  drum.  Ap- 
proximately 45  per  cent  of  the  Indian  chil- 
dren did  so  with  apparently  normally  func- 
tioning eustachian  tubes  and  no  nasophar- 
yngeal pathologic  or  allergic  states.  It  is  evi- 
dent that  additional  methods  of  tympano- 
plasty are  necessary. 

Two  approaches  are  being  tried.  One  ap- 
proach, concentration  on  restoration  of  hear- 
ing, will  be  presented.  The  other  approach  is 
mastoid  obliteration  with  tympanoplasty  to 
see  if  removal  of  the  mastoid  cavity  will  les- 
sen the  infection  and  drainage  and  permit 
better  drum  healing.  This  method  is  still 
being  studied. 

Wever8  has  pointed  out  that  the  stapes 
controls  the  phase  difference  between  the 
round  and  oval  windows.  Further,  the  middle 
ear  causes  only  moderate  phase  difference 
below  5,000  double  vibrations.  Since  speech 
is  mainly  below  2,000  double  vibrations,  it 
was  thought  that  the  human  ear  could  easily 
adapt  to  these  slight  differences.  Despite 
many  objections4'  6 a double  drum  operation 
was  attempted.  This  was  accomplished  by 
leaving  the  annulus  intact  when  the  posterior 
wall  of  the  bony  canal  was  removed  after 


complete  mastoidectomy.  By  working  lateral- 
ly through  the  enlarged  aditus  ad  antrum 
and  through  a transmeatal  atticotomy,  the 
middle  ear  can  be  reconstructed.  The  ossicles 
or  their  remnants  will  be  visible  through  the 
remnants  of  the  drum,  and  the  incus  will  also 
be  visible  from  behind  if  the  head  is  tilted 
slightly  forward  (Fig.  1) . The  graft,  whether 
skin  or  vein,  is  placed  so  as  to  form  a new 
drum.  It  is  then  folded  apron-fashion  over 
the  annulus  and  placed  in  contact  with  a 
slightly  roughened  incus.  Even  when  the 
drum  sloughs,  often  the  apron  will  survive 
and  a potential  ear  drum  remains  at  right 
angles  to  normal,  in  contact  with  the  incus. 

INCUS 


One  hundred  fifty  cases  repaired  in  this 
manner  were  selected.  The  patients  were 
chosen  on  the  basis  of  (1)  enough  severe 
bone  disease  to  require  mastoid  surgery, 

(2)  at  least  partly  destroyed  ear  drums,  and 

(3)  intact  ossicular  chains  with  the  excep- 
tion of  the  long  process  of  the  malleus.  All 
hearing  tests  were  made  by  the  audiologic 
division  of  the  Rehabilitation  Center,  Uni- 
versity of  Utah.  The  chief  defect  in  the  post- 
operative study  is  on  the  recurrence  of  ear 
disease.  The  only  cases  we  can  present  are 
those  that  were  severe  enough  to  bring  the 
children  back  to  the  clinics.  Hence,  these  re- 
currences will  be  cited  but  no  attempt  will  be 
made  to  postulate  a recurrence  rate. 

There  were  78  males  and  72  females  mak- 
ing up  the  150  cases  studied.  These  patients 
had  34  draining  ears  on  the  right,  42  on  the 
left,  and  74  bilateral.  Hence,  there  were  224 
affected  ears  in  the  150  individuals  studied. 
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Table  1. — Comparison  of  Bacterial  Species,  Sensitivity,  ASO  Titers  and  Associated  Conditions  in 
Persistently  Wet  Postoperative  Ears. 


Bacteria 

Number  of 
Cases  with 
Infection 

Antibiotic 

Sensitivity 

ASO 

Titers 

Associated 

Conditions 

Pseudomonas 

4 

Chloromycetin 

250 

2 Cholesteatomas 

150 

150 

50 

Proteus  vulgaris 

3 

2 Chloromycetin 

333 

2 Cholesteatomas 

1 Tetracycline 

333 

E.  coli 

1 

Tetracycline 

50 

— 

fPseu.  1 

Chloromycetin 

50 

— 

Proteus  vulgaris  + 

j or 

(Hem.  staph.  1 

Streptomycin 

12 

— 

Bacteriology 

All  but  ten  of  the  224  ears  were  dry  within 
six  weeks  after  surgery,  an  incidence  of 
about  4 per  cent  failure.  All  ten  mastoidec- 
tomies which  failed  were  part  of  the  bilat- 
erally infected  group,  but  only  two  of  them 
were  bilateral  failures.  The  two  individuals 
having  bilateral  failure  were  those  with  cho- 
lesteatomas. Both  had  to  return  for  more 
radical  surgery.  In  the  other  eight  individu- 
als the  failure  in  one  ear  matched  the  success 
in  the  other. 

An  inspection  of  the  preoperative  cultures 
from  nonhealing  ears  revealed  that  five  cases 
were  infected  with  Pseudomonas  aerugi- 
nosa; the  fifth  had  a mixture  with  Proteus 
vulgaris  (Table  1) . Sensitivity  tests  indicated 
that  the  cautious  use  of  chloramphenicol  was 
indicated,  as  the  least  toxic  antibiotic  that 


Table  2. — Comparing  Unresponsive  and  Respon- 
sive Postoperative  Infections  with  Regard  to 
Bacterial  Species. 


Postoperative 

Infection 

Persisted 

Postoperative 

Infection 

Cleared 

Total  no.  cases 

10 

214 

Associated  conditions  4 

(cholest.) 

Per  cent  cases  involved 
with  given 
bact.  species : 

0 

Proteus  vulgaris 

30% 

19% 

Pseudo  aerug. 

40% 

11% 

E.  coli 

10% 

3% 

Hem.  staph. 

0 

19% 

Hem.  strep. 

0* 

5% 

No  growth 

0 

30% 

Misc.  or  mixed 

20% 

13% 

*No  growth,  but  ASO  titers  indicate  possible 
mixed  involvement  in  50  per  cent  of  cases  of  per- 
sistent infection  and  80  per  cent  of  cleared  in- 
fection. 


might  help  control  the  infection.  Local  acetic- 
acid  wicks  were  also  used  to  try  to  help  con- 
trol the  pseudomonas.  P.  vulgaris  was  also 
found  in  five  cases,  two  of  which  were  mixed. 
The  second  mixture  occurred  with  hemolytic 
Staphylococcus  aureus  (coagulase  positive). 
Streptomycin  and  tetracycline  were  the  anti- 
biotics of  choice  in  one  case  each  while 
chloramphenicol  was  again  indicated  best  in 
the  other  three.  The  last  of  the  ten  uncon- 
trolled infections  was  caused  by  Escherichia 
coli  which  in  vitro  responded  best  to  tetra- 
cycline. 

Having  reviewed  the  bacteriology  and  an- 
tibiotics used  in  our  ten  failures,  a similar 
review  was  undertaken  in  the  214  cases  in 
which  the  ear  dried  following  surgery  (Table 
2). 

P.  vulgaris  was  the  most  frequently  found 
organism  in  these  mastoid  infections.  It  was 
found  in  pure  culture  in  28  of  the  patients, 
mixed  with  hemolytic  S.  aureus  (coagulase 
postive)  in  four,  with  Pseudomonas  and  with 
Bacillus  subtilis  in  two  each.  Chlorampheni- 
col was  the  antibiotic  of  choice  in  16  patients, 
tetracycline  in  12,  streptomycin  in  six,  and 
erythromycin  and  penicillin  in  one  each. 

Hemolytic  S.  aureus  (coagulase  positive) 
was  found  in  pure  culture  in  28  patients.  It 
appeared  mixed  with  P.  vulgaris  in  four  oth- 
er patients  and  with  hemolytic  streptococcus 
in  two.  The  coagulase  negative  hemolytic 
Staphylococcus  albus  was  found  in  five  other 
children.  Many  antibiotics  gave  the  best  in 
vitro  effects;  chloramphenicol  in  ten  cases, 
erythromycin  in  eight,  tetracycline  in  seven, 
penicillin  in  six,  Aureomycin  in  four,  Triple 
Sulfa  in  two,  Cyclamycin  and  streptomycin 
in  one  each. 

Pseudomonas  aeruginosa  constituted  the 
third  of  the  larger  groups  of  bacteria  caus- 
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ing  the  mastoid  infection.  Seventeen  of  these 
infections  showed  pure  culture  and  two  an 
infection  mixed  with  P.  vulgaris.  Again  the 
antibiotic  of  choice  as  selected  by  in  vitro 
studies  varied  considerably.  Chloramphenicol 
was  indicated  in  11  cases.  Triple  Sulfas  and 
tetracycline  in  two  each,  and  a solitary  re- 
sponse to  streptomycin,  novobiocin,  Aureo- 
mycin  and  erythromycin  was  found. 

Hemolytic  streptococcus  was  the  only  iden- 
tified organism  found  in  seven  children  and 
mixed  with  various  organisms  in  only  three 
other  cases.  Since  antistreptolysin  0 (ASO) 
titers  in  91  of  the  113  patients  so  examined 
showed  more  than  the  normal  50  Todd  units, 
theoretically,  80  per  cent  of  the  patients  so 
examined  showed  antibody  formation  sugges- 
tive of  streptococcal  infection.  It  is,  there- 
fore, probable  that  recovery  of  the  strepto- 
coccus from  mastoid  exudate  is  inadequate 
with  ordinary  clinical  laboratory  culture 
methods. 

There  were  four  cases  of  E.  coli  infections. 
Two  responded  to  chloramphenicol,  one  to 
streptomycin,  and  one  to  tetracycline. 

In  the  remaining  mixed  infections  no  more 
than  two  cases  showed  the  same  combina- 
tions. In  the  remaining  30  per  cent  of  the 
cases,  no  organisms  could  be  identified  de- 
spite the  presence  of  pus  which  was  often 
extremely  heavy.  In  fact,  it  seemed  that  the 
greater  the  purulent  character  of  the  exu- 
date, the  more  difficulty  there  was  in  grow- 
ing organisms. 

Having  demonstrated  that  only  ten  of  the 
224  ears  so  handled  continued  to  drain,  it  is 
believed  this  method  accomplishes  adequate 
surgical  removal  of  infection. 


Restoration  of  Hearing 

Consideration  is,  therefore,  turned  to  eval- 
uating the  successful  restoration  of  hear- 
ing at  six  months  to  a year  after  surgery. 
Table  3 shows  that  45  per  cent  of  the  ears  had 
complete  healing  of  the  graft  with  restora- 
tion to  a relatively  normal  10  to  15  db  level 
of  hearing.  Slightly  more  than  45  per  cent 
sloughed  the  normal  graft  but  had  healing  of 
the  apron.  This  not  only  sealed  off  the  middle 
ear  from  the  mastoid  but  restored  15  db  of 
hearing,  bringing  the  postoperative  level  to 
25  db.  In  most  cases  a hearing  aid  could  re- 
store normal  hearing.  In  10  per  cent  both 


Table  3. — Comparison  of  Hearing  Six  Months  to 
a Year  Postoperative  as  Compared  to 
Preoperative  Deficits. 


Both 
Drum  & 
Apron 
Healing 

Apron 

Healing 

Alone 

Neither 

Healing 

Average  db  gain 

30 

15 

0 

Average  db  loss 

0 

0 

6.5 

Preoperative  db  loss 

45 

40 

30 

No.  of  ears 

97 

103 

24 

drum  and  apron  sloughed.  Ten  of  these  were 
draining  ears  but  14  dry  ears  also  suffered 
this  loss.  In  earliest  efforts  to  attach  the 
apron  to  the  incus,  the  drill  was  used  to 
roughen  the  incus.  This  was  done  in  three 
cases  before  it  was  realized  this  trauma  pro- 
duced a nerve  hearing  impairment,  and  the 
method  was  abandoned.  The  average  loss  of 
hearing  in  this  10  per  cent  of  cases  was 
6.5  db. 


Discussion 

Bryant,1  when  describing  the  modified 
radical  mastoidectomy  in  1905,  said,  “We 
should  keep  in  mind  that  the  raison  d’etre  of 
the  operation  is  to  leave  as  serviceable  an 
ear,  with  as  little  hardship  to  the  patient  as 
possible.”  This,  so  ably  stated  long  ago,  is 
precisely  our  aim. 

The  concept  of  an  intact  rim  of  annulus 
separating  mastoid  cavity  and  middle  ear  is 
not  new.  This  was  a part  of  the  procedure 
described  by  Schwartze7  in  1893.  The  use  of 
a graft  folded  over  this  bridge  is  not  new 
either.  This  has  been  advocated  by  many  as 
a method  of  sealing  off  the  mastoid  from  the 
middle  ear.  The  realization  and  investigation 
of  what  the  apron  may  contribute  to  hearing 
may  represent  a fresh  viewpoint. 

Many  objections  have  been  raised  to  simi- 
lar procedures  :7  (1)  there  is  inadequate  visu- 
alization of  the  middle  ear  cavity,  and  there- 
fore inadequate  eradication  of  disease  proc- 
esses and  (2)  the  intact  rim  of  annulus  may 
harbor  disease.  Realizing  that  infection  must 
be  completely  removed  before  healing  can 
take  place,  we  believe  our  results  speak  for 
themselves.  Guilford,4  in  a series  of  29  modi- 
fied radical  mastoidectomies,  reported  a 24 
per  cent  postoperative  perforation  rate  in 
drum  grafts.  The  similar  figure  for  our  non- 
Indian  population  was  30  per  cent.  In  the 
present  series,  the  drum  itself  was  perfo- 
rated in  roughly  55  per  cent  of  the  cases,  but 
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the  drum  and/or  apron  were  perforated  in 
only  10  per  cent.  Furthermore,  infection  per- 
sisted postoperatively  in  only  4 per  cent  of 
the  ears. 

We  have  attempted  to  discern  the  preop- 
erative factors  which  may  contribute  to  the 
failure  of  the  grafts  to  take.  Of  Nungester’s 
nine  points,  only  three,  diet,  environment, 
and  emotional  factors,  are  considered  as 
probable  contributors  to  the  disease  in  this 
population.  None,  however,  are  considered 
causative.  Neither  does  bacteriology  hold  the 
key.  The  preoperative  cultures  from  the  heal- 
ing and  nonhealing  groups  revealed  a pre- 
dominance of  the  same  organisms:  Pseudo- 
monas aeruginosa,  Proteus  vulgaris,  and 
Staphylococcus  aureus,  coagulase  positive. 
Thus,  this  portion  of  the  preoperative  evalu- 
ation must  remain  uncertain. 

The  most  significant  results  are  in  the 
restoration  of  hearing.  The  ears  in  which 
both  drum  and  apron  healed  showed  a rela- 
tively normal  10  to  15  db  postoperative  level 
of  hearing.  This  would  indicate  that  any 
phase  difference  created  could  not  signifi- 
cantly interfere  with  sound  perception.  The 
ears  in  which  only  the  apron  healed  revealed 
a postoperative  25  db  level  of  hearing.  This 
appears  to  be  socially  serviceable,  and  with 
a hearing  aid,  could  be  corrected  to  normal 
levels.  Thus,  in  45  per  cent  of  the  operations, 
a hearing  level  of  10  to  15  db  was  reached. 
In  another  45  per  cent  of  the  cases  a 25  db 
level  was  reached.  Both  levels  yielded  ade- 
quate hearing  for  school  though  a hearing 
aid  was  necessary  in  some  cases. 


Summary  and  Conclusions 

1.  A one-stage  method  for  modified  radical 
mastoidectomy  and  tympanoplasty  in  infect- 
ed ears  is  presented,  which,  while  not  restor- 
ing full  hearing  in  all  cases,  offers  a bridge 
of  socially  serviceable  hearing  between  total 
success  and  utter  failure.  The  techniques  are 
well  known  to  experienced  otologic  surgeons, 


but  are  viewed  in  light  of  their  contribution 
to  the  physiological  process  of  hearing. 

2.  The  population  which  is  dealt  with  is  a 
Southwestern  American  Indian  tribe,  and 
the  factors  contributing  to  the  incidence  of 
disease  are  reviewed  in  light  of  Nungester’s 
concepts.  Diet,  environment,  and  emotional 
factors  are  thought  to  contribute  to  the  dis- 
ease. 

3.  Preoperative  bacteriologic  data  are  dis- 
cussed and  the  healing  and  nonhealing 
groups  are  compared.  The  same  organisms, 
P.  aeruginosa,  P.  vulgaris,  and  S.  aureus, 
coagulase  positive,  predominated  in  both 
groups. 

4.  Results  are  presented  in  light  of  benefit 
to  hearing,  and  90  per  cent  of  cases  are 
found  to  reach  normal  or  easily  attainable 
normal  levels. 

It  should,  of  course,  be  emphasized  that 
this  approach  is  to  be  undertaken  only  by 
experienced  otologic  surgeons  who  are  thor- 
oughly familiar  with  the  anatomy,  physiol- 
ogy, and  pathology  of  the  temporal  bone.  In 
such  hands,  however,  we  believe  that  this 
procedure  offers  an  opportunity  for  signifi- 
cant advancement  in  the  restoration  of  hear- 
ing. 
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Complications  Following  Stapedectomy 


GOOD  RESULTS  after  stapedectomy  in 
patients  with  otosclerosis  have  become 
the  rule.  Success  rates  of  85,  88,  or  even  95 
per  cent  abound  in  recent  literature  as  many 
authors  report  success  in  closing  the  air-bone 
gap.  Unfortunately,  these  high  rates  of  good 
results  exist  side  by  side  with  a rise  in  the 
numbers  of  serious  complications  after  this 
surgery.  Although  it  is  more  satisfying  to 
dwell  on  the  large  number  of  excellent  re- 
sults, it  is  more  profitable  to  discuss  the 
causes  of,  and  ways  to  avoid,  complications 
and  poor  results. 

During  the  past  four  years,  the  Shea  tech- 
nique of  stapedectomy  with  the  vein  graft 
and  polyethylene  prosthesis  has  been  used  by 
the  author  almost  exclusively  in  the  surgical 
correction  of  otosclerosis.  The  results  have 
pleased  both  the  physician  and  the  patient  in 
most  cases.  Complications,  unfortunately,  do 
occur.  Of  325  cases  of  stapedectomy,  severe 
cochlear  losses  occurred  in  2.1  per  cent.  These 
cases  have  been  studied,  with  special  heed  to 
the  complications,  in  an  attempt  to  find  some 
common  factor. 


Operative  Complications 

In  stapes  surgery,  careful  choice  of  pro- 
cedure and  flawless  technique  can  prevent 
operative  complications  in  many  cases.  The 
place  to  start  is  in  the  preoperative  testing  of 
the  patient.  Our  old  friend  the  patient  with 
unilateral  nerve  deafness,  with  his  often- 
present  shadow  curve,  still  is  too  often  with 
us.  Careful  preoperative  tests  of  hearing  can 
do  more  to  prevent  serious  errors  than  any 
other  single  factor. 

The  condition  of  the  external  ear  canal 
may  relate  to  complications  following  stape- 
dectomy. Recent  external  otitis  is  an  abso- 
lute contraindication  to  tympanotomy  of  any 


kind.  Patients  should  be  told  not  to  wear 
their  hearing  aid  in  the  operative  ear  for  two 
weeks  prior  to  surgery.  This  will  decrease 
the  flora  in  the  ear  canal.  Most  surgeons  use 
some  type  of  ear  prep  the  night  before  opera- 
tion. But  even  after  the  most  aseptic  prep- 
arations, more  than  half  of  House’s  patients 
had  positive  ear  cultures  at  the  time  of  sur- 
gery.5 He  thinks  that  there  may  be  a rela- 
tionship between  these  positive  cultures  and 
future  cochlear  losses.  He  found  that  of  12 
cases  of  cochlear  loss,  8 had  records  of  posi- 
tive culture. 

During  surgery  there  are  a number  of 
areas  that  may  lead  to  postoperative  com- 
plications and  possible  further  hearing  loss. 
One  of  the  most  unpleasant  problems  is  con- 
tinued numbness  of  the  tongue  following 
stretching  of  the  chorda  tympani  nerve.  Some 
patients  also  complain  of  severe  dryness  of 
the  mouth  following  injury  to  this  nerve.  It 
definitely  has  been  proved  that  a stretched 
or  bruised  nerve  is  much  more  likely  to  pro- 
duce continuing  symptoms  than  a sectioned 
one.  Of  course,  when  at  all  possible  the  nerve 
should  be  preserved. 

Bleeding  into  the  vestibule  was  shown  by 
Hohmann  not  to  be  a factor  in  future  coch- 
lear losses.  Likewise,  loss  of  perilymph  or  a 
temporary  “dry  labyrinth”  does  not,  as  was 
once  thought,  cause  irreversible  damage  to 
the  delicate  inner  ear. 

One  of  the  most  troubling  complications  of 
this  surgery  is  facial  paralysis.  A temporary 
loss  of  VII  nerve  function  may  occur  after 
filling  the  middle  ear  with  Xylocaine  for 
anesthesia.  This  can  happen  even  without  an 
identifiable  dehiscence.  Actual  trauma  to  the 
nerve  should  be  avoided  of  course. 

Use  of  the  microsurgical  drill  has  been  con- 
demned by  many  surgeons  as  a prime  factor 
in  causing  further  hearing  loss.  House  states, 
however,  that  in  over  2,000  primary  cases, 
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The  complications  occurring  in  a series  of 
325  stapedectomies  are  discussed.  Factors 
that  might  affect  the  results  of  this  operation 
are  explored. 


there  was  no  difference  when  the  drill  was 
used.  It  is  generally  agreed,  however,  that  the 
use  of  the  drill  on  the  promontory  of  the 
tympanum  to  remove  bony  overhang  should 
be  avoided  at  all  costs,  since  this  may  acti- 
vate otherwise  dormant  areas.  Shea  states 
that  he  now  uses  the  drill  in  only  2 per  cent 
of  his  cases,11  while  Brown  Farrior  uses  it 
in  less  than  12  per  cent  of  his. 

Excess  flow  of  perilymph  when  the  vesti- 
bule is  opened  can  be  distressing.  Mr.  Ter- 
rance Cawthorne  calls  this  a “geyser.”  In 
our  series  of  325  cases,  this  has  happened 
only  once,  in  a 17-year-old  girl.  This  patient 
also  had  an  excess  flow  in  her  other  ear  at  a 
later  operation.  If  the  prosthesis  can  be  ap- 
plied in  such  cases,  the  outcome  reported  by 
various  authors  is  routinely  successful.  Both 
Schuknecht9  and  Lindsay7  have  sectioned 
temporal  bones  showing  abnormally  large 
cochlear  ducts  which  they  believe  explains 
this  problem. 


Hearing  Loss  After  Surgery 

Not  nearly  so  dramatic  as  the  severe  coch- 
lear loss  following  surgery,  but  still  most  un- 
satisfactory to  both  the  patient  and  doctor,  is 
that  case  in  which  the  patient  simply  fails  to 
gain  any  hearing  after  operation  (Fig.  1) . In 
many  such  cases  there  will  be  a slight  rise, 
but  still  a considerable  air-bone  gap  exists 
(Fig.  2).  Ten  of  our  patients  (3.25  per  cent) 
had  this  residual  gap  following  surgery. 
These  patients  have  several  things  in  com- 
mon: (1)  their  average  age  is  51,  which  is 
considerably  above  the  mean  of  the  whole 
group;  (2)  they  gave  a long  history  of  hear- 
ing loss;  (3)  they  routinely  showed  a high 
tone  loss;  and  (4)  the  otosclerotic  foci  varied 
from  case  to  case,  and  surgical  trauma  was 
not  excessive  in  any  of  the  operations.  What 
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causes  these  gaps?  Three  of  these  ears  were 
reopened  from  two  to  five  months  after  sur- 
gery. In  each  case,  massive  adhesions  filled 
the  oval  window  niche  and  completely  en- 
veloped the  polyethylene  prosthesis.  The 
stapes  replacement  was  removed  in  each  case 
and  a new  vein  and  strut  inserted.  No  pa- 
tient gained  hearing  after  the  second  pro- 
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Fig.  1.  Audiogram  shows  failure  to  gain  any  hearing  after 
surgery.  The  top  row  of  circles  shows  the  preoperative 
level;  the  bottom  row,  the  postoperative  level. 


RESIDUAL  AIR-BONE  GAP  3.25% 

1.  AVERAGE  AGE  PATIENT  51  YEARS 

2.  LONG  DURATION  OF  HEARING  LOSS 

3.  HIGH  TONE  LOSS  WAS  PRESENT 
ROUTINELY 

4.  OTOSCLEROTIC  INVOLVEMENT  OF  FOOT 
PLATE  WAS  NOT  SIGNIFICANT 

5.  MASSIVE  ADHESIONS  PRESENT  ON  3 
REOPENED  EARS 

Fig.  2. 
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Fig.  3.  Audiogram  shows  complete  air-bone  closure.  Lower 
X curve  was  before  surgery,  and  top  curve  was  plotted 
after  surgery. 


cedure  (Fig.  3) . Most  interesting  of  all,  three 
of  these  ten  patients  had  complete  air-bone 
gap  closures  in  their  opposite  ears  after  sur- 
gery. This  does  not  support  the  claims  of 
poor  tissue  response  to  the  vein  graft  or  poly- 
ethylene prosthesis.  Slippage  of  the  pros- 
thesis may  be  a factor  in  an  occasional  case, 
but  this  was  not  seen  in  the  three  ears  that 
were  reopened.  It  has  been  suggested  that 
unrecognized  congenital  or  otosclerotic  fixa- 
tion of  the  malleus  or  incus  might  cause 
residual  conductive  losses.  Of  course,  palpa- 
tion of  the  manubrium  of  the  malleus  should 
be  a routine  step  at  the  time  of  the  first 
operation. 

Some  authors  say  that  cases  of  late  con- 
ductive losses  after  initial  air-bone  gap  clos- 
ures are  becoming  more  frequent.  There  have 
been  only  two  such  cases  in  our  series,  both 
from  different  causes.  As  the  postoperative 
period  lengthens,  this  incidence  of  only  0.7 
per  cent  probably  will  increase.  The  first  pa- 
tient had  a stapedectomy  with  vein  graft  in 
August  of  1959.  A 31/2  mm.  prosthesis  was 
used  between  the  vein  and  the  incus.  The 
postoperative  audiogram  showed  a good  clos- 
ure of  the  air-bone  gap.  Eighteen  months 
after  surgery  the  air  curve  returned  to  about 
the  preoperative  level  (Fig.  4).  When  the  ear 
was  reopened,  the  prosthesis  was  not  touch- 
ing the  thin  vein.  A 414  mm.  strut  again 
closed  the  gap.  It  was  believed  that  as  the 
vein  slowly  grew  thinner,  the  prosthesis  lost 
contact  with  it. 

The  second  late  conductive  loss  occurred 
one  year  after  a similar  procedure  (Fig.  5). 
In  the  reopened  ear,  a dense,  fibrous  tissue 
surrounded  the  prosthesis  and  vein,  but  there 


Fig.  4.  Late  conductive  loss  is  shown.  The  7-26-59  curve  is 
a preoperative  one. 


was  no  evidence  of  incus  necrosis  or  bony 
closure.  A new  prosthesis  and  vein  were  in- 
serted, and  hearing  returned  to  a normal 
level.  This  has  now  held  for  one  year.  It  is 
difficult  to  understand  the  mechanism  in  this 
patient,  since  the  fibrous  growth  obviously 
occurred  in  the  immediate  postoperative 
period,  but  the  hearing  loss  occurred  12 
months  later. 

There  may  be  several  causes  of  late  con- 
ductive losses.  Necrosis  of  the  incus  from 
pressure  of  the  polyethylene  tube  is  often 
mentioned  as  a common  cause,  yet  it  was  not 
seen  at  all  in  these  325  patients.  Closure  of 
the  oval  window  by  still  active  otosclerotic 
bone  or  by  dormant  foci  activated  by  drilling 
at  the  time  of  surgery  has  not  yet  been  seen 
in  this  series. 

The  severe  cochlear  loss  following  stape- 
dectomy is  one  of  the  worst  complications 
that  can  face  an  ear  surgeon.  There  has  been 


Fig.  5.  Similar  late  conductive  loss  is  seen;  the  7-1-60 
level  is  before  operation. 
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much  dispute  lately  over  their  exact  cause 
as  well  as  predisposing  factors.  It  is  conveni- 
ent to  divide  these  cases  into  three  types 
(Fig.  6)  : (1)  aseptic  or  serous  labyrinthitis, 
occurring  very  shortly  after  surgery;  (2) 
labyrinthine  hydrops,  which  occurs  later ; and 
(3)  what  has  been  so  well-named,  “delayed 
inner  ear  storm.”6  Septic  labyrinthitis  with 
possible  meningitis  was  not  included  in  this 
classification,  although  there  have  been  a 
number  of  cases  reported.  This  type  of  com- 
plication is  chiefly  found  following  the  use 
of  gelfoam  over  the  oval  window  and  other 
“thin  membrane”  techniques. 

The  symptoms  of  serous  labyrinthitis  may 
begin  on  the  day  of  operation  or  any  time 
within  two  weeks.  The  patient  hears  a low- 
pitched,  constant  roar,  and  suffers  a drop  in 
discrimination,  severe  vertigo,  ataxia,  nau- 
sea, and  vomiting.  These  complications  can 

COCHLEAR  LOSSES  FOLLOWING  STAPEDECTOMY 

1.  ASEPTIC  OR  SEROUS  LABYRINTHITIS  2.1% 

2.  LABYRINTHINE  HYDROPS  0.6% 

3.  DELAYED  INNER  EAR  STORM  0% 

Fig.  6. 

follow  the  most  meticulous  and  atraumatic 
procedure.  Some  patients  recover  after  a few 
weeks  and  are  left  with  good  hearing.  Others 
may  have  little  or  no  measurable  cochlear 
function  remaining  (Fig.  7).  This  complica- 
tion has  been  more  common9  in  patients  with 
history  of  motion  sickness,  elderly  patients, 
class  “C”  candidates,  and  in  cases  in  which 
the  surgical  technique  has  been  less  than  per- 
fect. In  this  series  of  325  stapedectomies 
there  were  seven  patients  with  either  a se- 
vere pure  tone  loss  or  a severe  discrimina- 
tion loss.  This  is  an  incidence  of  2.1  per  cent. 

The  symptoms  routinely  were  overwhelm- 
ing vertigo,  tinnitus,  and  deafness,  except  for 
one  woman  who  had  a profound  cochlear 
loss  with  severe  tinnitus  but  no  vertigo  ( Fig. 
8).  In  four  patients,  vertigo  began  on  the 
third  day  following  surgery,  whereas  two 
others  developed  this  disturbing  symptom 
within  24  hours  after  surgery.  Despite  vigor- 
ous heroic  therapy  with  many  drugs,  such  as 
histamine,  none  of  these  people  now  have 
serviceable  hearing  in  the  operated  ear. 

As  mentioned  before,  House  believes  there 
may  be  a definite  relationship  between  the 
positive  preoperative  ear  cultures  and  coch- 
lear losses.  In  our  group  of  seven  patients 
with  cochlear  losses,  four  had  positive  cul- 


COCHLEAR  LOSSES  SECONDARY  TO 
SEROUS  LABYRINTHITIS 

1.  HISTORY  OF  MOTION  SICKNESS 

2.  ELDERLY  PATIENTS  MORE  COMMON 

3.  CLASS  "C"  CANDIDATES 

4.  POSITIVE  EAR  CULTURES  WITH  SUB- 
CLINICAL  INJECTIONS 

3.  LESS  THAN  PERFECT  SURGICAL  TECHNIQUE 

Fig.  7. 

tures  when  the  ear  was  unpacked  on  the 
third  day.  Two  of  these  four  patients  showed 
signs  of  gross  infection,  that  is,  pus  in  the 
external  ear  canal.  There  is  no  correlation  in 
this  group  as  far  as  use  of  the  drill,  or  other 
surgical  trauma.  None  of  these  patients  fall 
into  the  obliterative  category. 

Recurrent  inner  ear  symptoms  similar  to 
endolymphatic  hydrops  may  follow  stapes 
surgery.  Either  cochlear  or  vestibular  symp- 
toms may  predominate.  Such  symptoms  may 
occur  from  several  to  many  months  post- 
operatively.  Typically,  these  patients  have  an 
excellent  immediate  hearing  gain.  Months 
to  years  later  they  have  attacks  typical  of 
endolymphatic  hydrops,  or  Meniere’s  disease. 
Two  patients  (0.6  per  cent)  in  this  series 
developed  this  complication.  The  first  patient 
had  vertigo,  nausea,  tinnitus,  and  aural  pres- 
sure three  months  following  surgery.  This 
lasted  five  or  ten  minutes.  There  have  been 
no  other  attacks  in  two  years.  The  second 
patient  (Fig.  9)  developed  a transient  hear- 
ing loss  with  mild  vertigo  four  months  fol- 
lowing surgery.  In  both  cases,  the  pure  tone 


Fig.  8.  Audiogram  shows  profound  cochlear  loss.  The  X 
curve  is  before  surgery;  the  <X  curve  is  after  surgery. 
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and  discrimination  scores  returned  to  the 
high  postoperative  level.  The  cause  of  this 
late  complication  of  stapedectomy  is  certainly 
obscure.  Fortunately,  the  response  of  these 
cases  to  histamine  and  other  routine  hydrops 
therapy  is  good. 

In  addition  to  this  Meniere’s  disease-type 
delayed  complication,  there  is  another  more 
severe  and  permanent  cochlear  loss  that 
strikes  the  patient  months  to  years  after 
surgery.  This  catastrophe  has  been  described 
by  Lewis6  as  “delayed  inner  ear  storm.” 
These  cases  are  rare,  but  as  time  progresses 
should  become  more  frequent.  Farrior  re- 
ports less  than  1 per  cent  delayed  losses  of 
this  type.  The  symptomatology  is  similar  to 
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Fig.  9.  Late  perceptive  loss  of  temporary  duration  is  illus- 
trated in  this  audiogram.  The  lowest  X curve  shows  pre- 
operative levels. 


the  endolymphatic  hydrops  group  except  for 
the  permanence  of  the  cochlear  depression. 
Also,  as  with  the  previous  group,  there  are 
no  apparent  precipitating  factors  or  positive 
findings  when  the  ear  is  reopened.  Sham- 
baugh  relates  routine  negative  findings  in 
these  patients’  middle  ears  when  the  drums 
are  elevated  after  the  onset  of  vertigo  and 
deafness.  Harris  and  Weiss  reopened  the 
ears  of  six  patients  suffering  from  this  com- 
plication, and  found  granulomatous  lesions 
in  the  oval  window  after  using  fat  grafts 
with  polyethylene  struts.  It  is  significant 
that  none  of  these  patients  regained  any 
hearing  following  the  second  procedures. 

Audiometric  Results 

The  air-bone  gap  was  closed  to  within  10 
db  in  89  per  cent  of  this  group  of  825  pa- 


tients. This  leaves  11  per  cent  without  clos- 
ure of  their  air-bone  space.  There  were  seven 
patients  (2.1  per  cent)  with  cochlear  losses 
following  surgery  (Fig.  10).  These  results 
are  comparable  to  others  reported  by  various 
authors. 


Summary  and  Conclusions 

In  a series  of  325  stapedectomies,  approxi- 
mately 8 per  cent  resulted  in  neither  cochlear 
losses  nor  gain  of  useful  hearing.  There  has 
been  much  discussion  about  the  more  dra- 
matic and  often  permanent  hearing  losses 
occurring  in  the  2 per  cent  of  patients  who 
suffer  cochlear  loss.  Little  is  said  of  the  other 
8 per  cent  who  often  are  equally  disap- 
pointed. Among  many  factors  suggested  as 
responsible  for  these  “failure  to  gain”  cases 
are  (1)  faulty  surgical  technique  with  exces- 
sive postoperative  scarring,  (2)  slippage  of 
the  prosthesis,  and  (3)  unrecognized  fixa- 
tion of  the  malleus  or  incus  in  the  attic.  But 
no  real  solution  has  been  given.  One  thing 
does  seem  clear,  however,  from  the  experi- 
ence in  this  series  and  also  from  the  other 
reports.  When  an  early  residual  conductive 
loss  occurs,  reopening  the  ear  almost  never  is 
accompanied  by  further  audiometric  gains. 
Slippage  of  the  polyethylene  prosthesis, 
which  is  widely  blamed  for  this  type  of  situa- 
tion, simply  has  not  proved  to  be  a cause  of 
such  loss  in  this  series. 

House  states,  “A  distinction  should  be 
made  between  true  'complications’  and  'un- 
favorable’ results.”  An  air-bone  closure  with 
a resulting  35  db  pure  tone  level  can  hardly 
be  considered  a complication,  but  to  the 
young  woman  who  has  been  led  to  believe 
she  would  have  normal  hearing  after  sur- 
gery, this  certainly  might  be  an  “unfavor- 
able result.”  Unfortunate  omissions  during 
the  preoperative  discussion  with  the  patient 
can  cause  much  unhappiness  in  a person  who 
would,  if  properly  prepared,  be  satisfied  with 


the  hearing  level  attained. 

AUDIOMETRIC  RESULTS  - 325  PATIENTS 

CLOSURE  OF  AIR-BONE  GAP  TO  10 DB.  89.0% 

FAILURE  TO  CLOSE  TO  10 DB.  8.9% 

COCHLEAR  LOSSES  2.1% 

TOTAL  100% 

Fig.  10. 
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Physicians,  Insurance  Companies 
Need  Mutual  Understanding 

“Physicians  and  compensation  insurance  companies  need  a clear- 
er understanding  of  each  other’s  problems,”  so  states  a bulletin  from 
the  TMA  Committee  on  Workmen’s  Compensation  Insurance. 

“It  is  probably  safe  to  say  that  most  physicians  receive  a ma- 
jority of  their  income  from  insurance,  either  directly  or  indirectly. 
There  was  a time  when  the  practice  of  medicine  was  an  intimate 
relationship  between  the  physician  and  patient.  There  was  very  little 
business  involved  but  with  time  the  problem  has  become  more  and 
more  complex.  As  an  example;  simple  hospitalization  insurance  ties 
in  the  hospital,  the  insurance  company,  the  patient,  and  the  physician. 
This  complicates  the  practice  of  medicine  and  brings  the  physician  in 
intimate  relationship  with  business.” 

The  bulletin  continues  to  say  that  insurance,  regardless  of  the 
kind,  is  a business.  As  a business  it  must  thrive  and  since  the  physi- 
cian is  the  key  person  in  this  complicated  business  transaction  and 
since  the  insurance  company  is  the  organization  obligated  to  finance 
the  transaction  within  the  limits  of  the  particular  policy  involved,  it 
behooves  the  physician  to  try  to  establish  a clear  channel  of  communi- 
cation with  the  insurance  company. 

The  Committee  on  Workmen’s  Compensation  Insurance  primar- 
ily is  interested  in  helping  the  Texas  physician  with  his  compensation 
insurance  problems. 

Most  of  the  points  of  controversy  between  the  physician  and  the 
compensation  insurance  carrier  have  arisen  because  the  two  parties 
did  not  get  together  early.  This  does  not  necessarily  mean  that  there 
should  be  a personal  conference  between  the  physician  and  the  repre- 
sentative of  the  insurance  company,  but  communication  should  be 
initiated  as  early  as  possible  by  detailed  report,  the  Committee  urges. 
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School  Health  and  the  Physician 

DONALD  A.  DUKELOW,  M.D. 


THE  PRACTICING  physician,  in  concern- 
ing himself  with  schools  today,  plays  a 
role  that  is  increasingly  complex.  Not  only 
should  he  relate  to  schools  as  an  individual 
citizen  and  practitioner,  but  also  as  a repre- 
sentative of  his  medical  organization. 

Educators  and  physicians  are  individual- 
ists. Both  are  proud  of  their  professional  sta- 
tus and  will  defend  their  prerogatives.  And, 
reasonably,  neither  wants  to  be  told  by  the 
other  what  should  be  done  in  his  field.  Nev- 
ertheless, there  are  areas  in  educational  prac- 
tice where  the  physician  can  justify  his 
judgment  and  advice.  And  there  are  areas  in 
medical  practice,  particularly  in  regard  to 
children,  where  the  educator  can  be  helpful 
to  the  physician.  In  the  interests  of  child 
health,  medical  organizations  should  be  con- 
cerned with  developing  guidelines  for  this 
interprofessional  exchange. 

Medical  practices  are  not  standardized, 
and  physical  appraisal  of  children  as  part  of 
the  school  health  program  may  range  from 
a complete  pediatric  study  to  nothing.  It  fre- 
quently is  so  inadequate  that  school  admin- 
istrators dare  not  accept  the  evaluation  of 
a child’s  personal  physician.  The  medical 
association,  in  cooperation  with  educators, 
could  well  establish  standard  practices  in 
many  areas.  Among  these  are  general  health 
appraisal,  hearing  and  vision  screening,  care 
of  injury  and  sudden  illness,  medical  aspects 
of  physical  education  and  athletics,  special 
needs  of  the  physically  handicapped,  prob- 
lems associated  with  emotional  disturbance, 
and  a host  of  others.  When  practices  that  are 
both  medically  and  educationally  sound  have 
been  defined  and  accepted,  respect  for  such 
practice  increases. 

Advice  from  medical  associations  gener- 
ally is  welcomed  in  health  education,  where 


Dr.  Dukelow,  consultant  in  health  and  fitness  for  the 
AMA,  delivered  this  paper  before  the  Texas  Medical 
Association  Section  on  Public  Health  during  the  1963 
Annual  Session  in  Dallas. 


medical  guidance  often  is  needed  in  the  selec- 
tion of  subject  matter  for  health  teaching. 
Policy  must  be  established  by  which  medical 
associations  can  initiate  advice  without  ap- 
pearing to  be  forward,  demanding,  or  inter- 
fering. 

Likewise  in  environmental  health,  and  par- 
ticularly in  regard  to  the  most  constant  fac- 
tor in  the  environment — the  adults  on  the 
teaching,  administrative,  and  custodial  staff 
— medical  associations  have  much  to  offer. 
Although  this  area  of  responsibility  may  be 
delegated  to  the  health  department,  it  still 
is  of  interest  to  physicians. 

These  responsibilities  of  medical  organiza- 
tions to  policy  and  practice  in  schools  imply 
two  internal  obligations  of  great  importance. 
First,  the  association’s  officers  and  appropri- 
ate committees  must  know  the  schools  well 
enough  to  make  discriminating  decisions 
about  policy  and  practice.  This  will  require 
considerable  effort  but  will  be  worth  it.  Sec- 
ond, knowledge  of  what  is  accepted  policy 
and  practice  in  school  health  must  be  dis- 
seminated among  the  association’s  members 
in  such  a way  that  they  will  feel  the  need  to 
comply.  The  effectiveness  of  school  health 
service  programs  is  in  direct  ratio  to  the 
understanding  participation  of  the  practic- 
ing physicians. 

Responsibility  to  School  Children 

The  physician’s  primary  responsibility  to 
school  health  is  to  be  a physician  in  the  full 
meaning  of  the  word.  His  child  patients  go 
to  school  for  12  years  more  or  less  in  the 
community  in  which  he  practices.  How  can 
the  physician  adequately  serve  children  with- 
out knowing  the  daily  impact  of  the  physical 
and  emotional  experiences  we  call  school? 
And  how  can  he  be  certain  that  his  wishes 
are  followed  unless  the  health  service  person- 
nel and  the  school  administrator  properly 
interpret  his  wishes  in  terms  of  the  child’s 
total  school  activity? 
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Doctors  in  private  practice  can  promote  child 
health  by  seeking  better  cooperation  between 
physicians,  schools,  and  the  community.  Also, 
thorough  examination  and  understanding 
care  of  today's  child  will  greatly  influence 
the  opinions  of  tomorrow's  adult  regarding 
the  private  practice  of  medicine. 


When  a school  child  wishes  to  engage  in 
a sports  program,  a health  appraisal  exam- 
ination is  necessary.  When  the  child’s  per- 
sonal physician  does  this  examination,  is  it 
thorough  enough  to  give  this  child  reason- 
able protection?  Or  will  the  doctor  feel  that 
he  can’t  afford  to  spend  the  required  time  on 
a well  child?  And  if  the  doctor  does  do  a 
good  examination,  is  his  relationship  to  the 
school  such  that  they  are  willing  to  trust  his 
clinical  judgment? 

Children  are  under  the  continuous  observa- 
tion of  the  school  staff  for  half  their  waking 
hours  during  half  the  days  in  the  year.  School 
people  become  well  acquainted  with  children, 
and  may  suspect  deviations  in  appearance 
and  behavior  before  the  physician  does.  The 
exchange  of  information  will  make  the  job 
of  both  educator  and  physician  easier,  and 
accrue  to  the  benefit  of  the  children  involved. 

Repeatedly,  the  discussions  during  the  Na- 
tional Conferences  on  Physicians  and  Schools 
and  the  reports  published  by  the  Joint  Com- 
mittee on  Health  Problems  in  Education  of 
the  NEA  and  AMA  have  emphasized  the 
need  for  this  three-way  liaison  of  physician, 
school,  and  family.  Also  repeatedly,  the  im- 
portance of  the  practicing  physician  has  been 
emphasized. 

Responsibility  to  Schools 

The  most  effective  activity  of  the  physi- 
cian is  specific  advice  to  the  school  about  a 
child  who  needs  special  supervision  or  pro- 
tection. In  this  area,  channels  of  communi- 
cation must  be  established,  and  those  who 
should  communicate  must  know  that  they 
exist  and  feel  comfortable  in  using  them.  It 
also  helps  when  the  physician  and  the  educa- 
tor are  acquainted  and  have  a mutual  respect. 

In  smaller  communities,  individual  physi- 
cians can  informally  advise  the  school  ad- 
ministration on  all  manner  of  problems,  but 
an  informal  advisory  relationship  has  its 
hazards.  First,  it  may  cause  hard  feelings 


among  colleagues  if  more  than  one  physician 
serves  the  school  district.  Second,  it  is  tempt- 
ing to  express  an  opinion  on  any  subject 
about  which  you  may  be  asked,  whether  you 
have  correct  information  or  not.  Neverthe- 
less, TMA  and  AMA  can  help  you  obtain  in- 
formation to  aid  in  advising  friends  in  the 
local  school  district  in  a correct  and  effective 
way. 

Responsibility  to  Community 

It  is  hard  for  a physician  to  separate  his 
professional  responsibilities  from  his  citizen- 
ship responsibilities.  School  health,  related  as 
it  is  to  the  family,  the  public  health  admin- 
istration, the  school  district,  and  the  welfare 
program,  invades  many  governmental  and 
voluntary  agencies.  The  physician  who  would 
serve  his  community  as  a member  of  any 
civic  board  or  voluntary  agency  must  devel- 
op a broad  understanding  of  the  inter-rela- 
tions of  these  groups.  Too  frequently,  the 
complex  structure  of  agency  organization  and 
function  causes  one  to  lose  sight  of  the  child. 
The  school  health  program  is  truly  effective 
only  when  all  concerned  persons  and  organ- 
izations are  child-oriented.  It  is  easier  to  do 
for  a child,  or  his  family  than  to  help  the 
child  learn  how  to  do  for  himself.  The  physi- 
cian should  teach  personal  responsibility 
wherever  possible. 

Participation  of  physicians  in  the  school 
health  program,  and  a consistently  high  qual- 
ity of  service  to  children,  help  to  develop 
the  child’s  attitude  toward  doctors  and  medi- 
cine. A good  relationship  with  child  patients 
can  be  an  important  influence  in  shaping  the 
socioeconomic  aspects  of  the  free  enterprise 
practice,  and  the  pattern  of  medicine  in  the 
future  will  be  determined  largely  by  the  atti- 
tudes children  now  in  school  have  toward 
doctors. 

Conclusion 

An  effective  school  health  program  moti- 
vates a child  to  strive  for  personal  fitness 
and  healthful  living,  and  teaches  him  to  make 
discriminating  decisions  regarding  health 
matters.  Success  depends  in  large  part  on  the 
attitude  of  doctors  toward  the  problems  of 
school  children,  and  on  physicians’  under- 
standing participation  in  an  education  and 
service  program  involving  the  home,  the 
school,  the  health  department,  and  the  medi- 
cal profession. 

t Dr.  Dukelow,  535  North  Dearborn  St.,  Chicago 
60610. 
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Complete  Disruption  of  Acromioclavicular  Joint 

Treatment  by  Open  Reduction  and  Repair, 

And  Fixation  with  Bosworth  Screw 


USE  OF  THE  Bosworth2  screw  has  not 
met  with  much  favor  as  a method  of 
treatment  for  complete  disruption  of  the 
acromioclavicular  joint.  Standard  textbooks 
on  orthopedic  surgery  and  treatment  of  frac- 
tures have  either  ignored  the  method  or  re- 
ferred to  it  with  disfavor  or  lack  of  enthusi- 
asm. Sir  Watson  Jones6  has  this  to  say:  “A 
method  described  by  Bosworth  and  devised 
independently  at  about  the  same  time  by 
Vera-Hodge  in  England,  made  no  direct  at- 
tack on  the  joint  itself  but  secured  fixation 
by  screwing  the  clavicle  to  the  coracoid.” 
A critical  analysis  of  this  statement,  the  au- 
thor thinks,  is  the  crux  of  the  treatment. 
The  approach  has  to  be  made  on  the  acromio- 
clavicular joint. 

A complete  disruption  means  the  tearing 
of  all  the  ligaments,  namely  the  acromio- 
clavicular, the  trapezoid,  and  conoid  liga- 
ments. To  correct  the  injury  the  acromio- 
clavicular joint  has  to  be  attacked.  Bosworth 
overlooked  this  point  and  recommended  that 
the  screw  be  placed  between  the  clavicle  and 
the  coracoid  process  through  a small  incision 
over  the  clavicle.  He  used  local  anesthesia. 

A review  of  what  some  of  the  recognized 
authorities  have  to  say  with  reference  to 
acute  acromioclavicular  joint  injuries  is  of 
interest : 

According  to  Mercer,10  “The  reduction 
. . . though  easily  obtained,  may  be  diffi- 
cult to  preserve,  ...  If  operation  is  un- 
dertaken it  is  necessary  to  fix  the  clavicle 
to  the  coracoid  process,  for  it  cannot  be 
fixed  to  the  acromion  sufficiently  strong- 
ly.” He  recommends  fascial  repair  as  de- 
scribed by  Henry.2 


Bancroft  and  Marble  state,1  “A  great 
deal  of  unnecessary  and  poorly  planned 
surgery  has  been  carried  out  for  this  in- 
jury.” The  authors  go  on  to  say  that  for 
professional  athletes,  in  whom  perfect 
shoulder  repair  is  important,  “.  . . the  clav- 
icle can  be  lashed  down  to  the  coracoid 
process  with  fascia.”  They  state  further, 
“.  . . metal  fixation  of  the  clavicle  to  the 
coracoid  process  is  illogical.” 

Commenting  on  the  management  of  this 
injury,  Key  and  Con  well  emphasize,8  “As 
the  contours  of  the  acromioclavicular  joint 
are  such  that  its  integrity  depends  entire- 
ly upon  the  ligaments,  it  is  necessary  not 
only  to  reduce  the  dislocation,  but  to  hold 
it  reduced  until  the  ligaments  have 
healed.”  Six  to  eight  weeks  of  immobiliza- 
tion is  recommended,  and  if  the  Henry 
operation  is  carried  out,  the  joint  is  held 
in  plaster  for  eight  weeks.  The  authors  do 
not  mention  screw  fixation,  but  mention 
wire  fixation  after  the  method  of  Phemis- 
ter.13 

Fascial  reconstruction  and  immobiliza- 
tion for  five  weeks  are  recommended  by 
Casogrande  and  Frost.3  With  regard  to 
the  Bosworth  screw,  “.  . . care  should  be 
exercised  to  drill  the  clavicle  hole  slightly 
larger  than  the  diameter  of  the  screw 
neck,  in  order  to  retain  clavicular  rotation 
with  shoulder  elevation.” 

McLaughlin0  has  this  to  say : “Conserv- 
ative treatment  by  strapping  is  not  often 
followed  by  good  results.  Operative  fixa- 
tion is  a matter  of  election  for  the  seden- 
tary patient  but  is  strongly  indicated  for 
the  manual  worker.”  He  recommends  fixa- 
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Open  reduction  combined  with  use  of  the 
Bosworth  screw  restores  the  disrupted 
acromioclavicular  joint  without  transfixing 
it  and  without  prolonged  immobilization. 
Simplicity,  early  mobilization,  and  ease  of 
removal  of  the  screw  are  major 
advantages  in  this  treatment. 


tion  by  open  reduction  and  wires,  and  a 
sling  for  several  weeks.  He  does  not  men- 
tion screw  fixation. 

Surgical  treatment  is  recommended  by 
Speed  and  Knight,14  who  believe  that  “If 
the  dislocation  is  complete,  some  form  of 
surgical  intervention  is  warranted,  as  con- 
servative measures  can  be  relatively  im- 
practicable and  their  results  uncertain.” 
The  authors  recommend  the  fascial  repair 
of  Henry  or  the  use  of  Kirschner  wires 
across  the  joint.  Although  they  refer  to 
the  work  of  Kennedy  and  Cameron7  they 
do  not  include  the  Bosworth  screw  fixa- 
tion as  one  of  the  operative  procedures 
they  use. 

DePalma4  states  that  "...  conservative 
means  have  been  unsuccessful,”  and  goes 
on  to  say  “operative  intervention  is  be- 
coming increasingly  popular  ...”  He  rec- 
ommends wires  across  the  acromioclavicu- 
lar joint  and  immobilization  for  four 
weeks.  He  condemns  the  Bosworth  screw 
method  because  he  states  that  it  is  compa- 
rable to  an  acromioclavicular  arthrodesis. 

In  describing  operative  therapy,  Mose- 
ly11  mentions  all  the  various  methods  such 
as  wire  sutures,  fascial  repair,  pin  fixa- 
tion, arthrodesis,  and  screw  fixation. 
Mosely  is  the  only  one  in  this  list  of  au- 
thorities who  mentions  excision  of  the 
outer  end  of  the  clavicle  in  acute  acro- 
mioclavicular separations.  He  advocates 
the  Mumford12  procedure  but  goes  on  to 
say  “If  the  clavicle  is  not  sutured  to  the 
coracoid,  it  will  tend  to  ride  high  and  may 
produce  a prominence  under  the  trapezius 
which  is  tender  to  pressure.” 


EDWARD  T.  SMITH,  M.D. 


The  author’s  interest  in  the  use  of  the 
Bosworth  screw  in  connection  with  open  re- 
duction of  an  acute  acromioclavicular  sepa- 
ration was  initiated  by  personal  communica- 
tion with  Dr.  John  Kennedy,  and  also  stim- 
ulating was  a careful  study  of  the  article  by 
Kennedy  and  Cameron.7  This  article  is  rec- 
ommended as  a guide  to  anyone  contemplat- 
ing using  the  Bosworth  screw  fixation. 

In  the  past  it  has  been  observed,  upon 
opening  the  acromioclavicular  joint,  that 
some  of  the  ligamentous  tissue  has  pulled 
away  from  the  outer  end  of  the  clavicle  (Fig. 
1).  When  an  attempt  is  made  to  reduce  the 
joint,  some  of  these  ligamentous  fibers  are 
tucked  into  the  joint  (Fig.  2)  ; therefore,  the 
author  believes  that  treatment  by  a closed 
method,  whether  it  be  by  a sling,  by  pinning 
across  the  joint,  or  by  application  of  a screw 
between  the  clavicle  and  the  coracoid  process 
is  doomed  to  failure  if  the  acromioclavicular 
joint  is  not  opened.  Since  Bosworth  did  not 
advocate  opening  the  acromioclavicular  joint 
it  is  reasonable  to  assume  that  his  method 
has  met  with  disfavor. 

A complete  disruption  of  the  acromio- 
clavicular joint  is  not  uncommon  among 
athletes.  A brief  review  of  the  anatomy  re- 
veals a complicated  ligamentous  support  be- 
tween the  clavicle  and  the  scapula  (Fig.  3). 
For  simplicity,  the  authors  usually  refer  to 
this  ligamentous  support  as  the  acromioclav- 
icular ligament  and  the  coracoclavicular  liga- 
ment. A forceful  in j ury  directed  on  the  outer 
part  of  the  clavicle  will  knock  the  arm  and 
scapula  down,  producing  a tear  of  the  liga- 
ments between  the  scapula  and  the  clavicle. 
The  athlete  refers  to  this  as  a “knocked  down 
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Fig.  1.  Shown  is  the  tear  in  the  acromioclavicular  and 
coracoclavicular  ligaments  with  the  clavicle  displaced. 


Fig.  2.  This  illustration  of  closed  reduction  of  disloca- 
tion shows  the  acromioclavicular  ligament  tucked  in  the 
joint. 


Fig.  3.  The  normal  ligament-bone  relationship  in  the  acro- 
mioclavicular joint. 


shoulder.”  This  produces  a disabling  injury, 
and  he  is  immediately  removed  from  com- 
petitive sports.  A method  of  treatment  which 
will  correct  the  injury  and  promote  early 
restoration  of  function  is  important  to  the 
athlete.  An  open  reduction  of  the  acromio- 
clavicular joint,  removing  the  meniscus  and 
any  other  interposing  tissue,  repairing  the 
acromioclavicular  ligaments,  and  fixing  the 


Fig.  4.  Diagram  indicates  the  acromioclavicular  liga- 
ment repaired  and  the  Bosworth  screw  in  place. 


clavicle  to  the  coracoid  process  with  a Bos- 
worth screw  will  accomplish  the  desired  fa- 
vorable features  of  treatment  (Fig.  4) . When 
the  procedure  is  carried  out  as  described  by 
Kennedy  and  Cameron,  no  prolonged  immo- 
bilization or  external  fixation  is  required 
and  early  rehabilitation  can  be  instituted. 

There  are  some  potential  hazards  to  this 
method.  It  is  conceivable  that  the  clavicle  has 
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been  weakened  at  the  screw  site  and  would 
be  more  vulnerable  to  fracture.  For  this 
reason,  the  author  routinely  removes  the 
screw  in  two  to  six  months;  this  can  be  ac- 
complished easily  with  a local  anesthetic.  An- 
other objection  offered  to  this  method  is 
that  it  prevents  the  normal  motion  between 
the  clavicle  and  the  scapula.  The  design  of 
the  Bosworth  screw  does  not  bind  the  clav- 
icle because  there  is  no  fixation  between  the 
screw  and  the  clavicle.  It  is  advocated  by 
Bosworth  and  several  others  that  care  be 
exercised  in  drilling  the  hole  in  the  clavicle 
large  enough  to  prevent  binding.  If  the 
screw  does  not  bind  the  clavicle  it  will  not 
prevent  the  slight  motion  which  some  say 
is  present  in  the  acromioclavicular  joint. 
Kennedy  and  Cameron  believe  that  the  scap- 
ula and  the  clavicle  move  as  a unit,  and 
therefore  fixation  between  the  two  bones  is 
not  objectionable.  Some  surgeons  who  object 
to  the  fixation  between  the  clavicle  and  the 
coracoid  process  advocate  pin  fixation  be- 
tween the  acromion  and  the  clavicle.  It  is 
hard  to  rationalize  such  an  argument  when 
pin  fixation  across  the  acromioclavicular 
joint  is  bound  to  produce  some  later  arthritic 
changes. 

Conclusions 

A careful  analysis  of  the  acute  acromio- 

Dr.  Smith,  clinical  professor 
of  orthopedic  surgery  at 
Baylor  University  College  of 
Medicine  and  chief  ortho- 
pedic surgeon  at  Hermann 
Hospital,  Houston,  present- 
ed this  paper  at  the  1962 
meeting  of  the  Texas  Soci- 
ety of  Athletic  Team  Physi- 
cians. 


clavicular  separation  and  treatment  with  the 
Bosworth  screw  has  led  to  the  following  con- 
clusions : 

1.  The  acromioclavicular  joint  is  restored 
without  transfixing  the  joint,  as  is  done  with 
pins,  and  without  prolonged  immobilization, 
as  when  a sling  is  used. 

2.  The  procedure  is  less  complicated  than 
the  use  of  fascia  and/or  wire. 

3.  The  procedure  permits  early  mobiliza- 
tion of  the  entire  upper  extremity  and  early 
return  to  normal  activity. 

4.  The  screw  is  easily  removed  after  the 
ligaments  have  healed. 
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Offer  of  Chiropractic  Board  Position 
Offends  New  York  Medical  Society 

New  York  State  Medical  Society  is  bristling,  reports  Medical 
World  News  (Sept.  13),  over  the  state  government’s  request  that  it 
recommend  a doctor-candidate  to  serve  on  a newly-authorized  licens- 
ing board  of  chiropractors.  The  society  will  not  comply,  it  says.  The 
society  recently  voiced  loudly  its  opposition  to  the  licensing  of  chiro- 
practors, but  was  disregarded  by  the  state  legislature. 
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Autoreduction  En  Masse 
Of  Strangulated  Hernia 


MARCUS  B.  DALKOWITZ,  M.D. 


Reduction  en  masse  rarely  occurs  but  it 
should  be  kept  in  mind  when  dealing  with 
incarcerated  hernias.  Diagnosis  is  sometimes 
made  difficult  by  a long  delay  in  onset  of 
symptoms  following  reduction. 

THE  PROBLEM  of  incarcerated  and  stran- 
gulated hernia  is  frequently  encountered 
by  the  practicing  physician,  and  the  potential 
danger  of  any  existing  hernia  incarcerating 
and  strangulating  is  present  whenever  hernia 
exists.  The  entity  “autoreduction  en  masse” 
of  strangulated  hernia,  while  rare,  repre- 
sents an  additional  danger  which  unrecog- 
nized could  result  in  further  morbidity  and 
ultimately  even  death.  The  condition  occurs 
when  the  hernia  is  reduced  from  the  ring, 
but  the  sac  and  its  contents  remain  incar- 
cerated or  strangulated  even  though  the  her- 
nia is  no  longer  seen  or  palpated.  The  con- 
dition should  be  strongly  suspected  when  af- 
ter difficult  reduction,  the  patient  becomes 
worse  instead  of  better.  As  will  be  noted 
later,  the  interval  between  reduction  of  the 
hernia  and  the  onset  of  severe  symptoms  is 
not  necessarily  immediate;  intervals  of  two 
months  or  more  have  been  reported. 

Incidence 

Pearse,  in  1931,  estimated  one  in  13,000 
strangulated  hernias  was  reduced  en  masse. 
He  also  stated  that  unless  the  sac  was  rup- 
tured, strangulation  always  occurred  in  the 
properitoneal  position.7  Corner  and  Howitt, 
in  1908,  at  St.  Thomas’s  and  St.  Bartholo- 
mew’s hospitals  reported  five  cases  of  reduc- 
tion en  masse  in  1,618  cases  of  strangulated 
hernias  (0.3  per  cent).  Berger,  in  1876,  re- 
ported an  incidence  of  strangulation  in  2.5 


per  cent  of  all  hernias  that  incarcerated,  with 
reduction  en  masse  of  0.0075  per  cent.  Elia- 
son  (1921)  reported  no  cases  in  a review  of 
12,000  cases.1 

History 

Strangulated  hernia  reduced  en  masse  was 
first  described  by  Savaird  in  1693  and  pub- 
lished in  1702.  He  described  a femoral  hernia 
which  had  been  so  reduced  and  wrote  his 
final  description  following  postmortem  ex- 
amination. LeDran  (1727)  described  the  sec- 
ond case  at  the  French  Academy.  His  obser- 
vations were  substantiated  by  DeLafaye  and 
Arnaud  in  1765.  Further  contributions  were 
made  by  Scarpa,  Sabatier,  and  Dupuytren. 
In  1819,  Cloquet  described  the  mechanism 
involved  in  the  false  reduction  of  hernias 
and  postulated  the  necessity  of  separation  of 
structures  binding  the  neck  of  the  sac  and 
the  internal  ring.  Sir  Charles  Bell  was  the 
first  English  physician  and  Blackman  the 
first  American  to  describe  the  entity.  In 
1859,  Birkett  collected  37  cases.  In  the  20th 
century,  Rowlands,  Corner  and  Howitt,  Hom- 
mel,  and  Chavannaz  contributed  to  the  litera- 
ture on  the  subject.7 

Statistics 

Corner  and  Howitt  published  a breakdown 
of  statistics  in  1908,  which  was  compatible 
with  all  other  series  reviewed.4  They  re- 
viewed records  of  137  examples,  but  because 
details  were  incompletely  recorded,  the  fol- 
lowing figures  do  not  always  add  up  to  137. 
In  their  series  the  condition  was  noted  in  110 
males  (86  per  cent)  and  in  18  females  (14 
per  cent).  The  right  side  was  involved  in  68 
cases  (64  per  cent)  and  the  left  side  in  39 
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(36  per  cent).  One  hundred  and  thirteen  (83 
per  cent)  were  inguinal  hernias ; 22  (16  per 
cent)  were  femoral,  and  2 (1  per  cent)  were 
obturator.  None  was  umbilical.  In  all  the 
literature  reviewed  only  one  case  of  umbili- 
cal strangulation  reduced  en  masse  was  re- 
ported. This  was  only  a partial  reduction, 
and  the  diagnosis  was  obvious  prior  to  sur- 
gery. Of  the  patients  with  inguinal  hernias 
involved,  59  (52  per  cent)  recovered  and  54 
(48  per  cent)  died.  Six  patients  with  femoral 
hernias  recovered  and  16  died.  Both  patients 
with  obturator  hernias  reduced  en  masse 
died.  Of  all  these  hernias,  approximately  50 
per  cent  were  reduced  by  physicians,  28  per 
cent  by  the  patients,  and  4 per  cent  were 
reduced  spontaneously.  The  remaining  (18 
per  cent)  is  uncertain. 

Corner  and  Howitt4  compiled  the  informa- 
tion in  Table  1 regarding  duration  of  hernias 
prior  to  reduction  en  masse. 


Table  1. — Duration  of  Hernia  Prior  to  Reduction 
En  Masse. 


Percentage 

Hernia  First  Noted 
Prior  to  Reduction 

8 

24  hrs. 

2 

within  1 yr. 

2 

1-2  yrs. 

3 

2-3  yrs. 

4 

3-4  yrs. 

3 

4-5  yrs. 

7 

5-10  yrs. 

15 

10-15  yrs. 

7 

15-20  yrs. 

11 

20-30  yrs. 

18 

more  than  30  yrs. 

20 

“years” 

The  oldest  hernia  reported  in  which  reduc- 
tion en  masse  occurred  had  existed  62  years 
and  the  shortest  “a  few  hours.”  The  average 
age  of  the  patient  was  47  years ; the  young- 
est was  13  years;  and  the  eldest,  79  years. 
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considered  the  most  important  factors  to  be 
the  imperfectly  fitting  truss,  which  closes  the 
external  ring  but  not  the  canal ; repeated  and 
unrestrained  efforts  at  reduction  of  an  in- 
guinal hernia  which  has  a narrow  neck  to  its 
sac;  and  congenital  defects  such  as  unde- 
scended testicle,  narrow  external  ring,  or 
congenital  properitoneal  diverticulum.5  He 
reserved  the  term  inguinoproperitoneal  her- 
nia for  the  condition  in  which  there  are  two 
sacs  or  two  divisions  of  one  sac,  the  inner 
sac  lying  between  the  peritoneum  and  the 
transversalis  fascia  and  the  outer  or  inguinal 
sac  occupying  the  inguinal  canal  by  a com- 
mon orifice.  Thus,  the  properitoneal  divertic- 
ulum may  be  congenital  or  may  be  acquired 
by  repeated  attempts  at  reduction. 

Casten  and  Bodenheimer,  in  1941,  stated 
that  reduction  en  masse  can  occur  only  if 
the  internal  ring  is  lax  and  the  neck  of  the 
sac  constitutes  an  unyielding  constriction.2 
If  both  internal  ring  and  the  neck  of  the  sac 
are  tight,  no  reduction  is  possible ; if  neither 
is  tight,  complete  reduction  occurs. 

According  to  Pearse,  when  reduction  en 
masse  occurs,  it  most  commonly  involves 
displacement  of  an  inguinal  properitoneal 
sac  plus  its  content  to  the  properitoneal  po- 
sition.7 It  may,  however,  merely  involve  dis- 
placement of  the  inguinal  sac  plus  its  con- 
tents to  the  properitoneal  position  or  dis- 
placement of  contents  only  from  an  inguinal 
to  a properitoneal  position.  False  reduction 
may  occur  by  rupture  of  the  sac. 


Contents  of  Hernia 

In  acute  cases  the  viscus  involved  is  almost 
always  small  bowel.  In  subacute  and  chronic 
cases,  omentum,  large  bowel,  and  urinary 
bladder  are  most  commonly  involved.4 

Etiology 

The  three  most  commonly  listed  causes  of 
reduction  of  hernia  en  masse  are  taxis,  spon- 
taneity, and  incomplete  surgery.  Halstead 


Case  Reports 

The  foregoing  review  was  prompted  by  two  pa- 
tients seen  at  Weld  County  Hospital,  Greeley,  Colo.9 
Both  patients  manually  reduced  their  hernias  into 
the  abdomen;  however,  in  each  case,  the  bowel  had 
not  been  released  from  the  sac.  The  bowel,  there- 
fore, remained  strangulated  and  in  one  case,  partial 
bowel  resection  was  required. 

Case  1. — The  first  incidence  occurred  in  1948.  The 
patient,  a 67-year-old  man  had  had  a right  inguinal 
hernia  for  ten  years.  He  had  reduced  it  without 
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difficulty.  Within  a few  hours  after  the  hernia  was 
reduced,  the  patient  developed  generalized  abdominal 
pain  and  vomiting.  A few  hours  later  the  pain  be- 
came localized  to  the  right  lower  quadrant.  He  was 
admitted  with  the  diagnosis  of  acute  appendicitis. 
He  was  taken  to  surgery  where  he  was  found  to 
have  a strangulated  but  viable  bowel  within  the 
hernia  sac.  The  hernia  was  repaired,  and  the  pa- 
tient’s recovery  was  uneventful. 

Case  2. — In  1962,  the  patient,  a 73-year-old  white 
man,  gave  a history  similar  to  that  of  the  patient 
in  Case  1,  except  that  reduction  was  somewhat  more 
difficult.  The  diagnosis  was  suspected  preoperative- 
ly.  He  had  reduced  his  hernia;  however,  acute  ab- 
dominal pain  persisted.  Physical  examination  was 
not  remarkable  except  for  definite  tenderness  in 
the  right  lower  quadrant.  White  blood  count  was 
14,650  with  50  per  cent  segmented  forms,  18  per 
cent  lymphocytes,  and  2 per  cent  monocytes.  At  sur- 
gery the  patient  was  found  to  have  a segment  of 
strangulated  small  bowel,  including  a rather  large 
Meckel’s  diverticulum  still  within  the  sac.  A partial 
small  bowel  resection  was  accomplished,  and  the 
patient’s  postoperative  course  was  uneventful. 


Discussion 

These  cases  are  presented  as  examples  of 
an  additional  danger  which  exists  in  the 
presence  of  inguinal  and  other  hernias.  The 
time  lapse  between  reduction  and  onset  of 
symptoms  has  not  been  explained  fully. 
Walsham  reported  a two-month  interval 
(1901), 8 Wolfe  (1939),  two  months,10  Pearse 
(1931),  three  weeks;7  Chappie,  five  days;3 
and  Bailie,  three  days.1  It  is  postulated  that 
the  delayed  reaction  may  be  due  to  partial 
release  and  reincarceration  or  strangulation 
due  to  strain,  cough,  and  so  forth. 

Physical  Signs. — Unfortunately,  there  are 
no  specific  physical  findings  associated  with 
this  entity.  History  of  a long  standing  her- 


nia and  a difficult  reduction  followed  by 
findings  suggestive  of  acute  intestinal  ob- 
struction serve  as  diagnostic  aids.  On  palpa- 
tion of  the  inguinal  region  a feeling  of  full- 
ness in  the  upper  part  of  the  inguinal  canal 
may  be  diagnostic. 

Incision. — If  the  diagnosis  is  known  or 
highly  suspected  preoperatively,  the  usual 
hernia  incision  may  be  made.  If  the  diagnosis 
is  uncertain,  or  if  the  involved  hernia  is 
femoral,  a lower  abdominal  incision  should 
be  made. 


Conclusion 

While  reduction  of  hernia  en  masse  is  rare, 
it  is  essential  that  it  be  kept  in  mind  when 
dealing  with  incarcerated  hernias.  Alertness 
to  this  situation  will  reduce  morbidity  and 
mortality. 
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Mother,  Beware  Grocery  Shelf  Nibblers! 

Despite  their  convenience,  screw  caps  on  baby  food  jars  may 
present  a potential  health  hazard  by  making  contamination  possible. 

The  American  Academy  of  Pediatrics’  Committee  on  Nutrition 
warned  in  a recent  issue  of  AM  A Neivs  that  there  are  some  people 
who  think  nothing  of  opening  jars  of  baby  food  in  the  store,  some- 
times tasting  the  contents,  and  then  returning  the  jars  to  the  shelves. 
These  people  may  be  unaware  of  or  indifferent  to  the  dangers  of 
bacterial  contamination  present  in  their  tasting  practice. 

The  committee  urged  pediatricians  to  “assume  the  responsibility 
of  teaching  mothers  the  importance  of  observing  the  warning  instruc- 
tions on  caps  of  baby  food  jars.” 
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Clinicopathologic  Conference 

JOHN  D.  WAGGENER,  M.D.;  JOHN  L.  OTTO,  M.D.;  and  MELVYN  H.  SCHREIBER,  M.D. 


This  is  the  third  in  a series  of  clinicopathologic 
conferences  from  the  University  of  Texas  Medical 
Branch,  Galveston.  Dr.  John  D.  Waggener,  assistant 
professor  of  pathology  and  director  of  the  Neuro- 
pathology Laboratory,  serves  as  moderator.  Dr.  John 
L.  Otto,  clinical  professor  of  neurology  and  psychi- 
atry, gives  the  clinical  discussion,  and  roentgeno- 
graphic  findings  are  presented  by  Dr.  Melvyn  H. 
Schreiber,  assistant  professor  of  radiology. 

Clinical  Protocol 

Present  Illness. — This  33-year-old  white 
man  was  apparently  well  until  six  years  prior 
to  death,  when  he  was  hospitalized  in  another 
city  because  of  sudden  dizziness  accompanied 
by  numbness  of  his  right  hand.  He  had  ex- 
tensive work-up,  including  pneumoencephalo- 
grams, arteriograms,  lumbar  punctures,  and 
an  electroencephalogram  (EEG).  A member 
of  his  family  said  that  the  work-up  revealed 
a “weakness  of  the  left  side  of  the  brain.” 
The  patient  was  placed  on  Equanil,  and  later 
this  was  changed  to  Dilantin  and  Mysoline. 
During  the  years  following  the  onset  of 
symptoms,  the  patient  underwent  a gradual 
personality  change.  This  was  described  as  an 
alteration  from  a friendly,  easy-going  type 
of  person  to  a depressed,  despondent,  worry- 
ing individual.  He  had  difficulty  in  concen- 
trating, and  he  often  fell  asleep  while  watch- 
ing television  or  while  reading.  He  became 
careless  in  his  manner  of  dress,  and  he  gave 
up  many  of  his  social  activities.  There  was 
decrease  in  his  libido.  He  also  developed  an 
intolerance  to  drinking  alcohol.  During  the 
year  prior  to  death  he  lost  15  to  25  lbs. 

Three  weeks  before  his  final  admission, 
the  patient  became  very  confused.  His  physi- 
cian changed  his  medicine  from  anticonvuls- 
ants to  Thorazine.  The  patient  developed 


headaches  which  became  more  frequent  and 
intense  in  the  days  immediately  prior  to  ad- 
mission. He  also  suffered  nausea  and  vomit- 
ing, and  he  began  to  have  difficulty  in  main- 
taining his  normal  gait.  His  speech  became 
slurred  and  he  had  loss  of  recent  memory. 
Four  days  prior  to  admission,  the  patient 
had  a seizure  during  which  his  head  drew 
back,  his  eyes  rolled  up,  and  his  right  hand 
was  clenched.  He  made  chewing  movements 
on  the  left  side  of  his  face.  Afterward,  the 
patient  was  quite  confused.  He  was  not  in- 
continent, nor  did  he  bite  his  tongue  during 
this  episode. 

History. — Family  and  past  histories  were 
unremarkable. 

Physical  Examination. — Examination  at 
John  Sealy  Hospital  revealed  a drowsy  white 
male  who  complained  of  headaches.  He  was 
not  oriented  as  to  time,  place,  or  circum- 
stance. He  showed  evidence  of  loss  of  mem- 
ory for  recent  events.  The  physical  examina- 
tion revealed  a blood  pressure  of  126/88  mm. 
of  mercury,  pulse  of  88,  and  respiration  rate 
of  20.  The  head  was  normocephalic.  The  pu- 
pils were  equal  and  reactive  to  light  and 
accommodation.  Extraocular  movements 
were  normal.  A funduscopic  examination  re- 
vealed bilateral  papilledema  with  question- 
able evidence  of  exudates.  The  right  eye  ap- 
peared slightly  more  prominent  than  the  left. 
The  ears,  nose,  and  throat  were  not  remark- 
able. There  were  no  abnormal  reflexes.  The 
cremasteric  reflex  was  absent.  Cranial  nerves 
were  intact.  No  tremors  were  noted.  No  defi- 
nite sensory  deficits  were  elicited.  Stereog- 
nosis  appeared  to  be  impaired.  The  patient’s 
gait  was  unsteady,  and  he  had  a tendency  to 
stagger  to  the  right.  Kernig’s  sign  was  nega- 
tive. No  muscle  atrophy  was  noted. 
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Dr.  Howard  C.  Hopps 


Personality  change,  mental  confusion,  head- 
aches, impaired  motor  skills,  and  "petit  mal" 
seizures  were  among  the  symptoms  shown  by 
this  33-year-old  man.  Arteriography  showed 
that  the  intracranial  branches  of  the  internal 
carotid  artery  did  not  fill.  Some  of  these 
symptoms  had  been  present  for  six  years. 
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Hospital  Laboratory  Studies. — An  electro- 
cardiogram (ECG)  was  essentially  negative. 
Routine  laboratory  tests  revealed  no  definite 
abnormalities.  The  BUN  was  11  mg.  per  100 
cc. ; fasting  blood  sugar  was  77  mg.  per  100 
cc. ; PBI  was  6.8  [ig.  per  100  cc. ; the  VDRL 
was  nonreactive;  and  skull  films  were  nega- 
tive. An  EEG  revealed  changes  which  were 
interpreted  as  evidence  of  generalized  dis- 
turbance in  cerebral  cortical  activity,  more 
severe  in  the  left  hemisphere. 

Two  days  prior  to  death  the  patient  had  a 
convulsion  during  which  he  became  uncon- 
scious. The  pupils  were  dilated  and  fixed. 
An  airway  was  inserted  and  the  patient  was 
started  on  Urevert.  Also,  vasopressors  were 
necessary  to  maintain  blood  pressure.  An 
arteriogram  of  the  right  side  revealed  only  a 
small  amount  of  opaque  material  in  the  in- 
ternal carotid  artery,  and  the  intracranial 
branches  did  not  fill.  The  patient  was  main- 
tained on  a respirator  until  his  death  two 
days  later. 

DR.  WAGGENER : Dr.  Otto  will  begin  the 
discussion. 

Clinical  Discussion 

DR.  OTTO : I would  like  to  divide  the  story 
into  three  parts:  the  onset,  middle  phase, 
and  terminal  illness.  When  this  man  first 
got  sick  he  was  27  years  old,  and  he  devel- 
oped what  was  described  as  a sudden  onset 
of  dizziness,  numbness,  and  weakness.  The 
numbness  and  weakness  were  of  the  right 
side,  primarily  of  the  right  hand.  The  proto- 
col doesn’t  specify  how  long  this  went  on  or 
the  degree  of  numbness  and  weakness.  At 
any  rate,  it  must  have  been  severe  enough  to 
cause  concern  because  he  was  referred  to  a 
hospital  and  rather  detailed  studies  were 
done,  including  a pneumoencephalogram,  bi- 
lateral arteriograms,  and  an  EEG.  The  only 
positive  finding  was  the  brain  wave  which 
demonstrated  slow  wave  activity  of  the  left 
side  of  the  brain.  At  this  point,  in  this  age 
group,  we  would  probably  think  that  this 
man  had  his  first  attack  of  multiple  sclerosis, 
or  we  might  think  that  he  had  a small  vascu- 
lar spasm,  or  some  type  of  vascular  insult. 
We  might  even  suspect  that  he  had  a brain 
tumor  which  was  still  too  small  to  show  up 
on  these  studies.  At  any  rate,  we  are  left 
with  no  positive  diagnosis. 

Soon  after  this,  the  second  part  of  his 


story  begins  when  he  started  having  some 
type  of  seizure  that  was  described  as  petit 
mal  attacks.  We  do  not  have  any  better  de- 
scription of  these  episodes.  It  is  very  rare  for 
a man — age  27— to  start  having  petit  mal 
attacks.  I would  be  inclined  to  think  that 
this  man  was  having  some  type  of  psycho- 
motor seizure.  He  was  started  on  Mysoline 
and  Dilantin  and  we  do  not  really  know  what 
happened  to  him  the  next  few  years,  except 
that  he  apparently  started  getting  worse. 
The  family  noticed  a gradually  progressive 
personality  change.  Where  previously  he  had 
been  a very  meticulous  type  of  person,  he 
then  started  showing  evidence  of  being  care- 
less in  his  dress;  previously  he  had  been  an 
alert  and  outgoing  person,  he  then  developed 
a loss  of  interest,  became  more  withdrawn, 
and  gave  up  his  church  and  lodge  activities. 
His  sex  drive  dropped  off ; he  lost  his  inter- 
est in  sports ; and  he  became  worried,  tense, 
and  anxious.  His  family  also  noticed  that  he 
couldn’t  handle  alcohol  like  he  previously  had 
been  able  to  do.  With  a few  drinks  he  would 
become  intoxicated.  Then  they  noticed  that 
he  would  drop  off  to  sleep  at  inopportune 
times.  They  also  noticed  that  his  motor  skills 
and  coordination  became  impaired  to  some 
extent.  He  had  difficulty  in  concentrating  and 
making  decisions  and,  at  times,  he  was  de- 
pressed and  despondent. 

During  this  stage  of  his  illness  you  would 
wonder,  “Does  this  man  have  an  organic 
disease,  or  does  he  have  a functional  dis- 
ease?” Many  of  the  symptoms  we  have  de- 
scribed could  fit  very  well  into  a depressive 
type  of  illness.  The  major  thing  against  this 
is  that  the  man  was  sleeping  too  much.  Char- 
acteristic of  a depression  is  that  its  victims 
have  trouble  sleeping;  they  do  not  sleep  all 
night  and  part  of  the  day.  It  was  also  no- 
ticed that  his  memory  was  impaired.  A true 
memory  disturbance  is  not  present  in  a de- 
pression. We  frequently  have  a false  mem- 
ory disturbance  in  that  the  patient  is  so  in- 
terested in  the  way  he  feels  that  he  doesn’t 
pay  attention  to  what  is  going  on  around 
him,  and  therefore,  events  may  never  get  in 
to  him — so  he  doesn’t  remember.  This  is  not 
a true  memory  disturbance.  It  is  a lack  of 
attention  rather  than  a lack  of  memory.  So, 
we  probably  would  not  have  thought  very 
seriously  of  a depression,  although  he  was 
treated  symptomatically  with  Equanil.  We 
might  think  of  schizophrenia  with  his  with- 
drawal, his  lack  of  interest,  and  all,  but 
really  there  was  no  true  delusional  material, 
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or  hallucinations,  or  any  of  the  other  person- 
ality changes  that  we  might  notice  in  schizo- 
phrenia. 

So,  we  conclude  that  this  is  most  likely  a 
progressive  type  of  organic  brain  disease.  The 
thing  we  would  think  of  at  this  point  would 
be  that  this  man  probably  would  have  some 
degenerative  disease  such  as  Alzheimer’s  (pre- 
sence psychosis)  or  Pick’s  disease.  Perhaps 
he  was  having  a gradually  progressive  vascu- 
lar disease  of  the  brain.  The  latter  is  not 
likely,  because  there  weren’t  any  really  ab- 
rupt changes  that  you  normally  see  in  vas- 
cular occlusions.  The  other  thing  that  you 
might  think  of  was  that  he  had  a slowly 
growing  tumor,  a meningioma  or  a low-grade 
astrocytoma,  that  was  involving  the  frontal 
lobe.  It  is  conceivable  that  his  personality 
changes  and  his  sensorium  changes  were  on 
the  basis  of  the  medicine  that  he  was  taking 
to  control  his  seizures.  It  is  common  for  peo- 
ple who  are  taking  anticonvulsive  drugs  to 
develop  this  type  of  personality  change  as  a 
result  of  excessive  dosage  or  drug  allergy. 
Mysoline,  particularly  when  taken  in  large 
doses,  could  cause  a similar  sort  of  memory 
disturbance.  This  is  possibly  what  the  refer- 
ring physicians  thought,  because  a few  weeks 
before  the  patient  was  sent  to  John  Sealy 
he  was  taken  off  anticonvulsant  drugs  alto- 
gether and  changed  over  to  Thorazine.  He 
didn’t  get  any  better. 

Now  begins  the  third  or  terminal  portion 
of  his  story.  During  the  last  three  weeks  be- 
fore admission  here,  all  the  things  we  de- 
scribed before  became  much  more  apparent. 
The  patient  became  very  confused  and  his 
headaches  became  more  frequent,  increased 
in  intensity,  and  were  not  relieved  by  ordi- 
nary analgesics.  He  started  becoming  nau- 
seated, he  vomited  a few  times,  and  it  was 
noticed  that  he  developed  a staggering  type 
gait.  His  memory  loss  was  extremely  appar- 
ent at  this  time,  his  speech  became  slurred, 
and  a few  days  prior  to  arrival  he  had  a focal 
seizure  involving  the  right  hand  and  the  left 
side  of  the  face.  On  admission,  his  examina- 
tion revealed  that  he  had  bilateral  papille- 
dema, with  small  hemorrhages  and  a stag- 
gering gait.  There  were  no  localizing  neuro- 
logical signs.  His  EEG  was  similar  to  the 
original  one  done  six  years  before,  and 
showed  wave  activity  in  the  left  hemisphere 
with  a generalized  disturbance  of  the  whole 
brain.  On  the  second  hospital  day  he  had  a 
convulsion  and  did  not  regain  consciousness 
following  this  seizure.  The  neurosurgeons  at- 


tempted an  arteriogram,  which  was  not  sat- 
isfactory, and  the  patient  died  soon  there- 
after. 

The  terminal  phase  of  his  illness  is  typical 
of  a rapidly  growing  brain  tumor,  and  if 
one  could  ignore  the  early  history,  one  would 
feel  secure  in  making  a diagnosis  of  meta- 
static deposits  or  a glioblastoma.  With  the 
long  history,  one  must  conclude  that  the  pa- 
tient had  a slowly  growing  tumor  from  the 
beginning,  and  that  recently  there  had  been 
a rapid  increase  in  intracranial  pressure  as 
a result  of  hemorrhages  into  the  tumor  or 
else  there  was  malignant  degeneration  of  a 
relatively  benign  tumor. 

The  personality  changes  would  indicate  a 
frontal  lobe  location,  and  the  focal  seizure 
would  indicate  a left-sided  lesion. 

DR.  WAGGENER : Thank  you,  Dr.  Otto, 
for  your  lucid  presentation  and  interpreta- 
tion of  the  available  information  concerning 
this  case. 

The  roentgenographic  studies  represent  a 
major  facet  in  the  diagnostic  work-up  of 
cases  such  as  this  one.  Dr.  Schreiber  will  now 
review  the  films  and  discuss  their  signifi- 
cance. 

DR.  SCHREIBER : Two  separate  attempts 
were  made  to  perform  carotid  arteriography 
on  the  right  side.  This  is  one  of  the  two. 
What  I believe  you  can  see  (Fig.  la)  at  the 
bottom  of  the  field  is  that  the  injection  was 
made  below  the  division  of  the  common  caro- 
tid artery  into  the  external  and  the  internal 
branches,  so  that  both  the  external  and  in- 
ternal divisions  are  opacified.  At  the  bifur- 
cation the  common  carotid  artery  is  of  nor- 
mal size,  but  immediately  distal  to  that  point 
the  branches  become  very  small  indeed,  taper, 
and  finally  fade  out  altogether,  and  no  filling 
of  the  intracranial  divisions  of  the  internal 
carotid  artery  is  found.  The  external  carotid 
artery  branches  are  seen,  particularly  the 
superficial  temporal  artery,  and  they  are 
also  abnormally  small  in  caliber.  A subse- 
quent attempt  to  obtain  visualization  of  the 
vascular  supply  to  the  brain  was  made.  This 
time  the  internal  carotid  artery  was  selec- 
tively filled  (Fig.  lb).  Again,  you  can  see 
that  distal  to  its  origin  in  the  base  of  the 
neck,  the  vessel  is  smaller  than  normal.  It 
tapers  almost  to  a hair-like  strand  and  then 
becomes  larger  in  the  vicinity  of  the  carotid 
siphon;  just  distal  to  this  point  it  is  appar- 
ently obstructed  completely.  Other  films  in 
this  series,  which  were  exposed  at  the  rate 
of  one  per  second,  show  that  the  termination 
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Fig.  Id.  Following  injection  into  the  common  carotid  artery 
(arrow),  contrast  material  outlines  the  internal  and  ex- 
ternal carotid  branches  which  appear  to  narrow  gradually 
into  very  thin  opaque  strands.  The  intracranial  divisions 
of  the  internal  carotid  artery  are  never  filled. 


Fig.  lb.  Opacification  of  the  internal  carotid  artery  follows 
a second  injection.  The  vessel  appears  to  become  narrow 
in  the  neck  and  to  widen  peripherally.  The  contrast  ma- 
terial finally  comes  to  a halt  in  the  region  of  the  carotid 
siphon  (arrow);  the  intracranial  branches  do  not  fill. 


of  the  contrast  column  at  this  point  varies  in 
shape.  It  did  not  always  have  this  sharply 
cut  off  appearance ; sometimes  it  was  round- 
ed and  did  not  present  a constant  appear- 
ance. 

There  are  three  alternatives  that  we  have 
to  choose  from  in  explaining  these  findings. 
They  are  occlusion,  spasm,  and  changes  from 
increased  intracranial  pressure.  It  is  unlike- 
ly that  the  internal  carotid  artery  on  the 
right  is  occluded  at  this  point  for  two  rea- 
sons: (1)  the  changing  character  of  the 
distal  end  of  the  vessel,  as  shown  on  the 
serial  films,  militates  against  an  organic  oc- 
clusion at  that  point  which  should  be  quite 
constant;  and  (2)  organic  occlusion  of  an 
artery  does  not  ordinarily  produce  such  wide 
variations  in  caliber  in  the  neck.  The  second 
possibility,  spasm,  seems  similarly  unlikely, 
for  although  spasm  can  reduce  the  caliber 
of  arteries  considerably,  this  degree  of  re- 
duction, this  thread-like  vessel  in  the  neck, 
is  unlikely  to  be  produced  simply  by  spasm. 
Moreover,  spasm  affects  vessels  in  the  neck 
(as  well  as  the  intracranial  vessels)  some- 
what evenly,  so  that  they  are  reduced  in  size 
throughout  rather  than  as  appears  here.  This 
leaves  a third  possibility,  namely  that  there 
is  no  vascular  lesion  in  terms  of  obstruction 
or  spasm,  but  that  the  patient’s  increased 


intracranial  pressure  has  produced  this  curi- 
ous appearance.  With  increased  intracranial 
pressure,  if  it  is  high  enough,  we  occasional- 
ly will  see  failure  of  filling  of  the  intra- 
cranial branches  in  a pattern  very  similar  to 
this  following  injection  of  the  carotid  artery 
in  the  neck.  You  should  recall  that  these 
films  were  actually  made  with  the  patient 
lying  on  his  back,  and  I think  what  we  are 
seeing  here  is  not  constriction  of  the  carotid 
artery  in  the  neck,  but  what  we  call  laminar 
flow.  The  contrast  material  is  running  along 
the  most  dependent  part  of  the  vessel,  while 
unopacified  and  mostly  stagnant  blood  occu- 
pies the  more  superficial,  or  in  this  case  the 
more  ventral,  part  of  the  vessel.  Failure  of 
the  intracranial  branches  to  fill  is  the  result 
of  increased  intracranial  pressure  rather 
than  occlusion  or  spasm  of  the  vessel.  I can 
remember  at  least  one  occasion  in  which  a 
patient  with  increased  intracranial  pressure 
had  apparent  occlusion  of  both  carotid  ar- 
teries in  the  neck,  much  lower  than  this,  and 
was  explored  for  a thrombus.  None  was 
found  and  at  autopsy  the  presumption  was 
made  that  since  the  patient  had  increased 
intracranial  pressure,  filling  on  both  sides 
was  impeded  because  of  that  and  not  because 
of  any  intrinsic  disease.  Mitchell  and  his 
associates2  have  reproduced  this  phenomenon 
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of  nonfilling  of  the  intracranial  arteries  in 
animals  by  experimentally  elevating  the  in- 
tracranial pressure.  So,  in  this  case,  I be- 
lieve the  film  findings  are  most  compatible 
with  changes  due  to  increased  intracranial 
pressure  rather  than  vascular  thrombosis  or 
spasm. 

DR.  WAGGENER : Does  that  mean  that 
there  was  complete  cessation  of  blood  circu- 
lating in  the  brain? 

DR.  SCHREIBER : I do  not  think  these 
findings  mean  that.  In  such  cases,  if  subse- 
quent films  are  made,  the  opaque  material 
will  be  gone.  Also,  the  material  can  be 
flushed  out  with  saline. 

DR.  WAGGENER:  Are  there  questions 
from  the  audience? 

DR.  MILTON  ALTSCHULER:  Dr.  Otto, 
I would  appreciate  additional  discussion  con- 
cerning changes  in  personality  associated 
with  degenerative  and  other  organic  disease. 

DR.  OTTO:  Of  course  we  know  that  le- 
sions of  the  frontal  lobe  frequently  result 
in  personality  changes  referred  to  as  "the 
frontal  lobe  syndrome.”  This  is  true  to  a 
lesser  extent  of  lesions  in  the  temporal  lobe, 
parietal  lobe,  and  corpus  callosum.  The  per- 
sonality changes  in  such  conditions  are  fre- 
quently insidious  in  onset.  The  patient  might 
fail  to  dress  as  neatly  as  before,  or  perhaps 
make  improper  jokes  out  in  public.  Such 
changes  are  frequently  quite  imperceptible 
in  the  beginning.  As  the  disease  proceeds 
the  patient  shows  evidence  of  memory  dis- 
turbance and  becomes  absent-minded,  and 
loses  ability  to  concentrate  and  make  de- 
cisions. The  symptomatology  may  include 
depressive,  manic,  or  schizophrenic  features. 
Such  features  may  vary  depending  on  the 
stage  of  the  illness.  As  the  symptoms  be- 
come more  prominent  it  becomes  more  and 
more  evident  that  an  organic  process  is  in- 
volved, and  the  memory  disturbance  and  the 
confusion  predominates  over  the  early  per- 
sonality changes. 

Pathological  Findings 

DR.  WAGGENER:  The  autopsy  was  lim- 
ited to  the  head  only.  However,  superficial 
inspection  of  the  body  revealed  a well-devel- 
oped, well-nourished  white  male  with  no 
overt  abnormalities. 

The  scalp  and  calvarium  showed  no  un- 
usual features.  Upon  entering  the  cranial 
vault  it  was  apparent  that  the  dura  was  very 
tense  due  to  expansion  of  the  underlying 


brain.  The  brain  was  difficult  to  remove 
because  of  its  mushy  consistency — a feature 
attributed  to  the  effects  of  the  respirator 
(Fig.  2).  The  weight  of  the  unfixed  brain 
was  1650  gm.  The  gyri  were  flattened  and 
the  sulci  were  quite  narrow.  These  findings 
suggested  a significant  amount  of  cerebral 
edema. 

There  was  moderate  shift  of  the  brain 
across  the  midline  from  the  left  to  the  right 
side.  The  left  cingulate  gyrus  was  herniated 
beneath  the  free  edge  of  the  falx.  Also,  the 
left  hippocampus  was  shifted  toward  the 
midline,  and  a deep  tentorial  groove  was 
noted  on  the  surface  of  this  structure. 

Coronal  sections  of  cerebral  hemispheres 
revealed  the  presence  of  a large  neoplastic 
mass  involving  the  left  cerebral  white  mat- 
ter and  the  surrounding  nuclei.  The  tumor 
was  quite  firm  and  had  a grayish  pink  ap- 
pearance. It  was  not  surrounded  by  a cap- 
sule and  extended  into  the  corpus  callosum 
across  to  the  right  hemisphere  (Fig.  2).  The 
body  of  the  corpus  callosum  measured  2 cm. 
in  its  greatest  width  (approximately  four 
times  the  normal  width  of  this  structure) . 
The  surrounding  white  matter  was  ede- 
matous and  distorted.  A few  focal  areas  of 
necrosis  were  seen  in  the  tumor  mass. 

Sections  of  the  midbrain  revealed  small 
recent  linear  hemorrhages  in  the  tegmentum. 
These  probably  resulted  from  herniation  of 
the  left  hippocampus  into  the  incisura  ten- 
torii  cerebelli.  The  remaining  portion  of  the 
brain  stem,  as  well  as  the  cerebellum,  re- 
vealed no  remarkable  alterations  other  than 
edema. 


Fig.  2.  This  is  a coronal  section  of  the  cerebral  hemis- 
pheres at  the  thalamic  level.  The  granular  tumor  mass  is 
seen  in  the  white  matter  on  the  left  and  in  the  thickened 
corpus  callosum.  The  loss  of  architecture  in  the  lower  left 
area  of  the  section  represents  degenerative  effects  second- 
ary to  the  respirator. 
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Fig.  3.  This  photomicrograph  shows  an  area  of  necrosis 
(lower  right  area)  surrounded  by  pseudo-palisading  neo- 
plastic cells.  Note  the  endothelial  proliferation  in  the  up- 
per left  area  of  the  section. 

Microscopic  sections  of  multiple  areas  of 
the  tumor  mass  revealed  the  histology  of  a 
grade  IV  astrocytoma  (glioblastoma  multi- 
forme) (Figs.  3,  4,  and  5).  The  tumor  cells 
showed  pleomorphism  with  invasion  of  the 
surrounding  brain  substance.  Some  areas 
exhibited  a greater  degree  of  malignancy 
than  others.  Focal  areas  of  necrosis  were 
surrounded  by  neoplastic  cells  in  the  typical 
pseudo-palisade  formation  (Fig.  3).  Many 
neoplastic,  gemistocytic,  multinucleated  giant 
cells  were  present.  Endothelial  proliferation 
was  present  in  many  areas. 

In  summary,  the  principle  pathology  was 
an  astrocytoma,  grade  IV,  (glioblastoma  mul- 
tiforme) involving  the  left  cerebral  centrum 
semiovale  and  adjacent  nuclei.  The  neoplasm 
extended  across  the  corpus  callosum  into  the 
right  hemisphere.  The  immediate  cause  of 
death  was  cerebral  edema  secondary  to  the 
neoplasm. 

Discussion 

DR.  WAGGENER:  Now  let  me  attempt 
to  correlate  the  patient’s  clinical  history  with 
the  pathological  findings.  It  is  unlikely  that 
a grade  IV  astrocytoma  was  present  when 
the  patient  first  became  symptomatic  six 
years  prior  to  death.  This  highly  malignant, 
rapidly  growing  neoplasm  is  notorious  for 
resulting  in  a clinical  course  which  usually 
extends  for  only  a few  months.  Yet  the  his- 
tory in  our  case  indicates  that  the  present 
illness  persisted  for  six  years. 

I feel  that  the  best  explanation  for  such  a 
long  survival  time  is  Dr.  Otto’s  suggestion 
that  the  rapidly  growing  neoplasm  developed 
from  a pre-existing  grade  I or  II  astrocy- 


Fig.  4.  This  higher  magnification  shows  considerable  pleo- 
morphism of  the  neoplastic  cells.  The  cell  types  range 
from  large  multinucleated  giant  cells  to  small,  fibrous 
astrocytes. 


Fig.  5.  This  is  an  area  of  the  tumor  in  which  spindle- 
shaped  cells  predominate. 


toma.  The  literature  contains  numerous  ex- 
amples of  similar  situations.  I have  exam- 
ined several  brains  in  which  there  was  a 
typical  cystic  grade  I astrocytoma  adjacent 
to  or  surrounded  by  a grade  IV  astrocytoma. 
The  clinical  histories  of  these  cases  were 
similar  to  that  which  we  discussed  today. 
Therefore,  the  suggestion  of  dedifferentia- 
tion from  a slow-growing  astrocytoma  to  a 
rapidly  expanding  glioblastoma  offers  the 
best  explanation  for  the  clinical  sequence  in 
this  case. 
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PR  Conference  Attracts  606 


Texas  physicians,  their  wives,  and  guests 
— a total  of  606  people — were  in  Austin  on 
a beautiful,  clear  day  for  the  ninth  annual 
Public  Relations  Conference  Sept.  28.  This 
was  an  increase  of  about  70  persons  over 
last  year’s  attendance.  The  orientation  pro- 
gram was  attended  by  121  physicians. 

Council  and  committee  meetings,  panel  dis- 
cussions, an  orientation  program,  and  out- 
standing speeches 
were  all  part  of  this 
day-long  program 
which  was  followed  by 
a hospitality  hour  and 
buffet  at  the  Driskill 
Hotel.  Climaxing  the 
day  was  the  Texas- 
Texas  Tech  football 
game  at  the  Memorial 
Stadium. 

Dr.  Max  E.  Johnson, 

President-Elect,  op- 
ened the  meeting  in 
the  Sam  Thompson 
Room  of  the  Head- 
quarters Building. 

Highlights  were 
speeches  by  Dr.  Rob- 
ert M.  Tenery,  Presi- 
dent of  TMA ; Dr.  Wil- 
liam H.  Gordon,  Vice 
President;  Leonard  E. 

Read,  president  of  the 
Foundation  for  Eco- 
nomic Education;  Jim 
Reed,  director  of  the 
Communications  Divi- 
sion of  the  AMA ; Wil- 
liam N.  Seery,  vice 


president  of  the  Travelers  Insurance  Com- 
pany; and  the  Rev.  Robert  E.  Richards, 
youth  leader  and  clergyman.  Copies  of  most 
of  these  speeches  are  available  from  TMA. 

Both  panel  sessions,  “Public  Relations  Be- 
gins at  Home”  and  “Personal  Public  Rela- 

Physicians  gather  around  registration  table,  filling  in 
cards  and  picking  up  badges,  before  conference  is  officially 
underway. 
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Leonard  E.  Read,  right,  president  of  Foundation  for  Eco- 
nomic Education  and  guest  speaker  at  the  meeting,  ex- 
pounds a point  with  Dr.  Dorothy  Wyvell  of  Midland  and 

tions  in  the  Doctor’s  Office,”  emphasized  the 
physician’s  influence  in  community  affairs 
through  personal  public  relations. 

Topics  for  the  orientation  program  in- 
cluded “Special  Message  for  New  Members; 
Objectives  of  the  Orientation  Program,”  pre- 
sented by  Dr.  Travis  Smith,  Councilor  of 
District  13  ; “An  Accounting  of  Stewardship ; 
What  Happens  to  Your  $45  Dues,”  Dr.  Troy 
A.  Shafer,  chairman  of  the  Board  of  Trus- 
tees; and  “The  Best  Medical  Care  for  All 
Texans,”  C.  Lincoln  Williston,  Executive 
Secretary  of  TMA.  The  afternoon  program 
included:  “Serving  the  Doctors  of  Texas,” 
by  Donald  M.  Anderson,  Assistant  Execu- 
tive Secretary;  “Doctor-Patient  Relations,” 
Dr.  Walter  Walthall,  vice-chairman  of  the 
Board  of  Councilors ; and  “The  Pedestal  Has 
Been  Removed — (Or  Whatever  Happened  to 
the  Bedside  Manner?),”  by  Ralph  W.  Bo- 
gardus,  LL.B.,  of  the  Medical  Protective 
Company  law  department. 

Hostesses  for  the  buffet  at  the  Driskill  Ho- 
tel Crystal  Ballroom  and  the  TMA  Confer- 
ence were  members  of  the  Woman’s  Auxil- 


Dr. Mai  Rumph  of  Fort  Worth.  Mr.  Read  is  from  Irvington- 
on-Hudson,  N.  Y. 

iary  to  the  Travis  County  Medical  Society. 
They  were  assisted  by  the  Future  Nurses 
Club  of  Austin.  The  buffet  and  chartered 
buses  which  furnished  transportation  to  the 
football  game  were  compliments  of  the 
Charles  0.  Finley  Company. 
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have  accompanied  this  division  are  not  ne- 
cessities, and  do  not  constitute  'progress.” 

The  splintering  of  medicine  with  first  al- 
legiance being  bestowed  upon  the  splinter 
has  been  the  basis  of  much  discord  and  hard- 
ship in  medicine  today.  It  has  resulted  in 
specialist  turning  against  specialist.  The  di- 
rect results  of  this  fragmentation  have  been 


Drs.  Robert  Mayo  Tenery,  Waxahachie,  and  William  H. 
Gordon,  Lubbock,  President  and  Vice  President,  respective- 
ly, of  TMA,  were  both  special  speakers  at  the  conference. 


Tenery:  Triangle  and  Termites 

The  President  of  TMA  emphasized  the 
triangle  aspect  of  the  doctor,  the  patient,  and 
the  private  insurance  industry  operating  un- 
der the  true  enterprise  system.  But,  he  stated, 
there  are  termites  at  work  on  this  triangle, 
from  both  within  and  without. 

On  the  outside  the  New  Frontier,  the  so- 
cialist, and  the  labor  union  would  impose 
King-Anderson  type  legislation. 

On  the  inside,  three  factors  are  at  work : 

1.  Patients  are  better  educated  and  they 
expect  more — often  miracles.  Furthermore, 
they  are  more  apt  to  criticize  or  sue  for  mal- 
practice. Frequently,  they  insist  on  using 
hospitalization  unnecessarily. 

2.  The  fly-by-night  insurance  companies 
with  small  print  and  many  exclusions  or  the 
salesmen  who  promise  benefits  not  in  a pol- 
icy are  factors  at  work  within  the  triangle. 

3.  Only  a few  doctors  are  guilty  of  over- 
charging, using  expensive  drugs,  and  abus- 
ing hospitalization  policies,  but  all  must  suf- 
fer from  their  actions. 

Dr.  Tenery  emphasized  that  county  med- 
ical societies  must  take  the  responsibility  of 
exposing  these  termites,  and  each  physician 
must  examine  himself. 


Gordon:  Be  a Physician  First 

According  to  Dr.  William  H.  Gordon,  Vice 
President  of  TMA,  the  term  "public  rela- 
tions" is  too  often  synonymous  with  that 
overused  term  “image.”  We  overlook  that 
facet  which  exists  within  our  own  ranks.  Em- 
phasizing the  importance  of  public  relations 
between  physicians,  he  stated,  “If  we  accept 
the  premise  that  a division  of  labor  in  medi- 
cine is  an  unavoidable  necessity,  and  I be- 
lieve we  must,  then  we  must  also  accept  the 
belief  that  fragmentation  of  the  once  solid, 
single  stream  of  medicine  is  a natural  conse- 
quence. It  is  a consequence  of  progress,  but 
some  of  the  philosophies  and  practices  which 

Left,  Dr.  Max  E.  Johnson  of  San  Antonio,  President-Elect 
of  TMA,  and  Jim  Reed,  Chicago,  director.  Communications 
Division,  AMA. 

Right,  inspirational  speaker  of  the  day  was  the  Rev. 
Robert  E.  Richards  of  La  Verne,  Calif.,  youth  leader  and 
clergyman. 
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the  introduction  of  status  symbols  into  medi- 
cine and  the  utilization  of  technical  jargon 
instead  of  intelligible  writing  in  medical  pub- 
lications. 

Dr.  Gordon  emphasized  that  one  always 
needs  to  be  aware  he  is  first  a physician 
and  his  prime  allegiance  is  to  the  profession 
as  a whole.  In  closing  he  stated,  “My  plea 
to  each  of  you  is  to  be  first  a physician.” 

Read:  Essence  of  Americanism 

“American  people  are  becoming  more  and 
more  afraid  of,  and  are  running  away  from, 
their  own  revolution,”  says  Leonard  E.  Read, 
president  of  the  Foundation  for  Economic 
Education.  The  solution  to  this  problem,  if 
there  is  one,  must  take  a positive  form, 
namely,  the  restoration  of  faith  in  what  free 
men  can  accomplish. 

The  “essence  of  Americanism,”  or  the  idea 
that  the  Creator,  not  the  state,  is  the  endow- 
er  of  man’s  rights,  resulted  in  Americans 
developing  a quality  of  character  referred  to 
as  “self-reliance”;  and  creative  human  ener- 
gy was  released  on  an  unprecedented  scale. 

But,  Mr.  Read  stated,  government  has  in- 
vaded this  productive  area.  By  comparison 
with  income  tax  120  years  ago,  when  the 
average  citizen  had  between  95  and  98  per 
cent  freedom  of  choice  with  each  of  his  in- 
come dollars,  and  today,  when  the  citizen 
has  only  65  per  cent  freedom,  we  can  meas- 
ure the  extent  of  this  socialism. 

However,  Mr.  Read  asked  that  no  one  take 


solace  from  the  fact  that  he  still  has  65  per 
cent  freedom,  because  “when  it  is  no  longer 
politically  expedient  to  pay  for  the  costs  of 
government  by  direct  tax  levies,  governments 
then  resort  to  inflation  as  a means  of  financ- 
ing their  ventures.” 

People  do  not  often  realize  that  inflation 
is  probably  the  most  unjust  tax  of  all.  They 
do  not  realize  that  they  cannot  continue  to 


Panelists  who  discussed  "Personal  Public  Relations  in  Mildred  Crawford,  San  Antonio,  Dr.  Elliott  Mendenhall, 

the  Doctor's  Office"  are  shown  with  their  moderator,  Dr.  Dallas,  (by  Dr.  Carlson),  and  William  R.  Hunt,  Waco. 

Glenn  D.  Carlson,  Dallas,  second  from  left.  They  are  Mrs. 


992 


TEXAS  State  Journal  of  Medicine 


enjoy  so-called  “benefits”  from  government 
without  paying  for  them. 

Our  method  of  inflation,  according  to  Mr. 
Read,  has  one  distinguishing  merit — it  is  so 
complicated  hardly  anyone  can  understand  it. 
However,  “inflation  is  the  fiscal  concomitant 
of  socialism  or  the  welfare  state  or  state  in- 
terventionism— call  it  what  you  will.  Infla- 
tion is  a political  weapon.  There  are  no  other 
means  of  financing  the  welfare  state  except 
by  inflation. 

“So,  if  you  don’t  like  inflation,  there  is 
only  one  thing  to  do : Assist  in  returning  our 
government  to  its  original  principles.”  What 
each  person  should  do,  advises  Mr.  Read,  is 
to  achieve  that  degree  of  understanding 
which  makes  it  utterly  impossible  for  him  to 
support  or  give  any  encouragement  to  social- 
istic activities. 


Reed:  Grass  Roots  PR 

The  crisis  confronting  medicine  today  pre- 
sents an  opportunity,  as  well  as  a danger,  to 


Miss  Kay  Henry,  current  Harriet  Cunningham  fellow, 
shows  Dr.  Tenery  the  Award  of  Excellence  which  the  Texas 
State  Journal  of  Medicine  recently  won  in  a contest  spon- 
sored by  the  Mid-Continent  Conference  of  Industrial  Edi- 
tors. 


Vice  President  of  The  Travelers  Insurance  Co.,  William  N. 
Seery,  right,  of  Hartford,  Conn.,  met  with  the  Committee  on 
Health  Insurance  Friday  evening  and  also  spoke  at  the  Gen- 
eral Session  Saturday  afternoon.  Pictured  with  him  are  others 
interested  in  health  insurance  including,  left  to  right.  State 
Commissioner  of  Public  Welfare  John  Winters,  Dr.  Rex  Kirkley 
of  Belton,  and  Charles  M.  Barry,  administrator  for  the  Texas  65 
Health  Insurance  Association,  Dallas. 

the  medical  profession,  according  to  Jim 
Reed,  director  of  the  Communications  Divi- 
sion of  the  AM  A.  This  opportunity  is  to  “tell 
the  people  about  the  accomplishments,  the 
assets,  and  the  attributes  of  our  present  sys- 
tem and  what  the  people  would  lose  if  this 
country  starts  down  the  road  of  no  return.” 

Since  the  foundation  of  sound  public  re- 
lations in  medicine  is  the  relationship  be- 
tween physician  and  patient,  the  communica- 
tions program  to  tell  the  people  about  the  in- 
herent dangers  of  the  King- Anderson  scheme 
must  start  in  the  physician’s  office. 

Defining  public  relations  as  “doing  the 
right  thing  and  getting  credit  for  it,”  Mr. 
Reed  suggested  that  the  elements  most  im- 
portant in  the  physician’s  public  relations 
are  practicing  good  medicine,  satisfying  the 
patient’s  desire  for  continuity  in  his  rela- 
tionship with  his  doctor,  and  wisely  handling 
fees  and  their  payment.  The  other  part  of 
public  relations  is  getting  credit  for  doing 
these  things  well. 

On  a larger  scale,  the  county  medical  so- 
ciety also  must  have  a sound  public  relations 
program  to  supplement  and  complement  the 
individual  physician’s  efforts.  This  program 
should  include  an  active  grievance  committee. 
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In  addition,  the  county  society  should  or- 
ganize a plan  offering  the  services  of  a doc- 
tor to  all  regardless  of  ability  to  pay.  One 
of  the  most  damaging  criticisms  against 
medicine  today  is  the  claim  that  a doctor’s 
care  is  not  available  to  those  citizens  who 
are  unable  to  pay  for  it.  The  public  must 
know  these  programs  are  available. 

Mr.  Reed  urged  physicians  not  to  become 
satisfied  or  complacent  over  the  change  in 
opinion  about  King-Anderson  this  year.  Even 
though  67  per  cent  of  the  people  favored  the 
bill  in  early  1962  and  only  44  per  cent 
favored  it  in  August,  the  proponents  of  King- 
Anderson  have  been  quietly  working. 

Mr.  Reed  stated  that  one  must  be  pre- 
pared to  fight  as  hard  for  the  voluntary  sys- 
tem of  health  care  as  these  proponents  are 
to  destroy  it.  He  called  for  rededication  to 
“the  unfinished  work  that  needs  doing  in 
behalf  of  freedom — which  is  the  eternal  fron- 
tier.” 


Seery:  On  Common  Ground 

“Medical  care  for  the  aged  is  perhaps  the 
most  emotion-packed  issue  facing  the  coun- 
try today.”  However,  stated  William  N. 
Seery,  vice  president  of  Travelers  Insurance 
Company,  while  all  emphasis  is  directed  now 
toward  medical  care  for  the  aged,  this  is  but 
a small,  although  most  appealing,  area  of  the 
issue. 


Boarding  the  bus  for  the  Texas-Texas  Tech  game. 


Mr.  Seery,  followed  by  Dr.  Howard  O.  Smith  of  Marlin, 
makes  his  way  through  the  line  at  the  buffet  given  by 
Charles  0.  Finley  Co.  after  the  meeting. 


With  King-Anderson  benefits  so  limited 
(the  benefits  would  cover  less  than  25  per 
cent  of  the  total  expense),  pressures  would 
soon  develop  for  more  complete  coverage, 
such  as  surgical  benefits  for  the  elderly,  and 
eventually  expansion  of  medical  care  to  the 
entire  population. 

The  other  danger  involved  with  this  “free” 
health  care  system,  according  to  Mr.  Seery, 
would  be  the  unnecessary  use  of  hospital  fa- 
cilities and  hospitals  would  soon  be  over- 
burdened. 

Well  over  two-thirds  of  the  17,000,000 
persons  65  and  over  were  protected  in  some 
manner  for  health  care  costs  in  1962.  Fur- 
thermore, the  improving  economic  situation 
of  elderly  people  should  not  be  overlooked. 

It  is  significant  also  to  realize  that  insur- 
ance companies  in  1962  paid  $125,000,000  in 
taxes  to  states  in  which  they  operated.  If 
states  are  deprived  of  this  revenue,  other  tax 
measures  would  have  to  be  introduced. 

Mr.  Seery  stated  that  the  insurance  indus- 
try and  the  medical  profession  stand  on  corn- 
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mon  ground  in  facing  this  problem.  The  con- 
cern stems  from  many  years  of  experience  in 
the  health  field  and  the  knowledge  gained 
thereby. 

The  insurance  industry’s  goal  is  to  pro- 
vide policyholders  with  maximum  benefits 
at  minimum  costs — this  can  be  achieved  only 
in  a free  and  competitive  economy.  It  is  im- 
portant that  physicians  cooperate  closely 
with  insurance  groups  in  this  area  by 
screening  their  fees  and  not  abusing  insur- 
ance benefits. 

Mr.  Seery  added  that  no  program  of  medi- 
cal care  established  through  federal  legisla- 
tion, where  political  considerations  and  pres- 
sures must  be  given  great  weight,  can  meet 
the  ever-changing  needs  of  the  public  as  well 
as  a flexible  plan  developed  in  the  climate  of 
free  choice,  competition  and  experimentation 
characteristic  of  the  free  enterprise  system. 

“A  compulsory  program  would  place  an 
intense  burden  on  medical  facilities  so  that 
medical  care  would  be  either  postponed  or 
denied ; medical  education  and  research 
would  deteriorate;  and  the  quality  of  care 
would  inevitably  decline.”  Most  important, 
a compulsory  program  would  lead  to  a dras- 
tic lowering  of  the  finest  standards  of  health 
care  the  world  has  ever  known. 


Richards;  Motivation  for  Living 

"Football  has  the  same  principles  as  the 
world,”  the  Rev.  Robert  E.  Richards  declared 
as  he  developed  the  idea  of  penetrating  the 
universe  through  sports.  "Football  is  a battle 
for  inches  and  so  is  the  world.” 

Through  sports,  children  learn  about  the 
struggle  of  life.  The  struggles  involved  in 

After  a full  day  at  the  conference,  physicians  and  their 
wives  witnessed  the  Texas-Texas  Tech  football  game  at 
Memorial  Stadium  at  which  Texas  won,  49-7. 


Panelists  for  the  discussion  of  "Public  Relations  Begins 
at  Home"  are,  left  to  right.  Dr.  Charles  L.  Bishop,  Ganado, 
Dr.  Joseph  T.  Ainsworth,  Houston,  moderator,  Dr.  Sam  A. 
Nixon,  Floresville,  (seated),  and  R.  M.  Hawkins,  Ed.D., 
Dallas. 

progress  and  the  struggles  involved  in  break- 
ing records  are  similar.  This  "age  of  change” 
demands  that  records  be  broken  for  progress. 

The  religion  of  our  time,  according  to  Rev- 
erend Richards,  is  socialism,  or  the  belief 
that  government  can  solve  any  problem.  This 
is  not  progress  but  retrogression.  Progress 
is  made  only  when  the  individual  assumes 
his  own  responsibility. 

Records  are  broken  today  when  people  use 
their  heads.  He  stated  that  football  is  75  per 
cent  mind  and  25  per  cent  body.  Further- 
more, the  greatest  resources  America  has  to- 
day is  "mind  life”  or  ingenuity. 
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Progress  is  made  when 
people  sacrifice.  Today 
any  pain-killing  device  is 
what  people  want.  People 
break  records  when  they 
“swim  in  agony.”  The 
fundamental  thing  in 
sports  is  that  there  is  an 
unbelievable  resource  of 
energy  left  when  one 
thinks  he  is  exhausted. 
Our  society  was  built  on 
the  idea  of  sacrifice,  but 
this  nation  has  forgotten 
that  idea. 

The  greatest  obstacle 
to  children  today,  and  to 
progress,  is  parents  mak- 
ing life  too  easy.  Where 
there  is  no  struggle, 
there  is  no  greatness. 
Life  goes  to  the  people 
who  reach  out  and  take 
it,  but  the  gifted,  or  en- 
dowed, who  have  life  in  their  hands  hardly 
ever  reach  far  enough.  The  cripple,  the  one 
who  is  beaten,  ends  up  breaking  the  Olympic 
record.  The  worst  thing  to  do  for  a person  is 
to  give  him  everything  or  something  for 
nothing. 

Reverend  Richards  stated  in  closing  that 
there  are  half  a million  people  in  the  United 
States  today  who  could  have  been  Olympic 
champions  or  doctors — but  they  never  tried. 
“We  don’t  lack  for  ability  in  the  United 
States,  but  we  must  teach  people  to  stretch 
. . . . [as]  Christ  stretched  the  whole  human 
frame.  He  said  every  human  being  could  be 
like  God.” 


C.  Lincoln  Williston,  TMA 
Executive  Secretary,  tells  those 
at  the  Orientation  Program 
about  "The  Best  Medical  Care 
for  All  Texans." 


Public  Relations 
Begins  at  Home 

Dr.  Joseph  T.  Ainsworth  of  Houston  was 
moderator  for  the  morning  panel  discussion 
which  was  concerned  with  public  relations 


Another  part  of  the  Orientation  Program  was  an  address 
by  Ralph  W.  Bogardus,  LL.B.,  left,  of  Fort  Wayne,  Ind.,  en- 
titled 'The  Pedestal  Has  Been  Removed — (Or  Whatever 
Happened  to  the  Bedside  Manner?)." 
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in  communities.  Speakers  for  the  program 
included  Dr.  Charles  L.  Bishop  of  Ganado, 
Dr.  Sam  A.  Nixon  of  Floresville,  and  R.  M. 
Hawkins,  Ed.D.,  of  Dallas. 


Bishop:  Operation  Hometown 

Dr.  Charles  L.  Bishop  of  Ganado  discussed 
the  AMA’s  “Operation  Hometown.”  This  is 
a plan  for  presenting  the  physician’s  legisla- 
tive knowledge  to  the  public. 

Stressing  that  the  organizational  and  edu- 
cational aspects  of  “Operation  Hometown” 
are  only  the  ground  work,  Dr.  Bishop  stated 
that  the  problem  is  getting  a large  number 
of  persons  to  act  for  something  in  which  they 
believe.  The  action  potential  is  twofold.  First, 
there  is  the  part  the  physician  can  do  per- 
sonally, such  as  talking  to  his  Congressman. 
Second,  a brochure  for  Congressmen  should 
be  prepared  which  includes : letters  from  doc- 
tors, allied  professional  men,  and  civic  lead- 
ers ; letters  and  statistical  reports  from  hos- 
pitals on  OAA  usage  and  success;  letters 
from  persons  who  would  be  covered  by  King- 
Anderson  legislation  but  do  not  want  it ; let- 
ters from  persons  already  cared  for  under 
OAA;  letters  from  persons  needing  and  de- 
serving medical  help  who  found  that  they 
were  only  disillusioned  by  the  facts  about 
King-Anderson. 

Getting  friends  and  neighbors  to  partici- 
pate actively  in  this  program  is  the  hardest 
part,  but  the  “Operation  Hometown”  kit  has 
all  the  information  needed  on  writing  Con- 
gressmen. Speeches  at  civic  clubs  should  be 
followed  with  letters  asking  for  participa- 
tion. Receptions  rooms  with  paper  available 
so  that  patients  may  write  their  Congress- 
men has  been  suggested. 

Nixon:  Community  Health  Programs 

“Certainly  there  is  tremendous  public  rela- 
tions value  through  our  community  health 
projects,  and  we  as  physicians  in  private 
practice  should  have  no  hesitancy  in  pitching 
in  and  working  with  our  colleagues  in  public 
health  for  the  betterment  of  our  patients  in 
our  communities.” 

It  is  rare,  according  to  Dr.  Sam  A.  Nixon 
of  Floresville,  for  physicians  to  associate 
themselves  with  public  health  programs  in 
the  light  of  public  relations;  however,  the 
effectiveness  of  these  programs  depends  up- 
on physicians  informing  and  educating  pa- 


tients. If  physician-patient  rapport  is  accept- 
ed as  good  public  relations,  then  better  public 
relations  can  be  projected  by  the  magnifica- 
tion of  this  individual  contact  by  properly 
conceived  and  executed  public  health  pro- 
grams. 

It  is  in  the  physician’s  interest,  both  indi- 
vidually and  collectively,  to  inform  the  pub- 
lic that  the  present  mode  of  practice,  which 
is  directly  responsible  for  the  major  advances 
in  medicine,  will  be  maintained  without  the 
interference  of  incompetent  instructions 
from  bureaucrats. 

Some  of  the  public  health  programs  which 
are  excellent  examples  of  public  relations  are 
the  oral  polio  vaccine  program,  the  seat  belt 
campaign,  and  the  phenylketonuria  pilot 
study.  These  programs  have  received  much 
attention,  but  there  are  others  just  as  im- 
portant to  public  health  which  could  result 
in  good  public  relations. 

Hawkins:  Helping  Debaters 

When  Blue  Cross  started  receiving  re- 
quests for  helpful  material  in  regard  to  high 
school  debates  in  Texas,  R.  M.  Hawkins, 
Ed.D.,  and  his  colleagues  in  the  Blue  Cross 
public  relations  department  decided  this  was 
an  opportunity  to  render  a public  service 
beyond  the  mere  provision  of  a few  facts  and 
opinions. 

Dr.  Hawkins  stated  that  the  Blue  Cross- 
Blue  Shield  Debate  Kit  is  intended  to  enable 
the  student  to  understand  the  debate  proposi- 
tion, “Resolved,  That  Social  Security  Bene- 
fits Should  Be  Extended  to  Include  Complete 
Medical  Care.” 

First,  it  presents  the  idea  that  there  is  no 
need  for  such  a proposal.  It  is  clear  that  in 
terms  of  take-home  pay  per  individual,  there 
is  little  difference  in  the  income  of  those  over 
65  and  those  under  that  age,  and,  further- 
more, the  ability  of  the  aged  to  meet  medical 
costs  is  improving.  Some  of  the  aged  do  find 
it  difficult  to  meet  medical  bills,  but  Dr. 
Hawkins  stated  that  this  was  not  sufficient 
reason  to  subject  the  entire  population  to  a 
system  most  do  not  need  and  many  do  not 
want. 

This  program  would  decrease  incentives  to 
economize  and  cause  an  overall  deviation 
from  self-reliance.  Furthermore,  the  cost  of 
the  program  would  be  too  high. 

Realizing  that  medical  cost  problems  do 
exist  among  the  aged,  Dr.  Hawkins  pointed 
out  that  most  of  those  which  exist  are  being 
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handled  by  existing  mechanisms,  such  as 
private  insurance,  the  Kerr-Mills  Bill,  and 
the  charity  of  physicians.  According  to  Dr. 
Hawkins,  doctors  in  Texas  average  over 
eight  hours  per  week  on  charity. 

Dr.  Hawkins  asked  physicians  to  write  for 
the  Blue  Cross-Blue  Shield  Debate  Kit  when 
students  asked  for  information,  and  he  en- 
couraged schools  to  request  this  information. 

Public  Relations 
In  Doctor's  Office 

The  afternoon  panel  was  moderated  by  Dr. 
Glenn  D.  Carlson  of  Dallas,  chairman  of  the 
Council  on  Public  Relations  and  Public  Serv- 
ice, who  introduced  Dr.  Elliott  Mendenhall, 
Mrs.  Mildred  Crawford,  and  William  R. 
Hunt. 

Mendenhall:  Doctor-Patient 
Relationships 

Dr.  Elliott  Mendenhall,  member  of  TMA 
Board  of  Trustees,  stated  that  patient-doctor 
public  relations  can  be  summarized  in  the 
word  “courtesy.”  Much  of  this  courtesy  can 
be  reflected  in  the  communication  between 
physician  and  patient. 

Communications  can  be  important  in  of- 
fice relationships  by  having  a friendly  and 
helpful  atmosphere,  knowing  what  goes  on 
in  the  front  office,  not  keeping  the  patient 
waiting,  and  by  showing  an  interest  in  pa- 
tients and  their  families. 

It  is  important  to  explain  the  need  and 
purpose  of  tests  proposed,  to  explain  that  the 
patient  may  receive  bills  for  tests  and  con- 
sultations done  outside  the  office,  and  to  keep 
the  examination  records  to  explain  results 
of  tests  and  examinations  to  the  patient. 

Listening  is  an  important  aspect  of  com- 


munications. Difficult  patients  may  be  unco- 
operative because  of  fear.  Understanding  is 
important  to  them. 

Communications  should  be  a part  of  treat- 
ment. Help  the  patient  have  a part  in  his 
illness  and  treatment  as  far  as  his  capabili- 
ties permit.  Explain  the  purpose  of  the  treat- 
ment and,  if  practical,  its  anticipated  re- 
sults, but  explain  only  what  will  be  helpful. 

Communications  in  prognosis  is  sometimes 
very  difficult.  However,  give  an  educated 
estimate  of  the  prognosis  to  the  patient  or 
his  family,  but  never  rob  the  patient  of  hope. 

Crawford:  Medical  Assistants 

Mrs.  Mildred  Crawford  of  San  Antonio 
stated  that  approximately  75  per  cent  of  all 
individual  physicians  in  private  practice  em- 
ploy only  one  assistant.  This  person  must 
serve  in  a number  of  capacities,  but,  more 
important,  she  is  an  image  created  for  the 
patient — a reflection  of  the  physician’s  per- 
sonality. 

Mrs.  Crawford,  who  is  immediate  past 
president  of  the  Texas  Medical  Assistants 
Association  went  on  to  say  that  an  AMA 
survey  found  physicians  ranking  personality, 
dependability,  and  intelligence  as  the  three 
top  qualifications  for  an  ideal  medical  as- 
sistant. 

Personality  is  tremendously  important,  ac- 
cording to  Mrs.  Crawford,  as  the  medical 
assistant  is  constantly  in  contact  with  an 
ever-changing  procession  of  different  types 
of  patients.  The  key  to  a good  office  person- 
ality is  consideration,  human  kindness,  and 
sympathy. 

The  second  factor,  dependability,  involves 
not  just  getting  to  work  on  time,  but  the 
ability  to  do  a job  without  supervision. 


Members  of  the  Committee  on  Medicine  and  Religion 
gather  for  breakfast  with  their  guests  Mrs.  William  J. 
Powell  of  Dallas  and  Dr.  Robert  Mayo  Tenery  of  Waxa- 


hachie.  They  are,  left  to  right,  Drs.  Howard  0.  Smith, 
Marlin;  John  P.  McGraw,  Houston;  M.  0.  Rouse,  Dallas; 
Dr.  Tenery;  Edwin  Goodall,  Breckenridge;  and  Mrs.  Powell. 
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Mrs.  Crawford  defined  intelligence  in  an 
office  assistant  as  her  ability  to  apply  per- 
sonality and  dependability  in  regard  to  the 
office  telephone,  in  scheduling  appointments, 
and  in  instructing  patients  how  to  prepare 
themselves  for  laboratory  tests,  all  of  which 
require  intelligence  as  well  as  experience. 

The  office  assistant  must  be  intelligent  in 
handling  the  physician’s  finances,  as  well  as 
the  patient’s,  and  a knowledge  of  the  basic 
kinds  of  insurance  is  imperative.  Most  im- 
portant, a medical  assistant  should  know  and 
practice  the  basic  rules  of  medical  ethics  and 
etiquette  which  apply  to  her  duties,  especially 
in  regard  to  confidences  which  are  entrusted 
to  her. 

Mrs.  Crawford  stated  that  the  purpose  of 
the  American  Association  of  Medical  Assist- 
ants was  for  employees  in  doctor’s  offices  or 
hospitals  to  take  advantage  of  educational 
programs  for  self-improvement.  She  encour- 
aged physicians  to  investigate  the  possibili- 
ties of  these  programs  for  their  employees. 

Hunt:  Office  Management 

“Yes,  I know  you  are  busy,  but  I have 
seen  the  busiest  doctors  give  the  best  atten- 
tion to  public  relations  and  you  can  do  it  too 
— if  you  have  a system  planned  in  detail.” 
William  R.  Hunt  of  Waco  asserted  that  part 
of  this  system  could  include  visual  aids  to 
communication. 

There  are  a number  of  these  visual  aids  in 
the  physician’s  office,  such  as  registration 
slips,  charge  slips,  and  collection  letters,  but 
the  value  of  these  aids  depends  on  the  qual- 
ity and  quantity  of  verbal  communications 
used  in  each  practice.  Furthermore,  there 
are  points  to  consider  in  using  them,  the 
owner  of  Management  Services  for  Doctors 
emphasized. 

A common  public  relations  error  on  reg- 
istration slips  is  on  the  question  of  insur- 
ance. Mr.  Hunt  stated  that  physicians  should 
inquire  about  insurance  after  the  patient  has 
been  seen  the  first  time.  He  added  that  phy- 
sicians are  asking  for  socialized  medicine  if 
they  work  on  what  the  insurance  will  pay; 
however,  reducing  fees  for  inability  to  pay 
is  another  matter. 

Actually,  insurance  information  should  be 
noted  on  the  charge  slip  after  the  fee  has 
been  stated  or  estimated,  as  in  the  case  of 
surgery  or  complete  diagnostic  examina- 
tions. 

The  charge  slip  also  gives  much  needed 
communication  from  the  doctor  to  the  front 


office.  It  can  remind  the  doctor  of  the  pa- 
tient’s current  or  overdue  account.  Then  he 
can  discuss  the  account  with  the  patient  or 
notify  the  front  office  what  he  expects  if 
the  account  is  overdue. 

Collection  letters  are  another  visual  aid  to 
communication.  Cordial,  but  routine  busi- 
nesslike letters  are  the  rule.  According  to 
Mr.  Hunt,  outside  agencies  should  not  be 
allowed  to  work  on  collections  for  at  least 
six  months.  Before  that  time  collection  let- 
ters should  be  written  by  the  physician’s  em- 
ployees. 

In  closing  Mr.  Hunt  suggested  that  physi- 
cians take  an  hour  with  key  employees  and 
discuss  the  office  procedures  on  registration 
information,  charge  slips,  statements,  collec- 
tion letters,  third  party  collectors,  medical 
records,  and  patient  instructions. 

5,000  Expected  To  Attend 
Kansas  City  APHA  Meet 

More  than  5,000  public  health  practition- 
ers are  expected  to  attend  the  91st  annual 
meeting  of  the  American  Public  Health  As- 
sociation in  the  Kansas  City,  Mo.,  Municipal 
Auditorium,  Nov.  11-15. 

Information  about  the  meeting  may  be 
obtained  by  writing  to  the  American  Public 
Health  Association,  1790  Broadway,  New 
York  City.  The  APHA  has  13,800  members 
including  physicians,  nurses,  dentists,  engi- 
neers, veterinarians,  statisticians,  nutrition- 
ists, social  workers,  health  educators,  labora- 
tory scientists,  and  others  concerned  with 
preventive  medicine  and  community  health 
on  local,  state,  national,  and  international 
levels. 


Association  with  Osteopaths, 
Optometrists  Not  Ethical 

It  is  unethical  for  doctors  of  medicine 
to  have  professional  associations  with 
either  osteopaths  or  optometrists.  So 
rules  the  TMA  Board  of  Councilors,  re- 
emphasizing its  long-standing  policy.  In 
its  report  to  the  Executive  Board  Sept. 
29,  the  Councilors  pointed  out  that  a 
subcommittee  would  continue  its  work 
toward  better  relations  with  these 
groups.  Meantime  their  professional 
status  in  relation  to  doctors  is  un- 
changed. 
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127  Auxiliary  Members 
Attend  Austin  Meeting 

One  hundred  twenty-seven  members  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  As- 
sociation attended  the  fall  Executive  Board 
meeting  September  26  and  School  of  Instruc- 
tion on  Sept.  27.  The  theme  was  “WATMA 
Stamp  Day.” 

Mrs.  Hamilton  Ford,  president,  was  in 
charge  of  the  Executive  Board  meeting  on 
the  afternoon  of  Sept.  26.  Following  Mrs. 
William  D.  Nicholson’s  report  on  the  conven- 
tion of  the  Woman’s  Auxiliary  to  the  AM  A, 
Dr.  M.  L.  Towler,  chairman  of  the  Advisory 
Committee  to  the  Woman’s  Auxiliary,  ad- 
dressed the  group. 

Mrs.  Ford  was  hostess  for  a social  hour 
at  the  Austin  Club  Baccarat  Room.  A skit 
was  presented  by  Dr.  Walter  Moore  of  Aus- 
tin. 

The  School  of  Instruction  was  directed  by 
Mrs.  Hal  V.  Norgaard,  chairman.  The  “Dou- 
ble Stamps  Item”  of  the  day  was  “Mental 
Health  for  Texas”  presented  by  Dr.  George 
Constant,  member  of  the  executive  board  of 
the  Texas  Association  of  Mental  Health, 
while  the  “Introductory  Sale  of  Two  New 
Auxiliary  Projects”  included  “Medicine  and 
Religion,”  by  Mrs.  William  J.  Powell  of  Dal- 
las and  “Rural  Health”  by  Mrs.  Edwin 
Franks  of  Iraan,  Tex.  The  “Fantastic  Auxil- 
iary Value”  was  “Patience,  Patients,”  a skit 
written  by  Mrs.  George  M.  Jones  and  pre- 
sented by  Mrs.  Walter  Shoecraft,  chairman 
of  the  Legislative  Committee  of  the  Woman’s 
Auxiliary  to  the  Dallas  County  Medical  So- 
ciety. Round-table  discussions  followed  the 
film  presentations,  “The  Cry  for  Help”  (Sui- 
cide Prevention),  “The  One  Who  Heals” 
(Medicine  and  Religion),  and  “Communism 
and  Socialism”  (Legislation).  “Special  for 
the  Day”  was  the  address  of  Dr.  Robert  M. 
Tenery,  President  of  TMA. 

Mouth  Guards  To  Reduce  Injuries 

Texas  athletes  are  now  required  to  wear 
mouth  guards  while  playing  football,  accord- 
ing to  Rhea  Williams,  Ed.D.,  athletic  direc- 
tor of  the  University  Interscholastic  League. 
This  was  not  the  case  in  1961  when  784 
schools  in  Texas  were  questioned  about  the 
use  of  mouth  guards.  Sixty-six  per  cent  re- 
sponded and  only  13.2  per  cent  of  the  boys 
in  these  schools  had  mouth  guards.  Even 
their  use  was  not  a regular  practice. 

Objections  to  the  mouth  guards  then  in 


use  included  cost,  discomfort,  and  interfer- 
ence with  talking  and  breathing.  However, 
these  objections  do  not  compensate  for  the 
mouth  injuries  and  broken  and  chipped  teeth 
incurred  in  football.  In  1962,  Dr.  Williams 
urged  all  high  school  teams  to  start  using 
mouth  guards  on  a voluntary  basis.  In  1963, 
their  use  has  become  mandatory. 

J.  M.  Gee,  D.D.S.  of  the  Dental  Division 
of  the  Texas  State  Department  of  Health, 
pointed  out  in  the  September  issue  of  the 
Texas  Health  Bulletin  that  it  is  possible  to 
construct  a mouth  guard  today  that  will 
practically  eliminate  tooth  injury,  at  the 
same  time  reducing  injury  to  other  tissues 
of  the  mouth.  The  importance  of  minimizing 
injuries  to  the  mouth  cannot  be  overempha- 
sized. Although  modern  dentistry  can  make 
replaced  teeth  look  natural,  these  teeth  are 
functionally  inferior.  Generally,  when  teeth 
are  lost,  the  resulting  overload  to  the  remain- 
ing teeth  causes  premature  loss.  Further- 
more, replacement  is  costly. 

There  are  three  types  of  mouth  guards 
now  in  use.  The  stock  mouth  guards  are  rela- 
tively inexpensive  and  fit  all  mouths.  The 
custom-fitted  guards  require  adaptation  by 
mixing  or  processing  packaged  materials; 
they  are  slightly  more  expensive,  but  fit  in- 
dividual mouths.  The  custom-made  guard  is 
still  more  expensive  because  a cast  is  made 
to  fit  the  individual’s  mouth  and  the  material 
is  processed  directly  to  this  cast.  Dr.  Wil- 
liams recommends  the  use  of  custom-fitted 
mouth  guards. 

Some  of  the  schools  furnish  these  to  their 
players  while  others  require  their  players  to 
buy  them. 

Dr.  Williams  stated  that  no  official  is 
permitted  to  start  a football  game  in  Inter- 
scholastic League  contest  unless  all  players 
are  wearing  mouth  guards. 

Austin,  Fort  Worth  Awarded 
TMA  Annual  Sessions 

Austin,  Texas’  capitol  and  crossroads  city, 
will  greet  doctors  who  attend  the  1966  An- 
nual Session;  in  1967,  members  of  TMA  will 
meet  in  Fort  Worth.  These  two  cities  were 
approved  as  future  convention  sites  on  Sept. 
29,  when  the  Executive  Board  met  in  Austin 
and  adopted  that  part  of  the  Council  on  An- 
nual Session’s  report.  The  choice  was  based 
on  how  many  hotel,  motel,  and  meeting  rooms 
a city  could  commit  to  TMA  during  the  An- 
nual Session. 
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MEMBERS  OF  THE  Board  of  Trustees  considered  a full 
agenda  during  the  conference  weekend.  Pictured  above, 
left  to  right,  are  Philip  R.  Overton,  Austin,  TMA  General 
Counsel;  Board  members  Dr.  Elliott  Mendenhall,  Dallas;  Dr. 
Byron  P.  York,  Houston;  Dr.  J.  B.  Copeland,  Austin;  the 


late  Dr.  Troy  A.  Shafer,  Harlingen;  Dr.  C.  E.  Willingham, 
Tyler;  Dr.  C.  P.  Hardwicke,  Austin;  and  Dr.  James  A. 
Hallmark,  Fort  Worth;  and  C.  Lincoln  Williston,  TMA 
Executive  Secretary. 


Texas  65,  Federal  Financing, 
FDA  Restrictions  Concern  TMA 


Resolutions  commending  the  Texas  Life 
Convention  for  its  work  with  the  Texas  65 
plan,  urging  local  review  of  proposed  feder- 
ally-financed community  service  projects, 
and  opposing  FDA  directives  that  limit  the 
use  of  a specific  drug  and  set  standards  of 
practice  were  among  those  adopted  by  the 
Texas  Medical  Association’s  Executive  Board 
Sept.  29. 

The  Texas  65  plan,  which  will  further  en- 
hance Texas’  position  as  a leader  in  provid- 
ing adequate  health  care  coverage  for  its 
aged  citizens,  was  initiated  by  the  Texas  Life 
Convention,  and  has  been  supported  by  TMA 
from  its  inception. 

Another  resolution  urges  that  when  any 
group  applies  for  money  from  the  Depart- 
ment of  Health,  Education,  and  Welfare  for 
community  service  projects  the  application 
should  first  be  reviewed  by  local  agencies. 
This  resolution  further  urges  the  AMA  to  go 
on  record  as  recommending  this  policy  to  the 
DHEW  and  the  Public  Health  Service. 

The  resolution  on  FDA  directives  was 
based  on  the  labeling  of  the  drug  Flagyl 
(metronidazole)  which  limits  the  use  of  the 
drug  when  given  to  males.  While  recognizing 
the  right  of  the  FDA  to  inform  all  physicians 
about  all  drugs  approved  for  release,  the 
resolution  declares  that  it  is  not  the  FDA’s 
“prerogative  to  assume  responsibility  for 
setting  standards  of  practice.” 

Other  resolutions  urged  TMA  members  to 


seek  and  accept  opportunities  to  help  plan 
for,  and  work  toward,  practical  and  useful 
mental  health  programs  in  Texas’  communi- 
ties; and  endorsed  the  principles  of  TEX- 
PAC. 


Doctors  Can  Influence 
VA  Hospital  Building  Funds 

Texas  does  not  need  more  VA  hospital 
beds,  and  doctors  can  help  prevent  needless 
federal  spending  for  these  by  sending  needy 
patients  to  other  kinds  of  hospitals.  Also, 
non-VA  hospitals  can  be  used  for  patients 
whose  disorders  do  not  relate  to  military 
service.  The  inpatient  census  is  the  most  im- 
portant factor  in  VA  hospital  appropriations. 

The  Committee  on  Military  and  Veterans 
Affairs,  reporting  these  facts  to  the  Execu- 
tive Board  of  TMA  on  Sept.  29,  specifically 
advised  that  if  and  when  Congressional  hear- 
ings are  held  for  funds  to  build  new  VA 
hospitals,  TMA  representatives  should  be 
sent  to  explain  the  lack  of  need  for  more  such 
hospitals  in  Texas. 

Under  H.R.  8009,  more  nursing  home  and 
chronic  care  units  would  be  built.  However, 
the  Committee  believes  that  by  using  the 
beds  already  available,  and  adjusting  classi- 
fication and  designation,  physicians  can  “cre- 
ate” the  extra  nursing  home  and  chronic 
care  beds. 
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San  Antonians  Hear 
Medical  Careers  Panel 

In  mid-August  a San  Antonio  audience  had 
the  opportunity  to  learn  about  medical  ca- 
reers. 

The  meeting  was  in  the  auditorium  of  the 
Bexar  County  Medical  Society  Library  Build- 
ing, and  every  seat  was  taken  by  students, 
teachers,  counselors,  and  parents.  They  heard 
a panel  discussion  sponsored  by  the  Commit- 
tee on  Medical  Careers  of  the  Bexar  county 
society.  Then  they  took  full  advantage  of  a 
question  and  answer  session  which  followed. 

There  were  six  panelists — each  comfort- 
ably familiar  with  his  subject. 

Tom  Sergeant,  Ph.D.,  is  professor  of  mi- 
crobiology at  Trinity  University  in  San  An- 
tonio and  a premedical  advisor.  He  described 
the  students’  problems  with  which  he  deals 
and  outlined  the  program  he  advises  to  qual- 
ify students  for  medical  school. 

The  problems  of  the  premedical  student 
were  told  by  a young  man,  Bill  Woods,  who 
has  just  been  accepted  into  medical  school. 

Dr.  F.  C.  Pannill,  assistant  dean  for  grants 
and  sponsored  research,  Southwestern  Medi- 
cal School,  discussed  the  various  require- 
ments for  admission  to  his  medical  school. 

Dr.  Michael  Howard,  a recent  medical 
school  graduate  now  interning  at  Robert  B. 
Green  Hospital,  described  the  curriculum, 
cost  of  attending,  social  life,  and  other  as- 
pects of  medical  school. 

A young  physician  who  has  been  in  prac- 
tice only  a few  years  told  the  audience  about 
when  to  decide  on  a specialty  and  what  one 
does  to  set  up  one’s  own  practice.  The  speak- 
er was  Dr.  Colette  Kohler  who  practices 
pediatrics  in  San  Antonio. 

The  concluding  speaker  was  Dr.  Max  John- 
son, president  of  Bexar  county  society  and 
president-elect  of  TMA.  Dr.  Johnson  repre- 
sented a physician  who  has  been  in  practice 
for  many  years  and  is  now  looking  toward 
retirement.  He  recommended  medicine  as  a 
career  for  those  whose  first  interest  is  a full 
life  of  service  to  fellow  men. 

The  panel  was  moderated  by  Dr.  Peter  B. 
Kamin  of  San  Antonio. 

To  inform  the  public  of  the  meeting  an  ac- 
tive publicity  campaign  was  waged  through 
radio,  television,  and  newspapers.  In  a tele- 
vision interview,  Dr.  Kamin  stressed  three 
ideas:  (1)  more  physicians  must  be  trained 
to  meet  the  enlarged  population  10  to  15 
years  from  now,  (2)  plans  for  a career  in 


Christmas  Card 


THE  WOMAN'S  AUXILIARY  to  the  Texas  Medical  Associ- 
ation is  taking  orders  for  the  Christmas  card,  pictured 
above,  which  sells  for  $2.50  per  25-card  box.  Proceeds  of 
the  sale  will  go  to  the  American  Medical  Association 
Education  and  Research  Foundation.  An  insert  is  enclosed 
for  each  card  which  may  or  may  not  be  used  according  to 
the  individual's  wishes.  The  insert  states  that  the  card  was 
purchased  from  the  Woman's  Auxiliary  to  the  Texas  Medi- 
cal Association  to  benefit  the  AMA-ERF.  Orders  should  be 
directed  to  the  Auxiliary  Office,  Texas  Medical  Associa- 
tion, 1801  North  Lamar  Blvd.,  Austin. 


medicine  should  begin  in  high  school  or  even 
in  junior  high  school,  (3)  financial  help  is 
available  for  students  who  need  it. 


Memphis  To  Host  Meeting 
Of  Pediatric  Researchers 

The  fourth  annual  meeting  of  the  Southern 
Society  for  Pediatric  Research  will  be  held 
in  Memphis,  Tenn.,  Nov.  8-9.  The  day  before, 
on  Nov.  7,  the  District  IV  Education  Meeting 
of  the  American  Academy  of  Pediatrics  will 
be  held.  The  Hotel  Peabody  will  be  head- 
quarters for  both  meetings. 

Physicians  may  write  Dr.  Mollie  Allens- 
worth  Combes,  3541  Greenbrier  Drive,  Dallas 
75225,  for  further  information. 


Erratum 

The  complete  date  of  the  Fifth  National 
Cancer  Conference  sponsored  by  the  Ameri- 
can Cancer  Society,  Inc.,  and  the  National 
Cancer  Institute  was  not  included  in  the 
story  concerning  this  meeting  which  was 
carried  in  the  August  issue  of  the  Journal. 
It  will  be  held  Sept.  17-19,  1964. 
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Chest  Physicians 
To  Meet  in  Portland 

The  interim  clinical  meeting  of  the  Amer- 
ican College  of  Chest  Physicians  will  be  held 
in  Portland,  Ore.,  Nov.  30-Dec.  1. 

Headquarters  will  be  the  Sheraton-Port- 
land  Hotel.  All  physicians  are  invited  to  at- 
tend, and  there  is  no  registration  fee. 

Texans  listed  on  the  advance  program  in- 
clude Drs.  Dan  G.  McNamara  and  Denton 
A.  Cooley  of  Houston  whose  presentation  is 
“Management  of  500  Infants  Under  One 
Year  of  Age  with  Severe  Congenital  Heart 
Disease,  450  of  Which  Have  Had  Surgery.” 

Dr.  Cooley  and  Dr.  Arthur  C.  Beall,  Jr., 
also  of  Houston,  will  present  “Physiological 
Studies  During  Cardiopulmonary  Bypass 
Eliminating  Heparinized  Blood.”  Dr.  Beall 
will  participate  in  a fireside  conference  on 
“Recent  Advances  in  Cardiovascular  Sur- 
gery.” 

Dr.  John  R.  Derrick  of  Galveston  will 
speak  on  “Emphysema  of  One  Lung  Associ- 
ated with  Congenital  Cardiac  Abnormali- 
ties.” 

The  Southern  Chapter  of  the  ACCP  will 
hold  its  20th  annual  meeting  on  Nov.  17-18 
in  New  Orleans  at  the  Monteleone  Hotel.  The 
scientific  program,  covering  the  broad  as- 
pects of  clinical  and  surgical  treatment  of 
cardiovascular  and  bronchopulmonary  dis- 
eases, will  begin  at  1 p.m.,  Sunday,  Nov.  17. 

Fireside  conferences,  co-sponsored  by  the 
Southern  Medical  Association  and  the  South- 
ern Chapter  of  the  College,  will  be  presented 
on  Monday,  Nov.  18,  from  6 to  8 p.m.  at  the 
Monteleone  Hotel. 

Additional  information  may  be  obtained 
by  writing  Murray  Kornfeld,  executive  di- 
rector, American  College  of  Chest  Physi- 
cians, 112  East  Chestnut,  Chicago. 


Blood  Bank  Association 
To  Convene  in  Detroit 

The  16th  annual  meeting  of  the  American 
Association  of  Blood  Banks  will  be  held  Nov. 
5 to  8 at  the  Statler  Hilton  Hotel  in  Detroit. 

The  Association  is  an  organization  of  com- 
munity and  hospital  blood  banks  that  collect, 
process,  and  deliver  more  than  half  of  the 
5,500,000  units  of  blood  used  annually  in  the 
United  States.  The  group  was  organized  in 
Dallas  in  1947  under  the  leadership  of  blood 
banks  that  cooperated  that  year  in  the  Texas 


City  disaster.  It  has  members  in  every  state 
and  25  foreign  countries. 

Additional  information  may  be  obtained 
from  the  Central  Office,  Suite  1619,  30  North 
Michigan  Avenue,  Chicago  2. 


Texas  Cancer  Meeting 
Set  for  Houston  Nov.  13-14 

The  annual  meeting  of  the  Texas  Division 
of  the  American  Cancer  Society  will  be  held 
in  Houston  Nov.  13-14.  The  Rice  Hotel  will 
be  headquarters. 

Reference  committee  meetings  will  be  held 
Wednesday,  the  executive  vice  president’s 
report  and  the  medical  and  research  presen- 
tation will  be  held  Thursday  morning,  and 
the  membership  and  board  of  directors  meet- 
ing will  be  Thursday  afternoon. 

Additional  information  may  be  obtained 
by  writing  Curt  W.  Reimann,  executive  vice 
president,  Texas  Division,  Inc.,  American 
Cancer  Society,  5014  Bull  Creek  Road,  Aus- 
tin. 


Common  Cold  Accounts  for  Most 
Of  Texas  Child's  School  Absences 

Of  the  50  states,  Texas  ranks  29th  in  days 
of  school  attended  per  pupil.  Statistics  from 
the  National  Education  Association  show 
that  the  average  Texas  child  is  absent  from 
school  19.1  days.  Biggest  reason  for  these 
absences  is  the  common  cold,  according  to  a 
study  by  the  pharmaceutical  company,  Scher- 
ing  Corporation. 

Medical  surveys  indicate  that  children  of 
elementary  school  age  have  five  times  as 
many  colds  as  do  adults.  According  to  a 1963 
U.  S.  Public  Health  Service  report,  respira- 
tory illnesses  were  responsible  for  about  two- 
thirds  of  school  days  lost  because  of  acute 
illnesses  or  injuries  during  the  1961-1962 
school  year. 

The  first  onslaught  of  colds  strikes  the 
schools  almost  as  soon  as  children  reassemble 
for  the  new  year.  One  contributing  factor 
to  this,  according  to  research  scientists,  is 
that  spread  of  colds,  like  other  virus-caused 
infections,  is  accelerated  by  the  mixing  of 
populations.  In  fixed,  stable  groups  which 
are  not  exposed  to  strangers,  cold-like  infec- 
tions tend  to  die  out  and  do  not  reappear 
until  there  is  contact  outside  the  group. 
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Thursday,  Friday,  Saturday,  Sunday 
Format  Set  Up  for  97th  Annual  Session 


X he  97th  Annual  Session  of  Texas  Medi- 
cal Association  will  have  a different  format 
from  that  of  years  past.  While  attendance 
has  been  especially  good  in  recent  years,  this 
change  is  expected  to  enable  a still  larger 
number  of  physicians  to  attend  all  of  the 
Houston  meeting  set  for  April  23-26,  1964. 

The  1964  meeting  will  be  held  from  Thurs- 
day through  Sunday.  In  the  past,  the  meet- 
ing has  started  on  Saturday  and  continued 
through  Tuesday. 

Plans  already  are  shaping  up  for  Texas 
physicians’  big  meeting  of  the  year.  The  ma- 
jority of  the  Association  meetings — refresher 
courses,  general  meetings,  film  program, 
general  meeting  luncheons,  and  section  meet- 
ings— will  be  held  on  Friday  and  Saturday. 

The  Curbstone  Consultations,  informal 
round-table  discussions  on  topics  in  medical 
specialties,  are  being  arranged  for  a second 
time  for  1964  and  will  be  held  Friday  eve- 
ning. 

Boards,  Councils,  and  Committees  will 
meet  on  Wednesday  evening  and  Thursday 
morning.  The  first  session  of  the  House  of 
Delegates  is  scheduled  for  2 p.m.  Thursday. 
Reference  Committees  will  meet  that  eve- 
ning. The  second  session  of  the  House  of 
Delegates  will  be  held  on  Friday  night,  with 
the  final  session  Sunday  morning.  This 
schedule  allows  for  minimal  conflict  with  sci- 
entific programs. 

Sports  events  will  be  scheduled  on  Thurs- 
day and  Friday  with  the  golf  tournament,  a 
perennial  favorite,  being  set  for  Friday. 

Specialty  societies  and  related  medical  or- 
ganizations will  hold  meetings  on  all  four 
days  of  the  Annual  Session.  Altogether,  27 
groups  will  present  programs.  One  new  affil- 
iate, the  Texas  Commission  on  Alcoholism, 
will  present  “A  Three-Phase  Treatment  Pro- 
gram for  Alcoholic  Addiction”  on  Thursday 
evening. 

Two  Association  Committees — Disaster 


Medical  Care  and  Nuclear  Medicine — also 
are  planning  programs. 

Scientific  and  technical  exhibits  will  open 
at  12  noon  on  Thursday  and  will  continue 
through  Friday  and  Saturday.  The  orienta- 
tion program  for  provisional  members  will 
be  presented  on  Saturday  morning.  The  Me- 
morial Service  will  be  held  at  11 :30  a.m.  on 
Sunday  following  the  final  session  of  the 
House  of  Delegates. 

Twenty-nine  prominent  out-of-state  guest 
speakers  have  been  obtained.  These  include 
Drs.  Willard  M.  Allen,  professor  of  obstet- 
rics and  gynecology,  Washington  University 
School  of  Medicine,  St.  Louis;  Edward  R. 
Annis,  President,  American  Medical  Associa- 
tion, Miami;  R.  G.  Bell,  executive  director, 
The  Don  wood  Foundation  and  medical  direc- 
tor, The  Bell  Clinic,  Willowdale,  Ontario; 
Mark  B.  Coventry,  professor  of  orthopaedic 
surgery,  University  of  Minnesota  Medical 
School ; head,  section  of  orthopaedic  surgery, 
Mayo  Clinic,  Rochester;  Charles  L.  Eckert, 
professor  and  chairman,  department  of  sur- 
gery, Albany  Medical  College,  Albany,  N.Y. ; 

Max  Ellenberg,  department  of  medicine, 
Mt.  Sinai  Hospital,  New  York  City;  John 
A.  Evans,  The  New  York  Hospital,  Cornell 
Medical  Center,  New  York  City;  D.  Bernard 
Foster,  director,  division  of  neurology  and 
neurosurgery,  The  Menninger  Foundation, 
Topeka,  Kan. ; A.  Stone  Freedberg,  Beth  Is- 
rael Hospital,  Boston ; S.  Raymond  Gam- 
bino,  director  of  laboratories,  The  Engle- 
wood Hospital,  Englewood,  N.  J. ; 

Albert  B.  Hagedorn,  consultant  in  medi- 
cine and  hematology,  Mayo  Clinic,  Rochester ; 
Patrick  H.  Hanley,  head,  department  of 
colon  and  rectal  surgery,  Ochsner  Clinic, 
New  Orleans;  J.  N.  Hunt,  department  of 
physiology,  Guy’s  Hospital  Medical  School, 
London ; Albert  S.  Hyman,  associate  clinical 
professor  of  medicine,  New  York  Medical 
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NEW  MEMBERS  OF  the  State  Board  of  Health  are  con-  Paris,  Connally,  and  I.  D.  Flores,  pharmacist  from  Flores- 

gratulated  by  Gov.  John  Connally.  They  are,  left  to  right,  ville. 

Dr.  John  M.  Smith  of  San  Antonio,  Dr.  N.  L.  Barker  of 


College,  New  York  City;  Kenneth  K.  Keown, 
professor  of  anesthesiology,  University  of 
Missouri  Medical  Center,  Columbia,  Mo. ; 

Saul  Krugman,  professor  and  chairman, 
department  of  pediatrics,  New  York  Univer- 
sity School  of  Medicine,  New  York  City; 
Clarence  S.  Livingood,  department  of  derma- 
tology, Henry  Ford  Hospital,  Detroit ; George 
H.  Lowrey,  professor  of  pediatrics,  Univer- 
sity of  Michigan  Medical  Center,  Ann  Ar- 
bor, Mich. ; Sydney  G.  Margolin,  professor  of 
psychiatry,  University  of  Colorado  School  of 
Medicine,  Denver ; Brittain  F.  Payne,  clinical 
professor  of  ophthalmology,  New  York  Uni- 
versity, Bellevue  Medical  School,  New  York 
City; 

G.  0.  Proud,  professor  and  chairman,  de- 
partment of  otorhinolaryngology,  University 
of  Kansas  School  of  Medicine,  Kansas  City, 
Kan.;  Woodrow  D.  Schlosser,  Philadelphia; 
Fredrick  J.  Stare,  head,  department  of  nu- 
trition, School  of  Public  Health,  Harvard 
University,  Boston;  H.  Saul  Sugar,  clinical 
professor  of  ophthalmology,  Wayne  State 
University  College  of  Medicine,  Detroit; 
Watts  R.  Webb,  professor  of  surgery,  The 
University  of  Mississippi  Medical  Center, 
Jackson,  Miss. ; 

Nathan  A.  Womack,  professor  and  head, 
department  of  surgery,  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill, 
N.  C. ; Walter  T.  Murphy,  chief  of  radiation 
therapy,  Buffalo  General  Hospital,  Buffalo, 
N.  Y. ; William  K.  Ishmael,  McBride  Clinic, 
Oklahoma  City;  Charles  E.  Smith,  dean, 
School  of  Public  Health,  University  of  Cal- 
ifornia, Berkeley. 


In  addition,  two  more  guests  are  to  be 
secured  for  the  1964  Session. 

For  the  third  consecutive  year,  Eidophor, 
a closed-circuit,  large-screen  color  television 
system  developed  by  Ciba  Pharmaceutical 
Products,  Inc.,  will  be  used  during  Annual 
Session.  The  presentations  will  be  given  at 
the  general  meetings  on  Friday  and  Satur- 
day mornings. 

Mr.  E.  N.  Drake,  executive  assistant  man- 
ager, Shamrock  Hilton,  is  coordinating  ar- 
rangements for  housing  for  the  1964  Annual 
Session.  All  reservation  requests  should  be 
directed  to  him.  Requests  should  indicate 
first,  second,  and  third  preferences.  Insofar 
as  possible,  preferences  will  be  honored  and 
confirmation  of  reservations  will  be  sent  di- 
rectly to  the  individual  making  the  request. 

First-class  accommodations  may  be  se- 
cured at  the  following  hotels  and  motels : 

Shamrock  Hilton  Hotel,  Main  at  Holcombe 
Boulevard;  The  Towers  Hotel,  2130  West 
Holcombe ; Hiway  House,  9300  South  Main ; 
Tidelands  Motor  Inn,  6500  South  Main;  Las 
Vegas  Motor  Hotel,  9604  South  Main;  The 
Warwick,  Main  Boulevard  and  Hermann 
Avenue ; 

The  Hotel  Plaza,  5020  Montrose  Boule- 
vard; Twenty-Nine  Palms  Motor  Hotel,  9430 
South  Main  Street;  Grant  Hotel,  8200  South 
Main  Street;  Sun  Valley,  Motor  Hotel,  1310 
Old  Spanish  Trail ; Holiday  Inn,  10319  South 
Main;  and  Sheriton  Oaks  Motel,  7021  South 
Main. 

The  Shamrock  Hilton  and  the  Towers 
have  been  designated  jointly  as  TMA  head- 
quarters. The  Woman’s  Auxiliary  will  meet 
at  the  Sheraton-Lincoln. 
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MEDICOLEGAL  NOTES 


How  To  Use  Legal  Means 
To  Collect  "Hot”  Checks 


he  Texas  Legislature  has  amended  what 
commonly  is  known  as  the  “hot  check  law.”* 
Though  most  of  the  changes  were  made  in 
the  degree  of  punishment  for  various  viola- 
tions of  the  statute,  this  is  a good  time  to 
completely  review  the  law  and  explain  how 
action  may  be  initiated  under  it. 

First,  it  is  unlawful  for  any  person  or  firm 
to  “make,  draw,  utter  or  deliver,”  or  cause 
or  direct  the  making,  drawing,  uttering,  or 
delivering,  with  the  intent  to  defraud,  any 
check,  draft,  or  order  for  the  payment  of 
money  on  any  bank,  person,  firm,  or  corpora- 
tion knowing  that  the  maker,  drawer,  or 
payer  does  not  have  sufficient  funds  in  the 
bank  to  pay  fully  such  a check,  draft,  or 
order. 

After  being  informed  of  his  violation,  the 
check  maker  must  pay  the  full  amount  of  a 
“hot”  check  within  ten  days  or  this  will  be 
considered  prima-facie  evidence  of  intent  to 
defraud.  The  legal  procedure  for  informing 
the  check  maker  of  the  “hot”  check  is  to  send 
him  notice  by  “registered  or  certified  mail  or 
telegram,”  addressed  to  such  person,  persons, 
or  firms  at  the  place  listed  on  the  check, 
draft,  or  order.  Such  means  provide  evidence 
that  the  notice  was  received  by  the  proper 
person. 

The  penalties  have  been  set  for  violation 
of  the  various  provisions  of  the  Act.  For  the 
first  conviction  involving  a check,  draft,  or 
order  less  than  $50,  the  punishment  is  im- 
prisonment in  the  county  jail  not  to  exceed 
two  years,  and  a fine  not  to  exceed  $1,000. 

If  the  defendant  has  been  convicted  once 
for  the  same  offense,  he  shall,  upon  his  sec- 
ond conviction,  be  punished  by  confinement 
in  the  county  jail  for  not  less  than  30  days 
nor  more  than  two  years,  and  by  a fine  of 
not  more  than  $2,000  for  passing  a worthless 
check  of  less  than  $50. 

If  the  defendant  has  two  or  more  convic- 
tions for  the  same  offense,  regardless  of  the 
amount  of  the  check,  then  upon  the  third  or 

* Article  567b  Vernon’s  Texas  Penal  Code. 


any  subsequent  conviction,  the  punishment 
shall  be  confinement  in  the  penitentiary  for 
not  less  than  two  nor  more  than  ten  years. 

In  the  event  the  amount  of  the  check  in- 
volved is  $50  or  more,  punishment  shall  be 
by  confinement  in  the  penitentiary  for  not 
less  than  two  years  nor  more  than  ten  years. 

Few  persons  are  familiar  with  an  impor- 
tant portion  of  the  “hot  check  law”  which 
specifies  that  many  of  those  complaining  of 
receiving  “hot”  checks  are  placed  under  an 
obligation  of  the  law.  In  pertinent  parts,  Art. 
567b,  Sec.  6,  reads  as  follows: 

If  any  person  who  has  theretofore  filed  a com- 
plaint with  any  district  or  county  attorney  of  this 
State  alleging  a violation  of  this  Act,  or  who  has 
furnished  information  to  any  such  district  or 
county  attorney  which  has  resulted  in  the  accept- 
ance by  such  district  or  county  attorney  of  such 
complaint,  or  who  has  testified  concerning  such 
a violation  before  a grand  jury  of  this  State 
which  has  thereafter  returned  an  indictment  on 
such  violation,  shall  suggest  to  or  request  the 
county  or  district  attorney  in  charge  of  such  pros- 
ecution, that  such  case  be  dismissed,  he  shall  be 
guilty  of  a misdemeanor,  and  upon  conviction 
thereof  shall  be  fined  not  less  than  One  Hundred 
Dollars  ($100),  nor  more  than  Five  Hundred 
Dollars  ($500). 

Thus,  once  the  decision  is  made  to  turn 
the  prosecution  for  violation  of  the  “hot 
check  law”  over  to  the  county  or  district  at- 
torney, the  complaining  party  may  not  re- 
quest that  charges  be  dropped  without  vio- 
lating the  criminal  statute  himself. 

Although  the  statute  does  not  list  the  pro- 
cedures for  bringing  such  matters  to  the  at- 
tention of  the  county  or  district  attorneys, 
there  is  a suggested  way  to  take  action  when 
one  receives  a hot  check. 

The  physician  or  other  complainant  should 
prepare  and  mail  an  appropriate  letter  de- 
manding payment  of  the  check  within  ten 
days  from  the  receipt  of  the  letter.  This  let- 
ter should  be  sent  by  certified  mail  with  a 
return  receipt  requested.  In  the  event  this 
letter  is  returned  and/or  restitution  is  not 
made  within  the  ten-day  period,  then  the 
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physician  or  other  complainant  should  bring 
to  the  county  or  district  attorney’s  office  the 
following  items : ( 1 ) the  worthless  check  or 
checks,  (2)  a prepared  receipt  for  the  check 
or  checks  to  be  signed  by  office  personnel  in 
the  district  or  county  attorney’s  office  and 
retained  by  the  doctor  in  his  records,  (3)  a 
copy  of  the  demand  letter  to  the  defendant, 
(4)  the  executed  "return  receipt,”  or  the  de- 
mand letter  if  it  was  returned,  (5)  a com- 
plete information  statement  with  respect  to 
the  history  of  the  transaction  involved  de- 
tailing the  reason  the  check  was  received,  the 
date  which  it  was  returned  and  other  perti- 
nent information  with  respect  to  attempts  to 
collect  the  amount  of  the  check,  and  (6)  an 
affidavit  of  this  information  signed  by  the 
person  who  received  the  check  or  other  quali- 
fied personnel  in  the  physician’s  office. 

Only  after  these  steps  have  been  taken  is 
the  case  ready  to  be  filed.  County  or  district 
attorneys  usually  initiate  cases  promptly 
when  material  is  presented  in  the  form  sug- 
gested. 

In  the  event  the  writer  of  the  worthless 
check  attempts  to  pay  it  partly  or  fully,  he 
should  be  advised  to  make  restitution  at  the 
office  of  the  district  or  county  attorney  by 
money  order  or  cashier’s  check.  Again  it  is 
emphasized  that  the  complainant  should  not 
contact  the  office  of  the  district  attorney  to 
request  that  cases  be  dismissed  after  pay- 
ment is  received.  This  is  a matter  strictly 
within  the  discretion  of  the  district  attorney, 


Charm  Sale  Will  Benefit  AMA-ERF 

A charm  displaying 
the  official  seal  of  the 
Woman’s  Auxiliary  to 
the  Texas  Medical  As- 
sociation is  being  of- 
fered for  sale  by  the 
Auxiliary  with  pro- 
ceeds going  to  the 
American  Medical  Association  Education 
and  Research  Foundation. 

Three  styles  of  charms  are  available, 
including  a 14  carat  yellow  gold  one  for 
$25.20;  a gold-filled  one  for  $8.69,  and  a 
sterling  silver  model  for  $6.16.  Orders 
should  be  directed  to  the  Auxiliary  Office, 
Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin.  Checks  should 
be  made  payable  to  AMA-ERF. 


and  cases  so  filed  are  usually  dismissed  only 
upon  approval  of  the  district  or  county  at- 
torney. It  is  not  the  prerogative  of  the  com- 
plainant to  make  such  a request. 

Finally,  if  it  is  decided  that  the  provisions 
of  the  "hot  check  law”  are  to  be  used  for 
the  collection  of  a worthless  check,  it  would 
be  well  that  the  notice  letter  demanding  pay- 
ment of  the  check  be  mailed  as  soon  as  the 
check  is  returned  by  the  bank,  and  also  when 
the  ten-day  notice  period  has  expired,  that 
the  matter  promptly  be  referred  to  the  dis- 
trict or  county  attorney  for  prosecution. 

The  knowledge  of  what  the  law  is  and 
these  suggested  procedures  should  prove 
helpful  in  collecting  worthless  checks. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Southwestern  Medical  Association 
To  Meet  Nov.  14-16 

Southwestern  Medical  Association  holds  its 
45th  annual  meeting  Nov.  14-16  in  El  Paso 
in  conjunction  with  the  interim  meeting  of 
the  New  Mexico  Medical  Society. 

Headquarters  will  be  the  Holiday  Inn.  Sci- 
entific sessions  will  be  held  in  the  mornings 
only.  Those  attending  will  have  an  opportun- 
ity to  see  the  Texas  Western  and  Texas  Tech 
football  game  in  the  new  Sun  Bowl  stadium. 

Speakers  will  be  Dr.  Ethan  Allan  Brown, 
Boston,  editor  of  Annals  of  Allergy  and  di- 
rector of  the  Asthma  Research  Foundation, 
Inc. ; Dr.  Hermann  M.  Burian,  Iowa  City, 
professor  of  ophthalmology,  College  of  Medi- 
cine, State  University  of  Iowa;  Dr.  J.  T. 
Jabbour,  Oklahoma  City,  assistant  professor 
of  pediatrics  and  neurology,  University  of 
Oklahoma  Medical  Center ; Dr.  S.  Arthur  Lo- 
calio,  New  York,  professor  of  clinical  sur- 
gery, New  York  University  School  of  Medi- 
cine; Dr.  James  L.  Sheehy,  Los  Angeles,  as- 
sistant clinical  professor  of  surgery,  Univer- 
sity of  Southern  California  School  of  Medi- 
cine ; Dr.  Demetrio  Sodi-Pallares,  Mexico 
City,  professor  of  medicine,  University  of 
Mexico;  and  Dr.  Carl  E.  Wasmuth,  LL.B., 
Cleveland,  Cleveland  Clinic  and  Cleveland- 
Marshall  Law  School. 


The  Kansas  Board  of  Health  has  banned 
“Flubber,”  a synthetic  rubber  toy,  as  an  un- 
safe product  since  60  to  70  cases  of  skin  dis- 
orders in  children  have  been  traced  to  the 
novelty. 


Volume  59,  OCTOBER,  1963 


1007 


DRUG  NOTES 


Fallacies  of  GENERIC  EQUIVALENCE  Thesis 


For  A number  of  years  many  physicians 
and  pharmacists  have  been  aware  of  the  bio- 
logic implications  associated  with  the  prac- 
tice of  interchanging  brand  name  pharma- 
ceutic dosage  forms  with  their  so-called  ge- 
neric equivalents.  Although  many  of  these 
implications  have  been  thoroughly  reviewed 
in  the  literature,  there  are  still  those  in  the 
biologic,  medical,  and  pharmaceutic  profes- 
sions who  fail  to  recognize  the  problems  in- 
volved in  this  practice. 

Levy12  points  out  that  this  lack  of  recogni- 
tion is  widespread ; not  only  do  senators, 
state  welfare  departments,  and  much  of  the 
public  clamor  for  the  prescribing  of  drugs 
by  generic  names,  but  it  is  reported  that  even 
a state  board  of  pharmacy  proposed  to  en- 
courage the  medical  profession  to  give 
blanket  authorization  for  substitution  of  ge- 
neric name  prescription  medication. 

Tice24  states  that  much  of  the  national  pub- 
licity given  to  the  generic  equivalent  prob- 
lem— which  perhaps  was  overstimulated  by 
the  Kefauver  hearings — has  led  far  too 
many,  both  in  and  out  of  the  health  profes- 
sions, to  greatly  oversimplify  its  complexi- 
ties. However,  if  one  approaches  the  subject 
in  a scientific  and  professional  manner,  it 
becomes  apparent  that  an  unbiased  feeling 
toward  the  use  of  generic  equivalents  should 
be  acquired  by  all  in  the  health  science  pro- 
fessions. In  many  instances  the  most  fre- 
quent error  made  is  the  assumption  that  if 
one  places  a specific  quantity  of  a given  drug 
in  a dosage  form,  the  product  will  provide 
the  full  biologic  or  therapeutic  effects  of  the 
drug  irrespective  of  hoiv  it  is  -prepared , by 
whom  it  is  manufactured,  by  whom  it  is  tak- 
en, and  when  it  is  taken.  The  literature  indi- 
cates specifically  that  the  mere  presence  of 
the  labeled  amount  of  drug  in  a given  dosage 
form  is  no  assurance  of  the  therapeutic  ef- 
ficacy of  the  product.  Here  the  physician 
must  be  concerned  with  the  all-important 
question,  “Will  all  similar  products  produce 
the  same  therapeutic  response?”15 


Friend,  of  the  Peter  Bent  Brigham  Hos- 
pital and  Harvard  Medical  School,7  clearly 
stated  that  most  physicians  know  little  about 
drug  formulations  for  clinical  use  and  in 
most  cases  they  assume  that  the  F.D.A.  and 
the  U.S.P.  exert  sufficient  controls  on  drug 
products  to  assure  the  physicians  that  the 
finished  dosage  form  represents  an  accurate 
measure  of  the  active  ingredients  desired.  In 
some  instances  this  assumption  is  correct; 
however,  in  far  too  many  cases  it  is  only  par- 
tially true.  Many  also  feel  that  the  nature 
and  intensity  of  the  biological  response  of  a 
given  drug  are  due  only  to  the  inherent  ac- 
tivity of  the  molecular  species.  Since  there 
are  few,  if  any,  specific  and  official  rules  or 
guides  for  the  formulation  of  certain  dosage 
forms  and  since  the  techniques  of  manufac- 
turing can  vary  considerably  from  one  drug 
house  to  another,  it  is  not  difficult  to  under- 
stand why  the  rates  of  dissolution,  absorp- 
tion, distribution,  metabolism,  and  excretion 
of  a given  drug  are  different  among  similar 
dosage  forms.  Certainly  the  following  dos- 
age form  factors  should  be  considered  as  part 
of  the  overall  therapeutic  effects  of  a given 
drug:  (1)  simple  chemical  changes  in  the 
drug  such  as  the  formulation  of  salts,  com- 
plexes or  esters;  (2)  changes  in  the  physi- 
cal state  of  the  active  ingredient,  for  exam- 
ple, modifications  in  particle  size,  crystal 
type,  or  surface  area  of  the  drug  available 
at  absorption  sites;  (3)  the  presence  or  ab- 
sence of  certain  adjuvants  (filler,  binders, 
surfactants,  and  others)  in  the  dosage  form; 
(4)  type  of  dosage  form  administered — tab- 
let, capsule,  or  suspension,  and  (5)  the  tech- 
nique or  techniques  employed  to  prepare  the 
dosage  form.25 

It  is  necessary  to  be  cautious  when  com- 
paring different  brands  of  a given  dosage 
form  on  the  basis  of  only  analytic  data  ob- 
tained in  the  control  laboratory.  Although 
these  data  indicate  generic  identity,  they  of- 
ten fail  to  give  the  physician  the  true 
therapeutic  activity  of  the  product.  Such 
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Part  I.  Some  Physiologic  Factors 
Influencing  Gastrointestinal  Absorption 


data  often  are  obtained  after  dosage  forms 
are  subjected  to  the  laboratory  techniques  of 
grinding  the  samples  to  fine  powders  and 
extracting  these  powders  with  many  organic 
solvents,  such  as  chloroform  and  ether.  There 
is  little  or  no  relationship  between  these 
steps  and  the  physiologic  conditions  the  dos- 
age forms  experience  while  present,  for  ex- 
ample, in  the  gastrointestinal  tract.24  Unless 
a manufacturer  has  the  know-how  to  devel- 
op a product  which  will  respond  to  physio- 
logic conditions  by  releasing  the  active  in- 
gredient at  the  proper  time  and  in  the  proper 
concentration,  the  dosage  form  will  not  give 
the  patient  the  full  therapeutic  effect  that 
the  physician  and  patient  expect.  A satis- 
factory dosage  form  for  a given  drug  often 
is  difficult  and  expensive  to  develop.  It  re- 
quires considerable  research  and  pharma- 
ceutic skill,  and  once  the  product  is  made 
it  must  be  subjected  to  extensive  study  to  as- 
sure that  it  is  efficacious  and  stable  (has 
a long  shelf-life).  In  addition,  the  dosage 
form  should  be  evaluated  clinically  on  hu- 
mans, as  well  as  on  various  animal  species. 
The  results  of  these  studies  will  determine 
whether  there  is  need  of  additional  study  on 
the  product  or  whether  it  is  ready  for  the 
medical  profession  as  an  effective  thera- 
peutic product.  In  other  words,  the  effects  of 
the  dosage  form  which  might  alter  the  onset, 
intensity,  and  duration  of  action,  availability 
to  the  organism,  stability,  incidence  and 
intensity  of  side  actions,  and  safety  of  a drug 
are  not  left  up  to  fate  or  chance.20 

The  purposes  of  this  review  are  threefold : 
(1)  to  illustrate  and  discuss  how  certain 
physiologic  factors  as  well  as  some  physico- 
chemical and  pharmaceutic  properties  of  dos- 
age forms  may  influence  the  absorption  and 
therapeutic  effects  of  drugs  administered 
orally,  (2)  to  cite  examples  which  point  to 
the  fact  that  generic  identity  of  dosage  forms 
does  not  necessarily  assure  the  physician  or 
the  patient  of  therapeutic  equivalence,  ir- 
respective of  whether  the  products  are  pro- 


duced by  large  and  well-known  drug  firms 
or  by  new  and  virtually  unknown  pharma- 
ceutic companies,  and  (3)  to  indicate  that 
the  F.D.A.  and  U.S.P.  should  increase  their 
interest  in  the  need  for  better  standards  for 
dosage  forms  of  active  agents.  Standards 
should  be  developed  for  such  products  so 
the  dosage  form  will  reflect  not  only  accurate 
amounts  of  drugs  but  also  that  the  products 
are  prepared  in  such  a manner  to  ensure  the 
full  physiologic  availability  of  the  drug.12 


Gastrointestinal  Absorption 

Drug  Distribution. — Before  discussing 
some  of  the  physiologic,  physicochemical 
and  pharmaceutic  factors  which  may  affect 
the  gastrointestinal  absorption  and  subse- 
quent therapeutic  activity  of  drugs,  the  sim- 
plified scheme  of  drug  distribution  shown  in 
Fig.  1 should  be  reviewed. 


Drug  in  Tissue  or  Other  Fluids  of  Distribution 

H 


Drug  in  G.I. 
tract  (depot) 


Drug  in  Blood 


4 


Drug 

Metabolite  (s) 


Fig.  1.  Drug  Distribution. 


U rinary 
Excretion  of 
Unchanged 
Drug 

Urinary 
Excretion  of 
Metabolite  (s) 


When  the  blood,  urine,  and  gastrointesti- 
nal tract  are  considered  as  separate  compart- 
ments, the  model  in  Fig.  1 affords  a means 
of  studying  the  kinetics  (rates)  of  absorp- 
tion, distribution,  metabolism,  and  excretion 
of  many  drugs.  Generally  for  drugs  exhibit- 
ing no  special  problem  such  as  protein  bind- 
ing in  the  blood  the  rates  can  be  expressed 
as  first-order  processes,  that  is,  the  rates 
are  proportional  to  the  concentration  of 
drugs  in  the  particular  compartment  at  any 
given  time.25 
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Factors  Influencing  Rate,  Extent 
Of  G.l.  Absorption 

If  one  assumes  that  the  activity  of  a drug 
is  related  in  some  fashion  to  its  concentra- 
tion in  the  tissues  and  fluids  of  distribution, 
it  is  not  difficult  to  understand  why  the  fol- 
lowing factors  which  affect  the  rate  of  ab- 
sorption can  often  bring  about  many  thera- 
peutic variations  in  drug  activity:16’  25 

1.  Factors  associated  with  the  membrane. 

a.  Specific  properties  of  vital  functions  of  the 
epithelial  cell  such  as  active  transport  mech- 
anism. 

b.  Permeability  of  the  membrane. 

c.  Magnitude  and  sign  of  the  charge  on  the 
membrane — an  electrical  phenomenon. 

d.  Activity  or  motility  of  the  stomach  and  in- 
testine. 

e.  Surface  area  for  absorption  per  unit  length 
of  gut. 

f.  Villi  activity. 

g.  Amount  of  blood  supplied  to  the  wall. 

2.  Factors  associated  with  the  drug. 

a.  Molecular  structure  and  functional  groups 
present. 

b.  Presence  or  absence  of  a charge  on  the  drug, 
including  its  sign  and  magnitude. 

c.  Drug  concentration  of  both  sides  of  the 
membrane. 

d.  Diffusion  rate  of  the  drug. 

e.  Molecular  size  and  molal  concentration  of 
the  drug  administered. 

f.  Physical  state  and  surface  area  (particle 
size)  of  the  drug. 

g.  Favorable  lipid /water  distribution  coeffi- 
cient. 

h.  Rate  and  extent  of  solubility. 

3.  Other  Factors. 

a.  Temperature,  hydrostatic  or  intraintestinal 
pressure,  surface  or  interfacial  tension,  and 
the  stomach  emptying  time. 

b.  Gradient  of  absorption  sites  along  the  tract, 
concentration  of  simple  ions  in  the  intestinal 
contents,  pH  of  the  G.l.  fluids,  and  enzy- 
matic activity  down  the  tract. 

c.  Presence  or  absence  of  substances,  such  as 
surfactants,  complexing  agents,  and  other 
agents  competing  for  absorption  sites. 

d.  The  relative  position  and  activity  of  the  pa- 
tient. 

Physiologic  Factors 
Infuencing  Absorption 

Although  a thorough  discussion  of  all  the 
factors  influencing  drug  absorption  is  beyond 
the  scope  of  this  review,  the  following  points 
are  pertinent  to  a fundamental  understand- 
ing of  how  modifications  in  dosage  forms  can 
affect  the  therapeutic  activity  of  drugs. 

The  pH,  Lipoidal  Nature  and  Composition 
of  Contents  of  the  Gastrointestinal  Tract. — 
The  rate  of  drug  absorption  from  the  G.l. 


tract  can  often  be  related  to  the  dissolution 
rate  of  a drug  at  the  site  of  absorption.16 
Since  the  solubility  of  many  weakly  acidic  or 
basic  drugs  is  a function  of  pH,  the  hydrogen 
ion  or  hydroxyl  ion  concentration  of  the 
fluids  in  the  tract  can  have  an  important  in- 
fluence on  the  therapeutic  activity  of  such 
compounds.  The  work  of  Schanker,  and  oth- 
ers, on  the  absorption  of  drugs  from  the  rat 
intestine  stresses  the  importance  of  the  dis- 
sociation constant  and  the  lipid  solubility  of 
the  unionized  form  of  a drug.  This  study 
shows  that  acidic  drugs  are  rapidly  absorbed 
if  their  pKa’s  are  greater  than  three  and 
that  basic  drugs  are  rapidly  absorbed  if  their 
pKa’s  are  less  than  eight.  The  authors  indi- 
cated that  drug  absorption  can  best  be  ex- 
plained as  a simple  diffusion  mechanism  of 
the  unionized  drug  across  a membrane  bar- 
rier which  may  be  lipoidal  in  nature.21 

Frequently  some  drugs  are  found  to  be 
poorly  absorbed  because  they  are  unstable 
to  some  extent  in  the  highly  acidic  gastric 
fluid.  However,  it  is  possible  in  some  in- 
stances to  increase  the  absorption  of  these 
compounds  by  placing  them  in  special  dosage 
forms  such  as  enteric  coated  granules,  by 
forming  acid  stable  and  insoluble  esters,  or 
by  preparing  acid  stable  and  insoluble  salts 
of  drugs.  Propionyl  erthromycin  lauryl  sul- 
fate (PELS)  is  an  example  of  the  latter  drug 
form.  PELS  is  a salt  of  a strong  acid  (lauryl 
sulfonic  acid)  with  low  water  solubility. 
Since  the  gastric  acid  is  not  strong  enough 
to  displace  the  acid  moiety,  the  drug  remains 
insoluble  and  retains  its  potency  when  in 
contact  with  the  gastric  fluids.23 

The  ionic  composition  of  the  tract  contents 
may  influence  the  absorption  of  certain 
drugs.  Aluminum  and  magnesium  ions  are 
reported  to  seriously  impair  the  absorption 
of  tetracycline  by  forming  nonabsorbable 
chelates.7’ 25  Tetracycline  also  may  form  non- 
absorbable complexes  with  proteins  such  as 
those  found  in  milk;  therefore,  the  general 
practice  of  administering  the  antibiotic  with 
an  antacid,  such  as  milk  of  magnesia  or  with 
milk,  is  highly  inadvisable.  Mucin  has  been 
shown  to  hinder  the  absorption  of  a number 
of  quaternary  ammonium  ions  (oxyphenoni- 
um  and  its  analogues).  The  authors  suggest 
that  the  poor  absorption  of  these  drugs  can 
be  attributed  to  the  formation  of  nonab- 
sorbable complexes  with  mucin.11  However, 
Cavollets  and  O’Dell  found  that  in  animals, 
the  lowering  of  intestinal  pH,  the  adminis- 
tration of  certain  sterol  acids,  or  the  addi- 
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tion  of  biologically  inactive  quaternaries  all 
improve  the  oral  responses  to  a quaternary 
hypotensive  agent.2 

In  a study  on  the  effect  of  fat  intake  on 
the  gastrointestinal  absorption  of  griseoful- 
vin,  it  was  found  that  the  amount  of  serum 
griseofulvin  following  a test  dose  in  humans 
may  be  doubled  by  the  administration  of 
the  drug  with  a high  fat  meal.  The  elevated 
levels  are  due  to  increased  absorption  rather 
than  to  slow  serum  clearance.5 


Stomach  Emptying  Time 

As  early  as  1898  Marbaix  stated,  in  sub- 
stance, that  the  stomach  empties  by  a pseudo 
first-order  process.  For  example,  the  volume 
of  a meal  remaining  in  the  stomach  is  equal 
to  (the  volume  at  zero  time)  exp_kt.  Some- 
times, however,  there  is  a “lag  time”  before 
the  stomach  starts  to  empty  and  sometimes 
there  may  be  an  initial  fast  pseudo  first- 
order  rate  before  the  general  and  slower 
pseudo  first-order  process  is  established.  The 
rate  constants,  or  half  times,  for  stomach 
emptying  appear  to  depend  upon  the  type  of 
material  introduced  into  the  stomach.25’ 26 
The  work  of  Hunt  and  Knox8  indicates  there 
is  a receptor  in  the  duodenum  which  may 
control  gastric  emptying  time.  When  the  du- 
odenal contents,  recently  transferred  from 
the  stomach,  are  more  acid  than  a pH  of  six, 
the  receptor  is  activated  in  some  manner  to 
inhibit  gastric  emptying. 

Solid  units,  such  as  granules  or  tablets,  ap- 
pear to  be  emptied  from  the  stomach  gen- 
erally by  a pseudo  first-order  rate  also ; 
however,  the  reported  times  are  longer  and 
over  a wider  range.  Often  an  “all  or  none” 
effect  may  be  experienced  with  large  simple 
units  such  as  enteric  coated  tablets.  No  ac- 
tion can  be  expected  of  such  products  as  long 
as  they  remain  in  the  stomach.  However,  if 
a second  tablet  is  ingested  before  the  first 
passes  the  pylorus,  the  patient  may  later  re- 
ceive a double  dose  of  drug.  It  has  been  sug- 
gested that  the  stomach  emptying  time  for 
single  enteric  coated  tablets  may  be  simply 
a matter  of  probability,  for  many  of  the  re- 
sults obtained  by  investigators  can  be  ex- 
plained by  the  laws  of  probability.25 

Some  of  the  problems  associated  with  the 
above  “all  or  none”  phenomenon  can  be  over- 
come by  distributing  the  dose  of  a drug 
among  a relatively  large  number  of  small 
enteric  coated  units  and  incorporating  these 


in  a capsule  which  will  release  them  readily 
in  the  stomach.  When  such  dosage  forms 
are  given  to  starved  dogs,  the  drug  is  gradu- 
ally emptied  from  the  stomach  and  the  re- 
lease extended  over  a period  of  time.  The 
drug  arrives  at  the  absorption  sites  shortly 
after  administration  and  continues  to  do  so 
for  a considerable  period  of  time.25’ 27 


Absorption  Sites 

Numerous  reports  have  indicated  that  the 
gradient  of  absorbability  along  the  gastro- 
intestinal tract  may  have  an  important  role 
in  the  absorption  and  physiologic  availability 
of  many  drugs. 

The  War  Food  Administration  of  the 
U.S.A.  has  recognized  the  importance  of 
physiologic  availability,  for  they  have  re- 
quired that  the  vitamins  in  products  bought 
by  them  must  not  only  be  present  in  suffi- 
cient total  quantities,  but  also  be  in  a form 
that  is  completely  available  to  humans  when 
the  product  is  ingested  whole.18 

Nicholson,  and  others,  showed  that  the  mu- 
cous membrane  of  the  upper  small  intestine 
has  relatively  enormous  capacity  for  the  ab- 
sorption of  ascorbic  acid.17  Selye  points  out 
that  riboflavin  is  absorbed  readily  in  the 
small  intestine  but  is  destroyed  quickly  in 
the  large  intestine.22  In  a series  of  articles 
by  Campbell,  and  others,3- 4- 14  results  show 
that  riboflavin  is  not  completely  available  if 
it  is  in  tablets  which  require  more  than  an 
hour  to  disintegrate.  However,  one  study  in- 
dicates that  salicylate  preparations  with  in 
vitro  disintegration  times  as  long  as  two 
hours  and  30  minutes  were  fully  available  in 
vivo.13  This  difference  may  be  attributed, 
in  part,  to  the  fact  that  salicylates  are  read- 
ily absorbed  throughout  most  of  the  tract 
whereas  riboflavin  is  absorbed  chiefly  in  the 
small  intestine  and  is  destroyed  readily  in  the 
lower  bowel.  A report  states  that  on  the 
basis  of  available  information,  the  making 
of  sustained  release  riboflavin  dosage  forms 
seems  unwarranted  and  unnecessary  and 
claims  for  any  physiologic  advantage  to  this 
type  of  medication  seems  unjustified.14 

In  1953,  it  was  found  that  erythromycin 
base  is  readily  absorbed  from  the  upper  in- 
testinal tract  and  that  the  absorption  of  the 
drug  is  materially  lessened  or  is  destroyed 
quickly  by  the  action  of  the  gastric  secre- 
tions in  humans.9  In  a study  on  the  site  of 
absorption  of  erythromycin  in  rats,  Lee,  and 
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others,  reported  the  following  results  which 
indicate  that  the  drug  gives  high  serum 
levels  when  it  is  absorbed  from  all  parts  of 
the  small  intestine.  The  drug  was  introduced 
into  the  various  parts  of  the  tract  as  shown 
in  Table  1 :10 

Table  1. — Absorption  of  Erythromycin  Base. 

Serum 

Concentration 
M-g/ml. 
Group  Mean 

Dose  Site  of  Absorption  ± S.E. 


100  mg.  Both  Ends 

1. 

Stomach 

0.04  or  less 

Legated 

2. 

S.  Intestine, 

4.35  ± 2.64 

begin  % 

3. 

S.  Intestine, 

2.50  ± 1.94 

middle  % 

4. 

S.  Intestine, 

3.56  ± 2.92 

last  % 

5. 

Cecum 

0.74  ± 0.40 

6. 

Large  intest- 

0.83  ± 0.41 

tine 

100  mg.  Without 

1. 

Stomach 

0.06  ± 0.05 

Legation 

2. 

Duodenum 

1.98  ± 0.65 

Anderson,  and  others,  also  have  reported 
that  propionyl  erythromycin  lauryl  sulfate 
(PELS)  is  readily  absorbed  from  the  small 
intestine  and  that  absorption  is  poor  from 
the  stomach.1 

Danopoulos,  and  others,  have  suggested 
that  oxytetracycline  is  quickly  absorbed  by 
the  gastric  mucosa.  These  authors  stated  that 
the  drug  remains  in  circulation  for  a consid- 
erable time  because  it  is  excreted  with  the 
bile  into  the  intestine,  reabsorbed  and  again 
excreted  via  the  gallbladder.0  Absorption  and 
excretion  studies  on  tetracycline  show  the 
drug  is  absorbed  from  the  dog  stomach,  duo- 
denum and  ileum,  but  very  little  absorption 
takes  place  from  the  colon.  Absorption  from 
the  small  intestine  is  reported  to  be  extreme- 
ly rapid  and  peak  serum  levels  are  attained 
within  30  minutes.  Although  the  absorption 
from  the  stomach  is  significant,  the  peak 
serum  levels  are  reached  much  more  slowly 
than  from  the  intestine  and  the  peak  levels 
are  maintained  for  a much  longer  time.19 

Although  a number  of  pharmaceutic 
houses  are  aware  of  the  effects  of  such  fac- 
tors and  attempt  to  produce  drugs  in  dosage 
forms  which  will  assure  the  physician  and 
patient  of  full  physiologic  availability,  there 
are  many  so-called  “generic  equivalent  prod- 
ucts” available  which  do  not  necessarily 
meet  the  standard.  However,  since  the  stand- 
ards for  physiologic  availability  are  not  gen- 
erally well  defined,  all  members  of  the  health 


science  professions  should  be  careful  to  ex- 
ercise care  in  seeing  that  the  sick  receive  the 
most  efficacious  dosage  forms  available 
today. 

[Continued  Next  Month:  Part  II,  “Physicochemi- 
cal and  Pharmaceutical  Factors  of  Drugs  Influenc- 
ing Gastrointestinal  Absorption.”] 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 
College  of  Pharmacy, 

The  University  of  Texas. 
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AMA  Retirement  Plan 
Available  to  Members 


The  American  Medical  Association  has  cre- 
ated a retirement  program  for  qualified 
physician  members  of  the  AMA  and  their 
full-time  employees. 

The  program  was  made  possible  under 
provisions  of  Public  Law  87-792,  which 
passed  Congress  as  the  Keogh  bill  and  was 
signed  into  law  Oct.  10,  1962. 

This  law  permits  everyone  who  is  self- 
employed  to  use  a portion  of  his  earned  in- 
come to  participate  in  a tax-deferred  pension 
program.  The  tax-deferment  privilege  had 
previously  been  extended  to  employees  of 
corporations,  associations,  and  other  organi- 
zations but  had  been  denied  to  the  self-em- 
ployed prior  to  enactment  of  the  new  law. 

The  physician,  or  other  self-employed  in- 
dividuals, now  may  set  aside  in  a qualified 
retirement  program  up  to  $2,500  or  10  per 
cent  of  his  annual  earned  income,  whichever 
is  smaller,  and  defer  payment  of  federal  in- 
come taxes  on  half  of  this  pension-program 
contribution  until  he  receives  the  benefits. 

The  individual,  however,  must  provide  pro- 
portionate benefits  to  all  of  his  full-time  em- 
ployees who  have  worked  for  him  for  at 
least  three  years.  He  may  include  all  his  full- 
time employees  regardless  of  length  of  serv- 
ice. His  contributions  for  the  benefit  of  his 
employees  are  fully  deductible.  A full-time 
employee  is  one  who  works  at  least  20  hours 
a week  and  at  least  five  months  of  the  year. 

If  the  self-employed  individual,  for  exam- 
ple, sets  aside  5 per  cent  of  his  own  net 
earnings,  he  is  required  to  contribute  on 
behalf  of  his  employees  an  amount  equal  to 
5 per  cent  of  their  salaries.  If  his  own  contri- 
bution is  10  per  cent,  he  must  contribute  the 
equivalent  of  10  per  cent  of  his  employees’ 
salaries. 

If  a plan  provides  for  voluntary  contribu- 
tions for  all  participants,  the  employer  also 
may  then  enlarge  his  program  with  an  ad- 
ditional contribution  up  to  10  per  cent  of  his 
earnings  to  a maximum  of  $2,500.  This  ad- 
ditional money  is  non-deductible.  The  em- 
ployee is  also  privileged  to  contribute  addi- 


tional funds  to  the  program  for  himself  at 
the  same  rate  used  by  his  employer.  How- 
ever, the  employee  is  not  subject  to  the  dol- 
lar limitations. 

Under  the  AMA  program,  the  physician 
and  his  employees  will  have  the  choice  of 
investing  their  contributions  in  an  equity 
investment  fund  or  in  insurance  annuities 
or  in  both.  If  both  are  chosen,  the  partici- 
pant will  designate  the  amount  of  his  con- 
tribution to  be  invested  in  each. 

The  equity  fund  will  be  used  to  purchase 
stocks,  real  estate,  mortgages  and  similar 
securities  through  a national  bank  serving 
as  trustee  for  the  fund.  Contributions  for  in- 
surance annuities  will  be  placed  with  major 
insurance  companies  at  a guaranteed  inter- 
est rate.  Participants  in  the  AMA  program 
investing  in  annuities  will  also  share  in  ex- 
cess profits  earned  by  the  insurance  com- 
panies. 

The  program  will  be  managed  by  an  ad- 
ministrative board  composed  of  the  execu- 
tive committee  of  the  AMA  Board  of  Trus- 
tees. 

AMA  officials  said  the  association’s  re- 
tirement plan  will  provide  advantages  of 
diversity  of  investment,  with  attendant  fac- 
tors of  safety  and  the  possibility  of  long-term 
growth,  coupled  with  annuity  insurance.  A 
variety  of  investments  will  be  open  to  the 
plan  which  are  not  readily  available  to  the 
individual. 

Participants  will  also  benefit  from  low 
cost,  resulting  from  mass  buying  and  the 
availability  of  basic  records  at  the  AMA.  In 
addition,  officials  said,  the  AMA  plan  offers 
mobility,  which  may  not  be  available  in  other 
retirement  plans.  Many  plans  are  restricted 
to  the  participant’s  locality  and  when  he 
moves  from  the  area,  he  is  dropped  from 
the  plan.  Under  the  AMA  plan,  however,  a 
member  can  relocate  anywhere  in  the  world 
and  retain  his  membership  in  the  plan  so 
long  as  he  remains  self-employed  and  a mem- 
ber of  the  AMA  and  keeps  his  United  States 
citizenship. 
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Governor  Views  Proudly 
State's  Care  of  Needy  Aged 

Texas  has  a model  program  for  the  health 
care  of  our  needy  aged,  Gov.  John  Connally 
told  a Fort  Worth  audience  at  that  city’s 
first  Health  Fair. 

“We  have  not  defaulted  our  responsibility 
to  the  Federal  Government,  nor  waited  for 
it  to  come  forth  with  an  undesirable  program 
of  compulsory  health  care  for  our  elderly,” 
the  Governor  emphasized.  He  spoke  Sept. 
13  at  a dinner  in  Will  Rogers  Coliseum. 

He  described  the  success  of  the  Kerr-Mills 
Act  in  Texas  in  which  the  State  through  the 
Department  of  Public  Welfare  has  purchased 
a health  insurance  policy  for  225,000  needy 
aged.  He  reported  his  support  of  a consti- 
tutional amendment  to  be  submitted  to  the 
voters  in  November  of  1964  which  would  au- 
thorize similar  vendor  payments  for  those 
elderly  not  on  Old  Age  Assistance  who  are 
unable  to  pay  for  needed  medical  services.  He 
also  mentioned  his  support  of  the  measure 
which  authorizes  the  Texas  65  insurance 
plan  which  is  being  introduced  during  Oc- 
tober and  can  be  expected  to  add  to  the  num- 
ber of  elderly  who  can  protect  themselves 
against  medical  and  hospital  expenses. 

Connally  shared  the  spotlight  with  Rich- 
ard Chamberlain,  television’s  Dr.  Kildare, 
who  was  in  Fort  Worth  for  the  Health  Fair 
and  to  receive  recognition  from  Southern 
Medical  Association  for  the  outstanding  job 
he  has  done  in  portraying  the  trials  and 
tribulations  of  a doctor  in  his  video  role. 


Disaster  Medical  Care  Talks 
Scheduled  for  Nov.  2-3 

The  14th  National  County  Medical  Socie- 
ties Conference  on  Disaster  Medical  Care  is 
set  for  Nov.  2-3  at  the  Pick-Congress  Hotel 
in  Chicago. 

The  meeting  is  designed  for  medical  and 
health  personnel  concerned  with  disaster  pre- 
paredness programs. 

The  conference  will  include  an  address  by 
Rep.  F.  Edward  Hebert  (D.,  La.),  member 
of  the  House  Armed  Services  Committee  and 
chairman  of  its  subcommittee  which  con- 
siders civil  defense  legislation. 

Additional  information  and  advance  reg- 
istration are  available  from  the  Council  on 
National  Security,  AMA,  535  North  Dear- 
born, Chicago  10. 


"Your  honor,  does  my  client  look  like  the  type  of  doctor 
who  would  do  40,000  miles  an  hour  in  a 25,000-mile 
zone  if  it  weren't  an  emergency?" 


Miss  Kay  Henry  Receives 
Harriet  Cunningham  Fellowship 

Miss  Sarah  Kay  Henry  of  Haskell  has  been 
named  this  year’s  recipient  of  the  Harriet 
Cunningham  Memorial  Fellowship  in  Medi- 
cal Writing.  The  fellowship  is  for  $250  and 
includes  an  internship  on  the  editorial  staff 
of  the  Texas  State  Journal  of  Medicine. 

The  medical  writing  award  was  created 
in  1960  in  memory  of  Miss  Harriet  Cunning- 
ham, who  was  managing  editor  of  the  Jour- 
nal for  14  years.  Awarded  each  year  to  a 
student  who  desires  to  pursue  graduate  work 
in  journalism  with  emphasis  on  medical 
writing,  the  University  of  Texas  fellowship 
exists  for  the  purpose  of  producing  trained 
medical  writers  for  lay  media  and  scientific 
publications. 

Miss  Henry  graduated  from  Southern 
Methodist  University  with  a B.A.  in  English 
in  1961.  After  attending  Hermann  Hospital 
School  of  Medical  Technology  and  receiving 
her  MT(ASCP)  in  1962,  she  worked  at  M.  D. 
Anderson  Research  and  Tumor  Institute  for 
a year.  She  entered  the  School  of  Journalism 
at  the  University  in  September. 
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Postgraduate  Courses 

Pediatrics,  Houston,  Nov.  14-16,  1963. — 
The  Department  of  Pediatrics  of  Baylor  Uni- 
versity College  of  Medicine,  in  conjunction 
with  the  Division  of  Maternal  and  Child 
Health  of  the  Texas  State  Department  of 
Health,  will  sponsor  the  annual  postgraduate 
symposium  at  Texas  Children’s  Hospital. 

Five  guests  will  participate  in  the  sym- 
posium. They  are  Dr.  Alfred  M.  Bongiovan- 
ni,  professor  and  acting  chairman,  Depart- 
ment of  Pediatrics,  The  School  of  Medicine, 
University  of  Pennsylvania,  Philadelphia; 
Dr.  Park  S.  Gerald,  assistant  professor  of 
pediatrics,  Harvard  Medical  School  and  Chil- 
dren’s Hospital  Medical  Center,  Boston;  Dr. 
Alexander  S.  Nadas,  pediatric  cardiologist  at 
Children’s  Hospital  Medical  Center,  Boston; 
Dr.  Richmond  S.  Paine,  professor  of  pedi- 
atric neurology,  George  Washington  Univer- 
sity School  of  Medicine,  Washington,  D.C. ; 
and  Dr.  James  M.  Sutherland,  associate  pro- 
fessor of  pediatrics,  College  of  Medicine,  Cin- 
cinnati. 

Interested  physicians  should  contact  Dr. 
Russell  J.  Blattner,  professor  and  chairman, 
Department  of  Pediatrics,  Baylor  University 
College  of  Medicine,  1200  Moursund  Avenue, 
Houston  25. 

Anesthesiology,  Miami  Beach,  Jan.  5-8, 
1964. — The  University  of  Miami  and  Univer- 
sity of  Florida  Schools  of  Medicine  have  an- 
nounced the  first  annual  postgraduate  semi- 
nar in  anesthesiology  which  will  have  the 
theme,  “Cardiovascular  System.”  Although 
the  problems  of  this  system  in  relation  to 
anesthesia  will  be  stressed,  the  subjects  pre- 
sented are  of  vital  interest  to  all  phases  of 
medical  practice.  The  program  will  consist 
of  five  panel  discussions:  (1)  physiological 
considerations  in  circulation,  (2)  recent  ad- 
vances in  management  of  cardiac  arrest, 
(3)  pharmacological  considerations  related 
to  circulation,  (4)  surgical  and  anesthetic 
management  of  the  patient  with  heart  dis- 
ease, and  (5)  symposium  on  hemorrhagic 
and  septic  shock. 

For  information  physicians  may  contact 
Dr.  Frank  Moya,  professor  and  chairman, 
Department  of  Anesthesiology,  University  of 
Miami  School  of  Medicine,  Miami  36. 

Psychiatry,  Dallas,  Dec.  16,  1963-Jan.  6, 
1964. — Neuropathology  will  be  offered  for 
psychiatrists  only  at  the  University  of  Texas 
Southwestern  Medical  School.  Interested  per- 
sons may  write  to  Dr.  John  S.  Chapman,  as- 


sistant dean  for  postgraduate  education, 
Southwestern  Medical  School,  5323  Harry 
Hines  Blvd.,  Dallas  35. 

Coronary  Arteriography,  Houston,  Dec. 
2-4,  1963.- — The  Division  of  Continuing  Edu- 
cation of  the  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  will  present 
a course  at  the  Texas  Medical  Center.  Dr.  F. 
Mason  Sones,  Jr.,  of  the  Cleveland  Clinic, 
will  discuss  the  evolution  of  this  technique, 
the  normal  coronary  circulation,  the  clinical 
application  of  cine  coronary  arteriography 
and  its  use  in  evaluating  medical  and  surgi- 
cal therapy  in  patients  with  coronary  artery 
disease. 

For  further  information  physicians  may 
write  the  Division  of  Continuing  Education, 
The  University  of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston,  102  Jesse 
Jones  Library  Building,  Texas  Medical  Cen- 
ter, Houston  77025. 

Governor  Names  6 Physicians 
To  TB  Eradication  Committee 

Six  physicians  have  been  named  by  Gov. 
John  Connally  to  a committee  to  eradicate 
tuberculosis.  They  are  Dr.  Charles  A.  Le 
Maistre,  Dallas,  chairman;  Dr.  Elliott  Men- 
denhall, Dallas;  Dr.  Daniel  E.  Jenkins,  Hous- 
ton; Dr.  Morris  E.  Malakoff,  Laredo;  Dr. 
John  Middleton,  Galveston;  and  Dr.  Carlos 
Quintanilla,  McAllen. 

Among  eight  others  on  the  14-member 
committee  is  Philip  R.  Overton  of  Austin, 
counsel  for  Texas  Medical  Association. 

Task  of  the  committee  will  be  to  formulate 
a coordinated  program  of  case  finding,  treat- 
ment, and  follow-up  on  TB. 

Anesthesiologists  To  Meet 
Nov.  2-6  in  Chicago 

The  American  Society  of  Anesthesiologists 
will  meet  Nov.  2-6  at  the  Palmer  House  in 
Chicago. 

Texas  physicians  on  the  program  include 
Drs.  A.  Goldstein,  B.  A.  Wells,  and  A.  S. 
Keats,  all  of  the  division  of  anesthesiology, 
Baylor  University  College  of  Medicine,  Hous- 
ton; and  H.  L.  Rudman,  R.  D.  Stoneback, 
and  W.  L.  Lumpkin,  all  of  Brooke  General 
Hospital,  Fort  Sam  Houston. 

For  additional  information  physicians  may 
write  to  Mr.  J.  W.  Andes,  executive  secre- 
tary, 515  Busse  Highway,  Park  Ridge,  111. 
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5,000  to  6,000  Expected  in  New  Orleans 
For  Southern  Medical  Association  Meeting 


The  four-day  scientific  meeting  of  the 
Southern  Medical  Association,  which  annu- 
ally attracts  5,000  to  6,000  persons,  will  be 
held  in  New  Orleans  Nov.  18-21.  A Texas 
physician,  Dr.  Robert  D.  Moreton  of  Fort 
Worth,  will  be  installed  as  president  during 
the  meeting.  Attendance  is  expected  to  reach 
an  all-time  high. 

Southern  Medical  Association,  one  of  the 
largest  general  medical  organizations  in  the 
country,  embraces  16  southern  states  and  the 
District  of  Columbia.  It  owns  and  publishes 
the  Southern  Medical  Journal  monthly  and 
the  Southern  Medical  Bulletin,  a quarterly 
publication. 

Officers  from  Texas  who  assisted  with 
the  program  for  the  meeting  besides  Dr. 
Moreton  are  Drs.  Robert  W.  Kimbro,  Cle- 
burne, councilor ; J.  A.  Hallmark,  Fort  Worth ; 
A.  Rex  Kirkley,  Belton;  Joe  T.  Nelson, 
Weatherford;  Thomas  L.  Royce,  Houston; 
and  Phillip  W.  Voltz,  Jr.,  San  Antonio,  associ- 
ate councilors ; Milford  O.  Rouse,  Dallas, 
member  of  board  of  trustees ; Curtice  Rosser, 
Dallas,  member  of  editorial  board;  Thomas 
R.  McElhenney,  Austin,  vice  chairman,  sec- 
tion on  allergy ; Theodore  J.  Haywood,  Hous- 
ton, secretary-elect,  section  on  allergy;  M.  T. 
Jenkins,  Dallas,  chairman,  section  on  anes- 
thesiology; N.  C.  Hightower,  Jr.,  Temple, 
chairman,  section  on  gastroenterology ; Mar- 
cel Patterson,  Galveston,  secretary,  section 
on  gastroenterology;  John  A.  Wall,  Houston, 
vice  chairman,  section  on  gynecology ; Mal- 
colm J.  Ford,  Dallas,  chairman,  section  on 
preventive  medicine;  and  Gerald  D.  Barton, 
Dallas,  vice  chairman,  section  on  preventive 
medicine. 

Leading  physicians  from  all  over  the 
United  States  have  accepted  invitations  to 
appear  as  special  guest  speakers.  These  and 
the  specialty  programs  on  which  they  will 
appear  are  Drs.  John  M.  Sheldon,  Ann  Ar- 
bor, Mich.,  allergy;  Vincent  J.  Collins,  Chi- 
cago, anesthesiology;  Thomas  B.  Fitzpatrick, 
Weston,  Mass.,  dermatology;  Charles  F. 
Code,  Rochester,  Minn.,  gastroenterology; 
Philip  Thorek,  Chicago,  general  practice; 
Carl  T.  Javert,  New  York  City,  gynecology; 


Frank  Mason  Sones,  Jr.,  Cleveland,  medi- 
cine; W.  James  Gardner,  Cleveland,  neurol- 
ogy and  psychiatry ; F.  Bayard  Carter,  Dur- 
ham, N.  C.,  obstetrics;  Harold  F.  Schuk- 
necht,  Boston,  ophthalmology  and  otolaryn- 
gology; Herbert  E.  Pedersen,  Dearborn, 
Mich.,  orthopedic  and  traumatic  surgery; 
Felix  Wroblewski,  New  York  City,  pathol- 
ogy; John  Caffey,  Denver,  pediatrics;  Rob- 
ert A.  Chase,  Palo  Alto,  Calif.,  plastic  and 
reconstructive  surgery;  Robert  A.  Scarbor- 
ough, San  Francisco,  Calif.,  proctology; 
E.  B.  D.  Neuhauser,  Boston,  radiology;  Geza 
de  Takats,  Chicago,  surgery;  and  John  W. 
Draper,  New  York  City,  urology. 

In  addition  to  these  special  guests,  approx- 
imately 500  more  physicians  will  participate 
in  other  phases  of  the  program.  Some  200 
scientific  and  technical  exhibits  will  be 
shown. 

Three  symposiums  will  highlight  the  meet- 
ing, including  one  on  organ  transplantation 
led  by  Dr.  Clifford  C.  Snyder,  Miami,  Fla., 
and  featuring  such  men  as  Drs.  Charles  C. 
Sprague,  New  Orleans;  Charles  DeWitt,  New 
Orleans;  James  D.  Hardy,  Jackson,  Miss.; 
David  M.  Hume,  Richmond,  Va. ; and  Thomas 
E.  Starzl,  Denver. 

A second  symposium  on  thermal  modalities 
in  medicine,  arranged  by  Dr.  Benjamin  F. 
Byrd,  Jr.,  Nashville,  Tenn.,  will  include  Drs. 
John  Adriani,  New  Orleans ; N.  C.  Hightow- 
er, Jr.,  Temple;  Curtis  P.  Artz,  Jackson, 
Miss.;  John  E.  Adams,  San  Francisco;  and 
Arlie  R.  Mansberger,  Jr.,  Baltimore. 

The  third  symposium,  concerned  with  the 
relationship  of  enzymes  and  viruses  to  can- 
cer, will  be  headed  up  by  Dr.  Murray  M. 
Copeland,  Houston,  and  will  feature  Drs.  W. 
Ray  Bryan,  Bethesdar  Md. ; Leon  Dmochow- 
ski,  Houston ; James  T.  Grace,  Buffalo,  N.Y. ; 
and  Felix  Wroblewski,  New  York  City. 

Workshops,  refresher  courses,  round  table 
luncheons,  and  fireside  conferences  will  be 
some  of  the  activities  of  special  interest  to 
pathologists,  radiologists,  and  chest  physi- 
cians. The  Southern  Medical  Association  will 
cooperate  with  the  College  of  American  Path- 
ologists in  holding  a workshop  on  profes- 
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sional  problems  of  the  pathologist  designed 
primarily  for  senior  pathology  residents. 
Radiology  Refresher  Courses,  co-sponsored 
by  the  Association  and  the  Radiological  So- 
ciety of  North  America,  will  have  lectures  on 
“The  Radiologic  Evolution  of  Generalized 
Skeletal  Dysplasias,”  “Juvenile  Osteochon- 
drosis,” “Leukemia:  Its  Diverse  Manifesta- 
tions,” and  “Radiologic  Aspects  of  Respira- 
tory Distress  in  Infants  and  Children.” 
Round  Table  Luncheons  and  Fireside  Confer- 
ences, joint  presentations  of  the  American 
College  of  Chest  Physicians,  Southern  Chap- 
ter, and  the  Southern  Medical  Association, 
will  feature  several  groups  of  prominent 
scientists  discussing  recent  advances  in  the 
diagnosis  and  treatment  of  cardiopulmonary 
disease. 

A full  schedule  of  closed-circuit  color  tele- 
vision programs,  under  the  direction  of  Dr. 
Louis  Burroughs,  New  Orleans,  and  his  com- 
mittee, has  been  planned  for  the  sections  on 
ophthalmology  and  otolaryngology,  gynecol- 


ogy and  obstetrics,  surgery  and  pathology, 
plastic  and  reconstructive  surgery,  proctol- 
ogy, pathology,  gastroenterology  and  proc- 
tology, and  dermatology.  Physicians  respon- 
sible for  each  program  are  Drs.  Harold  G. 
Tabb,  Conrad  G.  Collins,  Edward  T.  Kre- 
mentz,  Richard  Vincent,  Patrick  H.  Hanley, 
Emma  S.  Moss,  W.  D.  Davis,  Jr.,  and  Vin- 
cent J.  Derbes,  all  of  New  Orleans. 

On  the  lighter  side  of  the  meeting,  a golf 
tournament  has  been  scheduled  by  Dr.  Ruble 
E.  Moor,  New  Orleans,  and  the  entertain- 
ment features  include  alumni  and  fraternity 
reunions,  the  President’s  Luncheon  with  Dr. 
Edward  R.  Annis,  Miami,  President  of  the 
American  Medical  Association,  as  guest 
speaker,  and  the  association’s  annual  dinner 
dance.  Many  activities  are  also  planned  for 
physicians’  wives. 

For  additional  information  physicians  may 
write  to  Robert  F.  Butts,  executive  director, 
Southern  Medical  Association,  2601  Highland 
Avenue,  Birmingham,  Ala. 


Texas  65  Plan  Reported 
Accepted  Enthusiastically 

Charles  M.  Barry,  administrator  for  the 
Texas  65  Health  Insurance  Association,  re- 
ports growing  enthusiasm  in  the  state  toward 
the  over-65  health  insurance  plan. 

The  first  three  policies  issued  under  the 
new  Texas  65  Plan,  to  provide  health  insur- 
ance to  Texas  residents  65  years  of  age  and 
older,  have  been  delivered  to  Gov.  John  Con- 
nally  for  his  mother  and  his  wife’s  parents. 

The  precedent-breaking  insurance  Plan  is 
available  for  the  first  time,  Oct.  1-31,  to  all 
Texans  65  years  of  age  and  over  regardless 
of  their  health  or  age. 

It  can  be  purchased  from  any  insurance 
agent  licensed  to  sell  health  insurance  in 
Texas. 

Enabling  legislation  authorizing  the  estab- 
lishment of  the  Texas  65  Health  Insurance 
Association  was  passed  by  the  58th  Legisla- 
ture without  a dissenting  vote. 

Fifty  insurance  companies  doing  business 
in  Texas  have  agreed  to  guarantee  and  un- 
derwrite the  benefits  of  the  Plan. 

$3,800,000  Pledged 
For  UT  Branch  Expansion 

Sealy  and  Smith  Foundation  of  Galveston 
has  pledged  $3,800,000,  payable  over  a five- 


year  period,  in  support  of  an  expansion  pro- 
gram at  the  University  of  Texas  Medical 
Branch. 

Estimated  cost  of  the  expansion  program, 
authorized  by  the  University  of  Texas  Board 
of  Regents  in  September  is  $8,700,000.  It 
will  include  new  construction,  remodeling, 
and  land  acquisition. 

The  Sealy  and  Smith  Foundation  grant 
support  is  directly  related  to  hospital,  or  pa- 
tient care,  activity  as  contrasted  with  purely 
teaching  activity,  W.  W.  Heath,  chairman  of 
the  Board  of  Regents,  said.  Additional  grants 
will  be  sought  in  support  of  this  program  as 
well  as  further  development  of  the  Medical 
Branch. 


Tumors  of  Bone,  Soft  Tissues 
Topic  of  Houston  Conference 

The  eighth  annual  clinical  conference  at 
the  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  “Tumors  of  Bone 
and  Soft  Tissue,”  will  be  held  in  Houston 
Nov.  8-9. 

The  conference  is  co-sponsored  by  the 
University  of  Texas  Graduate  School  of  Bio- 
medical Science  at  Houston. 

Physicians  interested  should  register 
through  the  M.  D.  Anderson  Hospital  and 
Tumor  Institute. 
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Rehabilitation  Group 
Honors  Dr.  Kirkpatrick 

Dr.  Marjorie  Kirkpatrick  has  been  named 
Physician  of  the  Year  by  the  Texas  Re- 
habilitation Association  at  a recent  Austin 
luncheon. 

The  award  commended  Dr.  Kirkpatrick 
“for  a magnificent  contribution  to  the  health 
and  happiness  of  disabled  people  in  Texas.” 

Dr.  Kirkpatrick  received  her  M.D.  degree 
from  the  University  of  Texas  Medical  Branch 
in  Galveston  in  1949  and  opened  an  office 
as  a general  practitioner  in  Big  Spring  in 
1952.  In  1955  an  automobile  accident  threat- 
ened her  career  by  sentencing  her  to  a 
wheelchair  for  life.  In  1956  she  received  a 
Citation  for  Courage  from  the  Howard-Mar- 
tin-Glasscock  Counties  Medical  Society.  Un- 
able to  continue  her  practice,  Dr.  Kirkpat- 
rick became  a patient  at  the  Texas  Rehabili- 
tation Center  at  Gonzales.  Dr.  Kirkpatrick 
became  interested  in  physical  medicine  at 
Gonzales  and  later  completed  a two-year 
residency  in  physical  medicine  and  rehabili- 
tation in  New  York.  Last  year  she  returned 
to  Gonzales  as  medical  director  of  the  Texas 
Rehabilitation  Center. 

- o - 

Dr.  Frank  A.  Giglio,  a Beaumont  obstetri- 
cian and  gynecologist,  has  accepted  a posi- 
tion as  assistant  professor  in  the  department 
of  obstetrics  and  gynecology  at  the  Univer- 
sity of  Alabama  College  of  Medicine. 

- o - 

Dr.  George  R.  Herrmann  of  Galveston  and 
Dr.  Robert  R.  Shaw  of  Dallas  and  Kabul, 
Afghanistan,  were  named  on  the  program 
of  the  first  annual  autumn  conference  of  the 


STATE  SEN.  A.  M.  AIKEN  of  Paris  was  recently  honored 
by  the  Lamar-Delta  Counties  Medical  Society.  Dr.  Harold 
Hunt  of  Paris,  left,  president  of  the  medical  society,  pre- 
sented him  with  a hand-prepared  scroll  of  a resolution 
that  commended  his  long  and  distinguished  service  as  a 
legislator  and  good  citizen.  Guest  speaker  was  Philip  R. 
Overton,  LL.B.,  Austin,  special  counsel  to  Texas  Medical 
Association.  The  doctor  and  the  senator  are  pictured  with 
the  scroll. 

graduates  of  the  University  of  Michigan  Cen- 
ter in  Ann  Arbor  Oct.  17-19. 

- o - 

Dr.  Colvern  D.  Henry  of  San  Antonio, 
president  of  the  Civil  Aviation  Medical  As- 
sociation, addressed  that  group’s  board  of 
trustees  in  St.  Louis  Sept.  14,  on  what  he 
terms  the  most  important  function  of  CAMA 
— the  safety  of  the  civilian  pilot.  He  told  the 
board  that  since  yearly  examinations  are 
mandatory  for  anyone  piloting  a plane,  the 
physician  giving  the  examination  has  an  ex- 
cellent opportunity  to  educate  pilots  on  physi- 
cal, psychological,  and  mental  safeguards. 

- o - 

Dr.  Charles  Sprague,  dean  of  the  Tulane 
University  School  of  Medicine  in  New  Or- 
leans, was  the  featured  speaker  for  the 
eighth  annual  Blackford  Memorial  Cancer 
Clinic  Sept.  8,  held  this  year  in  conjunction 
with  the  14th  District  meeting  near  Denison. 

- o - 

Dr.  A.  Rex  Kirkley  of  Belton  has  been  ap- 
pointed medical  director  for  Blue  Cross-Blue 
Shield  of  Texas.  Dr.  Kirkley  is  presently 
head  of  the  department  of  general  practice 
of  Scott  and  White  Clinic,  Temple. 

- o - 

Mrs.  Martha  James  is  the  new  Staff  Sec- 
retary of  the  Woman’s  Auxiliary,  replacing 
the  former  Nola  Acton,  who  recently  became 
the  wife  of  Dr.  B.  J.  Smith  of  Austin. 

- o - 

Dr.  John  E.  Johnson  has  joined  the  medi- 
cal research  department  of  the  Wm.  S.  Mer- 
rell  Company,  Division  of  Richardson- 
Merrell  Inc.,  as  associate  director  of  clinical 
research.  Dr.  Johnson  was  formerly  assistant 
professor  of  medicine  at  the  University  of 
Texas  Medical  Branch. 

- o - 

Dr.  C.  F.  Gregory,  professor  of  orthopedic 
surgery,  University  of  Texas  Southwestern 
Medical  School,  will  serve  as  the  medical 
witness  for  a demonstration  to  be  held  at 
an  institute  presented  by  the  Southwestern 
Legal  Foundation  in  Dallas  Nov.  21-22. 

- o - 

Two  physicians,  Lloyd  Southivick  of  Edin- 
burg and  Frederick  hurting  of  Big  Spring, 
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have  been  named  to  the  board  of  directors 
of  the  Flying  Physicians  Association.  The 
appointments  were  made  at  the  association’s 
eighth  annual  meeting  which  was  held  re- 
cently in  Aurora,  111. 

- o - 

Dr.  Milton  R.  Hejtmancik  of  the  Univer- 
sity of  Texas  Medical  Branch  in  Galveston 
will  be  one  of  the  speakers  at  the  postgradu- 
ate refresher  course  presented  by  the  Univer- 
sity of  Texas  Pharmacy  Alumni  on  Nov.  8 in 
Austin. 

— o - 

Drs.  Ray  Harrington  and  Lyle  M.  Sellers 
of  Dallas  will  be  discussers  on  the  program 
of  the  section  of  ophthalmology  and  oto- 
laryngology of  the  Southern  Medical  Asso- 
ciation meeting  in  New  Orleans  Nov.  18-21. 

— o - 

New  officers  for  the  Panhandle  District 
Medical  Society  are  Dr.  H.  Fred  Johnson, 
Amarillo,  president;  Dr.  Joe  0.  Arrington, 
Jr.,  Lubbock,  president-elect;  Dr.  E.  K. 
Jones,  Amarillo,  secretary;  Dr.  John  Cun- 
ningham, Dalhart,  first  vice  president;  and 
Dr.  Ray  Freeman,  Hale  Center,  second  vice 
president. 

- o - 

Former  Texas  Commissioner  of  Health  Dr. 
Henry  A.  Holle  has  been  named  executive 
director  of  the  National  Council  for  the  Ac- 
creditation of  Nursing  Homes.  Dr.  Holle,  for 
the  past  year  director  of  health  projects  for 
the  State  Charities  Aid  Association  of  New 
York,  will  have  his  new  office  in  Chicago. 
The  Council  was  established  in  April  by  the 
American  Medical  Association  and  the  Amer- 
ican Nursing  Home  Association  to  promote 
high  standards  among  the  country’s  nursing 
homes. 

American  Medical  Women 
To  Meet  in  San  Antonio 

The  American  Medical  Women’s  Associa- 
tion will  meet  in  San  Antonio  Nov.  13-17  at 
the  St.  Anthony  Hotel.  This  is  the  first  time 
the  50-year-old  organization  has  met  in  Tex- 
as. 

Presiding  will  be  Dr.  Ruth  Hartgraves  of 
Houston. 

The  AMWA  Branches  of  San  Antonio  and 
Houston  are  hostesses.  Registrants  will  have 
an  opportunity  to  visit  the  Aerospace  Medi- 
cal Division  at  Brooks  Field  and  the  South- 
western Research  Foundation. 

“More  Doctors  for  the  Future”  is  the  title 
of  the  morning  symposium  of  the  scientific 


assembly,  Saturday,  Nov.  16.  Dean  Rosemary 
Pierrel,  Pembroke  College;  Dean  Marian 
Fay,  Woman’s  Medical  College  of  Pennsyl- 
vania; and  Dr.  Elizabeth  A.  McGrew,  Uni- 
versity of  Illinois  College  of  Medicine;  will 
present  the  picture  from  their  respective 
viewpoints.  Medical  students  from  South- 
western Medical  School  of  the  University  of 
Texas  will  participate  in  a panel  discussion 
of  the  same  subject  with  their  dean,  Dr.  A.  J. 
Gill  and  Dr.  Rosa  Lee  Nemir,  New  York 
University  School  of  Medicine,  acting  as  co- 
moderators. 

Dr.  Robert  Berson,  dean  of  the  newly  or- 
ganized South  Texas  Medical  School  of  the 
University  of  Texas,  and  president-elect  of 
the  American  Association  of  Medical  Col- 
leges, will  be  the  luncheon  speaker  on  the 
subject  of  “The  Education  of  Tomorrow’s 
Doctors.” 

In  the  afternoon  a group  of  nationally 
known  women  physicians,  Drs.  Minnie  Lee 
Maffett,  Dallas,  Mathilda  Vaschak,  North 
Plainfield,  N.  J.,  Mary  Ellen  Avery,  Balti- 
more, and  Benjy  Brooks,  Houston,  will  dis- 
cuss “The  Physician  and  the  Community” 
from  the  “Grass  Roots  to  the  Cosmos,”  mod- 
erated by  Col.  Paul  A.  Campbell,  USAF,  Ret. 

Additional  information  may  be  obtained 
by  writing  Dr.  Jessie  L.  Brodie,  1709  Broad- 
way, New  York  19. 

Survival  Techniques  Course 
To  Be  Taught  in  Dallas  Schools 

A 16-hour  course  in  survival  techniques 
and  first  aid  will  be  offered  in  the  Dallas 
schools  this  fall,  according  to  Dr.  Ben  A. 
Merrick,  president  of  the  Dallas  County 
Medical  Society.  The  local  program  is  part 
of  a nationwide  effort  sponsored  by  the 
American  Medical  Association.  The  Dallas 
program  should  reach  a quarter  of  a million 
people. 
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Physician  Treats  Cases 
Of  Fast-Draw  Syndrome 

The  old  west  still  lives  today,  according  to 
Dr.  Michael  M.  Duffy,  a U.S.  Army  physi- 
cian stationed  in  El  Paso.  In  the  past  three 
years,  he  has  treated  24  patients  for  wounds 
incurred  during  the  execution  of  a fast  draw, 
an  average  of  one  gunshot  wound  every  six 
weeks. 

Dr.  Duffy  states  that  the  wounds  have  be- 
come sufficiently  frequent  to  recognize  as  a 
syndrome.  Its  characteristics  are  (1)  the 
wound  occurs  on  the  lateral  side  of  the  right 
or  left  leg,  (2)  entrance  is  generally  located 
in  the  lower  third  of  the  thigh  or  upper  third 
of  the  leg,  and  (3)  the  missile  tract  parallels 
the  long  axis  of  the  extremity. 

Patients  were  hesitant  to  admit  attempt- 
ing a fast  draw,  but  the  most  common  ex- 
planation for  the  occurrence  of  an  accidental 
discharge  was  that  the  finger  was  placed  on 
the  trigger  during  the  draw.  The  most  com- 
monly used  weapon  was  the  single-action 
revolver. 

From  treating  these  patients  Dr.  Duffy 
was  able  to  make  a rather  detailed  study  of 
this  type  of  wound,  its  treatment  and  compli- 
cations, and  has  published  it  in  the  January 
issue  of  Annals  of  Surgery.  All  patients  were 
given  antibiotics  and  tetanus  prophylaxis, 
and  all  wounds  were  debrided  and  left  open. 
Small  wounds  were  allowed  to  close  spon- 
taneously after  cleaning,  but  large  wounds 
were  left  open  for  five  days  if  the  wound 
appeared  clean,  or  longer  if  formation  of  pus 
occurred.  Complications  rarely  occurred,  but 
the  most  common  complications  were  bone 
injury,  joint  injury,  major  vessel  injury, 
injury  to  the  popliteal  artery,  nerve  injury, 
and  later,  aneurysms  and  arteriovenous  fis- 
tulas. 

Dr.  Duffy  suggests  that  treatment  should 
also  include  preventive  information  against  a 
second  occurrence.  In  some  areas,  fast-draw 
clubs  have  been  organized  to  conduct  this 
sport  in  a constructive  way.  Shooting  is  su- 
pervised and  blank  or  modified  ammunition 
is  used.  Assistance  regarding  such  matters 
is  available  through  the  National  Rifle  As- 
sociation. 


Vaccination  against  cholera  has  been  rec- 
ommended by  the  Public  Health  Service  for 
all  travelers  to  Asia  and  the  Western  Pacific 
except  babies  less  than  six  months  old. 


Drug  Advertising  Regulations 
Challenged  by  PMA,  Others 

The  Pharmaceutical  Manufacturers  Asso- 
ciation joined  with  44  U.  S.  drug  producers 
recently  in  filing  with  the  Food  and  Drug 
Administration  objections  to  “invalid”  regu- 
lations over  drug  advertising. 

The  industry  declared  that  rules  issued  by 
the  agency  June  20  go  beyond  the  law  and 
the  intent  of  Congress. 

Industry  sources  found  no  prior  record 
of  challenge  by  prescription  drug  producers 
of  FDA  regulations  in  the  25  years  since  en- 
actment of  the  Food,  Drug,  and  Cosmetic 
Act. 

One  regulation  of  special  concern  subjects 
virtually  all  drug  advertisements  in  profes- 
sional journals  to  possible  federal  pre-pub- 
lication censorship.  The  petition  addressed 
to  the  FDA  states  that  this  “disregards  the 
statutory  command.” 

In  the  Drug  Amendments  of  1962,  Con- 
gress specified  that,  except  in  “extraordi- 
nary circumstances,”  no  advertisement 
should  be  subject  to  prior  governmental  ap- 
proval. 


Flu  Vaccine  Recommended 
For  High  Risk  Groups 

Although  outbreaks  of  influenza  are  not 
expected  to  be  as  bad  as  last  year,  the  Public 
Health  Service  recommends  vaccination  for 
certain  “high  risk”  groups  of  the  population. 

Influenza  is  particularly  dangerous  to  per- 
sons suffering  from  chronic  ailments  such  as 
cardiovascular,  pulmonary,  renal,  and  meta- 
bolic disorders,  and  to  pregnant  women.  Per- 
sons over  45,  particularly  those  over  65, 
should  also  be  immunized. 

Immunization  should  begin  right  way  and 
be  completed  by  mid-December.  There  is  a 
two-week  delay  in  the  development  of  anti- 
bodies which  give  the  protection,  so  it  is 
important  that  the  individual  be  vaccinated 
well  before  exposure  to  the  virus.  The  Public 
Health  Service  reports  that  the  flu  vaccine 
for  this  coming  winter  has  been  modified 
to  give  greater  protection  against  the  chang- 
ing strains  of  both  A2  (Asian)  and  B types. 

Persons  who  have  been  vaccinated  since 
1957  need  only  one  additional  dose;  those 
without  vaccinations  since  1957  should  have 
two  doses,  two  months  apart  and  before 
mid-December. 
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New  Books  in  TMA  Library 

American  Cancer  Society,  Inc.,  and  National  Can- 
cer Institute  U.S.  Public  Health  Service:  Proceed- 
ings of  Third  National  Cancer  Conference,  Phila- 
delphia, J.  B.  Lippincott  Co.,  1957. 

Beacham,  D.  W.:  Crossen’s  Synopsis  of  Gynecol- 
ogy, 6th  ed.,  St.  Louis,  C.  V.  Mosby  Co.,  1963. 

Chest  and  Heart  Association:  Transactions  of 
Second  Conference  on  Health  of  Executives,  London, 
Waterlow  & Sons,  Ltd.,  1961. 

Clark,  R.  E.,  and  Cumley,  R.  W.,  Eds.:  Year  Book 
of  Cancer,  Chicago,  Year  Book  Medical  Publishers, 
1962-63. 

Diamant,  M.:  Chronic  Otitis,  New  York,  S.  Kar- 
ger,  1952. 

Harvey,  W.  P.,  et  al.,  Eds.:  Year  Book  of  Cardio- 
vascular and  Renal  Diseases,  Chicago,  Year  Book 
Medical  Publishers,  1962-63. 

Health  Information  Foundation,  Inventory  of  So- 
cial and  Economic  Research  in  Health,  11th  ed.,  Chi- 
cago, Health  Information  Foundation,  1962. 

Hill,  D.,  and  Parr,  G.,  Eds.:  Electroencephalog- 
raphy, New  York,  The  Macmillan  Co.,  1963. 

Karamyan,  A.  I.:  Evolution  of  Function  of  Cere- 
bellum and  Cerebral  Hemispheres,  Jerusalem,  Israel, 
Program  for  Scientific  Translations,  1962. 

Kerdel-Vegas,  F. : Rhinoscleroma,  Springfield, 
Charles  C Thomas,  1963. 

Maclean,  J.  B.:  Life  Insurance,  9th  ed.,  New  York, 
McGraw-Hill  Book  Co.,  Inc.,  1962. 

Prior,  J.  A.,  and  Silberstein,  J.  S.:  Physical  Diag- 
nosis, 2nd  ed.,  St.  Louis,  C.  V.  Mosby  Co.,  1959. 

Reich,  N.  E.  and  Fremont,  R.  E.:  Chest  Pain,  New 
York,  The  Macmillan  Co.,  1961. 

Rozenfel’d,  I.  I.:  Curative  and  Preventive  Aspects 
of  Public  Health  Services  for  Rural  Population, 


I realize  he's  a 'method'  surgeon  but  we  can't  wait  till 
he  hears  drums  in  his  id  to  begin  the  operation." 


Jerusalem,  Israel,  Program  for  Scientific  Transla- 
tions, 1963. 

Shands,  A.  R.:  Handbook  of  Orthopaedic  Surgery, 
6th  ed.,  St.  Louis,  C.  V.  Mosby  Co.,  1952. 

Snively,  W.  D.:  Sea  Within,  Philadelphia,  J.  B. 
Lippincott,  1960. 

University  of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute:  Conceptual  Advances  in  Immunol- 
ogy and  Oncology,  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  Inc.,  1963. 

Who’s  Who  in  the  South  and  Southwest,  8th  ed., 
Chicago,  A.  N.  Marquis,  1963. 

Youmans,  W.  B.:  Fundamentals  of  Human  Physi- 
ology, Chicago,  Year  Book  Publishers,  Inc.,  1957. 

Book  Notes 

Books  reviewed  in  this  column  are  available  from  TMA  Me- 
morial Library. 

Electrocardiography.  Michael  Bemreiter,  M.D.,  2nd 
ed.  202  pp.  Philadelphia,  J.  B.  Lippincott  Co.,  1963. 
$7. 

T his  is  A brief,  but  thorough,  practical,  and 
readable  text  on  electrocardiography. 

Basic  physiology,  cardiac  arrhythmias, 
myocardial  damage,  electrolyte  disturbances, 
and,  briefly,  congenital  heart  disease  are 
covered.  Worthwhile  comments  and  electro- 
cardiograms on  digitalis  and  quinidine  effect 
and  toxicity  are  included. 

This  work  is  meant  for  the  practitioner, 
advanced  medical  student,  and  resident  phy- 
sician. It  also  contains  some  fine  points  help- 
ful to  the  advanced  cardiologist. 

Altogether  it  is  a very  clear  presentation 
of  a difficult  subject  by  an  author  well- 
versed  in  clinical  electrocardiography. 

— Gretchen  H.  Runge,  M.D.,  and 
Thomas  M.  Runge,  M.D.,  Austin. 

Textbook  of  Ophthalmology.  Francis  Heed  Adler, 
M.D.,  Ed.,  7th  ed.,  560  pp.  Philadelphia,  W.  B. 
Saunders  Co.,  1962.  $9. 

This  is  the  seventh  edition  of  a textbook 
written  for  the  medical  student  and  general 
practitioner. 

A differential  diagnosis  of  ocular  symp- 
toms as  given  by  the  patient  is  presented  in 
outline  form  in  the  first  chapter  and  is  com- 
plete. This  will  be  of  help  to  many  physicians. 

The  remainder  of  the  book  is  an  updating 
of  the  basic  knowledge  of  physiology  and 
pathology  associated  with  ophthalmic  disor- 
ders. 

The  major  defect  in  the  book  lies  in  the 
suggested  treatment  of  some  infections  in 
which  local  penicillin,  boric  acid,  and  silver 
nitrate  still  are  recommended.  Other  than 
this  weakness,  which  is  inevitable  due  to 
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rapid  improvements  in  ways  of  treatment, 
the  book  is  an  authoritative  work,  and  gives 
a practical  and  dependable  guide  for  physi- 
cians whose  patients  develop  ocular  com- 
plaints. 

— Hardy  E.  Thompson,  Jr.,  M.D.,  Austin. 

Hernia.  Sir  Henage  Ogilvie,  M.D.,  135  pp.  Baltimore, 
The  Williams  & Wilkins  Co.,  1959.  $6.50. 

I FOUND  THIS  to  be  an  interesting  treatise 
on  hernias,  written  in  an  easily  readable 
style,  and  a wide  coverage  presented  concise- 
ly and  clearly.  I consider  it  an  excellent  book 
on  the  subject  of  hernias  in  general. 

— Asher  R.  McComb,  M.D.,  San  Antonio. 

Electrocardiography,  Fundamentals  and  Clinical  Ap- 
plication. Lewis  Wolff,  M.D.,  3rd  ed.  351  pp. 
Philadelphia,  W.  B.  Saunders  Co.,  1962.  $8.50. 

Unquestionably,  the  outstanding  merit  of 
this  text  is  Dr.  Wolff’s  ability  to  present  the 
basic  principles  of  electrocardiography  in  a 
direct,  pleasant  to  read,  and  easily  under- 
standable fashion. 

When  Dr.  Wolff  presents,  in  only  a few 
pages,  an  acceptable  cause  and  effect  of  the 
electrical  forces  at  play  in  forming  the  elec- 
trocardiogram, he  has  done,  without  confu- 
sion, what  numerous  other  texts  so  com- 
pletely fail  to  accomplish.  He  has  carefully 
and  graphically  incorporated  the  vector 
forces  into  this  presentation  in  such  a man- 
ner that  anyone  can  understand  the  theory. 
This  text  then  serves  a dual  purpose  in  pre- 
paring one  for  further  pursuit  of  either  elec- 
trocardiography or  vectorcardiography. 

This  book  is  a superior  one  for  medical 
students  and  is  invaluable  to  the  physician 
for  a better  understanding  of  a subject  he 
may  not  be  thoroughly  familiar  with.  It  was 
not  intended  to  be  an  encyclopedia  of  cardi- 
ography filled  with  pros  and  cons  on  various 
theories  but  to  be  concise  and  uncluttered. 
One  other  item  for  comment,  the  author  has 
included  a timely,  well  chosen  discussion  of 
ectopic  rhythms. 

— Lawrence  B.  Reppert,  M.D.,  San  Antonio. 

Obstetrics  and  Gynecology.  J.  Robert  Willson,  M.D., 
Clayton  T.  Beecham,  M.D.,  and  Elsie  Reid  Car- 
rington, M.D.  698  pp.  St.  Louis,  C.  V.  Mosby  Co., 
1963.  $13.75. 

The  authors  make  it  clear  in  the  preface 
that  this  is  strictly  a textbook  for  instruc- 
tion of  medical  students.  The  original  text 


was  published  in  1958,  and  this  is  the  first 
revision.  In  the  revision  practically  all  chap- 
ters have  been  reworked,  and  there  have  been 
additions  to  the  basic  science  and  some  of  the 
clinical  chapters,  particularly  those  concern- 
ing abortion,  ectopic  pregnancy,  endocrine 
disorders,  benign  malignant  lesions  of  the 
cervix,  and  pediatric  gynecology.  Elementary 
obstetric  and  gynecologic  operative  proced- 
ures are  also  now  detailed.  A new  chapter 
on  the  psychology  of  emotional  problems  of 
women  as  related  to  obstetric  and  gyneco- 
logic conditions  has  been  added. 

The  unique  and  captivating  aspect  of  this 
textbook  is  the  arrangement  of  topics  to  read 
like  a story  of  life  from  birth  through  ma- 
turity to  senescence.  In  the  subject  of  ob- 
stetrics, which  is  the  most  detailed  portion  of 
the  book,  the  reader  is  led  through  preg- 
nancy from  the  factors  affecting  conception 
to  prenatal  care,  delivery,  and  puerperium. 

The  final  100  pages  cover  in  brief  the  more 
serious  infections  and  tumors  of  the  pelvic 
organs.  Also,  the  increasing  need  for  ade- 
quate pediatric  and  teenage  gynecology  is 
recognized  by  a full  chapter  on  this  subject. 

In  summary  it  can  be  said  that  this  is  one 
of  the  finest  textbooks  available  for  teaching 
obstetrics  and  gynecology  because  of  its  lucid 
and  coherent  presentation. 

— ' W S.  Parks,  Jr.,  M.D.,  Midland. 


Indications  for  Open-Heart  Surgery.  Dryden  P. 
Morse,  M.D.,  213  pp.  Springfield,  111.,  Charles  C 
Thomas,  1963.  $8.75. 

Dr.  Morse  has  produced  a short  book  (less 
than  200  pages)  which  although  titled,  “In- 
dications for  Open-Heart  Surgery,”  is  really 
but  a brief  resume  of  clinical  features,  diag- 
nostic techniques,  surgical  procedures  and  re- 
sults of  treatment  of  the  more  common  forms 
of  congenital  and  acquired  heart  disease  in- 
cluding those  in  which  open  procedures  are 
not  used.  This  volume  may  serve  to  give  a 
perfunctory  knowledge  of  the  field  to  the 
student  and  to  the  general  practitioner.  It  is 
too  superficial  to  serve  the  purpose  of  the 
title  as  far  as  patient  management  by  the 
internist  or  generalist  is  concerned.  Compar- 
atively little  space  is  devoted  to  the  subject 
of  indications  for  surgery. 

The  illustrations  are  excellent.  The  text 
is  clear  and  understandable.  There  is  a ten- 
dency to  oversimplify  many  of  the  diagnostic 
problems  and  operative  procedures. 

— R.  Maurice  Hood,  M.D.,  Austin. 
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Recent  Deaths 


DR.  B.  BARZUNE 

Dr.  Benjamin  Barzune,  a native  of  Dallas, 
died  while  vacationing  in  Nassau  on  Aug.  14. 
Dr.  Barzune  came  to  Dallas  in  1952  and  de- 
voted his  practice  to  industrial  medicine,  op- 
erating the  Trinity  Medical  Clinic  in  Dallas. 

He  was  born  in  Dallas  in  1908,  the  son  of 
Louis  and  Fannie  G.  (Ablon)  Barzune.  He 
was  married  to  Anne  Adele  Pomarantz  in 
Dallas  in  1937.  They  had  two  children,  Law- 
rence and  Barbara  Gail  Barzune. 

After  attending  the  old  Forest  Avenue 
High  School  in  Dallas,  he  went  to  New  York 
University  in  1928.  In  1930  he  transferred 
to  Indiana  University  at  Bloomington.  He  at- 
tended Baylor  University  College  of  Medi- 
cine in  Dallas,  receiving  his  M.D.  degree  in 
1935.  He  was  licensed  to  practice  medicine 
in  Texas  the  same  year.  After  serving  his 
internship  at  Baylor  Hospital  he  went  to 
Eunice,  N.M.  From  1942  to  1946  he  served  as 
a major  in  the  U.S.  Army  Medical  Corps  in 
World  War  II,  and  in  1946  he  returned  to 
Eunice.  In  1952  he  moved  to  Dallas. 

Dr.  Barzune  was  a member  of  the  Dallas 
County  Medical  Society,  the  Texas  Medical 
Association,  the  Southern  Medical  Associa- 
tion, the  American  Medical  Association,  the 
American  Association  of  Railway  Surgeons, 
the  Texas  Academy  of  General  Practice,  a 
fellow  of  the  Industrial  Medical  Association, 
and  associate  of  the  International  College  of 
Surgeons.  He  was  past  president  of  the  St. 
Paul  Hospital  medical  staff,  and  he  was  also 
active  on  the  staff  of  Methodist  Hospital. 
He  served  as  president  of  the  Dallas  County 
chapter  of  the  American  Academy  of  Gen- 
eral Practice  from  1959-1960.  In  addition,  he 
was  a member  of  Alpha  Omega  Alpha  and 
Phi  Delta  Epsilon  medical  fraternities. 

Dr.  Barzune  served  on  the  board  of  trus- 
tees of  Temple  Emanu-El  and  on  the  board 
of  directors  of  the  Brotherhood  of  Temple 
Emanu-El ; he  was  also  a member  of  the 
Congregation  Tiferet  Israel.  He  was  recently 
elected  to  the  board  of  trustees  of  the  Caruth 
Foundation.  He  was  a member  of  the  Rotary 
Club  and  Dallas  Chamber  of  Commerce.  He 
was  a Scottish  Rite  Mason  and  a member  of 
Hella  Temple  Shrine  in  Dallas. 

While  in  Eunice,  Dr.  Barzune  twice  served 


DR.  B.  BARZUNE 


as  president  of  the  Lea  County,  N.M.,  Medi- 
cal Society,  and  he  was  secretary  of  the  medi- 
cal staff  of  the  Lea  County  Community  Hos- 
pital. He  was  vice  president  and  one  of  the 
founders  of  the  New  Mexico  Academy  of 
General  Practice,  and  he  was  chairman  of 
the  diabetic  committee  and  the  rural  health 
committee  of  the  New  Mexico  State  Medical 
Society. 

He  served  as  president  of  the  Chamber  of 
Commerce,  the  Lions  Club,  and  the  Rotary 
Club  of  Eunice. 

Survivors  include  his  wife,  Mrs.  Anne  P. 
Barzune ; son,  Lawrence  Barzune ; daughter, 
Barbara  Gail  Barzune ; brother,  Sol  Bar- 
zune; sister,  Mrs.  Esther  Stein;  stepmother, 
Mrs.  Gladys  Barzune ; and  one  grandchild, 
all  of  Dallas. 


DR.  P.  R.  JETER 

Dr.  Perry  R.  Jeter,  79,  co-founder  of  Chil- 
dress’ first  hospital,  died  there  Aug.  8 after 
a lengthy  illness. 

Born  Dec.  23,  1883,  in  Troy,  Ala.,  the  son 
of  Mr.  and  Mrs.  Marian  Jeter,  he  came  to 
Childress  in  1928  from  Oklahoma.  His  early 
education  was  at  Quitman  and  Commerce, 
Tex.  He  was  a graduate  of  the  University  of 
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Oklahoma  School  of  Medicine,  and  had  in- 
terned in  Oklahoma  City. 

He  was  a member  of  the  American  Medi- 
cal Association  and  had  been  elected  to  hon- 
orary membership  in  the  Texas  Medical  As- 
sociation through  the  Armstrong-Donley- 
Childress-Collingsworth-Hall-Wheeler  Coun- 
ties Medical  Society.  He  was  once  president 
of  his  county  society. 

A member  of  the  Central  Christian 
Church,  he  also  was  a past  president  of 
the  Lions  Club,  a Past  Worshipful  Master  in 
the  Masonic  Lodge,  and  a member  of  the 
Childress  Lodge  No.  695.  His  hobby  was 
gardening. 

Survivors  include  his  widow,  the  former 
Mamie  Davis;  one  son,  J.  C.  Larcom  of  Cle- 
burne; a grandson;  one  brother,  W.  T.  Jeter 
of  Washington,  D.  C. ; and  three  sisters,  Mrs. 
A.  B.  Davis,  Norman,  Okla.,  Mrs.  Syl  Har- 
bour, Mangum,  Okla.,  and  Mrs.  H.  W.  Fin- 
ley, McLean,  Tex. 


DR.  R.  N.  GRAHAM 

Dr.  Robert  Norvel  Graham,  65,  Del  Rio 
city  health  officer  and  the  first  chief  of  staff 
for  the  Val  Verde  Memorial  Hospital,  died  at 
his  home  July  21.  Cause  of  death  was  lung 
cancer. 

Dr.  Graham  was  born  in  Nixon  May  30, 
1898.  He  grew  up  in  Cotulla  where  his  fath- 
er, Dr.  R.  L.  Graham,  practiced  medicine  for 
many  years.  He  attended  Cotulla  schools  and 
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received  his  M.D.  degree  from  the  University 
of  Oklahoma  Medical  School  in  1926. 

He  practiced  medicine  in  Del  Rio  for  30 
years  before  he  became  ill  five  months  before 
his  death. 

He  married  Sara  Wyatt  of  Sabinal  in  1924, 
and  they  were  the  parents  of  four  sons.  She 
died  in  1942. 

Dr.  Graham  married  Virginia  Ford  in  Oc- 
tober, 1945. 

Before  his  graduation  from  medical  school 
he  did  externe  work  at  St.  Anthony’s  Hos- 
pital, Oklahoma  City,  and  served  a year’s 
internship  there  following  his  graduation.  He 
later  practiced  in  Yale,  Okla.,  from  1927- 
1933. 

A member  of  the  Methodist  church,  he  was 
a Shriner  in  the  Masonic  Lodge. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
Medina -Uvalde- Maverick- Val  Verde-Ed- 
wards-Real  - Kinney  - Terrell  - Zavala  Counties 
Medical  Society,  American  Academy  of  Gen- 
eral Practice,  and  the  Texas  Academy  of  Gen- 
eral Practice,  of  which  he  was  a charter 
member. 

Survivors  include  his  wife,  Mrs.  Virginia 
Ford  Graham;  four  sons,  Robert  Graham  of 
San  Antonio,  Jimmy  N.  Graham  of  Okla- 
homa City,  Okla.,  William  H.  Graham  of  El 
Paso,  and  Wyatt  L.  Graham  of  Houston; 
one  foster  son,  Charles  L.  Graham  of  San 
Antonio;  a sister,  Mrs.  Justice  Skinner;  his 
mother,  Mrs.  Clemie  Graham,  both  of  Del 
Rio;  and  eight  grandchildren. 
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DR.  J.  D.  MARTIN 

Dr.  John  David  Martin,  79,  of  Beaumont 
died  Aug.  13  in  the  Baptist  Hospital  of  Beau- 
mont following  a brief  illness.  Dr.  Martin 
had  practiced  medicine  in  Beaumont  since 
1923  and  had  retired  there  in  1954. 

Born  in  Colmesneil,  Tex.,  Jan.  24,  1883,  he 
was  the  son  of  John  Andrew  and  Elizabeth 
(Enloe)  Martin.  He  attended  the  country 
school  at  Colmesneil,  and  in  1907-1908  he 
went  to  Sam  Houston  State  Teachers  College 
in  Huntsville  from  which  he  received  his 
teaching  certificate.  In  1910  he  went  to  Van- 
derbilt University  in  Nashville,  and  the  next 
year  he  transferred  to  Tulane  University 
School  of  Medicine  from  which  he  received 
his  M.D.  degree  in  1914.  He  was  licensed  to 
practice  medicine  in  Texas  the  same  year. 
He  served  his  internship  in  Charity  Hospital 
in  New  Orleans  from  1921  to  1922,  and 
through  the  years  he  took  postgraduate 
courses  at  Tulane  University  School  of  Medi- 
cine, Mayo  Clinic,  and  Cook  County  Hospital 
in  Chicago. 

Dr.  Martin  started  practicing  medicine  in 
East  Texas  for  the  Kirby  Lumber  Company 
in  1914.  In  1918  he  entered  the  U.  S.  Army 
Medical  Corps  and  served  as  a first  lieuten- 
ant until  Armistice  Day,  1918,  at  which  time 
he  was  discharged.  After  the  war  he  again 
worked  for  the  Kirby  Lumber  Company  un- 
til 1923  when  he  moved  to  Beaumont. 

He  was  married  to  Zora  Priscilla  Gilchriest 
at  Newton,  Tex.,  in  1913.  They  had  one  son, 
Bethea  Allen  Martin. 


DR.  J.  D.  MARTIN 


Dr.  Martin  was  a member  of  the  Jeffer- 
son County  Medical  Society,  the  Texas  Medi- 
cal Association,  and  the  American  Medical 
Association.  In  1954  he  was  elected  to  hon- 
orary membership  in  the  Texas  Medical  As- 
sociation. He  was  also  a member  of  the  Bap- 
tist church  and  the  American  Legion  of 
Beaumont. 

He  is  survived  by  his  wife,  Mrs.  Zora 
Martin  of  Beaumont;  his  son  of  Houston; 
two  sisters,  Mrs.  Ella  Mosely  and  Mrs.  Min- 
nie Sturrock,  both  of  Colmesneil ; and  four 
grandchildren. 


DR.  W.  0.  OTT 

Dr.  William  O.  Ott,  who  had  been  a physi- 
cian and  neurosurgeon  in  Fort  Worth  for 
more  than  40  years,  died  Aug.  18. 

He  had  served  on  the  staffs  of  All  Saints 
and  St.  Joseph’s  hospitals  in  Fort  Worth. 

Dr.  Ott,  born  in  Mount  Hermon,  La.,  was 
graduated  from  Louisiana  State  University. 
He  received  his  medical  degree  at  Rush  Med- 
ical College  in  Chicago  in  1914.  He  served 
on  the  staff  of  Mayo  Clinic  in  Rochester, 
Minn.,  until  the  outbreak  of  World  War  I 
when  he  entered  the  Army  Medical  Corps. 
After  the  war  he  went  back  to  Mayo  Clinic 
remaining  there  until  1923. 

He  came  to  Fort  Worth  in  1923  to  begin 
his  own  practice. 

He  was  a member  of  the  Tarrant  County 
Medical  Society,  Texas  Medical  Association, 
and  American  Medical  Association.  He  was 
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a fellow  of  the  American  College  of  Surgeons 
and  a charter  member  of  the  Society  of  Neu- 
rological Surgeons. 

He  is  survived  by  his  wife;  three  daugh- 
ters, Miss  Mary  Ann  Ott  of  Fort  Worth,  Mrs. 
Jane  Taylor  of  San  Miguel,  Mexico,  and  Mrs. 
Joe  Williams  of  Houston;  two  sons,  Dr.  Wil- 
liam M.  Ott  of  Kilgore  and  David  J.  Ott, 
Ph.D.,  of  Dallas ; four  sisters,  Mrs.  Bessie  0. 
Miller,  Mrs.  Ruth  Wallis,  and  Miss  Fannie 
Ott  of  Louisiana  and  Mrs.  Eugene  Smith  of 
Osyka,  Miss. ; two  brothers,  Denman  D.  and 
Curtis  Ott  of  Louisiana;  14  grandchildren, 
and  one  great-grandchild. 

DR.  W.  H.  PICKETT 

Dr.  William  H.  Pickett,  Dallas  surgeon, 
died  in  a hospital  there  Aug.  25.  He  was  46. 

A native  of  Palestine,  he  had  lived  in  Dal- 
las for  13  years  and  had  practiced  general 
and  thoracic  surgery  since  1955.  He  came 
there  in  1951  as  chief  surgeon  of  the  United 
States  Veterans’  Administration  Hospital. 

He  was  a distinguished  honor  graduate  of 
the  Virginia  Military  Institute  in  Lexington, 
Va.  He  had  received  his  medical  training  at 
the  University  of  Texas  Medical  School, 
graduating  in  1941.  He  served  his  internship 
and  a three-months  residency  at  John  Sealy 
Hospital  there  following  his  graduation. 

Following  his  residency  in  1942,  he  entered 
the  U.  S.  Army  Medical  Corps  and  served  in 
it  until  he  was  discharged  in  1946  with  the 
rank  of  major. 
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He  then  returned  to  John  Sealy  Hospital 
where  he  was  an  instructor  in  surgery  until 
1951  and  was  also  chief  of  residency  in  sur- 
gery. 

He  was  certified  by  the  American  Board 
of  Surgery  and  was  a fellow  of  the  American 
College  of  Surgeons.  He  was  also  a member 
of  the  Southwestern  Surgical  Congress, 
Singleton  Surgical  Society,  Dallas  Society  of 
General  Surgeons,  the  American  Medical  As- 
sociation, Texas  Medical  Association,  and 
the  Dallas  County  Medical  Society. 

Dr.  Pickett  had  served,  since  1951,  on  the 
teaching  staffs  of  Baylor  University  Medi- 
cal Center,  St.  Paul  Hospital,  and  Parkland 
Memorial  Hospital. 

He  is  survived  by  his  father,  Judge  J.  D. 
Pickett,  Palestine ; his  brothers,  Gen.  George 
E.  Pickett,  Arlington,  Va. ; and  Tom  Pickett, 
Alexandria,  Va. 


DR.  H.  L.  HUNT,  JR. 

Dr.  Hubert  Lynnwood  Hunt,  Jr.,  a resident 
of  Irving  who  was  studying  to  specialize  in 
ophthalmology,  died  of  a heart  attack  Aug. 
2 in  Oakland,  Me.  He  was  there  on  a three- 
month  training  assignment  as  part  of  his 
work  at  Parkland  Memorial  Hospital,  Dallas. 

The  37-year-old  physician  spent  most  of 
the  years  of  his  short  career  in  Odessa  where 
he  was  in  general  practice  from  1950  to  1962, 
excluding  two  years  spent  in  the  army  in 
Korea,  Japan,  and  the  United  States. 

He  held  an  M.D.  degree  from  Tulane  Uni- 
versity. His  early  college  work  was  done  at 
Hardin  Junior  College,  Wichita  Falls,  Tex., 
and  at  the  University  of  Texas. 

He  interned  in  Austin  at  Brackenridge 
Hospital  and  served  a residency  in  general 
surgery  there.  His  residency  in  ophthalmol- 
ogy was  being  served  at  Parkland  Memorial 
in  Dallas  at  the  time  of  his  death. 

He  was  born  Sept.  29,  1925,  in  Wheeler, 
Tex.  His  parents  are  Hubert  L.  and  Jo 
(Simons)  Hunt  of  Dallas. 

His  wife  is  Dr.  Jackie  Lynn  Hansen  Hunt. 
They  were  married  in  Avoca,  Tex.,  June  28, 
1947.  Their  children  are  Lora  Lynn  Hunt, 
Hubert  Lynnwood  Hunt,  III,  and  Dane  Eric 
Hunt,  all  living  with  their  mother  in  Irving. 
Also  surviving  Dr.  Hunt  is  a sister,  Mrs.  Joe 
Iv.  Young,  of  Dallas. 

Dr.  Hunt  belonged  to  the  Dallas  County 
Medical  Society,  the  Texas  Medical  Associa- 
tion, and  the  American  Medical  Association. 
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He  was  a member  of  Kappa  Alpha  social  fra- 
ternity, Theta  Kappa  Psi  medical  fraternity, 
the  Scottish  Rite  Masons,  and  the  Lutheran 
church.  His  hobbies  were  fishing  and  hunt- 
ing. 

In  1961  he  was  made  chief  of  staff  at  the 
Medical  Center  Hospital  in  Odessa. 

DR.  L.  C.  HEARE 

Dr.  Louis  Charles  Heare,  70,  died  in  his 
home  in  Port  Arthur  Aug.  11.  He  had  been 
ill  for  two  years  and  had  retired  from  his 
eye,  ear,  nose,  and  throat  practice.  He  was 
elected  to  honorary  membership  in  the  Texas 
Medical  Association  in  1962. 

Dr.  Heare,  a former  mayor  of  Port  Ar- 
thur, practiced  there  throughout  his  career 
except  for  the  war  years,  1942-1946.  He 
served  as  a lieutenant  colonel  in  the  U.  S. 
Army  and  was  stationed  in  San  Antonio  and 
Camp  Houze,  Tex.,  Camp  Grant  and  Camp 
Ellis,  111.,  and  in  the  Philippines. 

At  the  time  of  his  death  he  was  president 
of  the  Port  Arthur  Savings  and  Loan  Asso- 
ciation, a director  of  the  First  National 
Bank,  and  a member  of  the  Port  Arthur  and 
East  Texas  Chamber  of  Commerce. 

He  was  also  a member  of  the  Retail  Mer- 
chants Association,  the  Port  Arthur  Lions 
Club,  the  Port  Arthur  Club,  the  Port  Arthur 
Country  Club,  the  Cosmopolitan  Club,  Lodge 
No.  872,  AF  and  AM,  the  Knights  Templar 
and  the  El  Mina  Shrine  Temple  of  Galveston. 

In  addition  to  being  mayor  of  Port  Arthur 


in  1941-1942,  other  offices  he  had  held  in- 
cluded presidencies  of  the  retail  merchants 
group,  Lions  Club,  and  local  chamber  of  com- 
merce. 

His  business  interests  included  a suburban 
real  estate  development.  His  hobby  was  golf. 

Dr.  Heare  was  born  Dec.  5,  1892,  in  Ver- 
non, Tex.,  the  son  of  Lewis  Cass  and  Martha 
(Karr)  Heare.  His  early  schooling  was  at 
Miami,  Tex.,  and  in  Los  Angeles,  Calif.  He 
attended  Trinity  University  in  Waxahachie 
and  gained  a bachelor’s  degree  at  the  Univer- 
sity of  Texas. 

He  earned  his  M.D.  degree  at  the  Univer- 
sity of  Texas  Medical  Branch  in  Galveston. 
From  an  intern  at  Southern  Pacific  Hos- 
pital in  San  Francisco  he  went  on  to  become 
an  assistant  surgeon  in  the  U.  S.  Public 
Health  Service  with  the  Veterans’  Adminis- 
tration. He  later  did  graduate  work  at  Tu- 
lane  University. 

In  1939  he  was  certified  by  the  American 
Board  of  Ophthalmology. 

Medical  groups  to  which  he  belonged  in- 
cluded the  Jefferson  County  Medical  Society, 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  Association  for  Research  in 
Ophthalmology,  Texas  Society  of  Ophthal- 
mology and  Otolaryngology,  Texas  Ophthal- 
mological  Association,  and  the  American 
Medical  Association.  He  was  a former  Coun- 
cilor from  TMA  District  10  and  a former 
delegate  to  the  AMA. 

Dr.  Heare  was  a Presbyterian. 

He  and  Mrs.  Heare  were  married  June  15, 
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1920.  She  is  the  former  Grace  Robinson  of 
Llano,  who  survives.  Also  living  are  their 
three  children,  Helen  McKinley  of  Darien, 
Conn.,  Dr.  Charles  R.  Heare  of  Beaumont, 
and  Martha  Jane  Sarles  of  Galveston,  as  well 
as  two  brothers,  Clayton  Heare  of  Amarillo 
and  Bernice  Heare  of  Panhandle,  Tex.,  and 
nine  grandchildren. 


DR.  C.  P.  SCHENCK 

Dr.  Charles  Plume  Schenck,  retired  Fort 
Worth  eye,  ear,  nose,  and  throat  specialist, 
died  of  a heart  attack  at  his  home  on  June 
22.  He  was  84. 

In  1960,  Dr.  and  Mrs.  Schenck  were  named 
Fort  Worth’s  outstanding  senior  citizens  by 
the  Women’s  Civic  Club  Council. 

Dr.  Schenck  started  his  career  as  a physi- 
cian in  Bonaparte,  Iowa,  in  1907  as  a gen- 
eral practitioner.  His  decision  to  become  a 
specialist  sent  him  to  Illinois  Charitable  Eye 
and  Ear  Infirmary,  Chicago,  where  he  served 
a residency  in  ophthalmology  and  otolaryn- 
gology. 

He  married  Murrell  Belva  Hanna  of  Mid- 
dletown, Iowa,  June  22,  1911,  and  the  couple 
came  to  Texas  where  he  began  his  practice 
in  Temple  as  a junior  partner  of  Dr.  J.  M. 
Woodson  and  as  an  oculist  and  aurist  for 
Scott  & White  Hospital  and  for  the  Santa  Fe 
railroad. 

In  1915  he  moved  to  Waco  where  he  prac- 
ticed two  years. 

Dr.  Schenck  volunteered  for  the  Army 
Medical  Corps  in  1917  and  was  sent  to  Fort 
Worth  where  he  eventually  became  chief  of 
eye,  ear,  nose,  and  throat  practice  and  chief 
of  the  section  of  surgery  of  the  head  at  the 
base  hospital  at  Camp  Bowie.  He  served  as 
a captain  and  later  was  a major  in  the  re- 
serve. 

In  1919  he  entered  private  practice  in  Fort 
Worth,  retiring  on  Jan.  1,  1963. 

Dr.  Schenck  was  born  in  Burlington,  Iowa, 
March  29,  1879,  the  son  of  Walter  and 
Emma  Eliza  (Combs)  Schenck.  He  graduat- 
ed from  Burlington  high  school  and  Elliott’s 
Business  College  and  took  a bachelor  of  sci- 
ence degree  at  the  University  of  Iowa.  He 
attended  the  College  of  Medicine  of  the  Uni- 
versity of  Iowa  and  received  his  M.D.  degree 
in  1907. 

Dr.  Schenck  was  the  author  of  many  ar- 
ticles published  in  medical  journals. 

He  was  certified  by  the  American  Board  of 


DR.  C.  P.  SCHENCK 


Ophthalmology  and  the  American  Board  of 
Otolaryngology  and  was  a fellow  of  the 
American  College  of  Surgeons  and  the  Amer- 
ican Academy  of  Ophthalmology  and  Oto- 
laryngology. 

He  was  a member  of  the  American  Medi- 
cal Association  and  had  been  elected  to  hon- 
orary membership  in  Texas  Medical  Asso- 
ciation through  the  Tarrant  County  Medical 
Society. 

He  was  a past  president  and  founder  of 
the  Texas  Society  of  Ophthalmology  and  Oto- 
laryngology and  a member  of  the  Association 
of  American  Physicians  and  Surgeons;  he 
was  a former  member  of  the  Association  of 
Military  Surgeons  and  Southern  Medical  As- 
sociation. 

A Methodist,  he  was  former  chairman  of 
the  board  of  the  First  Church,  Fort  Worth, 
of  which  he  had  been  a member  for  40  years. 
He  belonged  to  the  Fort  Worth  Chamber  of 
Commerce,  Phi  Rho  Sigma,  Sigma  Alpha  Ep- 
silon, Society  of  Sigma  Xi,  the  Masons,  the 
Shrine,  and  had  been  a Rotarian  for  30  years. 
He  was  a past  president  and  founder  of  the 
Fort  Worth  Knife  and  Fork  Club  and  was  a 
former  president  and  director  of  the  YMCA 
there. 

He  had  served  as  oculist  and  aurist  for 
Texas  Masonic  Home,  Volunteers  of  America 
Rescue  Home,  and  Lena  Pope  Home  for  many 
years. 

Dr.  Schenck  was  a former  chairman  of 
the  medical  staff  and  secretary  of  the  board 
of  trustees  of  Harris  Hospital  and  former 
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chief  of  eye,  ear,  nose,  and  throat  practice 
at  John  Peter  Smith  Hospital.  For  21  years 
he  was  quarterly  chief  of  eye,  ear,  nose,  and 
throat  at  City-County  Hospital.  Also  he  had 
been  attending  specialist  for  the  Veterans’ 
Administration. 

He  was  interested  in  sports  and  the  study 
of  Spanish. 

He  is  survived  by  his  wife,  three  sons, 
Charles  Plume,  Jr.,  and  Carmen  Hilleary 
Schenck  of  Fort  Worth,  and  Walter  Law- 
rence Schenck  of  Arlington ; one  daughter, 
Mrs.  Wheeler  Hawley  of  Birmingham,  Ala. ; 
a brother,  W.  L.  Schenck,  D.D.S.,  of  Iowa 
City,  Iowa ; and  a sister,  Miss  Mary  Schenck 
of  Boca  Raton,  Fla. 


DR.  V.  D.  HOFFMASTER,  JR. 

Dr.  Vance  DeForrest  Hoff  master,  Jr.,  died 
in  a plane  crash  Aug.  9 shortly  after  take- 
off from  the  McAllen  airport.  The  Edinburg 
physician’s  wife  and  daughter  were  with  him 
in  his  twin-engine  plane  and  were  killed,  too. 
The  family  had  set  out  for  a vacation  in 
Denver  when  the  aircraft  piloted  by  the  doc- 
tor developed  engine  trouble. 

He  was  a former  Hidalgo  County  health 
officer  and  Edinburg  city  health  officer. 

Dr.  Hoffmaster  was  44.  He  had  practiced 
in  Edinburg  since  1948  specializing  in  in- 
ternal medicine.  He  was  a director  of  the 
First  National  Bank  there  and  of  the  Echo 
Hotel  Corporation,  and  was  on  the  verge  of 
putting  in  a large  real  estate  subdivision 
southwest  of  Edinburg  when  he  was  killed. 
Fie  was  president  of  the  H and  H Land  Co., 
Inc.,  in  Edinburg. 

He  was  born  Nov.  3,  1918,  in  Dallas.  His 
parents  are  Vance  D.  and  Anne  (Anderson) 
Hoffmaster  of  Edinburg.  He  has  one  sister, 
Mrs.  Betty  Harwell,  who  also  lives  in  Edin- 
burg. 

He  and  his  wife  were  married  Feb.  4, 
1942,  in  Dallas.  She  was  the  former  Nancy 
Jane  Rector.  They  had  two  children,  the 
daughter  who  was  killed  with  them,  Cynthia 
Ann,  and  a son,  Vance  D.  Hoffmaster,  III, 
who  survives. 

Dr.  Hoffmaster  attended  Highland  Park 
High  School  in  Dallas,  Southern  Methodist 
University,  and  received  his  B.A.  degree 
from  the  University  of  Texas.  His  medical 
training  was  done  at  Baylor  University  Col- 
lege of  Medicine  and  was  followed  by  an 
internship  and  residency  at  Robert  B.  Green 


DR.  V.  D.  HOFFMASTER,  JR. 


in  San  Antonio.  He  spent  one  year  at  Pilgrim 
State  Hospital  on  Long  Island,  N.  Y.,  doing 
postgraduate  work.  He  was  the  author  of 
several  articles  in  professional  journals. 

A lover  of  fishing,  hunting,  and  flying,  he 
was  a member  of  various  civic,  fraternal, 
and  social  groups.  He  belonged  to  the  Epis- 
copal church. 

He  was  a member  of  the  staff  of  Grand- 
view Hospital,  Edinburg;  Municipal  Hos- 
pital, McAllen;  and  Knapp  Hospital,  Wes- 
laco. 

In  1945-1946,  he  was  in  the  U.  S.  Army 
Medical  Corps  serving  with  the  rank  of  cap- 
tain. 

He  belonged  to  the  Hidalgo-Starr  Coun- 
ties Medical  Society,  the  Texas  Medical  As- 
sociation, American  Medical  Association,  and 
the  American  Academy  of  General  Prac- 
tice. He  was  a member  of  Alpha  Tau  Omega, 
Beta  Phi  Beta,  Beta  Beta  Beta,  and  Psi  Chi. 

DR.  W.  M.  HOLLAND 

Dr.  William  Maurice  Holland,  Conroe  phy- 
sician and  surgeon,  died  in  his  sleep  Aug.  23 
while  on  vacation  in  Carmel,  Calif. 

Dr.  Holland  had  practiced  medicine  and 
surgery  in  Conroe  for  20  years  and  was  the 
co-founder  of  the  Falvey-Holland  Clinic 
there.  He  had  served  as  city  health  officer, 
president  of  the  Montgomery  County  Medical 
Society  in  1953,  and  was  a member  of  the 
Texas  and  American  Medical  Associations. 

Active  in  business  he  was  an  official  of 


Volume  59,  OCTOBER,  1963 


1029 


DR.  W.  M.  HOLLAND 


DR.  C.  M.  WHITE 


several  state  and  national  business  corpora- 
tions. He  was  a director  of  the  First  National 
Bank  of  Conroe,  the  Timber  Lumber  Co.,  the 
L and  M Lumber  Co.  and  the  Cladsdale  Lum- 
ber Co. 

He  belonged  to  the  Houston  Club,  the  Pe- 
troleum Club  of  Houston,  the  Conroe  Coun- 
try Club,  and  Conroe  Rotary  Club,  the 
Montgomery  County  Chamber  of  Commerce, 
the  Phi  Chi  medical  fraternity,  Alpha  Tau 
Omega  social  fraternity,  and  several  other 
local  and  national  organizations. 

The  59-year-old  physician  was  born  in 
Whitewright,  Tex.,  on  July  24,  1904.  Before 
going  to  Baylor  University  College  of  Medi- 
cine from  which  he  received  his  M.D.  degree, 
he  had  attended  Southern  Methodist  Univer- 
sity and  the  University  of  Texas.  He  in- 
terned at  Binghamton  City  Hospital,  Bing- 
hamton, N.  Y. 

He  is  survived  by  his  wife;  one  daughter, 
Mrs.  Sandra  Lane  of  Dallas ; one  son,  W.  M. 
(Bill)  Holland  of  Austin  and  Conroe;  his 
mother,  Mrs.  Lula  B.  Holland  of  Dallas ; 
three  sisters,  Mrs.  L.  B.  Hughes  and  Mrs. 
Marjorie  Clark,  both  of  Dallas,  and  Mrs. 
Grover  Gillett  of  Shallowater,  Tex. 


DR.  C.  M.  WHITE 

Dr.  Clarence  Monroe  White,  73,  former 
mayor  of  Beaumont,  died  there  in  Baptist 
Hospital  after  a brief  illness  on  Aug.  19. 

A native  of  Greensburg,  La.,  he  had  lived 


in  Beaumont  since  1919.  He  was  a charter 
member  of  Trinity  Methodist  Church  and  an 
honorary  member  of  the  board  of  stewards. 

Serving  as  mayor  from  1929-1930,  he  also 
served  as  mayor  pro  tern  and  city  councilman 
for  many  years. 

He  and  Mrs.  White  were  married  almost 
50  years  ago  on  Nov.  8,  1913,  in  Shreveport, 
La.  She  is  the  former  Florence  Smith  of 
Shreveport. 

Dr.  White  was  a radiologist  and  was  cer- 
tified by  the  American  Board  of  Radiology  in 
1937. 

He  was  born  Dec.  4,  1889,  to  William  G. 
and  Alice  (Hutchinson)  White.  He  received 
his  medical  training  at  Tulane  University 
School  of  Medicine  and  interned  at  Shreve- 
port’s Charity  Hospital. 

He  had  practiced  briefly  in  Diboll,  Tex., 
before  coming  to  BeaLimont. 

He  was  a member  of  the  American  Medical 
Association  and  had  been  elected  to  inactive 
membership  in  the  Texas  Medical  Association 
through  the  Jefferson  County  Medical  Soci- 
ety of  which  he  was  a former  president.  He 
was  once  president  of  the  South  Texas  Dis- 
trict Medical  Society.  He  was  a member  of 
the  Rocky  Mountain  Radiological  Society. 

A 32nd  degree  Mason,  he  belonged  to  the 
El  Mina  Temple  Shrine  in  Galveston,  the 
Lions  Club,  and  the  Beaumont  Country  Club. 

Survivors  include  his  wife;  a daughter, 
Mrs.  Maurine  Sibley ; and  two  grandchildren, 
all  of  Beaumont. 
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DR.  E.  F.  CADENHEAD 

Dr.  Ernest  Franklin  Cadenhead,  59,  died 
at  Brownwood  Memorial  Hospital  on  Aug. 
14,  1963,  following  an  acute  coronary  occlu- 
sion. Dr.  Cadenhead  was  one  of  the  men  in- 
strumental in  establishing  Brownwood  Me- 
morial Hospital  and  was  a member  of  the 
board  of  directors,  serving  as  its  chairman 
many  times.  He  had  practiced  in  Brownwood 
for  33  years. 

Dr.  Cadenhead  was  born  on  Oct.  7,  1902, 
in  Tallassee,  Ala. ; he  and  his  twin  sister 
were  the  first  children  in  a family  of  ten 
born  to  B.  F.  and  Bailie  (Oliver)  Cadenhead. 

In  1929  he  married  Cassie  Sneed  at  Novice, 
Tex.  She  died  in  1939.  Dr.  Cadenhead  was 
remarried  in  1940  to  Inez  Chandler  of  Ro- 
chelle. 

He  received  his  B.A.  degree  from  Howard 
Payne  College,  Brownwood,  in  1926  and  en- 
tered Baylor  Medical  School  in  Dallas  from 
which  he  was  graduated  in  1930.  He  served 
his  internship  at  Baylor  Hospital  in  1931. 
He  served  his  residency  at  Baylor  Hospital 
and  at  Central  Texas  Hospital  in  Brownwood 
from  1932  to  1934.  He  did  his  postgraduate 
work  in  surgery  at  Cook  County  Hospital  in 
Chicago.  In  1949  he  became  a fellow  of  the 
International  College  of  Surgeons,  and  in 
1950  he  attended  its  convention  in  Buenos 
Aires,  Argentina,  where  he  presented  with 
slides  a paper,  “Surgery  in  the  Aged  Fe- 
male.” In  1951  his  “Vaginal  Hysterectomy  in 


the  Aged”  was  published  in  the  Journal  of 
the  International  College  of  Surgeons. 

Dr.  Cadenhead  was  a former  president  of 
the  Brown-Comanche-Mills-San  Saba  Coun- 
ties Medical  Society.  He  was  also  active  in 
the  Texas  Medical  Association,  the  Southern 
Medical  Association,  and  the  American  Med- 
ical Association,  and  was  a diplomate  of  the 
International  Board  of  Surgery.  He  had 
served  as  a member  of  the  board  of  trustees 
of  Howard  Payne  College  for  12  years,  and 
he  was  a member  of  Coggin  Avenue  Baptist 
Church  in  Brownwood. 

Dr.  Cadenhead  is  survived  by  his  wife; 
three  sons,  Ernest  F.  Cadenhead,  Jr.,  John 
Cadenhead,  and  Ben  Cadenhead ; four  grand- 
children ; his  parents,  Mr.  and  Mrs.  B.  F. 
Cadenhead ; two  brothers,  W.  J.  and  E.  T. 
Cadenhead,  and  his  twin  sister,  Mrs.  Spencer 
George,  all  of  Brownwood;  and  five  other 
sisters,  Mrs.  Palmer  F.  King  of  Mobile,  Ala., 
Mrs.  Wray  Williams  of  Trent,  Tex.,  Mrs. 
James  Hays  of  Wichita  Falls,  Mrs.  Ollie 
Ross  of  DeLeon,  and  Mrs.  Victor  Beasley  of 
Albuquerque,  N.M. 


DR.  J.  F.  HUGHES 

Dr.  John  Frederick  Hughes,  78,  died  Aug. 
2 in  Spur,  Tex.,  following  a heart  attack.  An 
Alabamian,  Dr.  Hughes  had  been  in  general 
practice  in  the  Texas  Panhandle  since  1920. 

He  had  been  secretary  of  Hardeman-Cot- 
tle  - Foard  - Motley  - Dickens  - King  Counties 
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Medical  Society  since  1941,  and  the  year  be- 
fore that  he  was  the  society’s  president. 

Dr.  Hughes  had  practiced  in  Spur  for  the 
past  22  years  and  previously  was  in  Roaring 
Springs  for  21  years. 

He  was  born  Aug.  30,  1884,  in  Summit, 
Ala.,  the  son  of  C.  C.  and  Mary  E.  (Little) 
Hughes.  He  went  to  school  in  Blountsville, 
Ala.,  and  obtained  a B.S.  degree  from  the 
agricultural  college  there.  Birmingham  Medi- 
cal College  conferred  the  M.D.  degree  on  him 
in  1910. 

Dr.  Hughes  was  buried  in  Athens,  Ala., 
the  town  where  he  first  began  the  practice  of 
medicine  53  years  ago.  There,  in  1917,  he 
and  Mrs.  Hughes  were  married.  She  was  the 
former  Mona  Puryear,  a resident  of  Athens. 

During  the  first  World  War,  Dr.  Hughes 
served  in  the  Army  as  a captain  in  the  medi- 
cal branch  of  the  11th  Cavalry. 

His  medical  affiliations  included  the  Texas 
Medical  Association,  American  Medical  As- 
sociation, the  Panhandle  Medical  Association, 
the  American  Academy  of  General  Practice, 
and  Kappa  Psi  medical  fraternity. 

He  was  a member  of  the  Spur  Masonic 
Lodge,  the  Khiva  Shrine  of  Amarillo,  the 
Plainview  Commandry  No.  53  K.T.,  and  the 
Spur  Rotary  Club. 

He  was  a former  president  of  the  Roaring 
Springs  school  board  and  had  been  city  health 
officer  for  Roaring  Springs  and  Spur  as  well 
as  county  health  officer  for  Dickens  County. 

Long  one  of  its  elders,  Dr.  Hughes  was  a 
member  of  the  First  Christian  Church  of 
Spur. 

His  hobbies  were  hunting,  gardening,  and 
bridge. 

He  is  survived  by  his  wife,  two  daughters, 
Mrs.  Ann  Innes,  Plainview,  and  Mrs.  Charles 
Sherwood,  Norfolk,  Va.,  and  three  grand- 
children. 


DR.  J.  Q.  BLACKWOOD 

Dr.  James  Quincy  Blackwood,  49,  died  sud- 
denly at  his  home  in  Beaumont  on  Aug.  15. 

A dermatologist,  he  had  lived  in  Beaumont 
since  1949  and  was  active  in  civic  affairs.  He 
was  a member  of  the  Rotary  Club,  the 
Minglewood  Community  Association,  the  lo- 
cal board  of  the  Salvation  Army,  the  board 
of  the  North  Jefferson  County  Unit  of  the 
American  Cancer  Society,  the  health  commit- 
tee of  the  Community  Council,  and  the  Bus- 
iness and  Professional  Men’s  Club,  Inc. 


DR.  J.  Q.  BLACKWOOD 


He  was  born  at  Newport,  Ark.,  Jan.  23, 
1914,  and  attended  school  in  Little  Rock.  He 
graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1937. 

He  interned  at  St.  Louis  City  Hospital  go- 
ing from  there  to  Johns  Hopkins  University 
from  which  he  earned  the  degree  of  Master 
of  Public  Health.  He  returned  to  St.  Louis 
to  become  a research  assistant  and  fellow  in 
dermatology  at  Washington  University 
School  of  Medicine.  He  went  to  New  York 
after  this  as  a research  assistant  and  to  do 
postgraduate  work  in  dermatology  at  Co- 
lumbia University  College  of  Physicians  and 
Surgeons. 

He  served  three  and  one-half  years  in  the 
Army  and  held  the  rank  of  captain. 

He  was  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association, 
and  the  Jefferson  County  Medical  Society. 
He  was  a fellow  of  the  Academy-Internation- 
al of  Medicine. 

Other  affiliations  included  the  Postgradu- 
ate Medical  Assembly  of  South  Texas  and  the 
American  Academy  of  Dermatology  of  which 
he  was  an  associate.  He  was  also  a special 
consultant  of  the  U.  S.  Public  Health  Service. 

He  was  a charter  member  of  the  Trinity 
Methodist  Church  of  Beaumont. 

Survivors  include  his  wife  and  two  sons, 
Jimmy  and  John  Blackwood,  all  of  Beau- 
mont ; his  parents,  Mr.  and  Mrs.  J.  Q.  Black- 
wood; and  one  sister,  Mrs.  Mary  Katherine 
Brum,  all  of  Newport,  Ark. 
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Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Portland,  Ore., 
Dec.  1-4,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago 
10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Houston,  Annual  Session,  April  23- 
26,  1964  ; Austin,  Public  Relations  Conference,  Sept.  19,  1964  ; 
Austin,  Conference  for  County  Medical  Society  Officials,  Jan. 
18,  1964.  C.  L.  Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 

OCTOBER 

American  Academy  of  Ophthalmology  and  Otolaryngology,  New 
York  City,  Oct.  20-25,  1963.  Dr.  W.  L.  Benedict,  15  2nd  St., 
S.W.,  Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Chicago,  Oct.  5-10,  1963.  Dr. 

E.  H.  Christopherson,  1801  Hinman,  Evanston,  111.,  Exec.  Dir. 
American  Association  of  Plastic  Surgeons,  Washington,  D.C., 
Oct.  13-18,  1963.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd., 
Rochester,  N.Y.,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  21-25,  1963.  Mr. 

G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Gastroenterology,  Washington,  D.C.,  Oct. 
20-23,  1963.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec. 
Dir. 

American  College  of  Surgeons,  Clinical  Conference,  San  Fran- 
cisco, Oct.  28-Nov.  1,  1963.  Dr.  R.  S.  Myers,  55  East  Erie, 
Chicago,  Sec. 

American  Heart  Association,  Los  Angeles,  Oct.  25-29,  1963.  Mr. 

Rome  A.  Betts,  44  E.  23rd,  New  York  10,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Denver, 
Oct.  10-12,  1963.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chi- 
cago 1,  Exec.  Dir. 

Southern  Psychiatric  Association,  Grand  Bahama,  Oct.  6-8,  1963. 

Dr.  Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla.,  Sec. 
Southwest  Regional  Cancer  Conference,  Oct.  6,  1963.  Tony  W. 
Halbert,  905  5th  Ave.,  Fort  Worth,  Sec. 

Texas  Academy  of  General  Practice,  San  Antonio,  Oct.  23-26, 
1963.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
Texas  Association  for  Mental  Health,  Dallas,  Oct.  17-18,  1963. 

Frank  B.  Self,  4004  N.  Lamar  Blvd.,  Austin,  Exec.  Sec. 
Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin, 
Oct.  21-22,  1963.  Mrs.  Maria  P.  Hathaway,  1012  State  Office 
Bldg.,  Austin,  Exec.  Sec. 

Texas  Surgical  Society,  Fort  Worth,  Oct.  6-8,  1963.  Dr.  W.  B. 

King,  Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  28-30, 
1963.  Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 


NOVEMBER 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30- 
Dec.  5,  1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 
American  College  of  Chest  Physicians,  Portland,  Ore.,  Nov.  30- 
Dec.  1,  1963.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago  11, 
Exec.  Dir. 

American  Medical  Women’s  Association,  San  Antonio,  Nov.  11- 
16,  1963.  Dr.  Jessie  Brodie,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo., 
Nov.  11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  2-6,  1963. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec. 
Sec. 

Medical  Society  of  United  States  & Mexico,  Guadalajara,  Nov. 
20-22,  1963.  Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix, 
Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22, 
1963.  Mr.  M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln,  Neb.,  Sec. 
Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963. 

Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 
Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963. 
Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 


Texas  Division,  American  Cancer  Society,  Houston,  Nov.  14-15, 
1963.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Corpus 
Christi,  Nov.  16,  1963.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg., 
Dallas,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  10-12,  1964.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada, 
April  27-29,  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  March  1-6, 
1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo., 
Treas. 

American  College  of  Obstetricians  and  Gynecologists,  Miami 
Beach,  Fla.,  May  17-22,  1964.  Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 

Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 
American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  Congress  of  Physical  Medicine  and  Rehabilitation,  Bos- 
ton, Aug.  23-28,  1964.  Dr.  Glenn  Gullickson,  30  N.  Michigan, 
Chicago  2,  Exec.  Dir. 

American  Dermatological  Association,  Hawaii,  June  27-July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27, 
1964.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20, 
N.  Y.,  Sec. 

American  Hospital  Association,  Chicago,  Aug.  24-27,  1964.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City,  June  15-17, 
1964.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
American  Proctologic  Society,  Philadelphia,  May  10-14,  1964.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Society  of  Clinical  Pathologists,  New  Orleans,  Feb. 
19-23,  1964.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

American  Surgical  Association,  Hot  Springs,  Va.,  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

International  College  of  Surgeons,  Vienna,  Austria,  May  11-16, 
1964.  Dr.  W.  F.  James,  1615  Lake  Shore  Dr.,  Chicago,  Sec. 

South  Central  Association  of  Blood  Banks,  Oklahoma  City, 
March  27-28,  1964.  L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 

Southwest  Allergy  Forum,  Hot  Springs,  Ark.,  April  5-7,  1964. 
Dr.  Purcell  Smith,  Jr.,  P.  O.  Box  7008,  Little  Rock,  Ark.,  Sec. 

Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwestern  Surgical  Congress,  San  Antonio,  April  26-29,  1964. 
Dr.  R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 


South  Texas  District  American  College  of  Surgeons,  Corpus 
Christi,  May  15-16,  1964.  Dr.  Sanford  Glanz,  2425  Medical 
Center,  Corpus  Christi,  Sec. 

Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 


Volume  59,  OCTOBER,  1963 


1033 


Texas  Air-Medics  Association,  Houston,  April  23-26,  1964.  Dr. 

C.  F.  Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Houston,  April 

23,  1964.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 
Texas  Association  of  Obstetricians  and  Gynecologists,  Corpus 

Christi.  Feb.  29,  1964.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Fort 
Worth,  Sec. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Houston,  April 

24,  1964.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Houston, 

April  26,  1964.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Houston,  April  25,  1964.  Dr.  M.  A. 

Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Houston,  April  26,  1964.  Dr.  John 
W.  Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Heart  Association,  Dallas,  Sept.  25-27,  1964.  Mr.  E.  T. 

Guy,  2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Houston,  April  23,  1964. 
Dr.  R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 

Texas  Neuropsychiatric  Association,  Houston,  April  26,  1964. 
Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Houston,  April  23-26,  1964. 

Dr.  Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Houston  April  23-26,  1964.  Dr. 

Margaret  Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Houston,  April  23-26,  1964. 

Dr.  J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society,  Dallas,  Sept.  24-26,  1964.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Houston, 
April  23-26,  1964.  Dr.  D.  Hoehn,  Doctor’s  Bldg.,  Fort  Worth, 
Sec. 

Texas  Proctologic  Society,  Houston,  April  23,  1964.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 
Murphy.  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Preston,  3700  Worth,  Dal- 
las 10,  Sec. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 

Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Anesthesiologists,  Houston,  April  26,  1964.  Dr. 

L.  Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Houston,  April  23, 
1964.  Dr.  Dan  Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas,  Jan.  25-26,  1964.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 
Texas  Society  of  Plastic  Surgeons,  Houston,  April  23,  1964.  Dr. 

W.  C.  Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  5-7, 

1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth, 
Sec. 


Texas  Traumatic  Surgical  Society,  Houston,  April  23,  1964.  Dr. 

J.  C.  Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association.  Mrs.  Pauline  K.  Matthis,  2406 
Manor  Road,  Austin,  Exec.  Dir. 

Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Monter- 
rey, Mexico,  March  2-5,  1964.  Dr.  U.  Blanco,  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Amarillo,  September,  1964.  Dr.  E.  K. 
Jones,  604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11, 
1964.  Dr.  Sanford  Glanz,  2425  Morgan,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society.  Weldon  G.  Kolb,  421  S.  Oak,  La  Marque, 
Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beau- 
mont, Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale, 
Jacksonville,  Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society.  Dr.  J.  S.  Leeves,  Naples,  Sec. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite 
N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  San  An- 
tonio, Jan.  30-Feb.  1,  1964.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
2-4,  1964.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr. 
F.  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July 
16-18,  1964.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 


1034 


TEXAS  State  Journal  of  Medicine 


TEXAS 

State  Journal 
of  Medicine 

Devoted  to  the  interests  of  the  medico! 
profession  and  public  health  in  Texas 


BOARD  OF  PUBLICATION 
Byron  P.  York,  M.D.,  Houston, 
Acting  Chairman 
James  A.  Hallmark,  M.D.,  Fort  Worth 
J.  B.  Copeland,  M.D.,  Austin 
Charles  P.  Hardwicke,  M.D.,  Austin 
Elliott  Mendenhall,  M.D.,  Dallas 
C.  E.  Willingham,  M.D.,  Tyler 
N.  L.  Barker,  M.D.,  Paris 

Robert  Mayo  Tenery,  M.D.,  Waxahachie, 

President 

C.  Lincoln  Williston,  Austin, 
Executive  Secretary 


EDITORIAL  AND  BUSINESS  OFFICES 

1801  North  Lamar  Blvd.,  Austin 
Telephone:  GReenwood  7-6704 
Marilyn  Baker,  Managing  Editor 
Rae  Murphey,  Assistant  Managing  Editor 
Helen  Miles,  Assistant  Editor 
Kay  Henry,  Editorial  Assistant 
E.  Maxwell  Jones,  Business  Manager 
Gene  R.  Dillard,  Advertising  Manager 


PRINTING  OFFICES 

c/o  Stafford-Lowdon  Company 
1114  West  Daggett,  Fort  Worth  1 


Subscriptions:  $3  per  year  for  members; 
$6  for  nonmembers;  $7  for  foreign. 

Single  copy:  75  cents. 


Copyright  1963  by  the  Texas  Medical 
Association.  Owned  and  issued 
monthly  by  the  Association. 


VOLUME  59  NUMBER  11  NOVEMBER,  1963 


Surgical  Therapy  In 
Coronary  Occlusion 

To  us  for  whom  doubt  is  a prevailing  state  of 
mind,  surgical  relief  for  acquired  heart  disease  has 
seemed  a goal  worthy  of  those  willing  to  bury  their 
failures  and  call  any  improvement  a clinical  tri- 
umph. We  doubters  had  observed  at  necropsy  the  ex- 
tremely deformed  mitral  valves  of  old  rheumatic 
endocarditis,  and  had  concluded  that  no  such  simple 
operation  as  mitral  commissurotomy  could  possibly 
help  a patient  so  afflicted.  However,  an  army  of  pa- 
tients could  now  attest  that  mitral  commissurotomy 
helped  them.  Their  contention  would  be  supported 
by  pertinent  physiologic  data.  Admittedly,  a better 
operation  is  needed,  and  progress  in  the  use  of  pros- 
thetic valves  promises  far  more  effective  correction 
of  mitral  and  aortic  valvular  lesions. 

But  the  doubters  have  had  no  serious  difficulty 
in  rendering  saturnine  the  consensus  on  surgical 
treatment  for  coronary  occlusive  disease.  Knowledge 
of  the  lesions  of  coronary  sclerosis  was  more  a de- 
terrent than  a stimulus  to  development  of  a useful 
surgical  procedure.1' 4' 5 Instances  of  a single,  major 
occlusive  lesion  affecting  the  coronary  circulation 
seldom  are  seen  at  necropsy,  even  though  the  lesions 
of  the  disease  are  of  multiple  disseminated  rather 
than  truly  diffuse  type. 

That  the  doubters  may  yet  have  to  concede  error 
is  suggested  by  a recent  report  by  Garrett  and  as- 
sociates2 of  coronary  endarterectomy  and  saphenous 
vein  patch  graft  angioplasty  on  a patient  with  se- 
vere occlusive  disease  of  the  left  coronary  artery 
and  its  two  major  branches.  Their  patient,  a 51-year- 
old  man,  had  severe  angina  pectoris  for  three  years 
before  surgery.  Coronary  arteriograms  showed  ste- 
nosis of  the  left  coronary  and  circumflex  arteries, 
and  total  absence  of  filling  of  the  anterior  descend- 
ing coronary  artery.  Under  cardiopulmonary  bypass, 
endarterectomy  of  the  left  main  coronary  artery  and 
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of  its  anterior  descending  and  circumflex 
branches  was  carried  out.  Excellent  proximal 
and  distal  blood  flow  was  obtained.  An  auto- 
genous saphenous  vein  patch  was  sutured 
over  the  arteriotomy  and  flushing  was  car- 
ried out,  whereafter  the  vessels  pulsated  in 
a manner  described  as  “excellent.”  The  pa- 
tient’s postoperative  course  was  uneventful. 
An  arteriogram  performed  a month  after 
the  endarterectomy  showed  patency  of  the 
left  coronary  artery  and  its  two  main 
branches.  The  patient,  postoperatively,  has 
been  active  and  has  remained  free  from  an- 
gina pectoris. 

Undoubtedly,  advances  in  techniques  of 
coronary  arteriography  and  in  surgical  pro- 
cedures using  cardiopulmonary  bypass  are 
rendering  feasible  operations  on  the  coronary 
arterial  system  which  even  five  years  ago 
would  have  been  impracticable.  To  this  con- 
sideration should  be  added  a second  and 
equally  important  one ; a comparatively  slight 
increase  in  size  of  a stenotic  valvular  orifice 
or  a stenotic  coronary  artery  may  mean  the 
difference  between  a decompensated  and  a 
compensated  state  of  cardiac  function.  The 
validity  of  this  judgment  is  supported  by  ac- 
cumulated experience.  Its  application  to  oc- 
clusive coronary  disease  is  largely  a surmise, 
but  one  supported  by  the  advanced  degree 


of  occlusive  changes  which  some  patients  tol- 
erate while  remaining  reasonably  active  and 
in  apparent  good  health.  That  partial  relief 
of  obstruction  is  better  than  none  finds  sup- 
port in  observations  of  Niles  and  Dotter,3 
derived  from  postmortem  study  to  appraise 
the  feasibility  of  coronary  endarterectomy  in 
the  treatment  of  occlusive  coronary  disease. 

Certainly,  the  desirable  answer  to  the 
problem  lies  in  prevention  of  lesions  rather 
than  in  their  surgical  correction.  But  in  be- 
half of  the  patient  afflicted  with  severe  cor- 
onary sclerosis  or  with  tight  mitral  stenosis, 
we  must  support  the  sensibly  determined  ef- 
forts of  those  who  would  provide  treatment 
more  effective  than  the  assiduous  exhibition 
of  nitroglycerin  and  digitalis. 

— Raymond  D.  Pruitt,  M.D.,  Houston. 
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Insurance  and  Psychiatry 


LENGTH  OF  STAY  in  mental  hospitals  is 
being  reduced.  Unanticipated  progress  in 
the  care  of  mental  illness  is  being  made.  New 
therapies  are  producing  dramatic  results. 
Voluntary  health  insurance  plans  are  deter- 
mining their  proper  roles  in  relation  to  these 
developments. 

With  the  tremendous  strides  in  methods 
of  treatment,  the  numerical  explosion  in  in- 
stitutions which  finance  medical  care,  and 
the  phenomenal  growth  of  voluntary  health 
insurance  there  is  increasing  pressure  for 
more  realistic  coverage  of  mental  illness. 

Studies  are  constantly  being  made  to  de- 
termine the  insurability  of  both  inpatient 
and  outpatient  psychiatric  treatment.  Healtli 
insurers  of  all  types  are  attempting  to  find 
the  most  sound  and  economic  form  of  cover- 
age. Coverage  for  inpatient  treatment  has 
definitely  improved  in  recent  years.  With  the 
current  trend  toward  shorter  hospital  stay, 
insurers  are  experimenting  with  outpatient 


therapy.  This  may  provide  for  controlled 
utilization  and  hence  may  lead  to  improved 
coverage  for  outpatient  treatment. 

Between  the  fiscal  years  1928-1929  and 
1960-1961  the  national  aggregate  expendi- 
ture for  health  care  increased  by  about  700 
per  cent — from  $3,600,000,000  to  more  than 
$29,000,000,000.  In  constant  dollars  this  rep- 
resents an  increase  of  270  per  cent  and 
equals  6.6  per  cent  of  total  budget — or  $119 
per  person  per  year.  About  two-thirds  of  the 
increase  can  be  attributed  to  the  rise  in  med- 
ical costs.  About  one-half  of  the  remaining 
one-third  reflects  the  increase  in  population 
and  the  other  half  the  increase  in  per  capita 
use  of  medical  care. 

In  1940,  less  than  10  per  cent  of  Ameri- 
cans had  any  health  insurance.  Today  more 
than  76  per  cent  have  some  form  of  volun- 
tary health  insurance.  Hospital  expense  in- 
surance is  the  most  popular  and  covers  141 
million  persons.  Surgical  expense  plans  now 
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cover  131  million  or  93  per  cent  of  persons 
who  have  hospital  insurance.  Major  medical 
plans,  which  virtually  did  not  exist  in  1950, 
now  cover  38  million  people.  In  1962,  bene- 
fit payments  by  voluntary  health  insurance 
plans  for  hospital-medical-surgical  expenses 
amounted  to  $6,200,000,000.  This  was  an  all- 
time  high.  In  one  decade  alone  (1952-1962) 
total  benefit  payments  went  up  240  per  cent. 

Almost  1,800  organizations  were  providing 
this  insurance  in  1962  (as  compared  to  1,150 
in  1959).  These  included  839  insurance  com- 
panies, 77  Blue  Cross  plans,  69  Blue  Shield 
plans,  and  nearly  800  plans  which  were  spon- 
sored by  communities  and  unions.  Coverage 
is  being  expanded  in  all  areas — hospital,  sur- 
gical, medical,  and  major  medical.  These 
plans  pay  about  one-fourth  of  the  national 
bill  and  one-fourth  of  the  medical  bill  for 
the  average  individual.  However,  the  pur- 
chaser has  a choice  of  plan,  and  the  median 
percentage  of  costs  for  persons  who  actually 
received  some  benefit  during  the  year 
showed  that  88  per  cent  of  their  bills  were 
covered  by  insurance. 

Today  there  is  increasing  public  demand 
for  “comprehensive”  — up  to  80  per  cent — 
coverage  and  there  is  a trend  toward  home 
and  outpatient  payments.  One  Southwestern 
psychiatric  hospital  finds  that  80  per  cent  of 
its  patients  have  insurance  which  covers  psy- 
chiatric in-hospital  care,  and  the  average 
coverage  is  75  per  cent  of  total  cost. 

There  are  further  trends  toward  coverage 
for  chronic  and  mental  illness  and  coverage 


during  old  age.  Americans  65  years  and  older 
now  have  available  insurance  plans  and  poli- 
cies which  guarantee  lifetime  protection 
against  health  care  costs.  With  increasing 
life  expectancy,  psychiatric  coverage  for  the 
aging  takes  on  greater  importance. 

Insurance  carriers  say  that  mental  illness 
has  always  been  as  valid  a condition  under 
the  contract  as  physical  disability.  This,  how- 
ever, is  not  always  the  case. 

Of  783  policies  evaluated  for  psychiatric 
coverage,  it  was  found  that  433  provided 
equal  coverage  for  mental  and  physical  ill- 
ness, 130  limited  psychiatric  care  in  terms  of 
time,  services,  and  money,  and  102  excluded 
all  psychiatric  illness.  Evaluation  of  118  pol- 
icies covering  persons  65  and  over  showed 
that  50  provided  no  coverage,  50  provided 
equal  coverage  and  18  provided  partial  cover- 
age. 

Practices  under  insurance  plans  covering 
mental  illness  vary  greatly.  Many  policies  ex- 
clude treatment  in  psychiatric  hospitals  by 
their  definition  of  “hospital,”  thereby  ex- 
cluding from  coverage  many  of  the  77,000 
annual  admissions  to  private  psychiatric  hos- 
pitals. 

The  patient,  the  family,  and  the  physician 
should  realize  that  an  extensive  part  of  the 
cost  of  private  psychiatric  treatment,  both 
inpatient  and  outpatient,  may  be  covered  by 
insurance. 

— Perry  C.  Talkington,  M.D.,  Dallas, 
Chairman,  Committee  on  Mental 
Health. 


AMA-ERF  Loans  Help  Provide  More  Doctors 


THE  COST  OF  a medical  education  has 
magnified  rapidly  these  last  few  years. 
The  young  doctor  usually  must  spend  four 
years  in  undergraduate  study  and  four  years 
in  medical  school  to  earn  his  M.D.  degree. 
After  that  come  several  years  in  internship 
and  residency. 

This  is  a long  time,  and  unless  the  student 
has  ample  funds  he  cannot  complete  his  edu- 
cation and  become  a good  physician  without 
extra  financial  help.  Without  private  finan- 
cial support,  many  good  prospects  are  dis- 
couraged and  do  not  seek  entrance  into  medi- 
cal schools.  The  medical  profession  thus  loses 
much  exceptional  talent.  However,  help  usu- 
ally is  available  from  the  American  Medical 
Association  Education  and  Research  Foun- 
dation. The  success  of  the  AMA-ERF  pro- 


gram of  aid  is  essential  if  medicine  is  to 
avoid  political  control.  For  each  $100  con- 
tributed to  the  fund,  banks  will  extend  $1,250 
credit  for  loans  to  medical  students,  interns, 
and  residents ; the  loans  also  are  signed  and 
guaranteed  by  AMA-ERF. 

It  has  been  said  that  if  you  really  want  to 
get  a job  done,  enlist  the  interest  and  aid  of 
women.  The  Texas  Medical  Association  is 
fortunate  to  have  the  unswerving  interest  and 
aid  of  its  Woman’s  Auxiliary.  The  Auxiliary 
theme  for  1963-1964  is  “Helping  Hands  for 
Health  and  Happiness,”  and  one  of  the  major 
projects  of  the  Auxiliary  is  financial  support 
of  AMA-ERF.  This  program  of  the  state  and 
county  auxiliaries  will  gain  momentum  in 
the  weeks  to  come.  Funds  will  be  obtained 
from  the  sale  of  Christmas  cards  and  from 
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sympathy  and  appreciation  cards.  Also  the 
sale  of  gold  and  silver  charms  (for  bracelets 
of  Auxiliary  members  only)  will  give  some 
added  income.  County  Auxiliaries  will  help 
by  holding  teas,  card  parties,  bazaars,  book 
reviews,  style  shows,  coffees,  Doctor’s  Day 
Benefits,  and  other  fund-raising  programs. 
The  individual  members  of  TMA  should  give 
enthusiastic  support  to  this  and  other  proj- 
ects of  the  Woman’s  Auxiliary,  and  with 
our  help,  the  $21,000  raised  last  year  can 
be  exceeded  in  1963.  This  amount  alone  will 


allow  $262,500  credit  for  loans.  To  say  the 
least,  the  magnitude  of  the  Auxiliary’s  serv- 
ice is  amazing. 

With  the  increased  birth  rate,  the  acceler- 
ated rate  at  which  mass  knowledge  is  being 
created,  and  the  national  awareness  of  medi- 
cal need,  it  behooves  each  physician  to  be 
alert  to  all  phases  of  medical  organization. 

— A.  O.  McCary,  M.D.,  Freeport, 
Advisory  Committee  to  the 
Woman’s  Auxiliary. 


Closing  the  Gap 


FOLLOWING  the  Texas  65  enrollment  pe- 
riod in  October,  another  drop  has  been 
recorded  in  the  percentage  of  Texans  65  and 
older  who  are  not  covered  by  some  form  of 
health  insurance. 

Sixty-one  insurance  companies  are  partici- 
pating to  make  the  Texas  65  program  pos- 
sible in  accordance  with  special  legislation 
enacted  this  year.  Final  enrollment  for  the 
first  period  shows  that  50,046  Texans  are 
now  covered  under  this  plan  and  represent 
6.7  per  cent  of  those  in  the  state  who  are 
65  and  older. 

Thus  the  gap  has  narrowed  between  the 
number  of  senior  citizens  financially  pre- 
pared for  hospitalization  and  the  goal  of  full 
protection  for  all  745,000  older  Texans. 

A poll  conducted  by  Belden  Associates  re- 
vealed that  283,000  of  this  same  population 
group  (65  and  older)  are  people  who  have 
at  least  one  health  insurance  policy. 

Since  Jan.  1,  1962,  30  per  cent  of  all  those 
Texans  65  and  older  have  been  covered  by 
health  insurance  for  which  they  have  quali- 
fied as  Old  Age  Assistance  recipients.  Under 
provision  of  the  Kerr-Mills  Act,  the  Texas 
Department  of  Public  Welfare  has  used  state 
and  federal  funds  to  purchase  health  insur- 
ance from  Blue  Cross-Blue  Shield  of  Texas 
for  227,500  OAA  recipients. 

These  programs  add  up  to  a significant 
record  of  leadership  for  our  state.  Texas 
ranks  first  in  the  percentage  of  the  aged 
who  have  one  or  more  health  insurance  poli- 
cies. More  than  70  per  cent  of  the  elderly  in 


Texas  are  covered  as  compared  with  the  na- 
tional level  of  55  per  cent. 

Among  the  group  of  older  Texans  who 
do  not  carry  health  insurance  are  those  with 
incomes  and  savings  sufficient  to  meet  cost 
of  hospitalization  and  those  who  can  be  ade- 
quately cared  for  by  children  or  other  mem- 
bers of  their  families.  It  is  believed  from 
data  gathered  by  Belden  Associates  that 
there  remains  only  3 per  cent  of  all  aged 
Texans  who  still  need  and  want  outside  help. 

Legislative  machinery  already  has  been 
started  to  assist  this  small  remaining  per- 
centage. Earlier  this  year,  the  Texas  Legisla- 
ture authorized  the  submission  of  a Consti- 
tutional amendment  to  the  voters  of  our 
state  in  November,  1964.  This  proposal,  if 
approved,  would  provide  similar  vendor  pay- 
ments for  those  elderly  not  on  Old  Age  As- 
sistance who  are  unable  to  pay  for  necessary 
medical  services.  This  is  the  second  phase, 
or  Medical  Aid  to  the  Aged  portion,  of  the 
Kerr-Mills  Act. 

In  view  of  this  progress,  it  is  evident  that 
a compulsory  program  of  government  medi- 
cine is  neither  wanted  nor  needed  in  Texas. 
Six  Texas  Congressmen  have  conducted  pub- 
lic opinion  polls  among  their  constituents 
and  report  a predominating  opposition  to 
social  security-financed  medical  care  for  the 
aged.  This  attitude  is  hardly  surprising  when 
one  considers  that  much  of  this  problem  has 
been  solved  already  in  Texas  and  that  the 
King-Anderson  proposal  would  cost  Texas 
taxpayers  $69,000,000  the  first  year! 
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Detail  Man  Speaks  Out 


Up  a Creek  without  a Paddle 


I have  just  read  the  article,  “Our  Friends 
(?)  The  Detail  Men,”  in  the  September  issue 
of  the  Journal,  and  I feel  that  I must  take 
exception  to  some  of  the  views  expressed. 

The  “ball  carrier”  for  the  pharmaceutical 
industry  is  the  detail  man,  or  professional 
service  representative.  He  usually  is  a college 
graduate  with  a scientific  background  who 
has  undergone  an  intensive  training  program 
regarding  his  company’s  products. 

It  certainly  is  not  necessary  for  the  public 
to  worry  about  the  pharmaceutical  repre- 
sentative exerting  undue  influence  on  the 
medical  man.  Theirs  is  a reciprocal  relation- 
ship, personal  and  variable.  It  requires  a 
good  deal  of  skill,  judgment,  and  knowledge 
for  the  doctor  to  extract  his  patient’s  mon- 
ey’s worth.  The  detail  man  is  similarly 
skilled.  He  works  for  a single  company  and 
consequently  has  inescapable  loyalties  and 
attachments;  however,  these  are  not  hidden. 
And  the  doctor  does  have  the  education 
needed  to  be  critical  and  scientific  in  dealing 
with  his  link  to  the  commercial  drug  world. 
He  is  under  no  obligation  to  listen  to  any- 
thing, much  less  to  accept  anything.  If  the 
physician  cannot  be  judicious  and  rational, 
then  he  is  in  real  trouble. 

It  might  be — in  fact  it  is — true  that  some 
doctors  listen  too  naively  to  detail  men,  and 
some  listen  to  him  too  little.  Here,  as  in  bio- 
logical phenomena  generally,  analogies 
abound.  Most  doctors  fit  the  detail  man  into 
their  personal  ways  of  life,  accept  his  help 
judiciously,  and  would  find  it  hard  to  get 


along  without  him.  A survey  by  the  AMA 
has  shown  that  doctors  look  to  the  detail 
man  as  their  first  and  most  important  source 
of  information  on  new  products. 

A competent  detail  man  can  acquaint  the 
physician  with  the  capabilities  and  limita- 
tions of  a product  in  only  a fraction  of  the 
time  required  to  research  this  product  in  the 
journals  and  the  PDR. 

The  ethical  pharmaceutical  industry  plays 
a vital  role  in  America’s  health.  There  has 
been  more  progress  in  medicine  during  the 
past  three  decades  than  since  the  beginning 
of  history.  A fantastic  explosion  of  discov- 
ery, the  age  of  chemotherapy — treatment  by 
drugs,  has  virtually  revolutionized  medical 
science. 

In  the  20-plus  years  that  our  industry  has 
relied  upon  the  detail  man  to  acquaint  the 
physician  with  newly  developed  products,  it 
has  enjoyed  a fantastic  rate  of  growth;  it  is 
20  times  larger  today  than  it  was  in  1939. 

The  rapid  growth  of  the  drug  industry  has 
meant  millions  of  dollars  poured  into  re- 
search leading  to  the  development  of  drugs 
which  permit  doctors  to  cure  disease  rather 


Readers  of  the  Texas  State  Journal  of  Medicine  are  in- 
vited to  submit  their  "Personal  Opinions  and  Views"  on 
subjects  they  believe  might  be  of  interest  to  readers  of 
the  Journal.  Submissions  will  be  reviewed  by  Journal 
advisors  for  their  publication  merit.  Items  may  be  di- 
rected to  the  Managing  Editor  of  the  Journal  at  1801 
North  Lamar  Blvd.,  Austin. 


Volume  59,  NOVEMBER,  1963 


1039 


than  alleviate  symptoms.  Of  94  important 
drugs  (developed  since  1945)  in  frequent 
use  in  1960,  52  were  discovered  in  the  United 
States.  All  except  three  were  by  drug  com- 
panies or  university  scientists  financed  by 
the  pharmaceutical  industry. 

There  is  no  field  of  endeavor  to  which  the 
American  public  owes  more  than  to  medicine 
and  pharmacy.  Nevertheless,  the  government 
is  doing  its  best  to  show  these  two  fields  in 
an  unfavorable  light.  If  the  government  suc- 
ceeds in  taking  control  of  our  industry  and 
your  profession,  the  detail  man  will  no  longer 


be  a problem  because  there  will  be  nothing 
new  to  detail.  The  physician  will  have  no 
problem  in  deciding  what  to  prescribe  be- 
cause the  government  will  decide  for  him. 

We  in  the  drug  industry  are  proud  to  be  a 
part  of  American  medicine;  we  are  equally 
proud  of  our  physician  teammates. 

Gentlemen,  we  are  in  the  same  boat.  If  we 
do  not  paddle  together  we  may  not  only  lose 
our  paddles  but  our  boat  as  well. 

— Clyde  L.  Patterson,  San  Antonio, 
Professional  Service  Representative, 
Ames  Company,  Inc. 


Retail  Prescription  Drug  Prices  Down 

Consumers  are  paying  consistently  lower  prices  for  prescription 
drugs,  while  the  cost  of  living  generally  continues  to  rise,  U.S.  gov- 
ernment figures  show.  A comparison  of  retail  drug  prices  with  the 
prices  of  food  and  with  all  commodities  for  the  past  five  years  shows 
that  drug  prices  began  to  drop  in  1960  and  have  continued  downward 
ever  since,  reaching  a new  low  at  the  end  of  1962.  Other  prices  have 
followed  an  upward  trend  over  the  same  period.  (Source:  U.S.  Bureau 
of  Labor  Statistics,  Consumer  Price  Index.  Base,  1957-1959  = 100. 
Distributed  by  Pharmaceutical  Manufacturers  Association.) 
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Medicine  and  Pharmacy 

The  pharmaceutical  industry  has  been  in  the  front  line  with  phy- 
sicians in  our  joint  battles  to  conquer  disease  and  to  preserve 
free  enterprise  for  the  practice  of  medicine.  The  medical  pro- 
fession recognizes  the  contributions  of  this  industry,  and  we 
should  act  accordingly. 

The  Judicial  Council  of  the  American  Medical  Association  has 
stated  that  "under  the  language  of  the  Principles  of  Medical 
Ethics  it  cannot  be  considered  unethical  for  a physician  to  own 
or  operate  a pharmacy  provided  there  is  no  exploitation  of  his 
patient . " In  the  era  before  modern  medicine  it  was  not  unusual, 
and  often  was  necessary,  for  physicians  to  dispense  their  own 
drugs  or  to  own  the  only  pharmacy  in  a community.  Today  a doctor- 
owned  drug  store,  although  not  unethical,  is  rarely  justified 
by  local  situations  and  might  be  considered  a trespass  by  our 
valuable  allies,  the  pharmacists. 


It  has  been  estimated  that  80  per  cent  of  the  drugs  commonly  pre- 
scribed today  were  unknown  ten  years  ago.  Ethical  pharmaceutical 
manufacturers  have  invested  large  sums  to  discover,  investi- 
gate, and  distribute  the  "miracle"  drugs  that  have  reduced  mor- 
tality and  morbidity.  These  companies  should  receive  a fair  re- 
turn on  their  investments.  They  truly  deserve  the  respect  and 
cooperation  of  physicians  who  are  using  their  products. 


The  Judicial  Council  also  has  said  that  "it  is  unethical  for  a 
physician  to  have  a financial  interest  in  a repackaging  com- 
pany" or  "to  own  stock  in  a pharmaceutical  company  which  he  can 
or  does  control  while  actively  engaged  in  the  practice  of  medi- 
cine." The  ethics  of  these  opinions  are  obvious,  but  there  are 
gray  areas.  Physicians  involved  should  question  themselves  as 
to  the  intent  of  such  participation. 


The  motivating  forces  that  determine 
the  real  intention  of  any  human  act  are 
not  always  obvious  to  another  indi- 
vidual. When  a doctor  shares  in  the 
profits  derived  from  his  own  prescrip- 
tions, he  must  justify  the  situation 
to  himself,  to  his  colleagues,  and  to 
the  best  interests  of  his  patients. 


Robert  Mayo  Tenery,  M.D. 

President,  Texas  Medical  Association 


Sudden  Arterial  Occlusion 


DESPITE  RECENT  increased  interest  in 
arterial  lesions,  acute  arterial  occlusion 
continues  to  be  a serious,  only  partially 
solved  problem  in  clinical  practice.  Unless 
this  condition  is  recognized  promptly  and 
judicious  therapy  employed  immediately,  of- 
ten the  patient  loses  a limb  if  not  his  life. 


Etiology  and  Pathologic  Physiology 

Acute  arterial  occlusion  may  be  caused  by 
trauma,  embolism,  or  thrombosis.  Injuries 
to  major  arteries  usually  are  produced  by 
blunt  trauma  or  knife  or  gunshot  wounds. 
The  result  may  be  partial  or  complete  sever- 
ance, contusion,  thrombosis,  arterial  spasm, 
or  occlusion  from  extravascular  compression 
by  an  associated  hematoma. 

Laceration  of  an  artery  may  be  an  incom- 
plete tear  complicated  by  severe  hemorrhage, 
both  external  and  in  surrounding  tissues  or 
body  cavities.  This  is  apt  to  happen  since  the 
elasticity  of  the  vessel  wall  tends  to  cause 
continued  gaping  of  the  wound  instead  of 
contraction  and  spontaneous  closure  as  in  a 
complete  tear.  Simple  contusions  of  a major 
artery  may  cause  occlusion  either  by  spasm, 
thrombosis,  or  both. 

In  some  instances,  an  injury  to  an  artery 
may  be  indirect  or  slight,  and  results  in  no 
more  than  arterial  spasm.  This  spasm  may 
be  confined  to  a short,  hourglass-like,  con- 
stricted segment.  It  may  involve  the  main 
artery  proximally  and  distally  and  the  col- 
lateral branch  system  as  well,  causing  severe 
ischemia  of  the  recipient  tissues.  In  fact,  ar- 
terial spasm  in  varying  degrees  probably  ac- 
companies all  forms  of  sudden  arterial  oc- 
clusion. Arterial  spasm  may  be  either  neuro- 
genic or  myogenic  in  origin.  The  spasm  of 
neurogenic  origin  is  mediated  through  the 
sympathetic  pathways  and  is  responsive  to 


sympathetic  block.  The  spasm  of  myogenic 
origin,  initiated  in  the  arterial  wall  itself,  is 
essentially  refractory  to  treatment. 

Arterial  emboli  may  consist  of  any  par- 
ticulate matter  that  enters  the  arterial 
stream.  It  thus  may  be  air,  fat,  tumor  cells, 
bullets,  calcified  plaques,  or  thrombotic  par- 
ticles. About  95  per  cent  of  all  arterial  em- 
boli arise  from  mural  thrombi  in  the  left 
heart  that  are  there  either  because  of  atrial 
fibrillation  or  myocardial  infarction.  Other 
less  common  sources  are  the  valvular  vegeta- 
tive thrombi  or  subacute  bacterial  endocardi- 
tis and  thrombotic  particles  from  atheroscle- 
rotic plaques  or  from  the  ragged  interior  of 
arterial  aneurysms.  Rarely,  a venous  embolus 
traverses  a septal  defect  to  enter  the  left 
heart  and  thus  the  arterial  circulation. 

Arterial  emboli  tend  to  lodge  at  points  of 
major  bifurcation  and  may  involve  any 
branch  of  the  aorta,  both  visceral  and  pe- 
ripheral. The  following  percentage  distribu- 
tion of  arterial  emboli  occurs:  femoral  ar- 
tery, 40  per  cent;  popliteal,  15  per  cent;  com- 
mon iliac,  15  per  cent;  aortic  bifurcation,  10 
per  cent;  axillary  and  brachial  artery,  10 
per  cent;  and  visceral  arteries,  10  per  cent. 

Multiple  embolization  may  occur  either  in 
sequence  or  concurrently;  coupled  with  the 
hazard  of  existent  serious  heart  disease,  it 
often  results  in  a fatal  outcome  regardless 
of  the  mode  of  therapy  employed. 

Sudden  arterial  thrombosis  is  the  third 
major  cause  of  acute  arterial  occlusion.  It 
may  result  from  trauma,  pressure  from  cer- 
vical ribs  or  crutches,  atherosclerosis,  throm- 
boangiitis obliterans,  polycythemia  vera, 
thrombotic  thrombocytopenic  purpura, 
thrombophilia,  heart  failure,  and  cold  in- 
juries. Without  apparent  reason,  it  may  oc- 
cur with  certain  severe  infections,  malig- 
nancies, and  febrile  diseases. 

Regardless  of  whether  a sudden  arterial 
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Acute  arterial  occlusion  may  result  from 
trauma,  embolism,  or  thrombosis.  Usually  it 
occurs  under  adverse  circumstances,  but  the 
condition  is  far  from  hopeless  when  the  at- 
tending physician  recognizes  it  and  initiates 
the  proper  therapy. 


occlusion  occurs  because  of  trauma,  embo- 
lism, or  thrombosis,  the  mechanism  of  is- 
chemia is  the  same.  First,  there  is  obstruc- 
tion in  the  main  arterial  pathway,  and  the 
distal  tissues  suddenly  become  dependent 
upon  whatever  blood  supply  might  be  re- 
ceived through  collateral  channels.  Second, 
the  collateral  vessels  in  many  instances  are 
capable  of  preventing  tissue  death,  but  where 
there  is  widespread  arteriosclerotic  narrow- 
ing, the  vessels  are  inadequate.  Frequently 
severe  arterial  spasm  is  provoked  both  prox- 
imally  and  distally  in  the  main  artery  and  its 
branches  so  that  whatever  collateral  flow  is 
anatomically  possible  becomes  ineffective. 
Third,  in  a relatively  short  time,  secondary 
thrombosis  develops  proximally  and  distally 
in  the  main  arterial  channel.  This  further 
decreases  the  collateral  flow  and  the  chance 
of  restoring  effective  circulation.  Fourth, 
eventually  the  intima  of  the  occluded  vessel 
is  injured,  and,  even  though  the  primary 
cause  of  occlusion  is  successfully  removed, 
subsequent  extensive  arterial  and  venous 
thromboses  occur. 

The  ultimate  effect  of  an  acute  arterial  oc- 
clusion depends  not  only  on  the  foregoing 
factors,  but  will  vary  with  the  anatomic  lo- 
cation of  the  occlusion  and  the  potentially 
useful  collateral  circulation  at  that  point. 
Thus,  the  mortality  rate  of  the  extremity  is 
100  per  cent  in  occlusions  of  the  aortic  bi- 
furcation or  iliac  arteries  where  demarca- 
tion occurs  above  the  knee.  Occlusion  of  the 
femoral  artery  causes  gangrene  in  50  per 
cent  of  the  cases  at  the  mid-thigh  or  knee 
level,  and  occlusion  of  the  popliteal  artery, 
in  80  per  cent,  where  demarcation  is  usually 
in  the  calf  of  the  leg  below  the  knee.  Occlu- 
sion of  the  axillary  artery  causes  gangrene 
of  the  fingers  or  part  of  the  hand  in  25  per 
cent  of  cases ; occlusion  of  the  brachial  artery 
above  the  profunda  branch  causes  gangrene 
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in  40  per  cent,  and  when  below  the  profunda 
branch,  in  15  per  cent. 


Clinical  Features 

The  clinical  features  of  sudden  arterial  oc- 
clusion are  variable  and  often  bizarre.  Symp- 
toms appear  suddenly  and  dramatically  in 
approximately  80  per  cent  of  the  cases. 
Characteristically,  the  patient  usually  first 
experiences  pain,  followed  by  coldness,  numb- 
ness, and  pallor  of  the  extremity,  collapse  of 
the  superficial  veins,  eventual  loss  of  motor 
function,  and  finally  ischemic  changes  which 
may  progress  to  obvious  gangrene.  In  addi- 
tion to  these  objective  findings,  the  most  im- 
portant diagnostic  sign  is  the  absence  of  pul- 
sations in  arteries  which  were  known  or 
presumed  to  have  been  palpable  previously. 

There,  of  course,  may  be  a history  of  either 
penetrating  or  nonpenetrating  trauma  with 
obvious  external  blood  loss  or  extensive 
swelling  of  an  extremity;  or  there  may  be 
evidence  of  myocardial  infarction,  atrial  fi- 
brillation, rheumatic  heart  disease,  arterial 
aneurysm,  or  generalized  arteriosclerosis. 
Such  history  and  evidence  leads  to  the  sus- 
picion of  thrombotic  or  embolic  change. 

As  a rule,  the  level  of  occlusion  of  an  ar- 
tery can  usually  be  established  by  appropri- 
ate palpation  for  pulses  and  observation  of 
changes  in  skin  color,  temperature,  and  an- 
esthesia, but  at  times  arterial  spasm  proxi- 
mal to  the  site  of  organic  occlusion  may  be  so 
severe  that  the  occlusion  seems  to  be  at  a 
higher  level  than  it  actually  is.  This  same 
error  can  also  be  made  in  interpreting  arteri- 
ograms, since  spasm  or  stagnation  of  blood 
above  the  site  of  occlusion  may  arrest  the 
progress  of  the  dye  above  the  level  of  true 
obstruction.  For  this  reason,  and  because  of 
the  attendant  additional  risk  of  performing 
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it,  angiography  is  seldom  employed.  In  the 
absence  of  associated  arterial  spasm,  the 
level  of  arterial  pidsations  and  the  line  of 
skin  temperature  change  may  serve  as  a use- 
ful index  to  determine  the  approximate  level 
of  organic  occlusion.  In  occlusion  of  the  pop- 
liteal artery,  the  line  of  temperature  change 
is  usually  located  just  above  the  ankle,  or  in 
the  lower  third  of  the  leg;  and  in  occlusion 
at  the  bifurcation  of  the  femoral  artery,  at 
the  junction  of  the  lower  and  middle  thirds 
of  the  thigh.  Occlusion  of  the  aorta  results 
in  high  bilateral  extremity  changes,  whereas 
occlusion  of  the  iliac  artery  will  result  in 
temperature,  color,  and  anesthesia  changes 
high  in  the  affected  thigh. 

Treatment 

Knowing  the  pathologic  physiology  and 
the  sequence  of  events  that  take  place  with 
acute  arterial  occlusion  leads  one  to  realize 
that  successful  management  can  be  achieved 
only  by  early  diagnosis  and  prompt  treat- 
ment. 

The  course  of  action  most  likely  to  pre- 
serve life  and  the  extremity  is  determined 
through  mature  judgment. 

Whether  conservative  or  operative  man- 
agement is  to  be  used  depends  on  the  general 
condition  of  the  patient,  the  location  of  the 
arterial  obstruction,  the  time  interval  since 
onset  of  symptoms,  and  the  degree  of  is- 
chemia which  has  been  produced. 

Conservative  measures  are  preferable  in 
patients  whose  lives  are  in  jeopardy  because 
of  recent  serious  myocardial  infarction  or 
serious  decompensating  heart  disease,  unless 
the  site  of  arterial  occlusion  is  such  that 
death  will  result  from  its  effects  alone.  Most 
patients  with  a saddle  embolus  of  the  ab- 
dominal aorta  will  die  if  an  embolectomy 
cannot  be  successfully  performed,  whereas 
occlusion  of  lesser  arterial  branches  will  not 
necessarily  result  in  major  gangrene  or  in 
death. 

Obviously,  operative  intervention  is  con- 
tradicted in  patients  who  are  virtually  mori- 
bund and  in  those  in  whom  gangrene  of  the 
extremity  is  already  far  advanced ; however, 
one  should  keep  in  mind  that  the  hazard  of 
later  major  amputative  surgery  for  gangrene 
may  be  greater  than  the  hazard  of  early 
restorative  surgery. 

The  rationale  for  conservative  manage- 


ment of  acute  peripheral  arterial  occlusions 
is  the  preservation  of  the  integrity  of  the 
tissues  by  enhancing  the  arterial  blood  flow 
to  the  collateral  circulation.  This  is  accom- 
plished by  relieving  arterial  spasm  and  by 
preventing  secondary  progressive  arterial 
thrombosis.  Relief  of  arterial  spasm  is  best 
achieved  by  giving  papaverine  hydrochloride, 

1 to  11/2  grains,  intravenously  every  four 
hours  or  tolazoline  hydrochloride  (Prisco- 
line) , 50  to  100  mg.,  intravenously  every  four 
hours,  or  by  regional  sympathetic  or  nerve 
block.  For  the  upper  extremity  either  a stel- 
late or  brachial  plexus  block  is  used,  and  for 
the  lower  extremity  either  a lumbar  para- 
vertebral sympathetic  block  or  a continuous 
spinal  or  epidural  anesthesia  is  done. 

Prevention  of  progressive  secondary  ar- 
terial thrombosis  is  achieved  by  adequate  an- 
ticoagulation. This  is  accomplished  by  giving 
heparin  sodium  intravenously  in  a dosage 
sufficient  to  maintain  the  Lee-White  clotting 
time  at  30  minutes  or  more.  Usually,  aqueous 
heparin  sodium,  100  mg.  intravenously,  and 
100  mg.  intramuscularly,  is  given  immediate- 
ly, and  between  50  to  75  mg.  is  then  given 
intramuscularly  every  four  to  six  hours 
thereafter.  Experience  has  shown  that  there 
is  little  danger  of  spontaneous  bleeding  from 
prolonged  Lee-White  clotting  times,  but  that 
there  is  considerable  danger  of  progressive 
thrombosis  if  the  clotting  time  is  not  main- 
tained at  more  than  30  minutes. 

In  addition  to  these  measures,  medication 
also  is  given  for  the  relief  of  pain.  Inhala- 
tion of  oxygen  is  useful.  Through  all  phases 
of  treatment,  one  should  never  apply  heat 
nor  elevate  the  extremity.  Soft  protective 
wrappings,  such  as  cotton  batting,  and  the 
use  of  a cover  cradle  will  protect  the  anes- 
thetized and  ischemic  skin  from  injury  in  the 
bed,  and  tends  to  preserve  normal  tissue 
temperature. 

The  response  to  this  form  of  conservative 
management  of  acute  peripheral  arterial  oc- 
clusion is  extremely  variable.  In  some  in- 
stances when  the  occlusion  involves  smaller 
arteries  or  has  occurred  in  the  distal  portion 
of  the  arterial  tree,  improvement  may  occur 
promptly  and  completely.  In  othev  cases  de- 
spite adequate  heparinization  and  relief  of 
arterial  spasm,  no  apparent  change  takes 
place.  If  the  patient’s  general  condition  per- 
mits, operative  intervention  should  then  be 
employed. 

If  the  arterial  occlusion  involves^  either  the  J 
aorta,  the  common  iliac,  or  the  common  fe- 
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moral  arteries,  immediate  operative  inter- 
vention should  be  made  unless  the  general 
condition  of  the  patient  prohibits  it.  On  the 
other  hand,  if  the  occlusion  involves  the  fe- 
moral artery  below  the  common  femoral 
level,  the  popliteal,  or  the  arteries  of  the  up- 
per extremity,  conservative  measures  as  out- 
lined are  used  for  two  to  four  hours  depend- 
ing upon  the  clinical  response.  In  fact,  even 
with  obstructions  at  the  aortic  level,  con- 
servative protection  may  be  used  for  two  to 
four  hours  while  efforts  are  being  made  to 
improve  the  patient’s  ability  to  tolerate  sur- 
gery. 

The  exact  operative  procedure  chosen  will 
depend  upon  the  pathologic  condition.  In  all 
arterial  surgery,  the  segment  to  be  treated 
is  first  exposed  and  controlling  tapes  or 
suitable  noncrushing  clamps  are  applied  both 
proximally  and  distally.  In  the  case  of  trau- 
matic severing  or  laceration  of  an  artery, 
control  of  hemorrhage  is  paramount  and  is 
achieved  by  tourniquet,  pressure,  or  the  ap- 
plication of  a clamp  as  soon  as  appropriate 
exposure  is  obtained.  The  artery  is  then  mo- 
bilized both  above  and  below  the  damaged 
area  and  is  excised  at  either  end  for  at  least 
1 cm.  beyond  the  point  of  visible  damage.  If 
the  two  ends  can  then  be  brought  into  easy 
approximation  without  undue  tension,  they 
are  anastomosed  using  either  4-0  or  5-0  ar- 
terial silk  in  a continuous  over-and-over 
stitch  interrupted  twice.  Use  of  either  a bi- 
angulation or  triangulation  method  simplifies 
this  part  of  the  procedure.  If  because  of  the 
nature  of  the  injury,  actual  loss  of  arterial 
substance  has  occurred,  the  resulting  gap 
must  be  bridged  by  an  appropriate  arterial 
graft.  A portion  of  the  saphenous  vein  is 
preferable  for  reconstruction  of  the  femoro- 
popliteal  system,  wfiereas  the  use  of  woven 
Teflon  graft  is  better  for  restoration  of  the 
aortic  iliac  segment. 

If  the  arterial  occlusion  is  caused  by  an 
acute  arterial  thrombosis,  either  spontane- 
ously or  the  result  of  trauma,  then  a bypass 


graft  is  employed.  It  is  attached  to  a good 
portion  of  the  artery  above  and  below  the 
block  by  an  end-to-side  anastomotic  tech- 
nique. In  the  case  of  a traumatic  thrombosis, 
resection  and  end-to-end  replacement  of  the 
damaged  segment  is  often  possible.  In  some 
cases,  a thrombo-endarterectomy  and  patch 
graft  may  be  used. 

If  the  arterial  occlusion  is  caused  by  an 
embolus,  an  embolectomy  is  performed.  This 
is  done  by  making  a longitudinal  incision  in 
the  anterior  wall  of  the  artery  directly  over 
the  most  distal  portion  of  the  embolus,  pre- 
ferably in  the  main  artery,  proximal  to  its 
bifurcation.  Closure  of  the  larger  vessel  is 
less  likely  to  be  followed  by  thrombosis  as 
would  occur  with  closure  of  one  of  the  two 
branches.  Usually  when  the  incision  has  been 
made,  the  force  of  blood  pressure  from  above 
will  cause  the  embolus  to  be  flushed  rapidly 
out  of  the  artery.  If  it  does  not  extrude  itself 
immediately,  it  can  be  gently  dislodged  with 
suitable  manipulation  or  suction.  The  artery, 
of  course,  should  be  occluded  below  the  level 
of  the  embolus  to  prevent  the  distal  displace- 
ment of  portions  of  the  embolus  as  it  is  being 
removed. 

Following  the  removal  of  the  embolus,  the 
distal  occluding  clamp  is  removed,  and  the 
volume  of  retrograde  flow  from  the  distal 
end  of  the  artery  is  observed.  If  this  return 
flow  of  blood  is  relatively  forceful,  the  arteri- 
otomy  incision  is  closed  with  a continuous 
over-and-over  arterial  suture  and  the  clamps 
removed. 

If,  on  the  other  hand,  the  observable  retro- 
grade flow  seems  to  be  inadequate,  considera- 
tion must  be  given  to  performing  a retro- 
grade flushing  procedure  in  an  effort  to  re- 
move long  segments  of  thrombus,  which,  if 
allowed  to  remain,  would  preclude  successful 
restoration  of  arterial  flow.  Such  a procedure 
is  accomplished  by  exposing  the  posterior 
tibial  and  occasionally  the  dorsalis  pedis  ar- 
tery, or  its  counterpart  in  the  upper  extrem- 
ity. Then  by  means  of  a catheter  or  a can- 
nula, saline  solution  is  flushed  under  pres- 
sure in  a retrograde  direction  to  force  the 
thrombus  upward  into  the  more  proximal 
portion  of  the  artery  and  to  extrude  itself 
out  through  the  previously  made  arteriotomy 
incision.  When  successful,  a thrombus  sev- 
eral inches  long  will  be  extruded,  followed  by 
a free  flow  of  saline  through  the  arterioto- 
my. If  because  of  the  patient’s  age  or  the 
presence  of  generalized  arteriosclerosis,  evi- 
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dence  suggests  that  the  lack  of  retrograde 
flow  results  from  chronic  atheromatous  oc- 
clusion of  the  distal  arterial  bed,  then  retro- 
grade flushing  will  be  of  little  value. 

Frequently,  a lumbar  sympathectomy  will 
be  done  in  conjunction  with  these  direct  ar- 
terial procedures.  In  most  instances  in  which 
the  patient  has  not  been  previously  heparin- 
ized, it  is  advisable  to  do  so  as  soon  as  con- 
trolling clamps  have  been  applied  to  prevent 
stasis  thrombosis  during  the  occlusive  por- 
tion of  the  operative  procedure.  Regional 
heparinization  by  injecting  homeopathic 
doses  of  heparin  intra-arterially,  proximally, 
and  distally  to  the  point  of  occlusion  accom- 
plishes nothing;  and,  if  in  the  selective  judg- 
ment of  the  surgeon,  heparinization  is  desir- 
able, it  should  be  accomplished  systemically 
by  giving  an  appropriate  dose  of  heparin 
sodium  intravenously. 

All  forms  of  sudden  peripheral  arterial  oc- 
clusion may  be  associated  with  acute  arterial 
spasm.  If  this  spasm  is  seen  during  operative 
exposure  of  the  artery,  it  may  be  difficult 
to  treat  and  may  completely  nullify  the  bene- 
ficial effects  of  other  arterial  reconstructive 
procedures.  In  addition  to  the  employment 
of  nerve  blocks,  papaverine,  heparinization, 
or  resection  and  anastomosis,  the  direct 
application  of  full  strength  papaverine  solu- 
tion has  proved  more  effective  than  the  use 
of  local  procaine  injection  in  the  relief  of  this 
form  of  spasm. 

Following  operation,  depending  upon  the 
nature  of  the  case,  heparinization,  papaver- 
ine, and/or  appropriate  nerve  blocking  tech- 
niques may  be  continued  until  the  outcome  of 
the  therapeutic  efforts  is  established  in  one 
direction  or  the  other. 

Most  sudden  arterial  occlusions  to  the  in- 
ternal viscera  are  caused  by  arterial  emboli. 
Though  visceral  arterial  emboli  may  affect 
the  renal  and  splenic  arteries,  those  of  great- 


est clinical  significance  affect  the  cerebral 
arteries  and  the  superior  mesenteric  artery. 
Autopsy  material  and  analysis  of  carotid  ar- 
teriography studies  show  that  approximately 
40  per  cent  of  strokes  result  from  occlusion 
of  the  cervical  portions  of  the  carotid  or  ver- 
tebral arteries.  These  occlusions,  for  the  most 
part,  are  caused  by  the  sudden  superimposi- 
tion of  thrombosis  on  a pre-existing  partial 
occluding  atheromatous  plaque.  Symptoms 
may  be  transient  and  recurrent,  or  they  may 
be  explosive  with  the  full-blown  features  of 
a stroke.  In  the  event  of  partial  occlusion, 
performance  of  endarterectomy  has  proved 
successful  in  nearly  80  per  cent  of  the  cases. 

Acute  superior  mesenteric  artery  occlusion 
is  always  fatal  because  of  massive  gangrene 
of  the  small  intestine  and/or  of  the  right  half 
of  the  colon.  Resection  of  this  gangrenous 
bowel  may  postpone  death.  The  resulting 
small  bowel  insufficiency,  however,  may  be 
disabling  if  not  ultimately  fatal.  For  this  rea- 
son in  the  management  of  these  cases,  an 
earnest  effort  at  re-establishing  an  adequate 
pulsatile  blood  flow  in  the  superior  mesen- 
teric artery  by  embolectomy  and  removal  of 
adjacent  thrombus  should  be  made.  Several 
such  attempts  have  been  successful. 


Summary 

Sudden  arterial  occlusion  is  far  from  hope- 
less, although  it  occurs  under  adverse  circum- 
stances in  most  cases.  The  first  physician 
called  to  attend  such  a case  has  the  greatest 
opportunity  to  achieve  a successful  outcome. 
This  entails  immediate  recognition  and  insti- 
tution of  appropriate  combinations  of  con- 
servative and  operative  therapy. 

t Drs.  Denman,  Gandy,  and  Chamberlain,  Surgical 
Clinic  of  Houston,  6410  Fannin  St.,  Houston. 


Safety  Belt  Facts 

If  a person  is  thrown  from  a car  during  a collision,  his  chances 
of  being  killed  are  five  times  greater  than  if  he  remained  inside  the 
car.  Seat  belts  will  keep  you  “packaged  in.” 
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Vectorcardiogram  and  Electrocardiogram 
In  Endocardial  Cushion  Defects 

NAMIK  KEMAL  UZSOY,  M.D, 


PRECEDING  OPEN  heart  surgery,  it  is 
important  to  distinguish  the  endocardial 
cushion  (ostium  primum)  type  of  atrial  sep- 
tal defect  from  the  secundum  type,  or  from 
other  combined  congenital  heart  lesions. 

The  classification  and  nomenclature  of  en- 
docardial cushion  defects  still  is  complicated. 
Authors  have  used  various  forms,10’ 36’ 37  but 
the  most  practical  and  convenient  classifica- 
tion subdivides  these  lesions  into  two  groups, 
incomplete  (partial),  and  complete  (total) 
types.8, 26’ 33 

In  the  incomplete  type  there  is  no  com- 
munication below  the  atrioventricular  valve, 
whereas  in  the  complete  type,  a large  cres- 
centic defect  in  the  lower  atrial  septum  over- 
lies  cleft  mitral  and  tricuspid  valves  and  a 
defective  superior  rim  of  the  ventricular  sep- 
tum.33 

Electrocardiographic  changes  in  ostium 
primum  defect  have  been  described  and  re- 
ported by  others.2’ 4>  7’ 8- 13’ 16, 22, 25, 27, 29, 30, 39 
Distinctive  electrocardiographic  features  are 
a reliable  index  in  the  differential  diagnosis 
of  ostium  primum  and  ostium  secundum 
types  of  atrial  septal  defects.  Some  au- 
thors17- 23’ 38>  40  have  questioned  the  reliability 
of  the  electrocardiogram  (ECG)  changes  as 
diagnostic  factors. 

ECG,  anatomic,  and  hemodynamic  find- 
ings have  been  studied,20’ 34’ 35  but  no  corre- 
lation was  established.  The  estimation  of  the 
ECG’s  theoretical  variations  from  the  dy- 
namic consideration  has  been  described  by 
Burchell  and  others.8 

The  distinctive  vectorcardiogram  of  endo- 
cardial cushion  defect  may  become  the  most 
useful  tool  in  distinguishing  this  type  of 
congenital  defects  from  others.  The  body  of 
the  QRS  loop  forms  above  the  isoelectric  line 
in  the  frontal  and  sagittal  planes;  this  loop 


is  inscribed  counterclockwise  in  the  frontal 
plane.  The  typical  vectorcardiographic 
changes  of  endocardial  cushion  defects  were 
shown  in  3 of  Hamer’s15  5 cases,  22  cases  of 
Liebman  and  Nadas,18  14  of  18  cases  of 
Beregovich  and  others,3  3 cases  of  Steinfeld 
and  others,33  and  in  9 cases  of  Pileggi  and 
others.26 

Herein,  the  vectorcardiographic  and  elec- 
trocardiographic findings  of  13  patients  with 
endocardial  cushion  defects  are  analyzed. 


Materials  and  Methods 

For  this  study,  13  patients  were  selected 
from  the  wards  and  outpatient  clinics  of  the 
University  of  Texas  Medical  Branch  hospital 
in  Galveston.  There  were  six  males  and  seven 
females.  Their  ages  ranged  from  5 months 
to  32  years,  averaging  8.6  years.  Four  pa- 
tients had  mongolism. 

All  patients  had  a thorough  cardiovascular 
work-up  which  consisted  of  obtaining  a de- 
tailed medical  history,  complete  physical 
examination,  teleradiograms  of  the  chest  in 
posteroanterior  and  lateral  views  (fluoros- 
copy was  also  done  in  some  patients),  phono- 
cardiogram,  14-lead  electrocardiogram  (in- 
cluding V3R  and  V4R)  and  vectorcardio- 
gram. Cardiac  catheterization  was  performed 
on  seven  patients. 

Vectorcardiograms  were  obtained  using 


Stressing  the  value  of  vectorcardiography  as 
an  added  diagnostic  tool,  the  author  reports 
ECG  and  vectorcardiographic  findings  in  13 
patients  who  had  endocardial  cushion  de- 
fects. The  characteristic  vectorcardiographic 
pattern  is  shown. 
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$A11  patients  showed  normal  sinus  rhythm.  LA,  Latin  American. 

§ First  degree  heart  block.  N,  Negro. 

W,  White. 


Tim  i ng:  2,  5 M Sec. 


1MV 


Fig.  1.  ECG  and  vectorcardiogram  (Frank  system)  of  patient  no.  2. 

R:  right  L:  left  S:  superior  I:  inferior  A:  anterior  P:  posterior 


the  Frank12  and  tetrahedron'1  systems.  The 
vector  loop  was  photographed  with  a Pola- 
roid Land  camera  from  a Sanborn  vector 
system  (model  185)  and  Viso-Scope  (model 
169A).  The  vector  loop  was  interrupted  ev- 
ery 0.0025  sec.  for  accurate  timing.  Each 
resultant  line  was  in  the  form  of  a teardrop, 
so  that  the  direction  of  inscription  of  the 
loop  could  be  seen.  The  loops  were  magnified 
and  transcribed  to  scale  on  graph  paper.  The 
QRS  duration  and  mean  QRS  axis  were  de- 
termined. 

Fourteen-lead  electrocardiograms  were  an- 
alyzed the  routine  way  for  the  duration, 


amplitude,  and  morphology  of  the  P waves 
and  QRS  complexes.  The  criteria  of  Ashman 
and  Hull1  were  used  for  determining  the  PR 
(PQ)  interval  prolongation  in  the  older  age 
group  of  patients  whereas  the  criteria  of 
Ziegler41  were  used  for  the  younger  age 
group.  The  criteria  of  Macruz  and  associ- 
ates19 were  used  for  evaluation  of  atrial  ab- 
normalities. For  the  electrocardiographic  di- 
agnosis of  right  ventricular  hypertrophy,  the 
criteria  of  Sokolow  and  Lyon32  and  Milnor21 
were  used ; for  left  ventricular  hypertrophy, 
the  criteria  of  Sokolow  and  Lyon31  and  Pag- 
noni  and  Goodwin24  were  used.  The  interpre- 


1050 


TEXAS  State  Journal  of  Medicine 


Timing-.  2,5  M Sec . 


1 M V 


Fig.  2.  ECG  and  vectorcardiogram  (A,  Frank  system;  B,  tetrahedron  system)  of  patient  no.  5. 


tation  of  systolic  and  diastolic  overloading 
patterns  were  made  according  to  Cabrera 
and  Monroy.9 

The  race,  sex,  and  age  distribution  of  13 


patients  with  endocardial  cushion  defects  and 
the  clinical,  cardiac  catheterization,  and  elec- 
trocardiographic data  are  summarized  in 
Table  1. 
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Fig.  3.  ECG  and  vectorcardio- 
gram (Frank  system)  of  patient 
no.  6. 


Results  and  Discussion 

Analysis  of  the  electrocardiograms  is  as 
follows : 

Rhythm. — The  sino-atrial  rhythm  was 
present  in  all  13  patients.  Milnor  and  Bert- 
rand-2 reported  atrial  fibrillation  in  3 out  of 
24  patients  (6  with  ostium  primum  and  18 
with  ostium  secundum  type  of  atrial  septal 
defects).  The  incidence  of  arrhythmias  is 
higher  in  the  older  age  group. 

P Wave. — Others  have  reported  amplitude 
of  the  P wave,  which  suggested  right  atrial 
enlargement,  in  the  following  percentages  of 
patients  with  ostium  primum  defects : Blount 
and  co-workers,4  60 ; Pryor  and  others,27  18. 
Sodi-Pallares  and  Marsico30  reported  abnor- 
mal P waves  in  38  per  cent  of  patients  with 
atrial  septal  defects.  In  the  present  study, 
the  height  of  the  P waves  in  lead  II  and/or 
lead  V2  exceeded  2.5  mm.  in  five  patients 
(38.4  per  cent).  The  duration  of  the  P wave 
exceeded  0.11  sec.  in  one  patient  (7.6  per 
cent)  which  suggested  the  presence  of  left 
atrial  enlargement. 

PR  Interval. — The  incidence  of  prolonga- 
tion of  the  PR  interval  in  patients  with  en- 
docardial cushion  defects  was  noted  as  fol- 
lows: Burchell  and  others,8  and  Blount  and 


others,4  60  per  cent;  Bedford,2  46.6  per  cent; 
Pryor  and  others,27  18  per  cent;  Milnor  and 
Bertrand,22  66  per  cent;  Toscano-Barboza 
and  others,34  81  per  cent;  Hamer,15  80  per 
cent;  and  Beregovich  and  others,3  86  per 
cent.  In  the  present  study,  the  prolongation 
of  PR  interval  (first  degree  heart  block) 
was  found  in  five  patients  (38.4  per  cent). 

QRS  Complex. — The  duration  of  QRS  com- 
plex was  measured  0.10  sec.  or  less  in  13  pa- 
tients (100  per  cent).  A concordant  S wave 
in  the  standard  leads  (SiS2S3  syndrome)  was 
noted  in  two  patients  (15.3  per  cent)  and 
different  types  of  QRS  complexes  in  lead 
V3R  and/or  lead  Vx  of  the  13  patients  are 
summarized  in  Table  1. 

Q Wave  in  Lead  V6.— In  the  series  of 
Burchell  and  associates,8  a Q wave  in  lead 
V (;  was  seen  in  70  per  cent  of  cases.  In  con- 
trast, Toscano-Barboza  and  his  co- workers35 
found  a Q wave  in  lead  V(i  in  35  per  cent  of 
100  cases  of  ordinary  atrial  septal  defect.  In 
the  author’s  study,  a Q wave  was  present  in 
lead  V6  in  11  out  of  13  patients. 

Mean  QRS  Axis. — The  incidence  of  left 
axis  deviation  in  patients  with  endocardial 
cushion  defects  has  been  reported  as  follows  : 
Pileggi  and  others,26  100  per  cent;  Blount 
and  others,4  60  per  cent;  Kiely  and  others,16 
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71.3  per  cent;  Bedford,2  93  per  cent;  Pryor 
and  others,27  82  per  cent;  Milnor  and  Bert- 
rand,22 66  per  cent;  Liebman  and  Nadas,18 
92  per  cent;  Grant,13  50  per  cent;  Toscano- 
Barboza  and  others,34  100  per  cent ; Hamer,15 
60  per  cent;  and  Beregovich  and  others,3  77 
per  cent. 

When  the  mean  electrical  axis  in  the  elec- 
trocardiogram tends  to  be  perpendicular  to 
the  frontal  plane,  the  true  axis  deviation  can- 
not be  determined.  In  these  circumstances, 
the  vectorcardiographic  loop  helps  in  accu- 
rate determination  of  the  true  axis  deviation. 
It  also  reveals  which  part  of  the  loop,  the 


superior  or  inferior,  is  dominant.  In  the  pres- 
ent study  the  electrocardiograms  of  all  13 
patients  revealed  left  axis  deviation.  The  av- 
erage mean  QRS  axis  or  QRSsE  was  — 50.7°. 
Extreme  examples  were  an  8-month-old  girl 
with  an  axis  of  — 8°  (patient  no.  2,  Table  1) 
and  a 7-year-old  girl  with  an  axis  of  — 96° 
(patient  no.  8,  Table  1). 

The  vectorcardiograms  are  analyzed  as  fol- 
lows : 

Frontal  Plane. — The  main  part  of  the  QRS 
loop  was  above  the  isoelectric  line,  and  the 
mean  QRS  vector  deviated  up  and  left  in  13 
patients.  Several  researchers  have  theorized 
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Fig.  5.  ECG  and  vectorcardiogram  (Frank  system)  of  patient  no.  12. 


as  to  the  cause  of  this  pattern  of  deviation 
in  patients  with  endocardial  cushion  defects. 
Blount  and  associates4  ascribe  it  to  left  ven- 
tricular hypertrophy  secondary  to  mitral  re- 
gurgitation, whereas  Burchell  and  associates8 
point  to  congenital  absence  of  a portion  of 
the  left  bundle-branch  system.  Toscano-Bar- 
boza  and  associates34  think  that  a funda- 
mental alteration  in  excitation  pathways  into 
the  ventricles  causes  the  deviation.  In  this 
series,  the  frontal  plane  QRS  loop  was  in- 
scribed in  a counterclockwise  direction  in 
nine  patients,  while  in  four  patients  it 
formed  a figure-of-eight.  The  initial  forces 
are  down  and  to  the  right,  then  the  loop 
quickly  moves  up  and  left. 

Sagittal  Plane.— The  body  of  the  QRS  loop 
in  the  sagittal  plane  projections  (right  and 
left)  was  also  above  the  isoelectric  line  and 
was  inscribed  clockwise  in  three  patients, 
counterclockwise  in  three  patients,  and  in  a 
figure-of-eight  in  the  remaining  seven  pa- 
tients. The  initial  forces  are  directed  down- 
ward in  various  directions;  the  loop  then 
moves  up  and  toward  the  front  in  most  cases. 
The  terminal  forces  usually  move  down  and 
in  various  directions. 

Horizontal  Plane. — The  body  of  the  QRS 


loop  in  the  horizontal  plane  did  not  reveal 
any  characteristic  displacement.  The  QRS 
loop  was  inscribed  counterclockwise  in  five 
patients,  and  in  a figure-of-eight  in  the  re- 
maining eight. 

Inscription  of  the  QRS  loop  of  13  patients 
in  the  frontal,  sagittal,  and  horizontal  planes 
is  summarized  in  Table  2. 

Endocardial  Cushion  Defects  and  Mongol- 
ism.— The  association  of  mongolism  in  pa- 
tients with  endocardial  cushion  defects  has 
been  reported.5’  n>  14’ 28  The  persistent  atrio- 
ventricular canal  type  of  defect  was  the  more 
common  one.  In  this  study,  4 out  of  13  pa- 
tients (30.7  per  cent)  were  mongoloid. 

Table  2. — Inscription  of  QRS  Loop  in  Each  Plane. 


Inscription s 

CW  8 CCW 


No.  Patients 

Frontal  Plane 

4 

9 

No.  Patients 

Sagittal  Plane 

3 

7 

3 

No.  Patients 

Horizontal  Plane 

— 

8 

5 

CW  = Clockwise. 

8 = Figure-of-eight  configuration. 
CCW  = Counterclockwise. 
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PATIENT  FRONTAL  SAGITTAL  HORIZONTAL 


Fig.  6.  Nonscale  drawings  of  the  vectorcardiograms  of 
eight  patients  with  endocardial  cushion  defects. 


Summary 

Electrocardiographic  and  vectorcardio- 
graphic  findings  of  13  patients  with  endo- 
cardial cushion  defects  have  been  presented 
and  discussed. 

The  mean  QRS  axis  of  the  ECGs  and  vec- 
torcardiograms revealed  left  axis  deviation 
with  an  average  of  — 50.7°.  The  vector  loop 
in  the  frontal  plane  moved  up  and  to  the 
left  above  the  isoelectric  line  with  a counter- 
clockwise inscription.  This  loop  is  typical  in 
patients  with  endocardial  cushion  defects. 
Both  the  ECG  and  vectorcardiogram  are  im- 
portant and  reliable  tools  in  the  diagnosis  of 
endocardial  cushion  defects. 
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Needle  Biopsy  of  Parietal  Pleura 

Current  Status 


VARIOUS  METHODS  of  direct  examina- 
tion of  the  pleura  have  been  advocated 
as  aids  in  establishing  etiology  of  pleuritis 
or  pleural  effusion.  More  than  1,400  needle 
biopsies  on  over  1,200  patients  have  been 
reported.  This  paper  reviews  the  information 
and  discusses  the  present  role  of  needle  biop- 
sy of  the  parietal  pleura. 


History 

From  1911  to  1925,  Jacobaeus  and  Unver- 
richt  published  extensive  works  on  thoracos- 
copy. In  1940,  Carstensen,  utilizing  thoracos- 
copy with  pleural  biopsy,  established  a tu- 
berculous etiology  in  72  of  86  patients.  By 
the  same  method,  Lloyd  in  1953  reported  a 
malignant  etiology  for  the  pleural  effusion 
in  12  of  23  patients.  Parietal  pleural  biopsy 
was  performed  occasionally  at  the  time  of 
diagnostic  or  therapeutic  thoracotomy.  In 
1954  and  1955,  several  reports  were  pub- 
lished in  an  attempt  to  clarify  the  value  of 
open  pleural  biopsy.  Both  thoracoscopy  with 
biopsy  and  open  pleural  biopsy  appeared  to 
offer  valuable  diagnostic  aid ; however,  tech- 
nical difficulties  and  morbidity  tended  to 
limit  their  usefulness.  Therefore,  there  was 
great  interest  in  1955  when  DeFrancis  and 
others  published  their  first  report  suggesting 
that  a safe  and  simple  method  of  blind  needle 
biopsy  of  the  parietal  pleura  might  give  ex- 
cellent results.4 

Since  early  1957,  the  author  has  utilized 
four  of  the  five  reported  biopsy  needles  in 
performing  more  than  200  biopsies. 


Biopsy  Technique 

The  same  precautions  and  contraindica- 
tions that  apply  to  diagnostic  thoracentesis 
apply  to  needle  biopsy  of  the  parietal  pleura. 


There  are  no  other  specific  contraindications 
or  precautions  to  be  observed.  A slightly 
larger  area  of  skin  is  prepared  than  is  neces- 
sary for  routine  thoracentesis.  Following 
this,  generous  amounts  of  a local  anesthetic 
are  injected  as  is  done  for  a routine  thora- 
centesis. If  fluid  is  present,  enough  is  re- 
moved for  routine  studies  (usually  about  50 
ml.  for  cell  count  and  differential,  sugar, 
protein,  malignant  cells,  culture  for  pyogen- 
ins,  acid-fast  bacilli,  and  fungi) . A small  skin 
stab  wound  is  then  made  with  a number  11 
or  15  scalpel  blade  so  that  the  larger  biopsy 
needle  can  be  inserted  without  undue  pres- 
sure. The  biopsy  proceeds  essentially  as  de- 
scribed in  the  literature.1'4  Extensive  experi- 
ence with  the  Vim-Silverman  and  Abrams 
needles  and  limited  experience  with  the 
Franklin  and  Cope  needles  reveals  that,  with 
any  of  these  needles,  the  procedure  is  simple, 
safe,  and  has  a low  morbidity  rate.  Less  than 
five  minutes  is  added  to  a routine  thoracen- 
tesis with  little  discomfort  to  the  patient  and 
probably  no  further  morbidity.  The  Abrams 
needle  is  preferred  by  the  author  for  routine 
biopsies.  The  Vim-Silverman  needle  has  some 
advantages  in  cases  of  extremely  thickened 
pleura.  The  author  has  not  used  the  Carpen- 
ter needle;  however,  it  appears  to  be  an  ex- 
cellent instrument. 


Tissue  Processing 

The  size  and  nature  of  specimens  from 
needle  pleural  biopsy  present  many  prob- 
lems. Full  understanding  and  cooperation  be- 
tween the  pathologist  and  the  person  per- 
forming the  biopsy  are  essential  if  results  are 
to  be  acceptable.  The  specimen  is  small  and 
may  be  easily  lost.  This  is  especially  true 
since  each  biopsy  specimen  may  separate 
into  several  pieces  (muscle,  subpleural  tis- 
sue, pleura).  The  use  of  a relatively  small 
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Evidence  now  indicates  that  needle  biopsy  of 
the  parietal  pleura  is  a safe,  simple  proced- 
ure, and  probably  is  the  most  productive 
single  study  for  establishing  etiologic  diag- 
nosis of  pleuritis  or  effusion. 


wide-mouth  specimen  container  has  been 
helpful  in  preventing  loss.  Since  the  speci- 
mens consist  of  multiple  bits  and  these  some- 
times represent  more  nondiagnostic  than  di- 
agnostic tissue,  it  is  essential  that  the  speci- 
mens be  carefully  mounted  in  the  paraffin 
block  and  that  multiple  cuts  be  made  through 
this  block  to  insure  that  all  of  the  pathologic 
material  is  sampled. 


Results 

The  diagnostic  yield  is  greatly  influenced 
by  patient  selection.  For  this  reason  the  36 
per  cent  diagnostic  specimens  in  the  1,200 
reported  cases  are  of  little  significance.  The 
diagnostic  yield  in  cases  of  known  etiology 
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is  a much  better  guide  to  the  actual  efficien- 
cy of  the  procedure.  The  results  obtained  by 
authors  who  had  cases  with  a definite  diag- 
nosis of  tuberculosis  or  malignancy  are 
shown  in  Tables  1 and  2.  The  biopsy  needle 
used  is  specified,  but  it  must  be  remembered 
that  many  other  factors  influenced  the  re- 
sults (such  as  operator  skill,  pathologic- 
handling,  number  of  repeat  biopsies). 

From  Table  1 it  will  be  seen  that  approxi- 
mately three  fourths  of  tuberculous  effusions 
will  yield  granulomatous  tissue.  Typical 
granulomatous  tissue  is  not,  of  course,  diag- 
nostic, but  coupled  with  skin  and  serologic 
tests,  it  is  usually  relatively  specific.  Several 
series  using  the  study  of  pleural  fluid,  spu- 
tum, and  gastric  aspirate  have  shown  bac- 
teriologic  confirmation  only  in  about  one 


Fig.  1.  Vim-Silverman  or  Franklin  needle,  (a)  Stylet;  (b)  biopsy  needle;  (c)  outer  cannula. 
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Table  1. — Pleural  Biopsy  Results  in  Patients  with  Proved  Tuberculous  Pleurisy. 


Biopsy  Needle 

Author 

No.  of  Cases 

No.  of  Biopsies 

% Diagnostic 

Vim-Silverman 

Heller 

11 

6 

55 

Donohoe 

37* 

20 

54 

Sweany 

16 

13 

81 

Weiss 

69* 

47 

68 

Niden 

2 

0 

0 

Sub  Total 

135 

86 

64 

Abrams 

Mestitz 

85* 

70 

82 

Hampson 

32 

20 

63 

Sub  Total 

117 

90 

77 

Cope 

Levine 

38 

31 

82 

Niden 

7 

4 

57 

Sub  Total 

45 

35 

78 

Carpenter 

Carpenter 

5 

0 

0 

Sub  Total 

5 

0 

0 

Total 

302 

211 

70 

*Cases  proved  TBC  plus  cases  with  strong  clinical  diagnosis  of  TBC. 

Table  2- 

— Pleural  Biopsy  Results  in  Patients  with 

Proved  Malignancy. 

Biopsy  Needle 

Author 

No.  of  Cases 

No. 

of  Biopsies 

% Diagnostic 

Vim-Silverman 

Heller 

16 

8 

50 

Donohoe 

19 

8 

42 

Samuels 

38* 

21 

55 

14f 

4 

29 

Welsh 

14 

10 

71 

Sweany 

20 

10 

50 

Schools 

32 

13 

41 

Niden 

9 

4 

44 

Sub  Total 

148 

78 

53 

Abrams 

Mestitz 

55 

33 

60 

Leggat 

20 

12 

60 

Pagel 

20 

13 

65 

Hampson 

40 

22 

55 

Sub  Total 

135 

80 

59 

Cope 

Levine 

28 

21 

75 

Niden 

21 

14 

67 

Sub  Total 

49 

35 

71 

Carpenter 

Carpenter 

22 

13 

59 

Sub  Total 

22 

13 

59 

Total 

354J 

206 

58 

^Carcinoma. 

fLymphomas. 

|14  Lymphomas  not  included. 

Table  3. — Comparison  of  Pleural  Fluid  Cytology  Examination  and/or  Cell  Block  with  Needle  Biopsy. 

Biopsy  Pos. 

Biopsy  Pos.  Biopsy  Neg. 

Biopsy  Pos.  Biopsy  Neg. 

Needle  Author  No  Fluid 

Fluid  Neg.  Fluid  Pos. 

Fluid  Pos.  Fluid  Neg. 

Vim-Silverman  Samuels 

0 

10 

7 

JL1 

6 

Welsh 

2 

3 

2 

4 

2 

Schools 

3 

4 

6 

6 

13 

Abrams  Leggat 

0 

8 

3 

4 

3 

Pagel 

0 

2 

3 

11* 

4* 

Cope  Levine 

13 

11 

3 

2 

2 

Total 

18 

38 

24 

38 

30 

Total  Cases 

and  % of 

Total  Cases  148 

12% 

26% 

16% 

26% 

20% 

*It  is  presumed  that  fluid  was  examined  in  all  cases. 
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Fig.  2.  Abrams  needle,  (a)  Stylet;  (b)  inner  cutting  needle;  (c)  outer  needle. 


third  of  tuberculous  effusions.  Biopsy  results 
are  available  in  a few  days  while  bacterio- 
logic  results  usually  require  six  to  eight 
weeks. 

Table  2 shows  that  only  slightly  more  than 
one-half  of  326  cases  of  proved  malignancy 
yielded  a diagnostic  biopsy.  Table  3 shows 
that  needle  biopsy  is  a valuable  adjunct  to 
fluid  cytologic  examination.  In  the  148  cases 


in  which  both  biopsy  and  cytologic  results 
were  reported,  biopsy  specimens  alone  were 
more  often  diagnostic  than  were  cytology 
specimens  alone.  Also  there  is  less  chance  of 
false  positive  biopsy  than  of  false  positive 
cytology. 

The  occurrence  of  inadequate  biopsy  speci- 
mens is  shown  in  Table  4.  Although  the  Ab- 
rams and  Cope  needles  appear  only  slightly 


Table  4. — Inadequate  Biopsy  Specimens. 


Biopsy  Needle 

Author 

Total  No. 
of  Biopsies 

No.  of  Specimens 
Inadequate 

% Specimens 
Inadequate 

Vim-Silverman 

DeFrancis 

6 

4 

66 

Heller 

79 

3 

4 

Welsh 

18 

5 

28 

Green 

22 

9 

41 

Schools 

124 

30 

24 

Schools 

34 

5 

15 

Sub  Total 

283 

56 

20 

Abrams 

Mestitz 

228 

8 

4 

Hampson 

136 

4 

3 

Reese 

15 

4 

27 

Sub  Total 

379 

16 

4 

Cope 

Levine 

202 

4 

2 

Niden 

46 

1 

2 

Sub  Total 

248 

5 

2 

Carpenter 

Carpenter 

47* 

4 

9* 

Sub  Total 

47 

4 

9 

Total 

957 

81 

8 

*Total 

cases  and  per  cent  of  cases. 
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Fig.  3.  Cope  needle,  (a)  Inner  sharp  needle;  (b)  outer  cannula;  (c)  biopsy  needle. 


superior  to  Vim-Silverman  in  obtaining  di- 
agnostic tissue,  they  produce  far  fewer  in- 
adequate biopsy  specimens.  It  is  believed 
that  this  is  related  to  the  tendency  of  the 
Vim-Silverman  to  lose  thin,  essentially  nor- 
mal pleura  and  its  ability  to  retain  thicker, 
diagnostic  specimens. 

False  positive  biopsy  diagnoses  are  rare — 
only  five  instances  have  been  reported  in 
more  than  1,400  biopsy  specimens.  These 
five  cases  are  outlined  in  Table  5. 


Table  5. — False  Positive  Needle  Biopsy  Diagnosis. 


Author 

Biopsy 

Diagnosis 

Final 

Diagnosis 

Mestitz 

Carcinoma 

Marked  mesothelial 
reaction  to 
pyogenic  infection 

Schools 

Presumptive 
diagnosis  of 
malignancy 

Severe  pleural 
reaction  due  to 
empyema  of  30 
years’  duration 

Shaw 

Eosinophilic 

granuloma 

Severe  eosinophilic 
reaction  about 
malignant  lesion 

Pagel 

Probable  TBC 
granuloma 

Rheumatoid  nodule 

Carpenter 

Granuloma 

Subphrenic  abscess 

Since  needle  pleural  biopsy  blindly  obtains 
a relatively  small  specimen,  it  is  obvious  that 
diagnostic  material  may  be  missed  even 


though  it  is  widely  disseminated  over  the 
pleural  surface.  For  this  reason,  biopsy  has 
frequently  been  repeated  when  the  initial 
specimen  was  inadequate  or  showed  only 
nonspecific  changes.  Available  statistics  re- 
veal that  of  127  repeat  biopsies,  33  revealed 
diagnostic  tissue  where  the  initial  biopsy  had 
not. 


Complications 

Specific  information  concerning  complica- 
tions was  available  for  923  biopsies.  There 
were  14  small,  essentially  asymptomatic 
pneumothoraces  which  responded  to  conserv- 
ative treatment.  One  pneumothorax  in  a pa- 
tient who  was  moribund  with  carcinoma  pos- 
sibly contributed  to  death.  There  were  eight 
instances  of  hemothorax,  bloody  fluid,  or 
hemopneumothorax.  Three  of  these  patients 
required  transfusions.  In  five  instances,  he- 
patic tissue  was  obtained  in  patients  in 
whom  fluid  was  not  present.  No  morbidity 
resulted.  Pulmonary  parenchyma  was  ob- 
tained in  25  instances  causing  no  serious 
morbidity  (21  of  these  were  contributed  by 
two  authors  and  all  were  obtained  in  patients 
in  whom  fluid  was  not  present).  Subcutane- 
ous emphysema  reportedly  occurred  occa- 
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Fig.  4.  Carpenter  needle,  (a)  Stylet  (inserted);  (b)  movable  inner  needle;  (c)  deepest  groove  for  positioning  of  inner  needle. 


sionally  with  pneumothorax  or  parenchymal 
biopsy,  but  always  cleared  without  difficulty. 
One  wound  infection  was  reported. 

There  were  53  complications  in  923  bi- 
opsies, only  3 of  which  required  treatment. 
This  is  a complication  rate  of  6 per  cent  and 
a morbidity  rate  of  0.3  per  cent.  It  can  prob- 
ably be  assumed  that  there  were  no  serious 
complications  in  the  remaining  488  reported 
biopsies,  further  lowering  the  complication 
rate. 

Needle  vs.  Open  Biopsy 

It  is  generally  accepted  that  open  pleural 
biopsy  will  produce  a higher  percentage  of 
positive  diagnoses  and  a resultant  decrease 
in  false  negative  results.  Several  authors 
have  attempted  open  thoracotomy  after  non- 
diagnostic needle  biopsies  and  generally  have 
obtained  a slightly  larger  yield.  Eventual  evi- 
dence of  granuloma  or  malignancy  in  pa- 
tients with  nondiagnostic  open  pleural  bi- 
opsies has  also  been  reported. 

Conclusions 

1.  The  etiologic  diagnosis  of  pleuritis  and/ 
or  pleural  effusion  is  important,  and  clinical 
impressions  frequently  are  incorrect. 

2.  Needle  biopsy  of  the  parietal  pleura  is 
a simple,  safe,  and  productive  diagnostic  pro- 
cedure. It  is  probably  the  most  productive 
single  study  in  establishing  the  etiologic  di- 
agnosis of  pleuritis  or  effusion.  Some  false 
negative  and  rarely  false  positive  results  will 
be  obtained.  Repeating  nondiagnostic  biop- 
sies will  decrease  the  false  negative  results. 
Full  thoracotomy  and  open  pleural  biopsy 
will  further  reduce  false  negative  results 


but,  because  of  the  much  greater  morbidity 
rate,  should  not  be  done  until  after  needle 
biopsies  have  been  performed.  The  precau- 
tions and  contraindications  are  identical  to 
those  for  diagnostic  thoracentesis.  There  are 
no  absolute  contraindications  to  needle  bi- 
opsy. An  extremely  uncooperative  patient,  a 
severe  bleeding  disorder,  or  severe  pulmo- 
nary insufficiency  not  related  to  the  pleural 
effusion  are  relative  contraindications. 

3.  Therefore,  every  patient  with  pleural 
thickening  or  effusion  of  unknown  etiology 
who  does  not  have  one  of  the  few  contrain- 
dications should  have  a needle  biopsy  of  the 
parietal  pleura  as  an  early  diagnostic  pro- 
cedure. It  should,  in  general,  be  combined 
with  the  first  thoracentesis.  If  the  first  speci- 
men is  nondiagnostic,  the  biopsy  should  be 
repeated. 
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Origin  of  Anitschkow's  Myocytes 
From  Cardiac  Muscle  Fibers 


IN  A STUDY  of  the  histogenesis  of  rheu- 
matic lesions  of  the  myocardium,  the  se- 
quence of  origin  of  Anitschkow’s  myocytes 
has  been  traced  from  cardiac  muscle  fibers. 
This  opposes  the  current  theory  that  the 
Anitschkow’s  myocytes  arise  only  from  the 
cardiac  connective  tissue  cells. 

A preliminary  report  of  these  findings  to- 
gether with  the  findings  of  a few  other  types 
of  cells  originating  from  degenerated  or  al- 
tered cardiac  muscle  fibers  was  first  record- 
ed by  the  author5  in  1957.  The  early  investi- 
gators of  Anitschkow’s  myocyte  cells  believed 
that  they  arose  from  cardiac  muscle  fibers. 
Oppel9  who  first  described  these  cells  in  1901 
called  them  cells  of  muscle  origin.  In  1913 
Anitschkow,1  while  studying  the  formation 
of  granulation  tissue  in  the  myocardium  of 
rabbits,  observed  these  cells.  He  coined  the 
name  “myocyte”  since  he  traced  the  succes- 
sive stages  of  their  origin  from  the  muscle 
fibers  of  the  heart.  He  also  noticed  the  for- 
mation of  these  myocytes  from  heart  muscle 
fibers  in  cases  of  diphtherial  myocarditis.2 

In  the  present  paper,  progressive  develop- 
mental changes  of  Anitschkow’s  myocytes  as 
seen  in  the  histologic  sections  of  the  myo- 
cardium of  acute  rheumatic  fever  cases  are 
presented  as  evidence  that  these  cells  origi- 
nate from  cardiac  muscle  fibers.  Anitsch- 
kow’s myocytes  are  seen  in  large  numbers  in 
cases  of  acute  rheumatic  heart  disease  since 
many  of  these  cells  take  part  in  the  forma- 
tion of  Aschoff’s  nodules.  Postmortem  speci- 
mens of  the  hearts  of  such  cases  are  excel- 
lent material  for  this  study. 


Material  and  Methods* ** 

The  hearts  of  223  patients  who  died  with 
a clinical  and  pathologic  diagnosis  of  rheu- 


matic heart  disease  from  1918  to  1956  in 
Barnes  Hospital  were  examined  microscopi- 
cally. In  addition  a few  more  such  cases 
from  St.  Louis  City  Hospital  and  Jewish 
Hospital,  St.  Louis,  were  available  for  this 
study.  In  many  instances,  especially  in  acute 
cases,  fresh  sections  including  serial  sections 
were  made  from  zenker-fixed  tissue.  Altered 
muscle  elements  were  studied  with  special 
stains  such  as  Mallory’s  phosphotungstic  acid 
hematoxylin,  Mallory’s  aniline  blue-acid  fuch- 
sin-orange  G stain,  Verhoeff’s  elastic  tissue 
stain  and  Foot’s  modification  of  Bielschow- 
sky’s  method  for  reticulum.  In  addition  to 
conventional  microscopy,  cells  of  question- 
able muscle  origin  were  subjected  to  phase 
microscopy  since  this  type  of  examination 
reveals  cross  striation  better.  In  relation  to 
this  study,  the  non-rheumatic  hearts  of  hu- 
man embryos,  newborn  infants,  young  and 
older  children,  and  adults  also  were  studied. 
The  hearts  of  different  animals  including 
mouse  and  chick  embryos,  mice,  rats,  guinea 
pigs,  cats,  dogs,  and  chickens  also  were  ex- 
amined to  see  whether  in  such  hearts  An- 
itschkow’s myocytes  are  normally  present 
and  also  to  see  the  origin  of  such  cells. 


Observations 

There  were  a fair  number  of  cases  found 
in  which  death  occurred  in  the  acute  phase 
of  the  disease.  During  the  study  of  these 

*A  partial  presentation  of  this  paper  was  made 
at  the  96th  Annual  Session  of  the  Texas  Medical 
Association  in  1963  and  at  the  54th  annual  meeting 
of  the  American  Association  of  Pathologists  and 
Bacteriologists  in  1957. 

**Drs.  W.  Stanley  Hartroft  and  Wilbur  A.  Thom- 
as, formerly  of  Washington  University  School  of 
Medicine,  St.  Louis,  made  the  autopsy  material  avail- 
able for  this  study. 
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The  author  presents  evidence,  as  shown  in 
the  formation  of  Aschoff's  nodules  in  acute 
rheumatic  fever,  that  Anitschkow's  myocytes 
originate  from  degenerated  cardiac  muscle 
fibers.* 


acute  cases  various  phases  of  myocardial  al- 
terations were  often  demonstrated  in  a single 
section  giving  a unique  opportunity  to  study 
the  process  of  evolution  of  Anitschkow’s 
myocytes  from  cardiac  muscle  fibers.  These 
developmental  stages  are  shown  here  with 
photomicrographs  taken  from  the  left  ven- 
tricular myocardium  of  three  patients  who 
died  in  their  childhood  of  acute  rheumatic 
fever  which  was  diagnosed  clinically  and  at 
necropsy.  Fig.  1 and  Fig.  3 are  taken  from 
a case  of  a nine-year-old  boy  who  died  two 
months  after  the  initial  cardiac  symptoms. 
Figs.  2 and  4 are  from  a case  of  a four-year- 
old  girl  who  died  two  and  a half  months  after 
the  initial  cardiac  symptoms.  Fig.  5 is  taken 
from  a nine-year-old  who  died  on  the  26th 
day  of  hospitalization  during  which  the  di- 
agnosis of  acute  rheumatic  heart  disease 
was  first  made. 

There  is  no  disagreement  with  the  descrip- 
tion of  the  peculiar  nuclear  structures  of 
Anitschkow’s  myocytes  as  observed  by  the 
earlier  and  later  authors.  The  Anitschkow’s 
myocytes  have  been  described  as  having  an 
elliptic  and  vacuolated  nucleus  with  a ser- 
rated bar  of  chromatin  material  in  the  cen- 
ter surrounded  by  clear  nucleoplasm.  In  the 
transverse  plane  these  nuclei  are  observed  as 
round  or  oval  forms  with  the  dark  central 
chromatin  mass  surrounded  by  clear  nucleo- 
plasm. 

The  earliest  evidence  of  the  origin  of  An- 
itschkow’s myocyte  is  found  in  the  structural 
changes  in  the  nuclei  of  the  cardiac  muscle 
fibers  in  which  cross  striations  may  still  be 
discernible  in  longitudinal  planes  of  the  mus- 
cle fibers  (Fig.  1).  Also  evident  is  the  close 
approximation  of  successive  stages,  A to  E, 
of  Anitschkow’s  myocyte  formation  from  the 
cardiac  muscle  fibers.  The  nucleus  A shows 
narrowing  when  compared  with  normal  car- 
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diac  cell  nucleus.  In  nucleus  B there  is  chro- 
matin concentration  in  a rod  shape  paralleled 
to  the  longitudinal  plane  of  the  muscle  fiber. 
Seen  in  nucleus  C is  a chromatin  bar  with 
serrated  margins  and  a less  dense  peripheral 
rim  of  nucleoplasm.  In  nucleus  D there  is  a 
sharper  nuclear  boundary,  a thinner  chroma- 
tin bar,  and  a clearer  peripheral  nucleoplasm 
as  compared  with  the  two  previous  stages,  B 
and  C.  Attached  to  the  right  end  of  nucleus 
D there  is  a narrow  strip  of  cytoplasm  with 
faintly  demonstrable  cross  striation.  This  is 
also  noted  in  Fig.  2 F.  This  attached  strip 
of  sarcoplasm  might  be  responsible  for  the 
longitudinal  pull  of  the  nucleus;  when  this 
pull  no  longer  is  active,  such  as  after  disso- 
lution or  other  kind  of  degeneration  of  the 
sarcoplasm,  the  nuclei  assume  an  oval  or  el- 
liptical shape  as  noted  in  Anitschkow’s  myo- 
cytes, E in  Fig.  1 and  E in  Fig.  2.  These 
nuclei  are  surrounded  by  liquefied  sarco- 
plasm with  a few  strands  of  remaining  fi- 
brillary material.  Many  muscle  fibers  con- 
tain Anitschkow’s  myocyte  nuclei  instead  of 
normal  cardiac  muscle  nuclei.  These  are 
shown  in  transverse  sections  in  Fig.  3.  Cross 
striations  which  can  still  be  detected  in  some 
of  these  muscle  fibers  on  microscopic  exami- 
nation, are  not  too  clear  in  this  photomicro- 
graph. However,  sarcolemmic  boundaries  of 
these  muscle  fibers  containing  Anitschkow’s 
myocytes  are  better  demonstrated  in  trans- 
verse planes  than  those  in  the  longitudinal 
planes  of  the  muscle  fibers.  (Compare  with 
Figs.  6 and  7.) 

Degeneration  or  alteration  of  muscle  fi- 
bers seems  to  be  associated  with  the  origin 
of  Anitschkow’s  myocytes.  The  sarcoplasm 
undergoes  a combination  of  various  types  of 
degeneration  which  may  be  seen  as  hyaline, 
fibrinoid,  fibrillary,  vacuolar,  and  liquefac- 
tion degeneration.  Finally,  most  Anitsch- 
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Fig.  1.  Left  ventricular  myocardium  of  a nine-year-old  pa- 
tient who  died  of  acute  rheumatic  heart  disease.  Successive 
stages  of  development  of  Anitschkow's  myocytes  from  car- 
diac muscle  fibers  are  shown  in  longitudinal  planes  of 
muscle  bundles.  Hematoxylin  and  eosin  X 560. 

kow’s  myocytes  are  released  from  the  bound- 
ary of  the  mother  cells.  Sometimes  a portion 
of  degenerated  sarcoplasm  can  be  seen  at- 
tached to  the  Anitschkow’s  myocyte  nuclei 
free  from  the  sarcolemmic  boundary  of  the 
mother  cells.  Hyaline  and  fibrinoid  degenera- 
tion associated  with  liquefaction  can  be  seen 
in  Fig.  3.  Wavy  fibrillary  change  of  muscle 
fibers  is  noticeable  in  the  left  lower  portion 
of  Fig.  1.  At  the  center  of  the  same  figure, 
vacuolar  degeneration  of  muscle  fiber  can 
also  be  seen.  In  Fig.  4,  the  sarcoplasmic 
structure  appears  to  be  fading  away  in  the 
muscle  fiber  A containing  multiple  Anitsch- 
kow’s myocyte  nuclei. 

Prominent  degenerative  changes  in  the 
muscle  with  formation  of  what  is  termed 
fibrinoid  material  are  demonstrated  in  Fig. 
2,  pointed  out  by  C.  Even  in  similar  areas  it 
is  possible  occasionally  to  demonstrate  the 
presence  of  cross  striations  and  staining 
properties  characteristic  of  cardiac  muscle. 
The  degenerating  sarcoplasm  may  have  the 
appearance  of  fibrinoid  as  seen  in  Aschoff 
nodules;  this  becomes  apparent  when  one 
examines  the  actively  forming  Aschoff  nod- 
ules where  muscle  fibers  are  undergoing  de- 
generation, and  identification  of  cardiac 
muscle  elements  still  can  be  made  among 
the  degenerating  material.  In  the  peripheral 
zone  of  Fig.  2,  one  can  see  disintegrating 
muscle  giving  rise  to  what  may  be  called 
fibrinoid  material.  Relatively  well-preserved 
muscle  fibers  such  as  pointed  out  by  D may 
frequently  be  noticed  among  the  disinte- 
grated muscle  fibers. 


Fig.  2.  Left  ventricular  myocardium  of  a four-year-old  girl 
who  died  of  acute  rheumatic  heart  disease.  Hyaline  and 
fibrinoid  degeneration  of  cardiac  muscle  fibers  in  the  for- 
mation of  Aschoff's  nodule  is  shown  here.  Also  suggested 
is  the  origin  of  Anitschkow's  myocytes  from  muscle  fibers 
and  their  further  development  into  Aschoff's  cells.  Hema- 
toxylin and  eosin  X 500. 

Throughout  this  study  it  is  suggested  that 
degenerated  cardiac  muscle  fibers  soon  lose 
their  characteristic  staining  properties  and 
cross  striations  and  become  indistinguishable 
from  degenerated  collagenous  fibrous  tissue. 
The  origin  of  fibrinoid  material  of  Aschoff’s 
nodule  from  cardiac  muscle  has  been  well 
documented  by  Murphy.7’  8 

Proliferation  of  Anitschkow’s  myocytes 
frequently  is  seen  in  cases  of  acute  rheumatic 
fever.  This  is  obvious  in  Fig.  3 by  A and  B 
and  in  Fig.  4 by  A where  proliferation  of 
Anitschkow’s  myocytes  can  be  seen  while 
they  are  still  within  the  sarcolemmic  bound- 
ary of  muscle  fibers.  Proliferation  of  these 
cells  is  also  seen  after  their  release  from  the 
mother  cells  (Fig.  5).  Mitosis  is  seen  rarely. 
The  nuclear  configuration  in  the  process  of 
multiplication  of  Anitschkow’s  myocytes  as 
pointed  out  by  F in  Fig.  1,  A and  G in  Fig. 
2,  A in  Fig.  3,  A in  Fig.  4,  and  in  Fig.  5 
favors  the  direct  division  or  amitosis  as  be- 
lieved by  Anitschkow  as  a main  mechanism 
for  multiplication  of  these  myocytes.  How- 
ever, the  nuclear  configuration  of  the  multi- 
nucleated  Anitschkow’s  myocytes  pointed  out 
by  B in  Fig.  3 cannot  rule  out  the  possibility 
of  endomitosis  with  polyploidy. 

The  owl-eyed  Aschoff’s  cell  which  is  fre- 
quently noticed  in  rheumatic  fever  is  shown 
in  Fig.  2 by  A and  B.  Here  also  the  nuclear 
configuration  of  these  owl-eyed  Aschoff’s 
cells  suggests  their  formation  by  direct  di- 
vision of  Anitschkow’s  myocytes. 

Other  types  of  cell  changes  in  Anitsch- 
kow’s myocytes  were  also  studied.  One  of 
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Fig.  3.  Left  ventricular  myocardium  of  the  same  heart  as 
shown  in  Fig.  1.  Degenerating  cardiac  muscle  fibers  con- 
taining Anitschkow's  myocyte  nuclei  are  shown  in  trans- 
verse sections.  Note  that  sarcolemmic  boundaries  are  still 
present  in  muscle  fibers  containing  one  or  more  Anitsch- 
kow's myocyte  nuclei.  Hematoxylin  and  eosin  X 450. 


these  changes  is  shown  in  the  myocardium 
of  the  left  ventricular  wall  (Fig.  5)  where, 
in  addition  to  proliferation  of  Anitschkow’s 
myocytes,  proliferation  of  cells  mimicking 
polymorphonuclear  leukocytes  from  Anitsch- 
kow’s myocytes  can  be  seen.  The  cardiac 
muscle  fibers  as  shown  here  are  almost  com- 
pletely disintegrated;  only  a small  portion 
of  remaining  muscle  fibers  still  may  be  iden- 
tified at  the  right  lower  border. 

Since  the  cytoplasms  of  the  Anitschkow’s 
myocyte  is  derived  from  the  changed  myo- 
plasm  of  the  degenerating  cardiac  muscle  fi- 
ber, the  sarcolemmic  boundary  in  the  initial 
stage  is  the  cell  boundary  of  the  Anitsch- 
kow’s myocytes.  Later,  when  the  myocytes 
are  released  from  the  sarcolemmic  boundary 
because  of  the  liquefaction  of  muscle  fibers, 
the  margin  of  the  adherent  altered  myo- 
plasm,  when  present,  forms  new  cell  margins 
of  Anitschkow’s  myocytes.  In  later  stages 
Anitschkow’s  myocytes  are  surrounded  by 
fibrillary  collagenous  material,  and  they  take 
part  in  the  formation  of  scars.  The  author 
agrees  with  Anitschkow1  who  described  the 
prominent  role  of  these  myocytes  in  cicatri- 
zation of  myocardium. 

The  presence  of  Anitschkow’s  myocytes 
and  their  origin  from  cardiac  muscle  fibers 
have  also  been  verified  in  this  study  in  non- 
rheumatic young  and  adult  human  hearts,  in 
human  embryos,  and  in  newborn  infants.  The 
same  results  have  been  obtained  in  different 
animal  species  examined,  such  as  mice,  rats, 
guinea  pigs,  cats,  dogs,  chickens,  and  mouse 
and  chick  embryos. 


■ 


Fig.  4.  Left  ventricular  myocardium  of  the  same  heart  as 
shown  in  Fig.  2.  Multiplication  of  Anitschkow's  myocyte 
nuclei  can  be  seen  in  the  hyalinized  cardiac  muscle  fibers 
as  pointed  out  by  A.  Marked  degeneration  of  muscle  fibers 
with  liquefaction  observed  in  lower  and  right  side  of  the 
picture.  Hematoxylin  and  eosin  X 300. 


Fig.  5.  Left  ventricular  myocardium  of  a nine-year-old 
patient  who  died  of  acute  rheumatic  heart  disease.  Highly 
atypical  proliferation  of  Anitschkow's  myocytes  is  suggested 
by  their  nuclear  configuration.  Also  seen  is  the  origin  of 
cells  mimicking  polymorphonuclear  leukocytes  from  An- 
itschkow's myocytes.  Hematoxylin  and  eosin  X 540. 


Discussion 

Evidence  is  presented  that  Anitschkow’s 
myocytes  originate  from  cardiac  muscle  fi- 
bers. The  transformation  of  cardiac  muscle 
nuclei  into  typical  Anitschkow’s  myocyte  nu- 
clei is  shown  by  their  successive  develop- 
mental stages  while  surrounded  by  the  sar- 
colemmic boundary.  Since  the  nuclear 
changes  are  also  associated  with  cytoplasmic 
changes  which  may  be  classified  under  vari- 
ous types  of  degeneration,  including  fibrinoid 
degeneration,  the  Anitschkow’s  myocytes 
soon  lose  their  connection  with  the  mother 
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Fig.  6.  Photographic  reproduction 
of  Fig.  19  from  Anitschkow.1 


cells,  that  is,  the  cardiac  muscle  cells.  Unless 
one  carefully  studies  the  initial  changes  in 
the  cardiac  muscle  fibers  in  the  formation  of 
Anitschkow’s  myocytes,  it  is  likely  that  a 
wrong  impression  will  be  obtained  regarding 
their  site  of  origin  since  Anitschkow’s  myo- 
cytes will  soon  be  seen  in  the  material  which 
has  more  apparent  similarities  to  collagen 
than  the  muscle  element.  The  rapid  loss  of 
cross  striation  together  with  quick  disap- 
pearance of  specific  staining  properties  in 
the  degenerating  muscle  fibers  appears  part- 
ly responsible  for  the  origin  of  the  current 
theory  that  Anitschkow’s  myocytes  do  not 
arise  from  cardiac  muscle  fibers  as  support- 
ed by  Ehrliek  and  Lapan,4  Clawson,3  and 
recently  by  Rubenstone  and  Saphir.10 

The  author  confirms  by  photomicrography 
the  findings  of  Anitschkow  who,  by  hand 
drawings,  tried  to  demonstrate  his  findings 
of  similar  successive  cellular  changes  in  the 
origin  of  Anitschkow’s  myocytes  from  cardi- 
ac muscle  fibers.  The  formation  of  such  myo- 
cytes within  the  cardiac  muscle  fibers,  as 
shown  by  Anitschkow  in  longitudinal  and 
transverse  planes,  are  reproduced  in  Figs.  6 
and  7 from  his  article1  published  in  1913. 

Regeneration  of  muscle  from  Anitschkow’s 
myocytes  has  also  been  noticed,  but  much  less 
than  that  of  myocardial  regeneration  from 
dedifferentiated  cardiac  muscle  cells.  The  lat- 
ter cells  have  also  been  seen  arising  from  de- 
generated or  altered  cardiac  muscle  fibers 
and  taking  part  in  the  formation  of  Aschoff’s 
nodules.6 


Summary 

The  origin  of  Anitschkow’s  myocytes  from 
cardiac  muscle  fibers  was  observed  by  fol- 
lowing successive  developmental  stages  in 
the  histologic  sections  of  many  rheumatic 
hearts.  This  finding  has  also  been  verified  in 
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Fig.  7.  Photographic  reproduction  of  Figs.  23  and  24  from 
Anitschkow.1 

non-rheumatic  hearts  and  in  the  hearts  of 
various  species  of  animals.  The  earliest  evi- 
dence for  the  origin  of  Anitschkow’s  myo- 
cytes was  found  in  the  structural  changes  of 
the  cardiac  muscle  cell  nuclei  associated  with 
degenerative  changes  in  the  sarcoplasm. 
With  the  destruction  of  the  sarcolemmic 
boundary,  the  Anitschkow’s  myocytes  become 
released  from  the  mother  cells,  that  is,  cardi- 
ac muscle  cells.  A noticeable  proliferation  of 
Anitschkow’s  myocytes  within  the  sarcolem- 
mic boundary  of  the  muscle  cells,  as  well  as 
after  their  release  from  the  cardiac  muscle 
cells,  has  often  been  observed  in  cases  of 
acute  rheumatic  fever.  Mitosis  in  Anitsch- 
kow’s myocytes  is  rare,  whereas  evidence  for 
direct  division  or  amitosis  in  multiplication 
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of  Anitschkow’s  myocytes  was  often  noticed 
in  this  study.  Degenerating  muscle  elements 
and  Anitschkow’s  myocytes  were  shown  to 
take  part  in  the  formation  of  Aschoff’s  nod- 
ules. 
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Please  Don't  Eat  the  Dieffenbachia 

That  tall  green  plant  sitting  in  your  office  or  your  home  could 
be  a menace,  if  someone  eats  it. 

If  your  decorative  greenery  is  a Dieffenbachia  sequine , sometimes 
called  “dumb  cane,”  it  has  recently  been  reported  as  the  cause  of 
severe  corrosive  burns  of  the  mouth,  oropharynx,  esophagus,  and 
stomach. 

Two  Ohio  physicians  writing  in  the  Journal  of  the  American 
Medical  Association  reported  the  case  of  a 40-year-old  woman  who 
had  bitten  into  the  thick  stalk  of  the  Dieffenbachia  and  developed 
“alarmingly  severe”  toxic  manifestations. 

Although  this  patient  did  not  develop  systemic  complications,  the 
physicians  warned  that  bradypnea,  stridor,  respiratory  failure,  brady- 
cardia, muscle  twitching,  cramps,  vomiting,  diarrhea,  or  hypotension 
may  occur  when  Dieffenbachia  is  ingested.  These  complications  re- 
sult from  absorption  of  the  plant’s  main  toxic  component,  oxalate, 
and  occur  with  oxalate  poisoning. 

Ingestion  of  this  common  household  plant,  a favorite  decorative 
pot  plant,  could  result  in  “unnecessary  morbidity  or  mortality,”  ac- 
cording to  the  writers. 
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Blood  Coagulation 

Practical  Significance  of  Recent  Advances 
In  Knowledge  of  Prothrombin 


THE  PHYSICIAN  knows  that  blood  clot- 
ting is  one  of  the  body’s  defenses  against 
hemorrhage.  Perhaps  no  single  mechanism  is 
of  greater  importance  to  medical  science  than 
blood  coagulation.  Therefore,  it  is  of  prac- 
tical value  to  learn  about  prothrombin. 

In  this  paper,  important  aspects  of  the 
chemical  interactions  which  participate  in 
blood  clotting  will  be  described.  Blood  clot- 
ting can  be  considered  as  having  two  mech- 
anisms : clot  formation  and  clot  removal.  In- 
formation on  the  chemical  nature  of  pro- 
thrombin and  its  derivatives  is  now  available 
and  the  following  will  be  discussed:  (1) 
chemical  nature  of  prothrombin,  (2)  action 
of  thrombin  on  fibrinogen,  (3)  activation  of 
prothrombin,  (4)  nature  and  function  of 
prothrombin  derivatives,  (5)  role  of  auto- 
prothrombin C,  and  (6)  the  effect  of  vitamin 
K and  Dicumarol.  In  conclusion,  placenta 
abruptio  is  described  as  an  example  of  shock 
in  which  the  clotting  mechanisms  go  through 
the  sequence  of  clot  formation  and  subse- 
quent clot  resolution. 

Prothrombin 

Fig.  1 summarizes  the  fundamentals  of 
blood  coagulation.  Prothrombin*  is  the  cen- 
tral molecule  of  these  mechanisms  (Fig.  2). 
Its  concentration  in  human  plasma  is  about 
10  to  15  mg.  per  100  cc.  It  has  a molecular 
weight  of  68,900  and  possesses  all  of  the 
known  amino  acids  with  glutamic  acid,  as- 
partic acid,  arginine,  and  leucine  in  higher 
proportion  than  any  of  the  others.  It  also 
contains  carbohydrate  as  glucose,  amino  sug- 
ar, and  silicic  acid,  but  the  quantity  of 
each  remains  to  be  determined.  The  N-termi- 
nal  amino  acid  is  alanine  and  the  C-terminal 
acids  are  tyrosine  and  glycine.  Except  for 
the  product  of  one  particular  way  of  prep- 

*Much  of  the  literature  on  coagulation  of  blood 
is  information  on  materials  obtained  from  the  bovine 
species  because  large  volumes  of  blood  are  needed. 
Hence  in  this  paper,  remarks  about  prothrombin 
generally  refer  to  bovine  prothrombin. 


aration  the  C-terminal  amino  acid  is  serine. 
This  prothrombin  molecule  is  capable  of  un- 
dergoing multiple  transformations.  When  it 
is  completely  activated  there  are  two  en- 
zymes— thrombin  and  autoprothrombin  C. 
The  latter  is  concerned  with  prothrombin 
activation,  has  the  general  classification  of 
a procoagulant,  and  is  specifically  designated 
as  a prothrombin  derivative  in  Fig.  1.  The 
other  enzyme,  thrombin,  is  also  concerned 
with  prothrombin  activation,  but  primary 
interest  in  its  function  is  its  use  of  fibrino- 
gen as  a substrate. 

Fibrinogen  and  Fibrin 

The  molecular  weight  of  fibrinogen  is  ap- 
proximately 330,000  to  340,000.  In  the  pres- 
ence of  thrombin  two  peptides  are  split  off. 
Peptide  A has  a molecular  weight  of  1900 
and  peptide  B weighs  2400  gm.  per  mole- 
cule. Their  amino  acid  sequence  is  known. 
The  fibrinogen  molecule,  deprived  of  its  pep- 
tides, polymerizes  with  its  neighboring  mole- 
cule, and  also  with  the  newly  formed  neigh- 
boring polymers  to  form  the  fibrin  clot  spe- 
cifically designated  as  fibrin-s,  because  this 
fibrin  is  soluble  in  urea  solutions.  The  fibrin 
changes  to  insoluble  fibrin  or  fibrin-i  in  the 
presence  of  calcium  ions  and  the  fibrin  sta- 
bilizing factor  (LL-factor,  fibrinase). 

In  purified  systems  much  thrombin  ad- 
sorbs on  fibrin  during  clotting,  and  eventu- 
ally the  continuous  proteolytic  action  of 
thrombin  may  dissolve  the  clot.  This  takes 
hours. 

Sometimes  the  thrombin-fibrinogen  inter- 
actions are  noted  in  three  steps: 

T 

1.  Proteolysis  F * ~ f + P 

2.  Polymerization  Nf  + T * ~ NfT 

3.  Proteolysis  NfT * Inf  + T + P2 

In  this,  F is  fibrinogen,  T is  thrombin,  f 
is  fibrin  monomer,  N is  a variable  number, 
P is  fibrinopeptide,  and  P2  is  products  of 
proteolysis.  NfT  is  the  fibrin  clot  and  is  es- 


1068 


TEXAS  State  Journal  of  Medicine 


The  problems  of  blood  coagulation  are  of 
interest  to  biochemist  and  physician  alike. 
The  author's  studies  on  the  breakdown  prod- 
ucts of  prothrombin  are  well  known.  Here  he 
describes  aspects  of  value  to  the  medical 
practitioner. 


WALTER  H.  SEEGERS,  Ph.D. 


sentially  an  enzyme  substrate  complex.  With 
further  action  of  thrombin  the  fibrin  be- 
comes lysed  to  give  inactive  fibrin  {Inf),  the 
free  T,  and  protein  degradation  products 

(P2). 

Clot  retraction  follows  all  of  this.  This 
phenomenon  is  initiated  by  thrombin,  and 
the  platelets  change  morphologically  in  the 
presence  of  thrombin.  The  actomyosin-like 
protein  (Thrombosthenin)  which  platelets 
contain  is  the  contractile  protein,  and  is  de- 
pendent upon  energy  for  contraction  on  the 
breakdown  of  adenosine  triphosphate.  Mag- 
nesium ions  are  also  involved.  The  glycolytic 


system  of  platelets  is  used  for  the  resynthesis 
of  adenosine  triphosphate. 


Prothrombin  Activation 

The  basis  for  saying  that  thrombin  and 
autoprothrombin  C come  from  prothrombin 
is  this : 

Prothrombin  was  activated  by  being  placed 
in  a strong  salt  solution.  First,  prothrombin 
was  isolated  in  purified  form.  Then  it  was 
dissolved  in  25  per  cent  sodium  citrate  solu- 
tion. The  prothrombin  was  transformed  to 
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Fig.  1.  Prothrombin  is  represented  as  the  central  substance 
in  the  blood  clotting  mechanisms.  The  substances  that 
promote  its  conversion  to  thrombin  are  listed  as  procoagu- 
lants whereas  those  that  retard  it  are  listed  as  anticoagu- 


lants. Prothrombin  derivatives  can  be  procoagulants  or 
anticoagulants,  and  the  derivatives  form  in  the  presence  of 
selected  combinations  of  substances  called  procoagulants. 
Thrombin  activates  fibrinogen,  and  the  clot  forms. 
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Fig.  2.  Electron  micrograph  of  bovine  prothrombin  purified 
by  method  of  Seegers  and  chromatography  on  diethylami- 
noethanol  cellulose.  The  particle  size,  based  on  100  meas- 
urements, was  found  to  be  161  it  28.4  Angstrom  units. 

thrombin  and  autoprothrombin  C (Fig.  3). 
Thrombin  was  isolated  as  a single  component 
and  the  molecular  weight  was  found  to  be 
33,700.  It  contains  all  known  amino  acids. 
Autoprothrombin  C was  also  isolated,  and 
the  exact  molecular  weight  is  24,000. 

There  are  numerous  substances  that  tend 
to  activate  prothrombin.  These  are  classified 
as  procoagulants.  Those  that  tend  to  retard 
prothrombin  activation  are  classified  as  an- 
ticoagulants (Fig.  1).  Combinations  of  cer- 
tain of  these  substances  produce  different 
effects.  A certain  high  concentration  of  a 
specific  substance  may  overpower  the  effect 
of  the  entire  procoagulant  or  anticoagulant 
potential  of  any  combination.  For  instance, 
heparinized  blood  can  have  its  prothrombin 
activated  by  adding  tissue  extracts,  or  throm- 
bin can  be  added  to  clot  the  fibrinogen  di- 
rectly. 

Procoagulants  and  anticoagulants  may  be 
obtained  almost  anywhere  organic  material 
exists.  In  general,  the  most  important  ana- 
tomic places  where  procoagulants  are  found 
are  in  the  plasma,  the  platelets,  and  the  fixed 
tissues.  The  combination  of  procoagulants  in 
any  two  places  gives  a powerful  procoagulant 
effect  and  makes  possible  accelerated  clot- 
ting such  as  occurs  in  open  wounds  or  in 
blood  drawn  from  the  veins  when  platelets 
disintegrate. 

Antithromboplastin  is  among  the  antico- 
agulants. It  is  a substance  in  plasma  and 


serum  that  neutralizes  the  activity  of  the 
procoagulant  obtained  from  tissues  (tissue 
thromboplastin).  Another  anticoagulant  is 
heparin,  produced  commercially  and  found 
also  in  the  mast  cells  located  mainly  in  con- 
nective tissue  near  capillaries,  in  the  walls  of 
the  blood  vessels,  and  in  basophilic  cells  of 
the  blood.  Antithrombin  is  a plasma  protein 
that  can  combine  with  the  activity  of  throm- 
bin and  autoprothrombin  C.  In  this  process 
an  appreciable  portion  of  the  plasma  anti- 
thrombin supply  is  reduced.  The  anticoagu- 
lant that  can  be  derived  from  prothrombin 
is  called  autoprothrombin  1 1- A.  It  is  a gen- 
eral inhibitor  of  prothrombin  activation. 

The  most  interesting  procoagulants  are  the 
prothrombin  derivatives.  Others,  however, 
are  discussed  first. 

Calcium  ions  are  necessary  for  prothrom- 
bin activation  under  physiologic  conditions. 
Tissue  thromboplastin  (brain,  lung,  or  mus- 
cle extracts)  is  perhaps  the  most  powerful 
of  all  the  procoagulants.  It  can  be  lethal  if 
injected  intravenously  rapidly  and  in  suitable 
concentration.  Platelets  contain  many  sub- 
stances, but  the  most  important  one  is  plate- 
let factor  3.  It  is  a lipoprotein  associated 
with  the  platelet  granules  from  which  it  is 
not  readily  released  in  some  diseases.  Some- 
times it  is  entirely  absent.  Platelet  cofactor 
I (antihemophilic  factor,  factor  VIII)  is  a 
plasma  protein  of  molecular  weight  196,000. 
It  is  said  to  be  absent  in  hemophilia  (hemo- 
philia A),  but  some  authors  believe  another 
substance  inhibits  its  function.  Just  as  much 


Fig.  3.  Autocatalytic  activation  of  purified  prothrombin  in 
25  per  cent  sodium  citrate  solution.  Note  that  the  two 
enzymes,  autoprothrombin  C and  thrombin,  generate  at 
the  same  rate.  (Data  of  Ewa  Marciniak  and  Walter  H. 
Seegers.) 
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of  it  can  be  isolated  from  ether  extracted 
hemophilic  plasma  as  from  normal  plasma. 
Most  remarkable  is  the  observation  that  this 
substance  loses  its  activity  when  blood  clots. 
This  implies  that  the  function  of  this  sub- 
stance is  to  serve  as  an  acceptor  of  a com- 
ponent that  would  otherwise  be  an  anticoagu- 
lant. Such  a hypothetical  anticoagulant 
could  come  from  prothrombin. 

The  phospholipids  are  of  several  kinds,  and 
by  themselves  or  in  pairs  serve  as  procoagu- 
lants. A high  or  low  concentration  may  con- 
vert the  function  of  a phospholipid  from  a 
procoagulant  to  an  anticoagulant.  Through 
the  medium  of  the  water-lipid  surface  inter- 
face, the  lipids  modify  the  spreading  and 
spatial  configuration  of  prothrombin  and 
prothrombin  derivatives.  In  this  respect  the 
lipids,  as  they  function  in  the  blood  coagula- 
tion mechanisms,  are  an  outstanding  model 
of  lipid  function  in  biology. 

Of  all  the  procoagulants  Ac-globulin  (ac- 
celerin,  factor  V)  is  the  most  nearly  unique 
in  its  function.  It  is  lowered  in  concentra- 
tion in  the  rare  disease  discovered  by  P.  A. 
Owren  and  named  parahemophilia.  Though 
it  has  not  been  isolated  in  pure  form,  it  is 
doubtless  a protein.  Ac-globulin  is  not  very 
stable  in  stored  plasma,  for  it  lasts  only  a 
few  days  under  average  blood  bank  condi- 
tions. It  is  not  found  in  human  serum, 
is  altered  by  thrombin,  and  even  completely 
inactivated  by  thrombin  if  the  latter  is  in 
sufficient  concentration.  Ac-globulin,  as  the 
term,  accelerator  globulin,  implies,  acceler- 
ates prothrombin  activation  by  making  the 
procoagulants  more  effective  than  they 
would  be  without  the  accelerator.  Specifical- 
ly, Ac-globulin  tends  to  alter  the  enzyme 
substrate  specificity  of  two  enzymes ; name- 
ly, thrombin  and  autoprothrombin  C.  Each 
one  of  these  enzymes  will  activate  prothrom- 
bin without  Ac-globulin,  but  the  product  of 
activation  is  not  thrombin.  This  means  that 
Ac-globulin  governs  the  product  of  prothrom- 
bin activation  in  terms  of  thrombin  and 
autoprothrombin  C. 

Prothrombin  Derivatives 
In  Prothrombin  Activation 

Fundamentally,  the  activation  of  pro- 
thrombin is  one  of  autocatalysis.  Stated  an- 
other way  the  activation  products  obtained 
from  prothrombin  are  themselves  accelera- 
tors of  prothrombin  activation.  This  is  illus- 


trated as  a general  concept  in  Fig.  1,  and 
further  details  are  now  reviewed.  The  con- 
cept of  prothrombin  derivatives  evolved  from 
work  with  purified  prothrombin.  The  last 
derivative  discovered  was  autoprothrombin 
C.f 

Autoprothrombin  C usually  emerges  from 
prothrombin  at  the  same  time  and  rate  as 
thrombin.  It  functions  with  platelets  in  the 
conversion  of  prothrombin  to  thrombin : 

Ca+  + 

Ac-globulin 
Platelet  factor  3 
Autoprothrombin  C 

Prothrombin > Thrombin 

In  this  equation  an  ether  extract  of  plate- 
lets or  other  suitable  lipid  can  be  used  instead 
of  platelet  factor  3.  However,  irrespective  of 
whether  platelet  factor  3 or  only  the  lipid 
portion  of  platelet  factor  3 is  used  there  is 
no  fresh  autoprothrombin  C generated  with 

fThe  term  autoprothrombin  is  a precise  one  that 
implies  a relationship  to  the  structure  of  prothrom- 
bin and  a function  as  autocatalysis.  Autoprothrom- 
bin C was  so  named  because  there  was  prothrombin 
consumption  in  hemophilic  plasma  when  autopro- 
thrombin C was  added.  The  “C”  is  the  first  letter 
in  “consumption.”  The  literature  on  prothrombin 
mentions  numerous  activities  or  factors.  Their  chem- 
ical nature  is  not  well  enough  understood  to  show 
for  certain  that  one  is  or  is  not  the  same  as  another. 
In  the  face  of  this  limitation,  it  nevertheless  seems 
to  the  author  that  there  are  several  factors  that 
might  eventually  be  found  to  be  autoprothrombin  C. 
One  is  thrombokinase  (Milstone).  Another  is  “out- 
side thrombin”  discussed  in  papers  from  the  author’s 
laboratory.  The  factor  in  platelets  (platelet  factor  7, 
snake  venom  factor)  which  is  activated  with  snake 
venom  is  likely  to  be  autoprothrombin  C.  The  snake 
venom  would  have  to  produce  the  autoprothrombin 
C from  the  precursor  in  the  platelets.  In  like  man- 
ner the  snake  venom  could  produce  autoprothrombin 
C from  a precursor  in  plasma.  This  would  be  the 
case  for  Stuart-Prower  factor  or  factor  X.  In  the 
case  of  product  I which  is  usually  discussed  in  con- 
nection with  the  thromboplastin  generation  test 
there  is  much  similarity  with  autoprothrombin  C. 
Thus,  this  author  believes  that  thrombokinase,  “out- 
side thrombin,”  snake  venom  factor  of  platelets, 
snake  venom  factor  of  plasma  (factor  X,  Stuart- 
Prower)  , and  product  I are  the  same  as  autopro- 
thrombin C even  though,  in  each  instance,  there  was 
no  notion  that  a prothrombin  derivative  was  in- 
volved. If  this  view  is  not  completely  accurate,  it 
is  believed  close  to  being  so,  and  the  number  of 
factors  is  being  reduced. 

Throughout  the  discussion  the  author  has  not  used 
the  term,  plasma  thromboplastin,  because  he  does 
not  think  there  is  such  a substance.  In  the  plasma 
thromboplastin  generation  test  there  are  many  pro- 
coagulants. The  test  does  not  work  if  prothrombin 
and/or  thrombin  are  rigidly  excluded.  The  test  ap- 
parently does  not  operate  without  prothrombin  de- 
rivatives, and  the  author  thinks  that  includes  auto- 
prothrombin C.8 
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the  thrombin.  Some  undetermined  addition 
to  the  conditions  described  is  necessary  for 
obtaining  the  second  enzyme  from  the  pro- 
thrombin. 

Besides  autoprothrombin  C there  are  two 
other  derivatives  that  can  be  obtained  from 
prothrombin,  autoprothrombin  I (factor 
VII)  and  autoprothrombin  II  (factor  IX). 
They  are  intermediates  in  prothrombin  acti- 
vation. One  finds  them  in  prothrombin  acti- 
vations before  thrombin  forms,  and  they  are 
not  there  if  prothrombin  is  activated  all  the 
way  to  autoprothrombin  C and  thrombin. 
Precise  conditionsj  for  their  formation  will 
not  be  discussed.  Each  one  is  placed  in  an 
equation  as  follows : 

Ca+  + 

Ac-globulin 
Tissue  extract 
Autoprothrombin  I 

Prothrombin  ^ Thrombin 

and 

Autoprothrombin  C 

Ca+  + 

Ac-globulin 
Platelet  factor  3 
Autoprothrombin  II 

Prothrombin * Thrombin 

and 

Autoprothrombin  C 

According  to  these  equations  autopro- 
thrombin I functions  with  tissue  extracts 
and  is  comparable  to  factor  VII  of  plasma 
and  in  test  tubes  can  correct  the  defect  in 
factor  VII  deficient  plasma.  Autoprothrom- 
bin II  functions  with  platelet  factor  3 and 
can  supply  what  is  missing  in  PTC  (Christ- 
mas disease)  plasma.  Autoprothrombin  I 
(factor  VII)  and  autoprothrombin  II  (factor 
IX)  have  been  derived  from  prothrombin. 
Each  activity  is  also  produced  by  the  liver, 
but  whether  the  molecule  produced  by  the 
liver  is  exactly  the  same  as  the  one  derived 
from  prothrombin  is  not  known.  Only  the 
activities  are  known  to  be  comparable. 

Vitamin  K and  Dicumarol 

When  a vitamin  K deficiency  is  produced 
the  plasma  concentration  of  each  substance 

JTo  obtain  autoprothrombin  I (factor  VII)  from 
purified  prothrombin,  the  activation  is  catalyzed 
with  calcium  ions,  Ac-globulin,  and  platelet  factor  3. 
To  obtain  autoprothrombin  II  (factor  X)  from  pro- 
thrombin, the  activation  is  done  in  the  presence  of 
thrombin,  and  without  adding  calcium  ions.  Another 
way  is  to  add  Ac-globulin  and  lipid  to  purified  pro- 
thrombin. A detailed  account  is  given  in  another 
paper.5 


designated  as  autoprothrombin  I,  autopro- 
thrombin II,  and  prothrombin  decreases. 
This  is  believed  to  be  a metabolic  deficiency 
in  the  liver  where  each  of  these  molecules  is 
synthesized.  There  must  be  synthetic  mech- 
anisms common  to  all.  The  compound  Dicum- 
arol likewise  interferes  with  the  synthesis 
of  each.  First,  autoprothrombin  I activity  de- 
creases in  the  peripheral  blood,  then  pro- 
thrombin, and  the  last  is  autoprothrombin  II. 
When  the  drug  is  withdrawn,  the  first  to  re- 
turn to  the  blood  is  autoprothrombin  I,  next 
prothrombin,  and  the  last  is  again  autopro- 
thrombin II.  In  the  control  of  anticoagulant 
therapy,  the  level  of  prothrombin  concentra- 
tion of  the  plasma  is  regarded  of  primary 
importance.  Knowing  its  concentration  and 
where  it  belongs  is  the  means  of  control  when 
drugs  that  alter  prothrombin  concentration 
are  used.  The  author  believes  that  the  pro- 
nouncement that  autoprothrombin  I (factor 
VII)  or  autoprothrombin  II  (factor  IX) 
must  be  watched  cannot  stand  up  to  experi- 
mental inquiry. 


Profibrinolysin 

The  mechanisms  concerned  with  removal 
of  clots  are  important  in  maintaining  the 
fluidity  of  the  blood.  Here  the  plasma  con- 
stituent known  as  profibrinolysin  (plasmi- 
nogen) is  the  chief  component.  It  has  the 
same  position  in  the  lytic  mechanisms  as  pro- 
thrombin has  in  the  coagulation  mechanisms. 
An  analogy  can  be  drawn  that  anticoagulants 
and  procoagulants  are  normally  in  harmoni- 
ous balance  for  controlling  the  activation  of 
prothrombin.  The  whole  prothrombin  system 
is  opposed  by  the  whole  profibrinolysin  sys- 
tem; these  are  normally  in  harmonious  bal- 
ance for  the  control  of  blood  fluidity.  In  cer- 
tain situations  it  is  possible  to  promote  a 
thrombosing  tendency  by  blocking  the  pro- 
fibrinolysin mechanisms  with  epsilon  amino 
caproic  acid,  and,  in  other  circumstances,  a 
bleeding  tendency  can  be  checked  with  use 
of  the  drug. 

The  plasma  profibrinolysin  unit,  with  its 
satellites,  has  a fundamental  design  similar 
to  that  of  prothrombin.  This  is  evident  in 
Figs.  1 and  4.  The  central  substance,  profi- 
brinolysin (plasminogen),  which  is  normally 
found  in  the  plasma,  contains  all  that  is 
needed  to  have  the  active  enzyme  fibrino- 
lysin.  To  prove  this  a preparation  of  profi- 
brinolysin can  be  placed  in  strong  glycerol 
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solution  and  it  will  spontaneously  change  to 
the  active  fibrinolysin. 

Fibrinolysin  uses  both  fibrin  and  fibrino- 
gen as  a substrate  but  prefers  the  former. 
Fibrin  clots  dissolve  (Fig.  5)  and  fibrinogen 
can  be  so  extensively  altered  by  fibrinolysin 
that  the  altered  fibrinogen  will  no  longer 
clot  in  the  presence  of  thrombin.  The  rate  at 
which  a standard  fibrin  clot  dissolves  in  the 
presence  of  fibrinolysin  is  shown  in  Fig.  5. 
In  addition  to  fibrin  and  fibrinogen  pro- 
thrombin, Ac-globulin  and  perhaps  other 
components  within  the  prothrombin  sphere 
are  inactivated.  Consequently,  if  fibrinolysin 
is  manufactured  in  a laboratory  and  placed 
in  the  circulating  blood  at  a significant  con- 
centration for  prolonged  periods,  appreciable 
alterations  in  a number  of  important  plasma 
components  will  follow. 

Substances  that  tend  to  promote  the  acti- 
vation of  profibrinolysin  are  listed  as  pro- 
lysins  (Fig.  4).  These  include  at  least  one 
tissue  enzyme  or  cellular  component.  Uroki- 
nase is  a component  separated  from  normal 
human  urine,  while  streptokinase  is  of  bac- 
terial origin.  Derivatives  of  profibrinolysin 
are  important  in  profibrinolysin  activation 
in  much  the  same  way  as  derivatives  of  pro- 
thrombin are  concerned  with  prothrombin 
activation.  In  profibrinolysin,  however,  de- 
tailed information  is  more  limited  than  with 
prothrombin  derivatives.  Trypsin  is  also  an 

PROFIBRINOLYSIN  — t 
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Fig.  4.  Profibrinolysin  (plasminogen)  is  regarded  as  the 
central  substance  in  clot  lysis.  Substances  that  tend  to  ac- 
tivate it  to  fibrinolysin  (plasmin)  are  listed  as  prolysins 
and  those  that  tend  to  retard  activation  are  listed  as  anti- 
lysins.  Derivatives  of  profibrinolysin  are  also  prolysins. 
Combinations  of  prolysins  function  differently  from  any 
one  of  the  prolysins. 
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Chloroform,  Glycerol 
Trypsin 


activator  that  produces  proteolytic  degrada- 
tion of  the  profibrinolysin  molecule.  Beyond 
a strictly  chemical  perspective,  prolysins  in- 
clude trauma,  stress,  and  exercise.  These 
have  long  been  known  to  throw  the  fibrino- 
lytic mechanisms  into  variable  operations. 

For  instance,  in  1846  George  Gulliver 
wrote,  “In  most  instances  observed  by  Dr. 
Davy,  in  which  the  blood  was  liquid  after 
death,  and  without  the  power  of  self-coagula- 
tion,  the  fatal  event  was  referrible  either  to 
drowning,  hanging,  the  fumes  of  charcoal 
fire,  or  effusion  of  blood  into  the  bronchia 
and  air-cells.” 

The  prolysin  forces  are  counterbalanced 
by  a number  of  factors  listed  as  antilysin 
forces  (Fig.  2).  As  trauma,  stress,  and  exer- 
cise are  nonchemical  prolysin  forces,  rest  and 
sleep  are  nonchemical  antilysin  forces.  The 
antifibrinolysin(s)  of  the  plasma  rapidly 
neutralizes  the  fibrinolysin  activity  derived 
from  profibrinolysin  (Fig.  6).  The  concen- 
tration of  the  antifibrinolysin  activity  of  the 
blood  fluctuates.  It  tends  to  rise  in  pernicious 
anemia,  pneumonias,  intestinal  obstruction, 


Fig.  5.  Lysis  of  a standard  fibrin  clot  with  a fibrinolysin 
(plasmin)  preparation.  The  higher  the  concentration  of 
fibrinolysin  the  less  time  required  for  lysis.  This  is  a 
quantitative  basis  for  measuring  fibrinolysin  activity.  In  the 
actual  experiment,  0.2  ml.  of  fibrinolysin  buffered  with 
imidazole  was  mixed  with  0.2  ml.  fibrinogen  (0.2  per  cent 
in  imidazole).  It  was  mixed  with  stirring  rod  wet  with 
thrombin  and  observed  at  28  C.  All  solutions  were  0.9  per 
cent  NaCI.1  (Permission  to  reprint  has  been  granted  by  the 
American  Journal  of  Physiology.) 
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acute  bacterial  endocarditis,  and  coronary 
thrombosis.  In  animals  placed  on  a folic  acid 
deficient  diet  the  concentration  rises  and 
returns  to  normal  when  folic  acid  is  given 
in  adequate  amounts.  And,  as  might  be  ex- 
pected, the  use  of  folic  acid  antagonists  such 
as  aminopterin  tends  to  be  associated  with 
an  increase  of  the  antifibrinolysin  concentra- 
tion of  plasma. 

Source  of  Prothrombin 
And  Profibrinolysin 

With  all  the  similarities  of  the  prothrom- 
bin and  profibrinolysin  systems,  there  is  a 
sharp  contrast  in  the  metabolic  origin  of  pro- 
thrombin and  profibrinolysin.  Prothrombin 
and  its  derivatives  are  produced  exclusively 
by  the  liver.  This  is  apparently  not  where 
profibrinolysin  is  produced.  It  is  found  in 
high  concentration  in  the  eosinophilic  series 
of  bone  marrow,  and  so  far  has  not  been 
found  elsewhere  in  cells.  Perhaps  further 
study  may  develop  the  idea  that  the  eosino- 
philic cells  of  the  bone  marrow  manufac- 
ture profibrinolysin,  enter  the  blood  stream, 
and  are  ultimately  the  source  of  plasma  pro- 
fibrinolysin. This  would  at  last  ascribe  a 
function  to  these  cells  whose  role  in  physiol- 
ogy has  remained  mysterious. 

Fibrinolysis 

Accelerated  by  Clotting 

The  clotting  mechanisms  and  fibrinolytic 
mechanisms  operate  harmoniously  in  bal- 
anced proportion,  but  frequently  the  fibrino- 
lytic mechanisms  activate  last  and  may  be 
brought  into  accelerated  operation  by  the 
former.  A few  facts  about  experiments  in 
which  intravascular  clotting  is  produced  and 
how  this  has  to  be  followed  by  fibrinolysis 
will  be  reviewed  first. 

Of  all  the  known  substances,  tissue  ex- 
tracts are  most  effective  to  initiate  blood 
clotting.  If  such  extracts  are  infused  into  the 
veins  of  animals,  prothrombin  activates, 
thrombin  forms,  and  fibrin  clots  are  the  re- 
sult. The  damage  done  by  the  clots  will  de- 
pend upon  the  rate  and  quantity  of  tissue 
extract  administered.  When  large  quantities 
are  given  rapidly,  massive  clots  may  form  in 
the  large  vessels  and  death  may  follow  in  a 
few  minutes. 

The  tissue  extract,  when  entering  the  blood 
stream  slowly,  may  be  carried  some  distance 


Fig.  6.  Dissolving  time  of  standard  fibrin  clots  by  purified 
fibrinolysin  (plasmin).  Lower  curve  is  mixture  of  clot  plus 
fibrinolysin.  The  fibrinolysin  was  stable.  Any  sample  taken 
up  to  three  hours  would  produce  lysis  in  120  seconds. 
When  the  fibrinolysin  was  first  mixed  with  2.5,  5,  10,  and 
15  per  cent  plasma  it  was  not  stable.  The  mixture  lost 
its  lysis  power.  The  antifibrinolysin  seems  to  combine  with 
the  fibrinolysin,  for  a small  amount  of  plasma  destroys 
only  a small  amount  of  fibrinolysin.2  (Permission  to  reprint 
has  been  granted  by  the  Journal  of  Clinical  Investigation.) 

and  mixed  with  a variable  volume  of  blood 
befoi  e fibrin  starts  to  form.  The  fibrin  mav 
even  be  whipped  out  by  the  motion  of  the 
blood  and  heart.  On  its  way  through  small 
apertures  some  fibrin  may  be  deposited. 
There  is  depletion  in  the  blood  of  the  fibrino- 
gen, prothrombin,  Ac-globulin,  and  platelet 
cofactor  I (factor  VIII).  If  the  animal  sur- 
vives, thrombo-emboli  are  disseminated 
throughout  the  pulmonary  arterial  system. 
There  may  be  perivascular  hemorrhages. 
Liver  necrosis  may  develop,  and  there  may 
be  tissue  destruction  in  different  organs.6, 7 

Along  with  these  spectacular  findings,  the 
blood  may  often  acquire  fibrinolytic  proper- 
ties. This  probably  comes  about  as  the  result 
of  free  thrombin  in  the  circulation.  At  some 
unknown  place  there  are  apparently  chemo- 
receptors  that  are  sensitive  to  small  amounts 
of  thrombin,  and  when  these  are  activated 
the  fibrinolytic  mechanisms  go  into  opera- 
tion. At  least,  fibrinolysis  can  be  one  of  the 
consequences  of  the  intravenous  infusion  of 
small  amounts  of  thrombin.  Furthermore,  by 
acetylating  thrombin  with  acetic  anhydride, 
its  clotting  power  is  destroyed.  However, 
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such  acetylated  thrombin  has  repeatedly 
been  seen  to  trigger  fibrinolytic  mechanisms 
in  dogs  when  infused  in  the  right  concentra- 
tion and  at  the  right  rate.  From  the  experi- 
mental facts  now  known,  it  seems  that  the 
appearance  of  some  free  thrombin  in  the 
blood  generally  is  followed  by  fibrinolysis. 

Clotting  and  Lysis 
In  Placenta  Abruptio 

The  clotting  mechanisms  frequently  go  in- 
to operation  in  placenta  abruptio.  This  most 
likely  results  from  tissue  extracts  from  the 
decidual  plate  getting  into  the  maternal  cir- 
culation— a kind  of  autoextraction.  The  plas- 
ma fibrinogen  may  be  depleted,  and  such 
plasma  factors  as  prothrombin,  platelet  co- 
factor I and  Ac-globulin  also  are  lowered  in 
concentration.  The  free  thrombin,  before  be- 
ing neutralized  by  antithrombin,  activates 
the  fibrinolytic  mechanisms  so  that  the  pe- 
ripheral blood  will  clot  when  placed  in  tubes 
(if  there  is  any  fibrinogen  left  to  clot)  and 
lysis  follows  later.  If  the  blood  no  longer 
contains  fibrinogen  it  can  be  added  from  a 
reagent  bottle.  The  clot  then  lyses. 

Placenta  abruptio  is  a model  of  pathology 
in  which  the  clotting  mechanisms  are 
brought  into  operation.  There  is  more  than 
one  kind  of  complication,  and  fibrinolysis 
comes  last  in  the  chain  of  almost  immediate 
events.  This  general  picture,  with  variations 
suited  to  each  case,  seems  to  apply  in  several 
types  of  shock.3' 4 It  is  this  kind  of  pathologic 
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condition,  together  with  thrombosis  and  the 
hemorrhagic  diseases,  that  makes  it  impor- 
tant to  understand  the  complicated  blood 
clotting  mechanisms. 
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Physiologist  Advises  Artful  Approach 

Decorating  his  sterile  white  research  laboratory  with  his  own 
paintings  is  only  one  way  Walter  Seegers,  Ph.D.,  amateur  artist  and 
widely  recognized  expert  on  blood,  fights  to  keep  the  personal  side 
of  science  alive. 

A physiologist  who  has  plunged  into  the  realm  of  philosophy, 
the  research  man  has  written  a book,  “Living  Consciously:  The  Sci- 
ence of  Self,”  which  is  co-authored  by  psychiatrist  Dr.  John  M.  Dor- 
sey. In  the  book,  Dr.  Seegers  stresses  the  theme  that  since  he  does  his 
own  thinking  and  feeling  and  his  own  living,  he  cannot  separate  him- 
self from  the  people  or  facts  that  he  knows,  because  he  lives  those 
facts.  Thus  a discovered  fact  is  a discovery  about  himself. 

“Try  blindly  and  observe  carefully,”  Dr.  Seegers  advises  young 
scientists.  Approach  research  as  you  would  approach  art:  apply  the 
colors  and  see  what  happens. 
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SINCE  SURGERY  can  now  correct  many 
vascular  occlusions  of  the  extracranial 
vessels,  accurate  clinical  diagnosis  of  the 
stroke  symptoms  is  vital.  Only  by  competent 
clinical  evaluation  may  patients  be  properly 
selected  for  arteriographic  study  which  could 
detect  a correctable  vascular  lesion. 

Various  clinical  findings  in  cerebrovascu- 
lar insufficiency  are  described  and  certain 
criteria  for  selecting  patients  for  arteriog- 
raphy and  vascular  surgery  are  established. 

First  the  doctor  must  decide  whether  his 
patient’s  symptoms  are  truly  ischemic  in  na- 
ture. Typically,  the  clinical  manifestations  of 
vascular  obstruction  are  focal.  There  may  be 
motor,  sensory,  or  cranial  nerve  deficits, 
and  these  usually  involve  a certain  area  of 
the  body.  An  example  of  such  a deficit  is 
specific  numbness  and  weakness  of  the  right 
hand  in  association  with  left  cerebrovascular 
insufficiency.  Such  localizing  symptoms  are 
in  contrast  to  manifestations  such  as  loss  of 
consciousness,  convulsions,  confusion,  mental 
changes,  and  abnormal  behavior.  Changes  of 
this  sort  alone  do  not  warrant  arteriography 
unless  there  is  a bruit  which  suggests  an  ar- 
terial obstruction. 

In  evaluating  the  stroke  patient,  it  is  im- 
portant to  distinguish  between  symptoms  of 
carotid  and  vertebral  artery  insufficiency. 
Basically,  the  carotid  artery  is  unilateral  in 
distribution  and  the  symptoms  are  usually 
manifest  on  the  opposite  side  of  the  body. 
These  may  be  motor  or  sensory,  and  when 
the  dominant  cerebral  hemisphere  is  in- 
volved, speech  and  defective  comprehension 
may  be  noted.  Transient  blindness  in  one  eye 
may  occur,  and  is  characterized  by  a “win- 
dow shade-like”  obscuring  of  the  visual  field. 
In  contrast,  the  paired  vertebral  arteries  join 
at  the  base  of  the  skull  to  form  a single  basi- 
lar vessel  which  has  bilateral  distribution. 


Therefore,  symptoms  tend  to  involve  both 
sides  and  may  change  from  time  to  time.  The 
cerebellum  receives  its  blood  supply  from 
the  basilar  system  and  true  vertigo  as  well 
as  a disturbance  in  balance  may  occur.  Visual 
lesions  tend  to  be  bilateral,  and  speech  and 
swallowing  defects  may  occur  without  pare- 
sis of  the  dominant  side. 


Clinical  Classification  of  Strokes 

In  evaluating  the  patients  for  cerebrovas- 
cular surgery,  a clinical  classification  of 
strokes  is  helpful.  Three  major  types  of 
strokes  may  be  considered,  based  on  the  clin- 
ical manifestations  and  the  degree  of  central 
nervous  system  ischemia.  These  include  the 
intermittent,  progressive,  and  complete 
strokes. 

Intermittent  Stroke. — This  fairly  common 
stroke  picture  has  intermittent  symptoms. 
As  a rule,  the  neurologic  manifestations  of 
vascular  insufficiency  last  for  an  hour  or 
less  and  then  completely  disappear.  Motor 
and  sensory  deficits  are  characteristic  of  the 
intermittent  stroke  and  typically  involve  only 
one  side  of  the  body.  Generally,  the  symp- 
toms will  recur  within  a few  days  and  may 
again  disappear.  Obviously,  such  findings 
indicate  transient  cerebral  ischemia,  and  the 
danger  of  permanent  neurologic  damage  is 
ever  present. 

Progressive  Stroke. — This  is  characterized 
by  a neurologic  deficit  which  progressively 
becomes  more  severe.  As  with  the  intermit- 
tent stroke,  unilateral  motor  and  sensory 
deficits  are  common  and  may  progress  to 
complete  hemiplegia.  This  type  of  stroke  may 
be  related  to  progressive  ischemia  of  the 
brain,  perhaps  as  the  result  of  clot  propaga- 
tion. 
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Vascular  surgery  can  help  patients  who  have 
had  intermittent  strokes,  and  it  may  benefit 
some  patients  with  progressive  strokes.  Al- 
though results  of  surgery  for  victims  of  com- 
plete stroke  are  poor,  such  treatment  is  justi- 
fied in  certain  cases.  Classification  of  strokes 
is  the  important  prelude  to  choosing  the 
treatment. 


Complete  Stroke. — The  complete  stroke  is 
common,  and  usually  there  is  sudden  onset 
of  hemiplegia  with  severe  motor  and  sensory 
loss.  If  the  dominant  side  of  the  brain  is  in- 
volved, speech  and  swallowing  difficulties 
may  be  associated. 


Selecting  Patients  for  Cerebral  Angiography 

Cerebral  arteriography  is  an  essential  part 
of  the  evaluation  of  a patient  for  vascular 
surgery.  Basically,  the  study  involves  the  in- 
jection of  each  carotid  artery  separately  with 
radiopaque  contrast  material.  Utilizing  mul- 
tiple film  technique,  both  anterior-posterior 
and  lateral  views  are  taken  of  each  vessel. 
The  exposure  is  made  so  as  to  visualize  the 
cervical  as  well  as  the  intracranial  distribu- 
tion of  the  arteries.  Vertebral  arteriograms 
are  an  important  part  of  the  complete  evalu- 
ation of  the  cerebral  circulation  and  are  per- 
formed in  most  stroke  patients.  Both  the 
origin  of  the  vessel  from  the  subclavian  ar- 
tery and  the  intracranial  distribution  are  vis- 
ualized. 

Any  patient  presenting  symptoms  of  cere- 
bral ischemia  must  be  considered  as  a candi- 
date for  arteriograms.  However,  the  need  for 
such  studies  and  the  urgency  with  which  they 
should  be  performed  depend  upon  the  clini- 
cal findings  of  the  patient.  For  the  most 
part,  the  physician  who  first  sees  the  stroke 
patient  will  decide  whether  to  recommend 
arteriography.  Depending  upon  the  avail- 
ability of  equipment,  angiograms  may  be 
simple  to  obtain  or  may  involve  transporting 
a critically  ill  patient  a considerable  distance. 
Thus,  the  selection  of  patients  for  arterio- 
grams assumes  utmost  importance. 

From  Baylor  University  Medical  Center,  Dallas. 


PAUL  R.  ELLIS,  JR.,  M.D.,  and 
SHEFF  D.  OLINGER,  JR.,  M.D. 


The  clinical  classification  of  strokes  is  use- 
ful in  evaluating  patients  for  arteriography. 
The  intermittent  stroke  patient  presents  the 
most  clear-cut  indication  for  roentgenograph- 
ic  study.  This  patient  has  not  yet  had  irre- 
versible brain  damage,  and  with  early  and 
accurate  diagnosis  complete  correction  of  the 
lesion  often  is  possible.  Arteriograms  should 
not  be  delayed  in  this  group,  as  a complete 
stroke  may  follow  an  intermittent  one. 

The  progressive  stroke  patient  constitutes 
an  even  more  urgent  problem.  Irreversible 
neurologic  changes  may  develop  in  hours. 
These  should  be  considered  real  emergencies, 
and  immediate  measures  taken  to  accomplish 
arteriography. 

A complete  stroke  is  a more  difficult  prob- 
lem, and  only  certain  patients  should  be  con- 
sidered for  immediate  arteriography.  In  gen- 
eral, arteriographic  studies  are  recommended 
in  relatively  young  patients  (below  60  years 
of  age)  who  are  otherwise  in  good  general 
health  and  who  have  had  a complete  stroke 
for  less  than  eight  to  ten  hours.  If  a patient 
has  had  a complete  stroke  for  more  than  ten 
hours,  his  condition  should  be  allowed  to 
stabilize  and  elective  arteriograms  performed 
four  to  six  weeks  later.  The  purpose  of  the 
subsequent  arteriographic  study  is  to  detect 
other  surgically  amendable  lesions.  Elderly, 
debilitated  patients  with  complete  hemiplegia 
probably  are  not  candidates  for  arterio- 
graphy at  any  time. 

Arteriograms  also  should  be  considered  in 
the  asymptomatic  patient  who  has  a bruit 
over  the  carotid  bifurcation  just  below  the 
angle  of  the  jaw.  A bruit  in  this  area  will 
be  associated  with  a significant  number  of 
severe  obstructions  of  the  internal  carotid 
artery,  and  arteriograms  can  help  determine 
the  nature  and  extent  of  the  lesion. 
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Selecting  Patients  for  Surgery 

In  general,  selection  of  patients  for  cere- 
brovascular surgery  will  be  based  on  the 
correlation  of  an  extracranial  vascular  ob- 
struction, shown  by  arteriography,  with  clin- 
ical findings.  In  most  instances,  a specific 
lesion  will  correspond  to  the  neurologic  defi- 
cit. Sometimes  the  correlation  has  been  poor 
and  although  a vascular  occlusion  has  been 
demonstrated,  the  symptoms  do  not  seem 
appropriate.  Relief  of  the  vascular  lesion  has 
corrected  the  symptoms  in  a number  of  these 
patients,  probably  because  of  the  improve- 
ment of  total  cerebral  blood  flow. 

In  patients  having  symptoms  of  a relative- 
ly severe  occlusion  of  the  internal  carotid, 
prophylactic  surgery  must  be  considered.  In 
our  early  experience  with  such  patients,  sub- 
sequent strokes  did  occasionally  develop  and 
our  tendency  has  been  to  operate  on  such  pa- 
tients before  a neurological  deficit  develops. 


Surgical  Technique 
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the  lesion  is  extracranial.  Obviously,  this  is 
the  ideal  group  for  surgery.  The  incidence  of 
a significant  neurologic  deficit  developing  in 
this  group  of  patients  is  less  than  5 per  cent. 

Patients  having  progressive  stroke  symp- 
toms often  have  irreversible  neurologic  defi- 
cit before  surgery,  and  the  incidence  of  com- 
plete recovery  is  not  as  high.  Nevertheless, 
over  50  per  cent  of  these  patients  with  cer- 
vical obstruction  will  be  improved  by  surgi- 
cal correction  of  the  carotid  obstruction. 

The  complete  stroke  group  presents  a more 
discouraging  picture.  Significant  improve- 
ment in  the  neurologic  condition  probably 
occurs  in  less  than  10  per  cent  of  the  patients 
who  have  operable  lesions. 


Only  the  important  features  of  the  surgi- 
cal technique  will  be  discussed.  General  anes- 
thesia is  usually  used,  although  local  anes- 
thetics allow  an  evaluation  of  the  patient’s 
neurologic  status  during  the  procedure.  Just 
prior  to  arteriotomy,  heparin  is  given  sys- 
temically  in  a 30  mg.  dose  to  prevent  clot 
formation.  An  intraluminal  shunt  is  used 
in  all  patients  with  a patent  internal  carotid. 
Endarterectomy  is  performed  through  a lib- 
eral longitudinal  incision  which  usually  ex- 
tends onto  the  internal  carotid.  A patch 
graft  is  used  to  close  the  vessel  in  most 
cases.  Heparin  is  not  given  in  the  post- 
operative period. 


Results 

Although  this  study  does  not  include  a spe- 
cific review  of  a group  of  cases,  some  esti- 
mation of  the  expected  results  may  be  made 
from  our  experience  as  well  as  that  of  others. 
This  is  best  considered  according  to  the  clin- 
ical classification  of  strokes  previously  sug- 
gested. 

Patients  who  have  an  intermittent  stroke 
without  neurologic  sequelae  will  be  relieved 
in  approximately  95  per  cent  of  the  cases  if 


Summary 

A simple  clinical  classification  of  strokes 
— intermittent,  progressive,  and  complete — 
has  been  emphasized. 

Cerebral  arteriograms  are  indicated  im- 
mediately for  all  patients  with  intermittent 
and  progressive  strokes ; delay  may  result  in 
permanent  neurologic  deficit.  Arteriograms 
also  should  be  performed  when  asymptomatic 
patients  have  loud  carotid  bruits.  In  cases  of 
complete  stroke,  arteriography  is  worthwhile 
in  patients  who  are  in  good  health,  provid- 
ing the  stroke  has  occurred  in  the  past  eight 
to  ten  hours. 

Surgery  is  indicated  when  arteriography 
shows  an  extracranial  occlusive  lesion  which 
correlates  with  the  clinical  findings.  Surgery 
is  also  indicated  in  asymptomatic  patients 
with  a severe  constrictive  lesion. 

The  results  of  surgery  have  been  excellent 
in  intermittent  stroke  symptoms,  fair  in  pro- 
gressive strokes,  and  poor  in  complete 
strokes. 

t Dr.  Ellis,  Medical  Tower,  Suite  411,  712  N.  Wash- 
ington, Dallas  10. 

Dr.  Olinger,  202  Medical  Tower,  712  N.  Washing- 
ton, Dallas  10. 
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Diagnosis  of  Intracranial  Neoplasms 
By  Scintiscanning 


THE  NEED  FOR  an  atraumatic  reliable 
method  of  localizing  intracranial  neo- 
plasms has  been  recognized  for  many  years. 
The  electroencephalogram  (EEG)  had  for 
a long  time  been  the  only  such  diagnostic 
tool.  With  the  advent  of  radioactive  isotopes 
and  the  development  of  instruments  for  their 
detection,  external  counting  techniques  were 
devised  to  localize  these  lesions. 

The  problem  of  accurately  outlining  an  in- 
tracranial neoplasm  still  is  relatively  diffi- 
cult, since  at  present  there  is  no  tracer  sub- 
stance that  is  actively  concentrated  by  brain 
tumors.  There  is  slightly  higher  concentra- 
tion of  radioactive  material  in  the  tumor 
than  in  the  adjacent  normal  brain,  but  this 
is  thought  to  be  secondary  to  an  alteration 
of  the  blood  brain  barrier.  This  slight  dif- 
ference in  radioactivity  results  in  a rather 
poor  target  to  non-target  ratio  which  re- 
quires special  detecting  instruments  for  ac- 
curate acquisition  of  data. 

Mechanical  scanning  of  the  head  using  a 
scintillation  detector  with  a focusing  colli- 
mator can,  if  properly  designed  and  coupled 
to  suitable  electronics,  discriminate  between 
two  volumes  with  relatively  low  target  to 
non-target  ratio  (the  concentration  of  radio- 
activity in  volume  of  interest  as  compared 
to  concentration  of  radioactivity  in  adjacent 
normal  volume) . Beck1  compared  coincidence 
and  single  systems  and  favored  the  latter 
equipped  with  focusing  collimators  as  being 
potentially  superior  to  the  former. 

Human  serum  albumin  tagged  with  I131 
has  been  widely  used  by  many  investigators 
who  have  accurately  localized  intracranial 
neoplasms  in  from  40  to  83  per  cent  of 
cases.  DiChiro6  and  McAfee7  compared  the 

Work  reported  in  this  paper  was  supported  in 
part  by  funds  from  USPHS  Grant  No.  I-GS-127. 


value  of  this  technique  with  conventional 
neuroradiologic  methods  and  found  it  a valu- 
able complementary  procedure. 

Blau  and  Bender2-  3 in  1959  proposed  the 
use  of  Hg203  chlormerodrin  (Neohydrin)  as 
the  tracer  substance.  Among  the  advantages 
the  new  material  offers  are  (1)  its  rapid 
clearance  from  blood  results  in  less  interfer- 
ence from  muscles  ( over  90  per  cent  is  elimi- 
nated in  five  hours)  ; (2)  its  lower  single 
gamma  energy  allows  better  shielding  and 
collimation;  (3)  the  total  body  radiation  re- 
ceived by  the  patient  with  chlormerodrin  is 
in  the  order  of  one-half  to  one-third  less  than 
with  radioactive  iodinated  blood  serum  al- 
bumin (RISA)  ; (4)  scans  can  be  performed 
four  hours  after  the  chlormerodrin  injec- 
tion, whereas  24  hours  must  elapse  before 
satisfactory  scanning  with  RISA  can  be 
done;  and  (5)  chlormerodrin  scans  are  more 
easily  interpreted. 

Brinkman  and  associates,4- 5 and  Sklaroff 
and  associates8  have  utilized  chlormerodrin 
and  have  reported  accurate  localization  in  65 
to  85  per  cent  of  their  cases.  At  the  Univer- 
sity of  Texas  Medical  Branch,  brain  scanning 
was  started  using  RISA,  but  Hg203  chlormer- 
odrin has  been  used  exclusively  since  July, 
1962,  because  it  gives  superior  results. 


An  atraumatic  method  of  localizing  intra- 
cranial neoplasms  is  presented.  The  results 
of  101  brain  scans  using  chlormerodrin  (Neo- 
hydrin) Hg203  are  reviewed  and  the  beneficial 
aspects  are  compared  with  other  diagnostic 
procedures.  Its  use  in  diagnosis  and  treat- 
ment of  metastatic  lesions  is  emphasized. 
Both  disadvantages  and  advantages  are  cited. 
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Method 

Instruments. — A commercially  available 
scintiscanner,  equipped  with  a 3 by  2 in. 
crystal,  focusing  collimator,  pulse  height  dis- 
criminator, photorecording  and  Teledeltos 
recording  device  is  utilized.  The  photorecord- 
ing device  consists  of  a cathode  light  which 
strikes  an  unexposed  x-ray  film.  The  inten- 
sity of  the  light  is  proportional  to  the  radio- 
activity seen  by  the  detector.  The  degree  of 
darkening  on  the  film  thus  depends  on  the 
light  strength  which  is  a function  of  the 
count  rate.  The  intensity  of  the  light  source 
can  be  controlled  so  that  it  varies  from  zero 
to  maximum  over  a pre-selected  count  rate 
range.  This  allows  for  the  so-called  contrast 
enhancement,  since  the  controls  can  be  so  set 
that  normal  brain  just  yields  a faint  graying 
on  the  film,  whereas  an  area  containing  300 
to  600  counts  above  that  in  normal  brain 
will  result  in  complete  blackening  of  the 
film.  Although  in  the  author’s  experience 
every  tumor  that  has  been  visualized  in  the 
photoscan  has  also  been  demonstrated  on  the 
Teledeltos  paper  dot  scan,  the  photoscan  has 
always  been  more  readily  interpreted.  A 19- 
hole  focusing  collimator  is  used.  The  scan 
speed  is  12  cm.  per  min.  with  a line  spacing 
of  1/2  cm.  The  pulse  height  analyzer  is  set  to 
accept  the  photo  peak  of  Hg203.  The  appropri- 
ate range  for  the  rate  meter  is  chosen,  usual- 
ly 1,000  counts  per  minute  (IK)  for  full  scale 
deflection. 

Patient  Preparation. — There  is  no  special 
preparation  required  other  than  the  admin- 
istration of  1 ml.  of  nonradioactive  Mercu- 
hydrin  intramuscularly  12  to  24  hours  before 
scanning,  if  possible.  This  is  done  to  reduce 
the  radiation  exposure  dose  to  the  kidney 
from  40  to  10  rads,  approximately.  The 
Hg203-tagged  chlormerodrin  is  administered 
intravenously  four  hours  before  scanning,  in 
a dose  of  10  pc.  per  kg.  of  body  weight,  not 
to  exceed  700  pc. 

Aetual  Scanning. — The  patient  is  posi- 
tioned on  the  table,  and  the  head  is  complete- 
ly immobilized  during  the  scanning  proced- 
ure. Scans  are  obtained  in  at  least  two  pro- 
jections, a frontal  and  a lateral,  but  some- 
times it  has  become  necessary  to  scan  in  as 


many  as  four  projections.  Before  initiating 
the  scan,  anatomic  landmarks  are  drawn  on 
the  Teledeltos  paper.  The  scan  is  initiated, 
and  the  patient  is  kept  under  constant  ob- 
servation. 

At  the  completion  of  the  scan,  the  film  on 
which  the  photoscan  is  recorded  is  then  proc- 
essed in  the  usual  fashion.  The  landmarks 
are  transferred  from  the  Teledeltos  paper  to 
the  film  by  superimposing  the  latter  on  the 
former.  Finally,  the  photoscan  is  superim- 
posed on  skull  films,  and  the  outline  of  the 
skull  is  drawn. 

Material 

During  the  one  year  period  between  June 
1,  1962,  and  June  1,  1963,  in  a joint  effort 
between  the  neurosurgical  department  and 
the  Radioisotope  Laboratory  of  the  radiology 
department,  152  patients  have  been  scanned 
(Table  1).  The  “false-negative”  term  used 
in  Tables  1 and  2 refers  to  negative  scans 
in  cases  of  neoplasm,  intracerebral  clot,  and 
arteriovenous  malformations  and  aneurysms. 
The  patients’  ages  have  ranged  from  10  to 
83  years.  Of  the  152  patients,  10  have 
been  deleted  from  this  study,  5 because  the 
scans  were  either  incomplete  or  inadequate 
due  to  the  patients’  uncooperativeness  dur- 
ing the  scanning  procedure,  and  5 be- 
cause of  insufficient  follow-up  or  diagnostic 
studies  carried  out  on  the  patient.  The  result 
is  142  usable  scans  which  make  up  the  ma- 
terial presented  here.  As  mentioned  previ- 
ously, in  the  early  part  of  the  program,  RISA 
was  used,  but  subsequent  to  July,  1962,  all 
scans  had  been  performed  with  chlormero- 
drin. Table  2 illustrates  this  data.  The  advan- 
tage of  being  able  to  scan  a patient  immedi- 
ately following  arteriography  is  obvious. 
Therefore,  four  patients  were  scanned  with- 
in the  first  24  hours  following  carotid  arteri- 
ography. In  all  four  cases,  the  scan  was  of 
good  quality  and  there  was  no  detectable  dif- 
ference between  these  scans  and  the  ones 
done  in  the  usual  manner,  and  the  validity 
was  100  per  cent.  Three  of  the  scans  were 
positive;  two  patients  had  metastatic  lesions 
and  one  had  glioblastoma.  The  fourth  scan 
was  negative,  and  the  patient’s  discharge 
diagnosis  was  cephalalgia. 


Table  1. — Sex  Distribution. 


Positive 

Indeterminate 

False-Negative 

Negative 

Total 

Males 

27 

3 

8 

53 

91 

Females 

12 

4 

3 

42 

61 

Total 

39 

7 

11 

95 

152 

1080 
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Table  2. — Agent. 


Agent 

Positive 

Indeterminate 

False-Negative 

Negative 

Total 

Neohydrin  (Hg203) 

36 

6 

10 

82 

134 

RISA  (I131) 

3 

1 

1 

3 

8 

Total 

39 

7 

11 

85 

142 

Discussion 

Results  of  scanning  in  the  group  of  44  pa- 
tients harboring  neoplastic  lesions  is  seen  in 
Table  3.  The  indeterminate  and  the  negative 
scans  are  briefly  discussed  here.  One  inde- 
terminate scan  was  of  a woman  known  to 
have  had  incomplete  removal  of  a well-dif- 
ferentiated frontal  lobe  astrocytoma  more 
than  a year  before  scanning,  and  thought  to 
have  re-growth  of  her  tumor.  The  more  well- 
differentiated  astrocytomas  have  been  report- 
ed before  to  be  more  difficult  to  localize,  and 
as  they  more  nearly  resemble  normal  brain 
tissue,  this  seems  reasonable.  Two  indeter- 
minate scans  each  revealed  a small  2 by  2 
cm.  concentrated  area  of  increased  uptake, 
and  at  surgery  the  patients  were  found  to 
have  small  meningiomas  in  these  precise 
areas.  The  scan  foci  probably  represented 
the  tumor,  but  its  small  size  precluded  a 
definite  diagnosis  by  this  method  alone.  The 
fourth  indeterminate  case  represented  large 
bilateral  acoustic  neuromas,  and  is  the  only 
case  in  this  series  where  even  a suggestion 
of  increased  radioactive  uptake  could  be 
seen  in  posterior  fossa  lesions.  Lastly,  a 
patient  with  recurrence  of  a metastatic  ma- 
lignancy with  recurrence  of  symptoms  yield- 
ed an  indeterminate  scan. 

Of  the  negative  scans  in  this  group,  the 
supratentorial  metastasis  was  a case  of  mili- 
ary seeding  with  lesions  of  melanoma  that 


were  too  small  to  be  picked  up  by  the  photo- 
scanner. The  two  infratentorial  metastases 
represent  a very  difficult,  if  not  impossible, 
task  in  evaluating  the  photoscans  because  of 
the  poor  target  to  non-target  ratio  in  this 
area.  The  case  of  pinealoma  which  scanned 
negative  early  scanned  positive  nine  and  one- 
half  months  later  when  another  lesion  in  the 
frontal  lobes,  probably  seeding  from  the 
original  lesion,  showed  up.  The  chromo- 
phobe adenomas  were  deep  in  the  base  of  the 
skull,  and  surrounded  by  great  vessels,  but 
both  showed  large  suprasellar  extension  at 
surgery  and  one  would  have  thought  that  by 
virtue  of  their  size  they  might  be  demon- 
strated by  this  method.  The  epidermoid  cyst 
was  a very  large  cone-shaped  lesion,  but  com- 
pletely devoid  of  vessels  within  the  tumor. 

In  the  group  of  27  patients  harboring  non- 
neoplastic lesions,  the  scans  were  positive  in 
7 cases  and  negative  in  18  cases  (Table  4). 
There  were  two  equivocal  scans  in  this 
group.  Results  were  variable  in  patients 
with  intracerebral  clots  and  cerebral  infarc- 
tion. In  the  latter  group,  scanning  was  posi- 
tive in  only  one  out  of  nine  cases  and  in- 
determinate in  one.  Patients  with  a sub- 
dural hematoma  and  a subdural  abscess  both 
scanned  positive.  One  young  patient  who  had 
suffered  a severe  head  injury  two  weeks 
prior  to  scanning  was  positive.  The  results 
of  scanning  for  arteriovenous  malformations 
were  variable  and  did  not  seem  particularly 


Table  3. — Findings  in  UU  Patients  Harboring  Neoplasms. 


Positive 

Indeterminate 

Negative 

Total 

Diagnosis: 

Supratentorial 

Meningioma 

7 

2 

0 

. 9 

Astrocytoma 

6 

1 

0 

7 

Glioblastoma  multiforme 

4 

0 

0 

4 

Metastasis 

13 

1 

1* 

15 

Epidermoid  cyst 

0 

0 

1 

1 

Chromophobe  adenoma 

0 

0 

2 

2 

Pinealomaf 

1 

0 

1 

2f 

Histologically  unverified 

1 

0 

0 

1 

Infratentorial 

Metastasis 

0 

0 

2 

2 

Acoustic  neuroma 

0 

1 

0 

1 

Total 

32 

5 

7 

44 

""•Miliary  seeding  of  the  brain  with  metastatic  melanoma. 

fThe  positive  scan  in  this  case  was  obtained  nine  and  one-half  months  after  the  negative  scan  on 
the  same  patient. 
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Table  4. — Findings  in  27  Patients  with  Illnesses  Simulating  Neoplastic  Disease. 


Positive 

Indetei'minate 

Negative 

Total 

Diagnosis : 

Intracerebral  clot 

2 

0 

1 

3 

Cerebral  infarction 

1 

1 

7 

9 

Subdui’al  hematoma  or  abscess 

2 

0 

0 

2 

Cerebral  contusion 

1 

0 

0 

1 

Pseudotumor  cerebri 

0 

0 

2 

2 

Hydrocephalus 

0 

0 

3* 

3 

A/V  malformations 

1 

0 

3 

4 

Aneurysms 

0 

1 

2 

3 

Total 

7 

2 

18 

27 

*Two  cases  secondary  to  cysticercotic  plaques. 


related  to  size  or  position  of  the  lesion  as 
confirmed  by  arteriographic  pattern  01  sur- 
gery. It  has  been  suggested  that  the  scanning 
agent  is  retained  by  the  neoplastic  tissue  be- 
cause of  an  abnormality  in  the  blood  bi  ain 
barrier.  Since  there  is  no  such  abnoimality 
in  arteriovenous  malformations,  perhaps  it 
is  logical  to  expect  those  areas  to  scan  nor- 
mally unless  their  size  alone  is  large  enough 
to  betray  them,  as  does  the  vascularity  of 
the  midline  or  sellar  region.  One  of  three 
aneurysms  gave  an  indeterminate  result  and 
this  aneurysm  was  quite  large.  There  were 
two  cases  of  pseudotumor  cerebri  in  the 
group,  both  of  which  had  normal  scans  as 
did  three  cases  of  acquired  hydrocephalus. 
Two  of  these  were  caused  by  cysticercotic 
plaques  obstructing  the  normal  cerebrospinal 
fluid  pathways. 

When  all  cases  of  neoplasm  are  considered, 
the  percentages  for  the  various  scans  are 
72.7  per  cent  positive,  11.4  per  cent  indeter- 
minate, and  15.9  per  cent  negative,  a figure 
that  in  itself  compares  with  arteriography. 
However,  if  one  does  not  consider  the  scans 
which  he  can  reasonably  expect  to  be  nega- 
tive (chromophobe  adenoma,  epidermoid  cyst, 
and  infratentorial  tumors),  then  the  per- 
centage for  positive  scans  increases  to  84.2 
per  cent  and  the  indeterminate  and  negative 
scans  decrease  to  10.5  and  5.3  per  cent,  re- 
spectively. This  more  nearly  approximates 

Table  5. — Miscellaneous  Neurologic  Disorders 
Which  Scanned  Negative. 

Number 

Disorder: 

Epilepsy 
Cephalalgia 

Organic  brain  syndrome 
Cerebral  arterial  insufficiency 
Isolated  ci'anial  nex-ve  palsies 
Cortical  atrophy 
Multiple  sclerosis 
CNS  lues 
Total 


the  authors’  results  at  the  present  time  since 
we  have  ceased  to  scan  lesions  known  or 
suspected  to  be  in  the  posterior  fossa,  deep 
in  the  sellar  region,  or  midline  unless  these 
masses  are  thought  to  be  quite  large. 

Many  miscellaneous  neurologic  afflictions 
were  present  among  the  patients  scanned, 
and  their  diagnosis  and  frequency  can  be 
seen  in  Table  5.  These  patients  had  negative 
brain  scans,  most  of  which  were  verified  by 
other  diagnostic  tests  as  well  as  by  clinical 
examination. 

There  were  no  false-positive  scintiscans  in 
this  study. 

Other  factors  correlated  with  the  scanning 
results  were  the  electroencephalograph- 
ic  findings  and  arteriography.  The  electro- 
encephalographic  data  is  presented  in  Table 
6.  Of  patients  having  actual  lesions  present 
intracranially,  most  had  an  abnormal  EEG. 
In  approximately  50  per  cent  of  the  cases, 
the  abnormality  was  of  a localizing  nature. 
However,  this  must  be  weighed  carefully 
with  the  patient’s  clinical  picture  and  other 
studies  because  in  almost  as  large  a percent- 
age, the  abnormality  was  either  falsely  local- 
izing or  diffuse,  and  therefore  non-localizing. 

Carotid  angiography  was  in  most  instances 
localizing.  When  this  was  not  reliable  enough, 
pneumoencephalography  or  ventriculography 
was  used  to  clarify  the  intracranial  picture. 
In  most  instances,  scintiscanning  and  arteri- 
ography readily  outlined  the  diseased  area  to 
be  exposed  surgically.  When  the  arteriogram 

Table  6. — Correlation  of  EEG  Findings  with 
Scanning  Results  from  Tables  3 and  U- 

Positive  Indetei'minate  Negative 


EEG  Pattern: 


Localizing 
Falsely  local- 

19 

3 

3 

izing  or 
diffuse 

13 

4 

7 

Normal  ti-acing  4 

0 

9 

Not  done 

5 

0 

3 

Total 

41 

7 

22 

16 

9 

5 

7 

3 

4 
2 
1 

47 
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was  not  localizing,  then  more  weight  was 
given  to  the  scan  as  a localizing  medium.  The 
actual  size  of  lesions  compared  to  the  size 
of  lesions  outlined  in  the  scans  could  not  be 
compared  validly  in  this  series  because  of  the 
inherent  nature  of  surgically  removing  tumor 
tissue. 

The  brain  scan  became  of  special  value 
with  metastatic  lesions  after  establishing  its 
reliability  by  older  diagnostic  methods.  Pa- 
tients with  a clinical  picture  of  extension  of 
their  malignant  disease  to  the  central  ner- 
vous system  were  scanned.  In  most  instances, 
if  this  yielded  a positive  scan  that  was  all 
that  was  done  diagnostically.  The  scan’s  pro- 
pensity for  giving  information  as  to  the  num- 
ber, size,  and  location  of  metastatic  lesions 
is  invaluable  in  deciding  whether  or  not  to 
intervene  surgically.  In  several  cases,  multi- 
ple metastatic  lesions  were  revealed — a fre- 
quently difficult  matter  for  arteriography. 

In  general,  the  darker,  more  “positive” 


scans  seemed  to  come  from  the  most  vascular 
lesions.  Location,  vascularity,  and  size  were 
the  most  important  factors  noticed  in  this 
study.  The  most  important  contributions 
scintiscanning  has  yielded  are  first,  the  in- 
formation it  gives  regarding  the  site  of  the 
lesion  and  therefore  the  location  of  the  crani- 
otomy flap,  and  second,  its  use  in  the  diag- 
nosis and  management  of  metastatic  disease 
without  the  more  uncomfortable  and  hazard- 
ous contrast  studies. 


Primary  Tumors 

Case  1. — This  70-year-old  white  male  complained 
of  headache,  right-sided  focal  seizures,  and  some 
weight  loss  over  a three-month  period.  He  was  men- 
tally confused  but  otherwise  the  neurologic  examina- 
tion was  negative.  An  EEG  demonstrated  a left 
temporal  abnormality.  A brain  scan  and  arteriog- 
raphy revealed  a tumor  in  the  left  frontal  area.  At 
surgery  an  astrocytoma  was  removed  (Fig.  1). 


LEFT  LATERAL 


Fig.  1.  Astrocytoma.  Above  are  anterior  and  left  lateral  scans,  and  below  are  their  corresponding  arteriograms. 
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Case  2. — A 38-year-old  Negro  man  had  right-sided 
weakness  for  one  week.  This  was  followed  by  seiz- 
ures, headache,  nausea,  vomiting,  and  coma.  A brain 
scan  and  an  arteriogram  showed  a tumor  in  the  left 
frontal  region  centrally.  At  surgery  a left  frontal 
glioblastoma  was  found  (Fig.  2). 

Case  3. — This  patient,  a 41-year-old  white  woman, 


came  to  the  hospital  with  headache,  aphasia,  and 
focal  seizures  of  the  left  arm  progressing  to  grand 
mal  attacks.  The  left  leg  was  weak.  An  EEG  showed 
a left  temporal  abnormality.  A brain  scan  and  an 
arteriogram  demonstrated  a right  frontoparietal 
mass  which  was  found  at  surgery  to  be  a meningi- 
oma. 


Fig.  2.  Glioblastoma  multiforme.  Above  are  anterior  and  left  lateral  scans,  and  below  are  their  corresponding  arteriograms. 


Fig.  3.  Breast  metastasis.  Right  and  left  lateral  and  posterior  scans  of  bilateral  occipital  lobe  lesions  are  shown. 
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Case  k- — This  50-year-old  white  man  gave  a his- 
tory of  periodic  convulsions  and  decreased  strength 
of  the  right  arm  and  leg  for  six  years.  He  was 
aphasic.  An  EEG  showed  a left  temporal  abnormal- 
ity. A brain  scan  and  an  arteriogram  revealed  a left 
temporoparietal  lesion.  This  was  found  at  surgery 
to  be  a glioblastoma. 


Metastatic  Tumors 

Case  1. — Seven  years  previously,  this  53-year-old 
white  female  had  undergone  surgery  for  carcinoma 
of  the  breast.  On  admission,  she  had  headaches, 
blurred  vision,  and  sciatic  pain.  Some  personality 
changes  had  been  noted  over  the  last  month.  Papille- 
dema and  nystagmus  were  present.  There  was  radio- 
graphic  and  clinical  evidence  of  metastatic  disease 
in  the  lung  and  spine.  An  EEG  revealed  a left 
temporo-occipital  and  a right  occipital  abnormality. 
The  brain  scan  showed  metastatic  lesions  in  both 
occipital  areas,  which  are  superimposed  in  the  later- 
al projection  (Fig.  3). 

Case  2. — A carcinoma  of  the  lung  had  been  re- 
moved two  years  previously,  from  this  39-year-old 
white  man.  His  admitting  complaints  were  head- 
aches, seizures,  and  right-sided  weakness.  Physical 
examination  showed  papilledema  and  a right  homon- 
ymous hemianopsia.  There  was  a left  temporal  ab- 
normality on  the  EEG.  The  brain  scan  revealed  a 
tumor  in  the  left  occipital  lobe.  A diagnosis  of  meta- 
static malignancy  was  made. 

Case  3. — This  65-year-old  white  man  had  a 
“stroke”  one  week  prior  to  admission.  There  was  a 
residual  left  hemiparesis  and  confusion.  Physical 
examination  revealed  a squamous  cell  carcinoma  of 
the  cheek.  The  deep  tendon  reflexes  were  increased 
on  the  left,  and  a positive  Babinski  sign  was  present 
on  the  left.  There  was  clinical  and  radiographic  evi- 
dence of  liver  and  lung  lesions.  The  brain  scan  re- 
vealed two  distinct  metastatic  lesions  of  unknown 
origin  in  the  right  cerebrum. 

Case  U- — This  patient,  a 59-year-old  white  female, 
had  had  a carcinoma  of  the  breast  five  years  ago 
which  was  treated  by  radical  mastectomy  and  radio- 
therapy. For  the  past  two  months  she  had  com- 
plained of  headache,  nausea,  and  vomiting.  Person- 
ality changes  were  noted  and  there  had  been  severe 
weight  loss.  Physical  examination  showed  papille- 
dema but  no  localizing  neurologic  findings.  The  EEG 
showed  a left  temporofrontal  abnormality.  This  was 
confirmed  by  brain  scanning  and  a left  temporo- 
frontal metastatic  malignancy  was  found  at  autopsy. 


Conclusions 

Presented  are  the  results  in  diagnosing 
and  localizing  intracranial  lesions  by  a rela- 
tively new  method  which  is  atraumatic  and 
well-tolerated.  The  patient  cost  of  scintiscan- 
ning is  approximately  twice  that  of  electro- 
encephalography. It  may  be  done  on  an  out- 
patient basis.  Its  main  advantages  are : 

1.  In  most  cases,  the  scan  outlines  the  ac- 


tual lesion,  which  provides  considerable  aid 
in  planning  surgery  and/or  radiotherapy. 

2.  Lesions  are  readily  detected  in  some 
areas  where  other  diagnostic  methods  occa- 
sionally fail,  as  in  the  occipital  lobes. 

3.  Single  or  multiple  metastatic  tumors 
are  usually  confirmed  by  scanning.  Conse- 
quently, the  patient  may  be  spared  other  rela- 
tively uncomfortable  diagnostic  examina- 
tions. 

4.  Because  of  its  innocuous  nature,  it  is 
valuable  in  the  follow-up  of  therapeutic  pro- 
cedures. 

The  disadvantages  of  the  technique  are : 

1.  The  patient  must  be  immobilized  during 
the  actual  scan,  which  may  require  from  20 
to  45  minutes  per  view. 

2.  Tumors  smaller  than  2 cm.  in  diameter 
are  extremely  difficult  to  demonstrate. 

3.  Although  the  specificity  for  neoplasms 
is  high,  it  is  not  100  per  cent,  and  other  non- 
neoplastic lesions  may  yield  a positive  scan. 

4.  The  equipment  is  expensive  and  must  be 
handled  by  well-trained  personnel. 

The  diagnostic  technique  of  scintiscanning 
certainly  has  much  merit  and  has  added  a 
valuable  tool  to  the  armamentarium  of  the 
radiologist  and  neurosurgeon.  While  in  many 
cases,  it  may  only  be  a supplement  to  the 
already  established  diagnostic  procedures  of 
arteriography,  pneumoencephalography,  and 
ventriculography,  it  may  at  times  be  the  di- 
agnostic technique  of  choice  and  invaluable 
in  the  ultimate  treatment  of  a patient. 
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Effect  on  Cerebrospinal  Fluid  Circulation 
Of  Substances  Injected  in  the  Subarachnoid  Space 


CEREBROSPINAL  fluid  is  produced  in 
the  lateral,  third,  and  fourth  ventricles 
probably  at  least  partly  by  the  choroid  plex- 
uses.6 Radioisotope  studies1  indicating  ex- 
change of  ions  between  blood  and  cerebro- 
spinal fluid  do  not  alter  older  evidence  that 
cerebrospinal  fluid  originates  chiefly  from 
within  the  ventricles.  After  exit  from  the 
fourth  ventricle  through  Magendie’s  foramen 
and  Luschka’s  foramina,  the  cerebrospinal 
fluid  must  flow  upward  in  the  basilar  cis- 
terns through  the  incisura  tentorii  cerebelli 
before  significant  absorption  takes  place. 
Presumably,  absorption  in  all  animal  species 
is  largely  through  arachnoid  villi  or  pacchio- 
nian bodies  which  are  abundant  about  the 
dural  sinuses  in  the  subarachnoid  space.7  The 
absence  of  arachnoid  granulations  does  not 
mean  the  absence  of  functioning  arachnoid 
villi. 

Animal  experimentation  indicates  that  im- 
portant exits  for  cerebrospinal  fluid  are  as- 
sociated with  the  optic  and  olfactory  nerves.4 
Saline  injected  under  moderate  pressure  into 
the  subarachnoid  space  of  dogs  causes  bulg- 
ing of  the  eyeballs;  and  when  injected  under 
pressures  of  80  to  100  mm.  of  mercury,  saline 
drains  freely  from  the  nostrils.  Weed7-9  ob- 
served the  passage  of  normal  saline  into  or- 
bits and  nostrils  of  dogs  but  thought  that 
this  occurred  when  the  solution  was  injected 
under  high  pressure.  As  shown  by  India  ink 
injections,  the  olfactory  drainage  route  from 
the  subarachnoid  space  connects  with  abun- 
dant nasal  lymphatic  vessels.  It  appears  un- 
likely that  uniform  passage  of  fluids  into 
such  clearly-defined  channels  would  be 
caused  by  rupture  of  delicate  membranes,  as 
suggested  by  Weed.9  Experience  in  injecting 
various  substances  into  the  subarachnoid 
space  of  dogs  has  established  that  pathways 

This  work  was  aided  by  grant  B 1919  C-2  from 
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near  the  first  two  cranial  nerves  are  part  of 
the  absorptive  system  for  cerebrospinal  fluid. 

Cushing,5  experimenting  with  increased 
intracranial  pressure,  noted  that  saline  in- 
jected into  the  subarachnoid  space  accumu- 
lated in  the  orbit  and,  he  assumed,  passed 
readily  through  arachnoid  villi  into  the  ven- 
ous system.  He  discovered  that  insoluble 
gases  such  as  air  readily  found  their  way  in- 
to the  cerebral  veins  and  right  heart  and 
ultimately  caused  death  from  air  embolism. 
When  a mercury  bag  he  was  using  to  raise 
intracranial  pressure  ruptured  into  the  sub- 
arachnoid space,  he  observed  mercury  emboli 
in  the  cerebral  venous  system,  right  heart, 
and  pulmonary  artery.  These  basic  observa- 
tions indicate  that  absorptive  areas  for  cere- 
brospinal fluid  are  more  than  theoretical 
concepts. 

Method 

An  adult  mongrel  dog  weighing  from  12 
to  24  kg.  was  anesthetized  with  intravenous 
pentobarbital  sodium,  30  mg.  per  kg.  An  en- 
dotracheal tube  was  placed  and  the  dog  al- 
lowed to  breathe  room  air.  A polyethylene 
tube  was  introduced  within  the  spinal  sub- 
arachnoid space  through  a low  lumbar  lami- 
nectomy. The  tube  was  tied  firmly  in  place 
with  the  lumbar  spinal  cord  using  an  extra- 
dural ligature.  A T-shaped  connector  permit- 
ted injection  of  fluid  into  the  subarachnoid 
space  at  the  same  time  that  subarachnoid 
pressure  was  continuously  measured  with  a 
Statham  pressure  transducer  and  recorded 
on  a physiograph.  Blood  pressure  was  re- 
corded from  one  femoral  artery,  and  respi- 
ration was  recorded  by  using  an  impedance 
attachment.  Time  was  recorded  in  seconds. 

Seventy-five  dogs  were  used  in  these  and 
closely  related  experiments  conducted  by  the 
author. 
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The  author  postulates  that  there  is  no 
uniquely  significant  difference  in  the  cere- 
brospinal fluid  circulation  of  humans  and 
animals.  He  reports  original  research  find- 
ings in  experiments  on  75  dogs. 


Injection  of  Saline 

Gravity  injections  of  normal  saline  at  a 
pressure  of  170  cm.  of  water  were  usually 
tolerated  well  by  dogs.  Occasionally  the  pres- 
sure was  lowered  because  of  respiratory  de- 
pression. A brief  interval  of  lowered  pres- 
sure between  gravity  injections  increased  tol- 
erance to  them.  The  actual  pressure  exerted 
on  the  central  nervous  system  was  often  less 
than  that  indicated  by  the  height  of  the  fluid 
because  of  slight  resistance  to  flow  through 
the  polyethylene  tube  (PE  205,  internal  di- 
ameter of  .062  inch)  and  because  of  the  rapid 
flow-off  into  arachnoid  villi  and  areas  associ- 
ated with  the  first  two  cranial  nerves.  Al- 
though other  flow-off  areas  exist,  chiefly 
about  other  cranial  and  spinal  nerves,  their 
contribution  is  so  slight  that  they  can  be 
ignored.  The  rate  of  saline  flow  into  the  sub- 
arachnoid space  varied  among  dogs  but  was 
constant  in  an  individual  dog  unless  some 
additional  factor  was  introduced.  Any  bleed- 
ing in  the  subarachnoid  space  when  the  poly- 
ethylene catheter  was  introduced  reduced  the 
flow  of  saline.  The  average  rate  of  flow  of 
normal  saline  into  the  subarachnoid  space 
approximated  0.5  to  1.0  cc.  per  kg.  per  min. 
If  the  pressure  of  gravity  injection  was 
halved,  the  same  quantity  of  saline  required 
slightly  less  than  four  times  as  long  to  run  in. 

Injection  of  Blood 

Heparinized  blood,  even  in  small  amounts, 
interfered  with  the  subsequent  flow  of  saline 
into  the  subarachnoid  space.  The  first  blood 
injected  merely  displaced  cerebrospinal  fluid 
from  the  subarachnoid  system.  After  the  in- 
jection of  0.5  cc.  per  kg.,  any  further  in- 
jection of  blood  or  injection  of  saline  met 
with  firm  resistance.  Gravity  injection  of 
saline  from  a height,  formerly  tolerated  well, 
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was  somewhat  impeded.  The  arrest  of  flow 
factor  from  the  subarachnoid  space  raised 
the  effective  pressure  on  the  brain  from  the 
saline  injection.  At  first  it  was  thought  that 
blood  in  the  subarachnoid  space  had  some 
specific  unfavorable  effect  on  vital  functions, 
but  further  analysis  indicated  that  the  un- 
favorable effect  was  a result  of  altered  pres- 
sure relationships  when  the  passages  for 
fluid  exit  from  the  subarachnoid  space  were 
blocked. 

Injection  of  Other  Substances 

Injection  of  (Higgins)  India  ink,  50  to  100 
drops,  into  the  subarachnoid  space  brought 
about  the  same  obstruction  of  outflow  of 
subsequently  injected  saline  as  followed  the 
injection  of  blood. 

Dextran  flowed  by  gravity  somewhat  slow- 
er than  saline,  but  the  orbital  accumulation 
material  was  similar.  Nostril  drainage  ap- 
peared unchanged  from  that  injected  into  the 
spinal  subarachnoid  space,  and  when  boiled 
dry  in  a test  tube  the  residue  appeared 
identical  to  that  of  the  dextran  which  was 
injected. 

Dog  plasma  flowed  by  gravity  at  approxi- 
mately half  the  rate  of  normal  saline.  The 
difference  between  blood  and  plasma  was 
outstanding  and  is  attributed  to  the  formed 
elements  present  in  blood  which  presumably 
blocked  the  channels  of  outflow  from  the 
subarachnoid  space.  A protein  molecule  is 
approximately  1/2000  the  size  of  an  erythro- 
cyte. The  easy  outflow  of  plasma  is  therefore 
in  accord  with  the  known  factors. 

Colloidal  gold198  injected  into  the  subarach- 
noid space  caused  a considerable  degree  of 
obstruction  of  the  outflow  from  the  sub- 
arachnoid space.  This  obstructing  factor  was 
not  studied  intensively.  However,  in  three 
dogs  with  cisternal  injections  of  colloidal 
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Fig.  1.  Reproduction  of  physiographic  record  of  dog  re- 
ceiving spinal  subarachnoid  injection  of  air.  On  line  one 
(top)  blood  pressure  is  recorded.  On  line  two  subarach- 
noid pressure  is  recorded.  Each  elevation  corresponds  to  an 
injection  of  30  cc.  of  air.  Respiration  is  recorded  on  line 
three,  and  time  in  seconds  on  line  four.  The  period  cov- 
ered by  this  chart  is  slightly  longer  than  eight  minutes. 


P indicates  pupillary  size.  I-SP.  P.  is  the  intraspinal  pres- 
sure in  mm.  of  mercury.  B.P.  is  blood  pressure  in  mm.  of 
mercury.  Two  hundred  forty  cc.  of  air  have  already  been 
administered  at  arrow,  and  an  additional  210  cc.  were  ad- 
ministered in  the  period  shown.  Death  occurred  from  air 
embolism,  not  from  increased  intracranial  pressure. 


gold198  under  no  pressure,  the  radioactive 
count  of  orbital  tissue  and  nasal  mucosa  was 
high,  indicating  passage  of  the  radioactive 
gold  near  the  first  two  cranial  nerves.  The 
passage  of  colloidal  gold198  into  orbits  and  in- 
to nasal  mucosa  was  greater  when  injections 
were  made  under  pressure,  and  free  drainage 
from  the  nostrils  occurred  with  subarachnoid 
pressures  of  100  mm.  of  mercury. 

Normal  saline  stained  with  toluidine  blue 
injected  into  the  subarachnoid  space  pro- 
duced characteristic  staining  of  the  orbital 
tissues  and  stained  drippings  from  the  nos- 
trils. When  methylene  blue  was  added  to  the 
injected  saline,  orbital  tissues  were  stained, 
but  the  nasal  drippings  showed  no  color. 

Injection  of  Air  or  Mercury 

Cushing5  reported  the  passage  of  air  and 
mercury  into  the  venous  system  after  injec- 
tion under  pressure  into  the  subarachnoid 
space.  These  experiments  were  repeated  us- 
ing the  spinal  subarachnoid  space  as  the  site 
of  injection. 

When  air  was  injected,  it  met  with  less 
resistance  than  when  saline  was  injected.  In- 
jection of  from  400  to  600  cc.  of  air  caused 
fatal  air  embolism.  It  was  possible  to  deter- 
mine that  part  of  the  air  exited  through  the 
nostrils  by  injecting  the  subarachnoid  space 
in  a fresh  dog  cadaver  with  the  head  sub- 
merged in  water.  In  the  dogs  with  fatal  air 
embolism,  postmortem  examination  showed 


air  in  the  orbital  tissue,  air  in  the  superior 
vena  caval  system,  and  froth  in  the  right 
heart  and  pulmonary  artery.  The  passage  of 
air  into  the  cerebral  veins  was  demonstrated 
in  one  fresh  human  cadaver. 

Mercury  was  injected  easily  into  the  sub- 
arachnoid space  of  the  living  dog  at  pres- 
sures which  caused  no  prolonged  disturbance 
of  vital  functions.  Mercury  required  the  same 
pressure  range  as  saline  to  flow  readily  from 
the  nostrils.  In  one  dog,  11  cc.  of  mercury  of 
the  45  cc.  injected  was  collected  from  the 
nostrils.  The  presence  of  mercury  in  the 
nasal  lymphatics,  in  the  areolar  tissue  about 
the  optic  nerves,  in  the  venous  system  of  the 
head  and  neck,  in  the  right  heart,  and  in  the 
lungs  (pulmonary  artery)  was  demonstrated 
both  by  roentgen-ray  examination  and  by 
postmortem  examination. 

After  free  passage  of  air  or  mercury  from 
the  subarachnoid  space  had  been  demon- 
strated, 10  cc.  of  heparinized  blood  was  in- 
jected into  the  subarachnoid  space.  Any  fur- 
ther injection  of  air  or  mercury  necessitated 
an  injection  pressure  three  or  four  times  as 
great  as  before  blood  was  injected.  Erythro- 
cytes are  thus  demonstrated  again  to  block 
the  exit  passageways  for  cerebrospinal  fluid 
or  substances  injected  into  the  subarachnoid 
space. 

Discussion 

Injections  of  several  substances  under  dif- 
ferent subarachnoid  pressures  have  been 
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Fig.  2.  Above  is  the  physiographic  record  of  dog  receiving 
spinal  subarachnoid  injection  of  mercury.  On  line  one 
(top)  blood  pressure  is  recorded  in  mm.  of  mercury.  On 
line  two  subarachnoid  pressure  is  recorded  in  mm.  of 
mercury.  Respiration  is  recorded  on  line  three,  and  time 
in  minutes  is  given  numerically  on  line  four.  The  subarach- 
noid injection  pressure  necessary  to  force  mercury  out  of 
the  subarachnoid  space  was  considerably  greater  than  that 
for  air. 

Fig.  3.  At  right  is  the  dorsoventrad  roentgenogram  of 
head  of  dog  after  spinal  subarachnoid  injection  of  mercury. 
The  pouches  of  mercury  extending  obliquely  anterolaterally 
from  the  anterior  cerebrum  are  the  mercury-filled  orbits. 
The  mass  of  mercury  in  the  top  half  of  the  film  (anterior) 
is  within  lymphatics,  veins,  and  spaces  of  nose  and  para- 
nasal sinuses.  (1)  Veins  and  lymphatics  of  nose.  (2)  Nasal 
passages  and  paranasal  sinus  mucosa.  (3)  Olfactory  lobes 
of  brain.  (4)  Muscle  cuff  about  left  optic  nerve  expanded 
with  mercury.  (5)  Right  cerebral  hemisphere  outlined  with 
mercury.  (6)  Cisterna  magna.  (7)  Cervical  subarachnoid 
space.  (8)  Facial  veins. 

made,  varying  from  replacement  of  an  equal 
volume  through  the  cisterna  magna  with  no 
immediate  increase  in  pressure  to  gravity 
injections  under  pressure  as  high  as  135  mm. 
of  mercury  and  forceful  injections  under 
pressure  from  500  to  1000  mm.  of  mercury. 
Substances  injected  into  the  subarachnoid 
space  find  their  way  into  circulating  blood, 
mainly  through  the  arachnoid  villi.  However, 
their  passage  into  orbital  tissue  and  nasal 
mucosa  can  be  found  even  at  physiologic 
pressures.  Nostril  drainage  occurs  only  at 
relatively  high  pressures  (100  mm.  of  mer- 
cury) , and  this  occurrence  is  compatible  with 
recovery  of  the  dog.  Dextran  and  plasma  pro- 
tein pass  through  the  “sieve”  without  sig- 
nificantly obstructing  it.  Erythrocytes  pass 
through  the  “sieve”  with  difficulty  and  ob- 
struct it.  Nevertheless,  evidence  shows  that 
under  various  experimental  conditions  one- 
fourth  to  one-half  of  iron59-labeled  erythro- 
cytes introduced  into  the  subarachnoid  space 
reach  the  systemic  circulation  intact  after 
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several  hours.2’  3 Welch  and  Pollay10  noted 
that  they  could  perfuse  erythrocytes  and 
smaller  particles  through  the  arachnoid  villi 
in  excised  dura-arachnoid  of  monkeys. 
There  is  evidence  that  the  three  main  exit 
pathways — the  arachnoid  villi  and  the  com- 
municating pathways  for  the  olfactory  and 
the  optic  nerves — are  all  blocked  by  erythro- 
cytes. India  ink  blocks  the  “sieve”  in  a simi- 
lar way.  The  carbon  particles  in  India  ink 
probably  pass  into  the  blood  stream,  since 
they  are  only  a fraction  of  the  diameter  of  a 
red  blood  cell,  but  this  has  not  been  proved. 
Carbon  particles  have  not  been  demonstrated 
grossly  in  nasal  drippings,  but  they  have  at 
times  emerged  into  the  perineural  areolar 
tissue  of  the  orbit.  Carbon  particles,  how- 
ever, are  demonstrable  throughout  the  lym- 
phatics of  the  nasal  passages.  Colloidal 
gold198  passes  through  the  “sieve”  and  only 
partially  obstructs  it. 

At  no  time  has  there  been  an  incident  sug- 
gesting rupture  of  the  subarachnoid  space, 
even  at  high  subarachnoid  pressures.  The 
rate  of  flow  of  fluids  into  the  subarachnoid 
space  is  constant,  with  a return  to  low  pres- 
sure after  a period  of  high  pressure. 


Conclusions 

The  cerebrospinal  fluid  exit  or  absorption 
areas  in  the  dog  form  passageways  not  only 
for  water  and  electrolytes  but  also  for  larger 
molecules  such  as  protein  and  dextran.  Even 
particulate  matter  and  erythrocytes  enter 
these  passageways,  but  in  so  doing  block  the 
passage  of  fluids.  Probably  the  arachnoid 
villi  constitute  the  usual  route  for  absorption 
of  cerebrospinal  fluid,  but  the  pathways 


Dr.  Bradford,  a Houston 
neurosurgeon,  presented  the 
material  in  this  article  at 
the  1962  Annual  Session  in 
Austin. 


about  the  olfactory  and  optic  nerves  prob- 
ably play  a part  in  the  disposition  of  cerebro- 
spinal fluid  under  both  normal  and  abnormal 
physiologic  conditions.  There  is  no  reason  to 
believe  that  there  are  uniquely  significant 
differences  in  cerebrospinal  fluid  circulation 
in  animals  and  in  humans. 
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Salmonella  in  Cracked  Eggs 
Causes  Outbreak  of  Illness 

The  Public  Health  Service  has  recently  reported  an  outbreak 
of  illness  caused  by  Salmonella  derby,  and  enough  causative  organ- 
isms have  been  recovered  from  cracked  eggs  to  lead  to  the  PHS’s 
recommending  that  everyone  should  avoid  buying  and  using  cracked 
or  unclean  eggs. 

“Persons  who  are  ill,  especially  infants,  the  elderly  and  indi- 
viduals suffering  from  gastrointestinal  disease  or  malignancies  should 
not  be  fed  raw  or  undercooked  eggs.  An  undercooked  egg  is  one  in 
which  the  white  is  not  firm,”  stated  the  PHS. 

Thorough  cooking  will  sterilize  the  eggs,  however, 
k 
V 
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Pituitary  Stalk  Section 
In  Treating  Advanced  Diabetic  Retinopathy 

LEONARD  J.  FLOHR,  M.D.,  and  HAL  W.  MAXWELL,  M.D. 


THE  WIDESPREAD  use  of  insulin  and 
antibiotics  has  increased  the  life  expect- 
ancy of  patients  with  juvenile  diabetes  to 
about  30  years.  This  advance  has  been 
marred  by  the  vascular  complications  in  the 
retinal  and  renal  vessels,  which  progress 
to  blindness  and  to  death  from  uremia.  In 
the  United  States,  there  were  about  28,000 
blind  diabetic  patients  in  1957  as  compared 
with  3,200  in  1940. 7 All  types  of  vessels  are 
involved  in  all  kinds  of  sclerosing  processes, 
but  the  involvement  of  the  arterioles,  venules, 
and  capillaries  produces  the  disabling  and 
lethal  changes.  The  prevention  of  blindness 
by  correcting  the  disturbance  of  fat  metabo- 
lism and  endocrine  abnormalities  merits  the 
attention  of  all  physicians.9 

The  retinopathy  is  characterized  by  en- 
gorgement of  the  capillaries  and  venules; 
micro-  and  macroaneurysms ; hemorrhages  in 
the  vitreous ; and  new  blood  vessels,  exudates, 
and  connective  tissue  in  the  retina.  The  ne- 
phropathy is  characterized  by  hyaline  masses 
between  the  capillaries  of  the  renal  glom- 
eruli, causing  a decrease  in  glomerular  func- 
tion leading  to  uremia  within  a few  years. 
The  changes  in  the  eyes  and  kidneys  seem  to 
start  at  about  the  same  time,  but  the  diag- 
nosis of  vascular  disease  is  possible  earlier  in 
the  retina  than  in  the  kidney. 

Periods  of  acidosis  and  hypoglycemia  speed 
the  appearance  of  the  vascular  complications 
in  the  juvenile  diabetic.  Close  control  of  the 
diabetes  by  a devoted  physician  and  a co- 
operative patient  will  help  delay  or  prevent 
these  complications.  Until  now,  there  has 
been  no  effective  treatment  for  these  vascu- 
lar changes. 

In  1930,  Houssay  and  his  associates  report- 
ed that  dogs  with  hypophysectomy  and  pan- 
createctomy had  less  severe  diabetes  than 
dogs  with  only  the  pancreas  removed.5  In 
1953,  Poulsen  reported  a case  of  postpartum 


hypopituitarism  in  a diabetic  patient,  ac- 
companied by  striking  improvement  of  the 
diabetes  and  arrest  and  healing  of  existing 
lesions  of  severe  diabetic  retinopathy.8  This 
report  stimulated  attempts  to  correct  the 
retinal-renal  changes  by  ablation  or  removal 
of  the  pituitary  gland. 

In  1955,  Luft  reported  his  findings  on  20 
patients  between  the  ages  of  20  and  33  who 
had  had  surgical  removal  of  the  pituitary.6 
Seven  of  the  20  died  from  the  surgery.  Of 
the  survivors,  there  was  a decrease  in  the 
albuminuria  and  improvement  of  glomerular 
filtration  rate.  The  retinal  changes  were  halt- 
ed and  some  improvement  of  vision  resulted. 
In  1959,  Hernberg  reported  his  experiences 
with  hypophysectomy  in  10  juvenile  diabetic 
patients,  with  only  one  death.4  He  also  was 
impressed  by  the  improvement  in  the  reti- 
nopathy as  well  as  the  decrease  in  insulin 
needs  and  improved  renal  function.10 

Field  and  Sweet  studied  three  juvenile  dia- 
betic patients  with  advancing  retinopathy. 
Instead  of  radical  removal  of  the  pituitary, 
they  sectioned  the  stalk.2  They  believed  the 
simpler  and  safer  procedure  could  accom- 
plish the  same  results  as  complete  removal 
of  the  pituitary.  After  surgery,  there  was 
complete  cessation  of  retinal  hemorrhagic 
disease  in  each  case.  Arteriolar  macroaneu- 
rysms remained,  but  became  smaller.  There 
was  rapid  clearing  of  the  turbid  vitreous, 
usually  within  a few  days  after  the  stalk 
section. 

As  to  the  endocrine  aspects,  measurements 
of  thyroid  and  adrenal  steroid  production 
showed  a decline  in  pituitary  activity.  Dia- 
betes insipidus  developed  immediately  after 


In  the  case  presented,  pituitary  stalk  section 
failed  to  halt  the  tendency  to  hemorrhage 
in  advancing  diabetic  retinopathy. 
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the  operation  in  all  cases  and  persisted  for 
several  weeks.  It  was  controlled  readily  by 
Pitressin  Tannate  in  oil,  or  nasal  insufflation 
of  posterior  pituitary  extract.  Loss  of  poten- 
cy and  libido  in  the  two  men  was  readily 
corrected  by  testosterone.  The  woman  had 
cessation  of  menses,  but  no  loss  of  libido.  All 
patients  were  maintained  on  15  to  25  mg. 
of  cortisone  daily.  There  was  some  need  for 
thyroid  therapy,  but  the  therapy  was  stopped 
because  it  aggravated  the  diabetes.  One  pa- 
tient had  renal  biopsy  before  surgery,  and 
again  five  months  later,  and  showed  slight 
improvement. 

To  explain  the  good  results  from  hypo- 
physeal stalk  section,  the  spotlight  of  re- 
search must  be  focused  on  the  growth  hor- 
mone and  on  adrenal  steroids.  Forsman  has 
shown  a correlation  between  the  plasma  level 
of  human  growth  hormone  and  the  age  of 
onset  of  diabetes.3  In  his  study,  the  frequency 
of  elevated  plasma  levels  of  growth  hormone 
was  higher  in  patients  with  juvenile  diabetes 
than  in  those  with  adult-stable  diabetes.  As 
severe  nephropathy  developed,  the  growth 
hormone  decreased.  This  may  explain  the  de- 
creased insulin  needs  of  patients  who  are 
rapidly  worsening  with  Kimmelstiel-Wilson’s 
disease.  It  was  thought  that  as  the  renal  dis- 
ease worsened,  the  growth  hormone  was  ex- 
creted faster.  Thus,  it  is  possible  that  the 
improvement  in  retinopathy  after  stalk  sec- 
tion may  be  related  to  a decline  in  circulat- 
ing growth  hormone.  There  are  probably 
some  other  humoral  factors,  of  hypothalamic 
or  pituitary  origin,  that  are  removed  or  al- 
tered by  this  stalk  section. 

Following  prolonged  administration  of  ad- 
renal steroids,  some  nondiabetic  persons  de- 
velop retinal  changes  that  cannot  be  distin- 
guished from  diabetic  retinopathy.  These 
may  vary  from  a few  saccular  aneurysms  in 
the  macular  region  to  the  involvement  of 
the  entire  retina  by  innumerable  scattered 
capillary  aneurysms,  hemorrhages,  and  exu- 
dates. All  this  may  occur  in  the  absence  of 
diabetes  or  evidences  of  renal  disease. 

Four  hours  following  the  administration 
of  corticotropin,  almost  all  diabetic  persons 
with  retinopathy  have  at  least  a 50  per  cent 
decrease  in  circulating  eosinophils,  much  as 
do  normal  individuals.  However,  half  of  the 
patients  who  have  diabetes  but  no  evidences 
of  retinopathy  fail  to  show  this  response,  and 
resemble  patients  with  Addison’s  disease  or 


bilateral  adrenalectomy.  Thus,  a relative 
overactivity  of  some  functions  of  the  adrenal 
cortex  may  play  a direct  or  permissive  role 
in  the  pathogenesis  of  diabetic  retinopathy. 
We  have  used  this  new  approach  to  diabetic 
retinopathy  management. 


Case  Report 

A 30-year-old  white  man  had  diabetes  since  he  was 
16.  His  disease  always  was  difficult  to  control,  and 
attempts  to  regulate  his  glucose  metabolism  with  diet 
and  modified  insulin  were  only  partially  successful. 
He  bounced  from  acidosis  to  hypoglycemia  despite 
apparent  adherence  to  proper  diet  and  prescribed 
insulin.  He  was  hospitalized  frequently  for  correc- 
tion of  acidosis  and  had  resigned  himself  to  40  to 
80  units  of  globin  zinc  insulin  a day,  depending  upon 
the  results  of  the  most  recent  blood  test  or  urine 
determination  of  glucose. 

In  December  of  1960  he  first  had  difficulty  read- 
ing print  closer  than  two  feet.  One  of  the  authors 
examined  him  and  found  multiple  hemorrhages, 
microaneurysms,  and  exudates  in  the  right  fundus. 
There  were  a few  small  microaneurysms  and  hemor- 
rhages in  the  left  fundus.  The  lenses  had  a few 
peripheral  spokes,  slightly  more  noticeable  in  the 
right.  The  ocular  tension  was  21  in  each  eye 
(Schiotz).  His  vision  was  right,  20/20-2;  left,  20/20- 
1 with  Jaeger  One  print  seen  with  the  right  eye 
at  380  mm.  and  the  left  eye,  200  mm.  The  blurring 
was  due  to  paramacular  edema.  Physical  examina- 
tion was  otherwise  negative  except  for  a tender 
swelling  in  the  right  inguinal  area  and  pain  on 
rotation  of  the  right  hip.  His  diabetes  was  poorly 
controlled. 

He  was  admitted  to  Medical  Arts  Hospital  in 
February  of  1960,  and  multiple  injections  of  crystal- 
line zinc  insulin  and  an  1,800  calorie  diabetic  diet 
were  begun.  All  attempts  at  control  using  modified 
insulin  were  unsuccessful.  Phenformin  (DBI)  did 
not  make  his  diabetes  less  brittle,  and  was  discon- 
tinued after  a short  trial.  Close  control  of  the  blood 
sugar  was  achieved  by  giving  him  20  units  at  7:30 
a.m. ; 15  units  at  11:30  a.m. ; 15  units  at  4:30  p.m. ; 
and  10  units  at  2 a.m.  Acute  capsulitis  in  the  hip 
was  treated  successfully  by  injections  of  hydrocorti- 
sone. Evaluation  of  renal  function  showed  urine  free 
of  albumin;  BUN  of  28  mg.  per  100  cc.;  and  a slight 
reduction  of  phenolsulfonphthalein  excretion.  With 
the  control  of  his  diabetes  came  some  improvement 
of  the  retinitis  during  the  next  two  months.  Some 
of  the  hemorrhages  absorbed  and  the  near  vision  im- 
proved slightly.  His  vision  was  20/20  in  each  eye. 

By  May,  1960,  his  vascular  problems  were  worse. 
New  hemorrhages  had  appeared  in  the  right  retina. 
For  the  first  time,  albuminuria  was  100  mg.  per  100 
cc.  consistently.  He  was  impotent  and  sterile,  and 
ui'ological  consultation  did  not  offer  any  help.  The 
phenolsulfonphthalein  excretion  dropped  to  20  per 
cent  in  two  hours  but  the  BUN  and  serum  proteins 
remained  normal.  He  had  a slight  increase  of  blood 
cholesterol,  and  was  given  a daily  capsule  of  Tri- 
paranol  and  a daily  subcutaneous  injection  of  5,000 
units  of  heparin. 

Crystalline  zinc  insulin  gave  good  control  of  the 
diabetes.  He  was  more  tired  than  usual. 
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Fig.  1.  a and  b.  July  30,  1961.  Paramacular  lesions  with 
temporal  exudates  are  seen  before  operation.  Vision: 
16/200.  c.  Sept.  4,  1961.  No  improvement,  d and  e.  Dec. 
18,  1961.  Increased  hemorrhages  and  exudates,  especially 


temporally,  are  seen,  f and  g.  April  5,  1962.  More  hemor- 
rhages and  exudates  are  seen.  July  13,  1962.  Not  shown. 
Film  was  blank  because  of  massive  vitreous  hemorrhage. 
Vision:  Hand  movements,  1 foot. 


On  Feb.  13,  1960,  the  patient  developed  blepharitis 
which  responded  readily  to  treatment.  A paramacu- 
lar hemorrhage  in  the  right  eye  caused  his  vision  to 
drop  to  20/40.  Later,  hemorrhages  in  both  eyes  low- 
ered his  vision  to  16/200  in  the  right  eye  and  20/20 
in  the  left.  He  was  readmitted  to  the  hospital  and 
given  50  mg.  of  aqueous  heparin  every  four  hours 
to  produce  a clotting  time  of  40  minutes.  His  phenol- 
sulfonphthalein  excretion  improved  to  63  per  cent 
in  two  hours,  and  the  retinopathy  halted  temporar- 
ily. He  was  seen  in  consultation  by  a neurosurgeon, 
who  thought  that  a pituitary  stalk  section  was  indi- 
cated. 

A right  frontal  craniotomy  was  performed  on 
July  31,  1961,  with  sectioning  of  the  pituitary  stalk. 
The  patient  was  given  cortisone,  100  mg.  a day  for 
four  days,  and  this  was  gradually  reduced  to  zero 
by  the  day  of  discharge,  Aug.  12.  There  was  little 


change  in  the  fundi;  vision  was:  right,  20/100;  left, 
20/20  (probably  due  to  absorption  of  hemorrhage). 
The  patient  had  mild  diabetes  insipidus  after  sur- 
gery, but  not  until  Sept.  1,  when  thirst  and  polyuria 
increased,  was  he  placed  on  Pitressin  Tannate  in 
oil,  5 units  every  48  hours.  He  also  required  corti- 
sone, 12.5  mg.  a day,  and  Proloid,  1 gr.  a day,  Halo- 
testin,  5 mg.  a day.  Impotence  became  more  decided 
following  surgery,  but  the  patient’s  general  energy 
returned  to  normal. 

Examination  of  the  eyes  on  Sept.  29,  1961,  showed 
the  vision  and  fundi  about  the  same.  The  patient 
could  not  read  with  the  right  eye.  Jaeger  One  print 
was  seen  with  the  left  eye  at  250  mm.  On  Dec.  18, 
1961,  the  hemorrhages  and  exudates  were  worse, 
especially  in  the  right  eye.  His  insulin  needs  were 
not  reduced  following  the  surgery.  At  one  time,  it 
was  thought  that  his  disease  was  less  brittle  and 


Fig.  2.  a and  b.  July  30,  1961.  Only  a few  hemorrhages 
and  microaneurysms  are  visible  before  operation,  c.  Sept. 
4,  1961.  No  improvement,  d and  e.  Dec.  18,  1961.  Hemor- 
rhages are  worse,  especially  temporally,  f and  g.  April  5, 


1962.  There  is  moderate  vitreous  hemorrhage,  but  vision 
remains  good,  20/20.  h.  July  13,  1962.  Hemorrhage  (vitre- 
ous) is  absorbed,  and  vision  still  is  good,  20/20. 
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PITUITARY  STALK  SECTION— Flohr  & Maxwell— continued 


might  be  maintained  on  modified  insulin,  but  this 
was  quickly  found  to  be  unsatisfactory.  His  urine 
albumin  was  reduced  to  100  mg.  per  100  cc. 

On  April  5,  1962,  the  patient  complained  of  “a 
black  glass”  before  his  left  eye.  He  had  a large 
vitreous  hemorrhage  in  the  left  eye.  Vision  was 
20/70  on  the  right  and  20/20  on  the  left.  The  pa- 
tient was  again  hospitalized  and  placed  on  antico- 
agulants. With  heparin  therapy  there  was  rapid  re- 
cession of  the  area  of  hemorrhage  and  improvement 
of  vision  to  20/40,  right,  and  20/20,  left.  There  was 
a slight  constriction  of  peripheral  fields.  The  urine 
17-ketosteroids  were  depressed  to  8.3  mg.  per  24 
hours,  and  the  urine  17-hydroxycorticosteroids  were 
normal  at  3.6  mg.  per  24  hours.  The  PBI  was  de- 
pressed to  2.6  pg.  per  100  cc.  The  patient  was  dis- 
charged after  a week,  but  continued  a daily  injection 
of  10,000  units  of  heparin.  His  diabetes  insipidus 
was  cleared  and  Pitressin  no  longer  needed. 

On  July  6,  a massive  vitreous  hemorrhage  in  the 
right  eye  brought  more  lens  changes.  Vision  in- 
cluded right  hand  movements,  one  foot;  left,  20/20. 
Three  weeks  later,  iridocyclitis  of  the  right  eye  de- 
veloped. The  ocular  tension  was  13  mm.  in  each  eye. 
When  last  seen  Aug.  28,  1962,  the  iridocyclitis  had 
subsided  with  treatment.  No  details  of  the  right 
fundus  could  be  seen  because  of  the  vitreous  hemor- 
rhage. The  left  fundus  exhibited  moderate  hemor- 
rhages and  exudates.  Vision  included  right  hand 
movements,  1 foot;  left,  20/20. 

Discussion 

From  an  ophthalmic  point  of  view,  the 
state  of  the  diabetic  retinopathy  may  be  doc- 
umented by  direct  or  indirect  ophthalmos- 
copy. The  lesions  of  the  retina  are  dia- 
grammed with  colored  crayons  through  di- 
lated pupils  to  keep  a record  of  the  retinop- 
athy. Views  of  the  periphery  of  the  retina 
are  made  more  difficult  by  cloudy  media 
(cataract  changes  and  cloudy  vitreous).  The 
other  method,  when  available,  is  colored  fun- 
dus photography.  However,  it  is  difficult  to 
get  pictures  of  the  periphery  of  the  retina. 

Contreras  and  his  group  list  these  criteria 
for  the  ophthalmologic  selection  of  patients 
for  pituitary  stalk  section:1  (a)  documented 
progressive  retinopathy,  threatened  loss  of 
central  vision  within  a short  time;  (b)  ad- 
vanced new  vascularization  and  fibrotic 
changes,  with  retinal  detachment  and  active 
hemorrhagic  tendency,  but  with  some  macu- 
lar function  retained  which  might  improve; 
(c)  documentation  of  retinopathy  which  was 
within  acceptable  limits  in  at  least  one  eye 
in  cases  in  which  massive  vitreous  bleeding 
had  occurred  in  one  or  both  eyes.  There 
should  be  no  significant  renal  impairment 
caused  by  diabetic  nephropathy,  nor  should 
there  be  incapacitating  cardiac,  peripheral 
vascular,  or  neurologic  disease. 


Contreras  lists  these  criteria  for  rejection 
of  patients:  (a)  advanced  fibrotic  changes 
and  new  vascularization  with  or  without 
retinal  detachment,  and  with  complete  macu- 
lar destruction ; (b)  massive  vitreous  bleed- 
ing which  prohibits  fundus  studies;  (c)  dia- 
betic retinopathy  in  which  hemorrhagic  phe- 
nomena were  not  a major  factor;  (d)  macu- 
lar degeneration,  regardless  of  its  cause; 
(e)  retinopathy  (diabetic)  which  advanced 
slowly,  or  which  showed  a stationary  disease. 

It  is  impossible  to  draw  conclusions  from 
a solitary  case.  It  is  difficult  to  see  how  this 
case  could  be  considered  as  anything  but  a 
failure  in  evaluating  pituitary  stalk  section. 
However,  other  reports  are  favorable.  It  ap- 
pears that  the  best  management  of  diabetic 
retinopathy  is  still  the  careful  control  of 
diet  and  the  use  of  medical  measures. 

Summary 

A case  of  advancing  diabetic  retinopathy 
is  presented.  Pituitary  stalk  section  was  not 
successful  in  halting  the  hemorrhagic  ten- 
dency. 
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Community  Service  Grants  Resolution 
To  Go  before  AMA  in  Portland 


T exas  delegates  to  the  American  Medical 
Association  will  present  a resolution  on  Com- 
munity Service  Project  Grants  at  the  17th 
clinical  meeting  of  the  AMA  Dec.  1-4  in 
Portland,  Ore. 

More  than  7,000  physicians  and  their 
guests  are  expected  to  attend  the  meeting 
most  of  which  will  be  held  in  Portland’s  new 
Memorial  Coliseum. 

All  of  the  Texas  AMA  delegates  and  alter- 
nate delegates  will  be  in  the  West  Coast  city 
for  the  meeting.  These  include  Dr.  J.  B. 
Copeland,  Austin,  chairman ; Dr.  George 
Turner,  El  Paso,  alternate ; Dr.  Harvey 
Renger,  Hallettsville,  delegate;  Dr.  James  H. 
Sammons,  Highlands,  alternate;  Dr.  John  K. 
Glen,  Houston,  delegate;  Dr.  N.  L.  Barker, 
Paris,  alternate;  Dr.  G.  W.  Cleveland,  Aus- 
tin, delegate; 

Dr.  Ridings  E.  Lee,  Dallas,  alternate;  Dr. 
John  L.  Otto,  Galveston,  delegate;  Dr.  E.  P. 
Hall,  Jr.,  Fort  Worth,  alternate;  Dr.  T.  C. 
Terrell,  Fort  Worth,  delegate;  Dr.  Denton 
Kerr,  Houston,  alternate;  Dr.  M.  0.  Rouse, 
Dallas,  delegate;  Dr.  R.  D.  Moreton,  Fort 
Worth,  alternate;  Dr.  J.  C.  Terrell,  Stephen- 
ville,  delegate;  Dr.  J.  L.  Cochran,  San  An- 
tonio, alternate;  Dr.  R.  W.  Kimbro,  Cle- 
burne, delegate;  and  Dr.  J.  E.  Miller,  Dallas, 
alternate. 

C.  Lincoln  Williston  and  Donald  M.  Ander- 
son, TMA’s  Executive  and  Assistant  Execu- 
tive Secretaries  will  attend. 

The  resolution  from  Texas  is  one  submit- 
ted to  the  TMA  Executive  Board  by  the  Har- 
ris County  Medical  Society  in  September.  It 
reads  as  follows : 

Whereas,  the  Congress  of  the  United  States  in 


recent  years  has  appropriated  considerable  sums 
of  money  to  the  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare  for  Community  Service  Study 
Grants;  and 

Whereas,  the  criteria  and  procedures  currently 
published  for  approval  of  such  Community  Serv- 
ice Grants  by  certain  divisions  of  the  Public 
Health  Service,  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare,  do  not  specifically  include 
the  opinions  or  recommendations  of  the  local 
medical  society;  and 

Whereas,  the  local  county  medical  societies 
throughout  the  United  States  are  most  qualified, 
experienced,  and  capable  of  organizing  and  ad- 
vising on  community  health  projects  when  they 
relate  to  matters  of  medical  care  and  health,  and 

Whereas,  the  long-term  experience  of  county 
medical  societies  in  the  community  health  field 
can  prevent  unnecessary  duplication  of  efforts 
and  unnecessary  waste  of  the  public  tax  dollar; 
therefore  be  it 

Resolved  that  the  House  of  Delegates  of  the 
American  Medical  Association  recommend  to  the 
U.S.  Department  of  Health,  Education,  and  Wel- 
fare and  the  Public  Health  Service  that  all  appli- 
cations for  Community  Service  Project  Grants  be 
submitted  to  county  medical  societies  and  local 
agencies  for  review  prior  to  formal  consideration 
at  the  national  level  by  federal  agencies. 

Lectures,  panels,  symposiums,  and  break- 
fast roundtables  on  specially  selected  topics 
will  be  presented  at  the  AMA  meeting,  as 
well  as  color  television  and  medical  motion 
pictures.  More  than  100  physicians  will  de- 
liver lectures  on  the  scientific  program  dur- 
ing the  four-day  meeting.  More  than  200  sci- 
entific and  industrial  exhibits  will  be  shown 
at  the  Coliseum. 

The  local  planning  committee  in  Portland 
has  made  arrangements  for  entertainment 
during  the  meeting  and  for  two  post-session 
tours  leaving  Portland  Dec.  5.  On  the  evening 
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of  Dec.  3 a jazz  night  aboard  a riverboat  on 
the  Willamette  River  has  been  planned.  The 
evening  before,  Oregon  Gov.  Mark  0.  Hat- 
field is  scheduled  to  speak  at  the  House  of 
Delegates’  banquet. 

The  post-session  tours  are  fully  escorted. 
One  is  an  eight-day  Mexico  trip  to  Acapulco, 
Cuernavaca,  Taxco,  and  Mexico  City.  The 
other  is  an  eight-day  trip  to  Hawaii.  In 
Hawaii  tourists  will  stay  at  the  Hawaiian 
Village  Hotel  on  Waikiki  Beach  and  later  at 
the  Kauai  Surf  Hotel  on  the  island  of  Kauai. 

Additional  information  and  special  post- 
session tour  folders  may  be  obtained  from 
the  Multnomah  County  Medical  Society,  2164 

S. W.  Park  Place,  Portland  5. 

Dr.  York  Acting  Head 
Of  Board  of  Trustees 

Because  of  the  death  on  Oct.  9 of  Dr.  Troy 
A.  Shafer  of  Harlingen,  the  Board  of  Trus- 
tees of  Texas  Medical  Association  is  now 
functioning  under  the  leadership  of  Dr.  By- 
ron P.  York  of  Houston.  Dr.  York  will  serve 
as  acting  chairman  until  the  next  meeting 
of  the  Board  in  January,  1964. 

The  vacancy  on  the  Board  has  been  filled 
by  the  appointment  of  Dr.  N.  L.  Barker  of 
Paris. 

Dr.  Shafer’s  death  also  created  a vacancy 
in  the  corps  of  Texas  delegates  to  the  Amer- 
ican Medical  Association.  Dr.  Harvey  Renger 
of  Hallettsvile,  the  alternate  delegate,  has 
been  named  delegate,  and  Dr.  J.  H.  Sam- 
mons of  Highlands  is  the  new  alternate  dele- 
gate. 

16  Texans  Named  FACS 

New  Fellows  recently  inducted  into  the 
American  College  of  Surgeons  in  San  Fran- 
cisco include  16  Texans. 

They  are  Drs.  Sebel  V.  Hands  and  Norman 
E.  Wright  of  Amarillo ; Dr.  Dale  C.  Rank  of 
Arlington;  Dr.  R.  Jack  Orrick  of  Beaumont; 
Dr.  Roman  J.  Kownacki  of  Brooks  Air  Force 
Base;  Drs.  Herbert  E.  Madalin  and  Sherman 

T.  Coleman  of  Corpus  Christi ; Drs.  Herbert 
W.  Beutel,  Jr.,  Andrew  J.  Harrell,  and  Em- 
mett M.  Royer  of  Dallas ; Drs.  George  P.  Fo- 
ley and  William  A.  Jones  of  El  Paso;  Dr. 
Lloyd  Kitchen  of  Fort  Hood;  and  Drs. 
Charles  P.  Davis,  Valentin  Gracia,  and  Otho 
P.  Griffin  of  Fort  Worth. 


Deadly  Brown  Spider 
Worse  than  Black  Widow 

A common  brown  spider  found  from  Kan- 
sas south  to  the  Gulf  coast  and  from  Ten- 
nessee west  to  Oklahoma  is  highly  poisonous 
and  can  cause  death. 

The  spider  (Loxoscleles  reclusus)  is  poten- 
tially more  dangerous  than  the  black  widow 
and  not  unlikely  may  be  found  in  other  areas 
of  the  country.  Physicians  are  seeing  more 
and  more  patients  bitten  by  the  spider. 

The  spider  is  slightly  smaller  than  the 
black  widow  and  has  an  oval  body  with  four 
long  legs  on  each  side.  It  is  often  called  the 
brown  house  spider  because,  although  it  is 
found  out-of-doors  in  open  fields  and  rocky 
bluffs,  it  thrives  particularly  well  in  homes — 
in  dark  corners,  closets,  and  storerooms. 

The  one  distinguishing  mark  that  differ- 
entiates it  from  other  spiders  is  a dark  spot 
shaped  like  a violin  on  its  head.  The  general 
appearance  of  the  spider  is  insignificant  to 
the  point  of  innocence.  It  varies  in  color 
from  light  fawn  to  dark  chocolate  brown,  and 
its  body  is  covered  with  short  hairs  invisible 
to  the  naked  eye.  It  does  not  attack,  but  bites 
when  molested.  Often  victims  are  bitten 
when  putting  on  clothing  in  which  the  spider 
has  become  trapped. 

Serious  effects  usually  are  not  apparent 
until  several  hours  after  the  bite.  There  may 
be  mild  transitory  stinging  at  the  time  of 
the  bite  but  little  early  pain.  The  patient  may 
be  completely  unaware  he  has  been  bitten, 
and  the  spider  is  seldom  seen.  Only  after  two 
to  eight  hours  does  pain,  varying  from  mild 
to  severe,  begin. 

The  bite  also  may  evoke  fever,  chills, 
weakness,  nausea,  and  vomiting  as  well  as  a 
generalized  itching  eruption,  all  occurring 
within  24  to  28  hours  after  the  bite. 

All  of  the  fatalities  so  far  have  been  young 
children. 

The  spider  is  being  studied  by  a research 
group  at  the  University  of  Arkansas  at  Lit- 
tle Rock. 
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Freedom  Center  Executive,  California  Physician 
To  Speak  at  Jan.  18  County  Society  Conference 


Two  of  five  principal  speakers  have  been 
named  for  the  Texas  Medical  Association’s 
1964  Conference  for  County  Medical  Society 
Officials  Jan.  18  in  Austin. 

They  are  Capt.  Kenneth  W.  Ryker  of  Fort 
Worth,  executive  director  of  the  Fort  Worth 
Freedom  Center,  and  Dr.  Franklin  F.  Ham 
of  Van  Nuys,  Calif.,  an  internist  and  mem- 
ber of  the  American  Medical  Association 
Speakers  Bureau. 

Two  other  prominent  figures,  yet  to  be  an- 
nounced, will  round  out  the  program. 

Some  450  key  leaders  of  Texas  medicine 
are  expected  to  attend  the  Conference.  Its 
objective  is  to  inform  those  attending  of 
their  obligations  and  responsibilities  as  medi- 
cal leaders  and  to  provide  information  re- 
garding legislation  before  the  Congress  in 
1964,  especially  King-Anderson-type  meas- 
ures. 

All  physicians  are  welcome  at  the  Confer- 
ence. Special  invitations  have  gone  out  to 
presidents,  presidents-elect,  secretaries,  ex- 


ecutive secretaries,  legislative  chairmen,  and 
delegates. 

Two  panel  discussions  are  planned  for  the 
day.  One  will  inform  physicians  of  Texas’ 
positive  progress  to  finance  medical  care  for 
the  aged.  This  will  include  a report  on  the 
Kerr-Mills  program  for  Old  Age  Assistance 
recipients,  a description  of  the  important 
role  of  voluntary  health  insurance  in  the 
care  of  the  aged  sick  including  a report  of 
the  Texas  65  plan,  and  findings  from  public 
opinion  samplings  and  surveys  which  reflect 
that  King-Anderson-type  legislation  is  nei- 
ther needed  nor  wanted  in  Texas. 

A second  panel  is  planned  to  inform  pres- 
idents and  secretaries  of  county  societies  of 
progress  and  projects  for  physicians  and 
county  medical  societies  at  the  community 
level. 

An  orientation  program  will  be  conducted 
simultaneously  with  the  Conference. 

Members  of  the  Woman’s  Auxiliary  will 
conduct  a legislative  symposium  that  same 
day. 


Principles  of  Bone  Structure 
Applied  to  Boat  Design 

A Houston  orthopedic  surgeon,  Dr.  Paul 
R.  Harrington,  intrigued  by  the  strength  and 
efficiency  of  bone  structure,  has  borrowed 
principles  from  anatomy  in  designing  a cata- 
maran. 

A catamaran  is  a form  of  watercraft  with 
twin  hulls  side  by  side.  Dr.  Harrington’s 
vessel,  recently  completed,  uses  circles,  tan- 
gents, and  sines  as  a basis  of  design  instead 
of  angles,  struts,  and  braces  plus  sheer  mass. 

She  has  been  christened  the  Twin  Star  and 
is  one  of  the  largest,  plushest  catamaran 
cruisers  in  the  world,  according  to  the  Dallas 
Morning  News. 

The  boat  took  five  years  to  build,  has  12 
staterooms  and  sleeping  compartments  be- 
low with  bunks  more  than  six  feet  long.  The 
lounge  is  topside  and  is  complete  with  an 
electric  organ.  All  rooms  are  carpeted. 

She  is  powered  by  twin  180-horsepower 
diesels. 

Built  of  aluminum,  the  giant  “cat”  was 
first  envisioned  when  Dr.  Harrington  was  a 
young  intern  in  Charleston,  S.C.  He  didn’t 


get  started  on  it  until  1955  when  he  moved 
to  Houston. 

A little  idea  from  pre-World  War  II  days 
has  now  expanded  into  a 50-foot  pleasure 
vessel  worth  $200,000. 


Agency  for  Aging 
Opposed  by  Administration 

Legislation  to  establish  an  agency  known 
as  the  Administration  for  Aging  to  be  on  the 
same  level  as  Social  Security  and  Welfare 
Administrations  under  the  Department  of 
Health,  Education  and  Welfare,  according  to 
The  AMA  Neivs,  has  been  opposed  by  the 
Kennedy  Administration. 

Anthony  Celebrezze,  Secretary  of  HEW, 
called  for  continuation  of  the  present  system 
of  handling  aging  under  the  Welfare  Ad- 
ministration while  Rep.  John  E.  Fogarty 
(D.,  R.I.)  criticized  this  continuation  on  the 
grounds  that  it  “is  contrary  to  everything 
that  has  been  researched  and  recommended 
to  change  the  image  of  aging  from  a sickly, 
indigent  individual  to  a dignified,  responsi- 
ble person.” 
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Houston  Annual  Session  Promises 
30  Outstanding  Out-of-State  Speakers 


Thirty  outstanding  out-of-state  speakers 
will  participate  in  the  97th  Annual  Session 
of  Texas  Medical  Association  April  23-26, 
1964,  in  Houston.  In  addition,  approximately 
150  Association  essayists  and  60  special 
speakers  will  participate. 

Programs  of  11  scientific  sections  and  27 
related  and  special  groups  will  be  completed 
by  the  end  of  the  year.  Physicians  desiring 
to  present  papers  for  the  Annual  Session 
program  should  contact  the  appropriate  sec- 
tion secretary  or  related  organization  pro- 
gram chairman  as  soon  as  possible. 

The  majority  of  the  Association  meetings 
— refresher  courses,  general  meetings,  film 
program,  general  meeting  luncheons,  and 
section  meetings — will  be  held  on  Friday  and 
Saturday,  April  24  and  25. 


Related  Organizations 

Related  organization  programs  will  be  held 
as  follows: 

Thursday,  April  23. — Texas  Academy  of 
General  Practice  Seminar ; Texas  Association 
of  Public  Health  Physicians ; Texas  Chapter, 
Flying  Physicians  Association  ; joint  meeting 
of  Texas  Industrial  Medical  Association, 
Texas  Physical  Medicine  and  Rehabilitation 
Society,  and  Texas  Traumatic  Surgical  So- 
ciety; Texas  Proctologic  Society;  Texas  So- 
ciety of  Athletic  Team  Physicians;  Texas 
Society  of  Plastic  Surgeons ; and  Texas  Com- 
mission on  Alcoholism  Symposium. 

Friday,  April  2U. — Texas  Chapter,  Flying 
Physicians  Association;  Texas  Chapter, 
American  Academy  of  Pediatrics;  Texas 
Ophthalmological  Association;  Texas  Oto- 
laryngological  Association ; and  Committee 
on  Disaster  Medical  Care  Symposium. 

Saturday,  April  25. — Texas  Air-Medics 
Association  ; Texas  Dermatological  Society ; 
Texas  Ophthalmological  Association;  Texas 
Orthopaedic  Association;  Texas  Otolaryngo- 
logical  Association;  and  United  Cerebral 
Palsy  of  Texas  Symposium. 

Sunday,  April  26. — Clinical  Medicine  Sec- 
tion, Texas  Society  on  Aging;  Texas  Air- 


Medics  Association;  Texas  Chapter,  Ameri- 
can College  of  Chest  Physicians;  Texas  Di- 
abetes Association;  Texas  Neuropsychiatric 
Association;  Texas  Society  of  Anesthesiolo- 
gists ; and  Texas  Society  of  Pathologists. 

Refresher  Courses 

Speakers  and  topics  have  been  selected  for 
refresher  courses  which  will  be  held  Friday 
and  Saturday,  April  24  and  25,  8 :30  to  9 :45 
a.m. : 

Dr.  Willard  M.  Allen,  St.  Louis,  “Func- 
tional Bleeding  and  Secondary  Amenorrhea”  ; 
Dr.  R.  G.  Bell,  Willowdale,  Ont.,  “Clinical 
Management  of  Defensive  Thinking” ; Dr. 
Charles  L.  Eckert,  Albany,  N.Y.,  “Inflam- 
matory Lesions  of  the  Gastrointestinal 
Tract” ; 

Dr.  John  A.  Evans,  New  York  City,  “Spe- 
cialized Roentgen  Techniques  in  the  Diag- 
nosis of  Abdominal  Disease”  ; Dr.  D.  Bernard 
Foster,  Topeka,  Kan.,  “The  Differential  Di- 
agnosis of  Vertigo”;  Dr.  Albert  B.  Hage- 
dorn,  Rochester,  Minn.,  “Anemias  Not  Re- 
sponding to  Ordinary  Hematinics” ; 

Dr.  Patrick  H.  Hanley,  New  Orleans,  “An- 
al Fissures,  Abscesses  and  Fistulas”;  Dr.  J. 
N.  Hunt,  London,  “General  Principles  in  In- 
terpreting the  Results  of  Gastric  Tests” ; Dr. 
Clarence  S.  Livingood,  Detroit,  “The  Diag- 
nosis and  Management  of  Selected  Common 
Skin  Diseases”; 

Dr.  Oglesby  Paul,  Chicago,  “The  Manage- 
ment of  the  Patient  with  an  Arrhythmia” ; 
Dr.  Brittain  F.  Payne,  New  York  City, 
“Early  Treatment  of  Common  Eye  Injuries” ; 
Dr.  G.  O’Neil  Proud,  Kansas  City,  Kan., 
“Evaluation  of  the  Dizzy  Patient”;  Dr.  H. 
Saul  Sugar,  Detroit,  “Deceptive  Diagnosis 
in  Lesions  of  the  Ocular  Fundus”;  and  Dr. 
Watts  R.  Webb,  Jackson,  Miss.,  “Respiratory 
Emergencies  in  the  Newborn.” 

Exhibits 

Four  classifications  of  scientific  exhibits 
will  be  shown  in  1964 — individual,  group. 
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institutional,  and  educational-promotional. 
Three  awards  will  be  presented  in  each  clas- 
sification, and  judging  will  be  based  on  clar- 
ity, effectiveness,  and  personal  presentation 
(40  per  cent)  ; contribution  to  basic  knowl- 
edge ; practical  value ; and  miscellaneous 
(each  20  per  cent). 

Physicians  designing  exhibits  for  the  first 
time  may  be  interested  in  a book  available  at 
the  TMA  Memorial  Library.  It  is  “Scientific 
Exhibits”  by  Thomas  G.  Hull  and  Tom  Jones, 
published  by  Charles  C Thomas,  Springfield, 
111.,  1961. 

The  deadline  for  returning  applications 
for  scientific  exhibit  space  is  Jan.  14,  1964. 
Applications  may  be  obtained  from  and 
should  be  returned  to  Dr.  Jasper  H.  Arnold, 
Chairman,  Committee  on  Scientific  Exhibits, 
Texas  Medical  Association,  1801  North  La- 
mar Blvd.,  Austin  1. 

In  regard  to  technical  exhibits,  103  of  the 
144  available  exhibit  spaces  have  been  sold. 


Opportunities  for 
Gastroenterologists 


bureau  prior  to  issuing  of  ticket.  This  will 
assist  those  who  wish  to  remain  in  Mexico 
for  a longer  period. 

Cost  of  flights  are  round-trip  air  tourist, 
Dallas  to  Mexico  City,  $123.22  (including 
tax)  ; round-trip  air  tourist,  Dallas  to  Hous- 
ton, $39.51  (including  tax)  ; and  round-trip 
air  tourist,  Houston  to  Mexico  City,  $88  (no 
tax).  For  those  persons  wishing  a jet  flight 
from  Dallas  to  Houston  the  fare  will  be 
slightly  higher. 

Travel  to  Mexico  City  requires  a smallpox 
vaccination,  proof  of  citizenship  (poll  tax 
receipt,  passport,  or  birth  certificate)  and 
a Mexican  government  tourist  card  which 
can  be  obtained  through  the  Mexican  Tour- 
ist Office  in  Dallas  at  1905  Commerce  or  in 
Houston  at  809  Walker. 

A $25  refundable  deposit  is  requested  to 
secure  reservation.  Final  payment  is  due  by 
March  1,  1964,  payable  to  Harvey  Travel 
Bureau.  The  bureau  will  send  additional  in- 
formation on  accommodations  in  Mexico  to 
those  making  reservations. 


Physicians  specializing  in  gastroenterology 
and  related  fields  will  have  a triple  oppor- 
tunity next  April.  The  American  Gastroen- 
terological Association  is  meeting  in  Dallas 
on  April  23,  24,  and  25;  TMA’s  Section  on 
Digestive  Diseases  will  sponsor  a program 
on  April  26  in  Houston ; and  the  Mexican 
Association  of  Gastroenterology  has  planned 
a program  for  April  28  and  29  in  Mexico 
City. 

So  that  physicians  can  attend  all  three 
meetings,  special  arrangements  have  been 
made  through  the  Harvey  Travel  Bureau  of 
Houston  to  handle  air  transportation  from 
Dallas  to  Houston  to  Mexico  City. 

The  air  itinerary  is  as  follows : 


Saturday,  April  25, 

lv.  Dallas  via  Braniff  flight  161  6:00  p.m. 

ar.  Houston  via  Braniff  6:55  p.m. 


Monday,  April  27, 

lv.  Houston  via  P.A.A.  flight  501  10:30  a.m. 
ar.  Mexico  City  12:10  p.m. 


Thursday,  April  30, 

lv.  Mexico  City  P.A.A.  flight  502 
ar.  Houston 
or 

lv.  Mexico  City  Braniff  flight  50 
ar.  Dallas 


7:00  p.m. 
8:40  p.m. 

3:45  p.m. 
7:02  p.m. 


Return  arrangements  from  Mexico  can  be 
left  open  if  passengers  will  advise  the  travel 


AMA  Announces 
Anti-Tetanus  Drive 

To  improve  the  immunization  of  the  pub- 
lic against  tetanus  the  American  Medical  As- 
sociation has  announced  an  intensive  cam- 
paign to  make  physicians  and  the  public 
more  aware  of  the  need  for  immunization 
and  booster  doses  for  maintaining  immunity. 

An  average  of  400  tetanus  cases  occur 
each  year  in  the  United  States  with  about 
60  per  cent  mortality,  according  to  an  AMA 
report  published  in  The  AMA  News,  Sept.  30. 
The  highest  mortality  rate  is  in  children. 

The  AMA  urges  that  immunity  be  estab- 
lished during  infancy,  usually  with  a “triple 
vaccine,”  diphtheria,  whooping  cough,  and 
tetanus  toxoid.  Three  injections  at  four- week 
intervals,  followed  by  a booster  dose  within 
6-12  months,  will  establish  immunity.  After 
immunization,  booster  doses  should  follow 
every  five  years  and  after  any  injury  that 
might  cause  tetanus. 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  AMA,  emphasized  the  role  of 
the  private  practitioner  in  the  campaign, 
stating  that  the  individual  physician  will  de- 
termine the  effectiveness  of  the  campaign 
by  encouraging  his  patients  to  be  immunized. 
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TV  ACTOR  HONORED  recently  at  the  Fort  Worth 
Health  Fair  is  Richard  Chamberlain,  television's  Dr.  Kil- 
dare, shown  at  left  receiving  a medical  information  award 
for  the  attention  his  program  has  called  to  the  medical 
profession.  With  him  are  Gov.  John  Connally  and  Dr. 
Robert  Moreton  of  Fort  Worth,  president  of  Southern 
Medical  Association,  on  the  right. 


TMA  To  Offer 
Anson  Jones  Award 

As  in  years  past,  Texas  Medical  Associa- 
tion next  year  will  recognize  Texas  news- 
paper reporters  for  excellent  health  and  med- 
ical news  coverage  during  the  period  Dec.  1, 
1962,  to  Nov.  30,  1963. 

The  award,  named  after  Dr.  Anson  Jones, 
the  last  president  of  the  Republic  of  Texas, 
is  given  to  reporters  employed  by  news- 
papers in  three  categories  and  to  one  maga- 
zine editor. 

Category  I is  for  daily  newspapers  in  Tex- 
as cities  of  300,000  population  or  more; 
Category  II  is  for  dailies  in  cities  with  less 
than  300,000 ; and  Category  III  is  for  all 
weekly,  bi-weekly,  and  semi-weekly  papers 
published  in  the  state. 


One  first  place  award  is  presented  in  each 
category.  The  Category  I award  consists  of 
a bronze  plaque,  a check  for  $250,  and  a 
framed  award  certificate.  The  other  cate- 
gory winners  receive  a bronze  plaque,  $100, 
and  a framed  certificate.  The  reporter  gets 
the  certificate  and  cash  award,  and  the 
plaque  is  presented  to  the  publisher. 

Last  year’s  winners  were  Mrs.  Moselle 
Boland,  The  Houston  Chronicle,  Category  I ; 
Wilbourn  McNutt,  The  Austin  American- 
Statesman,  Category  II ; and  Mrs.  Sarah 
Greene,  The  Gilmer  Mirror,  Category  III. 

Awarded  annually  since  1956,  the  award  is 
given  in  recognition  of  “excellence  in  report- 
ing of  health  information  to  the  public.”  A 
separate  category  for  magazines  was  added 
two  years  ago.  The  1962  winner  was  The 
Line,  published  by  Tennessee  Gas  Transmis- 
sion Company,  and  Continental  Oil  Com- 
pany’s The  CONOCOan,  was  the  1963  win- 
ner. In  addition  to  receiving  the  prestige  of 
winning  this  award,  the  winning  editor  re- 
ceives a $100  cash  award  and  a framed 
award  certificate.  The  editor’s  company  or 
publisher  receives  an  engraved  plaque. 

The  entries  are  judged  on  the  basis  of  ac- 
curacy, style,  selection  of  subject  matter,  and 
reader  interest.  Prejudging  is  done  by  a 
journalism  professor,  the  winner  of  last 
year’s  Category  I award,  and  the  editor  of 
the  Texas  State  Journal  of  Medicine.  Final 
judging  is  done  by  a seven-man  committee 
of  TMA  members. 

All  entries  must  be  submitted  through  the 
county  medical  society  in  the  area  where  the 
newspaper  is  located  and  must  be  received 
in  the  TMA  headquarters  by  Dec.  10,  1963. 

Further  details  on  the  award  may  be  ob- 
tained from  Jon  R.  Hornaday,  Director  of 
Public  Relations,  Texas  Medical  Association, 
1801  North  Lamar  Boulevard,  Austin  78701. 

Grants  Go  to  Texas  Projects 

Two  Texas  institutions  are  recipients  of 
grants  from  the  John  A.  Hartford  Founda- 
tion of  New  York,  fourth  largest  foundation 
in  the  United  States. 

Baylor  University  College  of  Medicine, 
Houston,  has  received  $239,516  for  the  de- 
velopment of  transitional  care  for  the  neo- 
nate and  an  artificial  placenta. 

Santa  Rosa  Medical  Center  in  San  An- 
tonio has  received  $62,000  to  implement  an 
angiocardiographic  study  and  diagnostic  pro- 
gram. 
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Postgraduate  Courses 

Psychiatry,  Dallas,  Jan.  7-28,  1964. — Neu- 
roanatomy will  be  offered  at  the  University 
of  Texas  Southwestern  Medical  School  for 
psychiatrists  only.  Interested  persons  may 
write  to  Dr.  John  S.  Chapman,  Assistant 
Dean  for  Postgraduate  Education,  South- 
western Medical  School,  5323  Harry  Hines 
Blvd.,  Dallas  35. 

Psychiatry,  Dallas,  Jan.  16-23,  1964. — Fo- 
rensic psychiatry  will  be  offered,  for  psy- 
chiatrists only,  at  the  University  of  Texas 
Southwestern  Medical  School.  Interested 
persons  may  write  to  Dr.  John  S.  Chapman, 
Assistant  Dean  for  Postgraduate  Education, 
Southwestern  Medical  School,  5323  Harry 
Hines  Blvd.,  Dallas  35. 

Psychiatry,  Dallas,  Jan.  3-31,  1964.— 
Short-term  psychotherapy  will  be  offered  to 
a limit  of  12  general  practitioners  and  spe- 
cialists at  the  University  of  Texas  South- 
western Medical  School.  Interested  persons 
may  write  to  Dr.  John  S.  Chapman,  Assist- 
ant Dean  for  Postgraduate  Education,  South- 
western Medical  School,  5323  Harry  Hines 
Blvd.,  Dallas  35. 

Cardiovascular  Drug  Therapy,  Philadel- 
phia, Jan.  20-23,  1964. — A symposium  to 
evaluate  the  current  cardiovascular  arma- 
mentarium, the  rationale  and  drug  spectrum 
of  antihypertensive  drugs,  antianginal  com- 
pounds, diuretic  agents,  vasodepressors,  an- 
ticoagulant and  anti-arrhythmic  drugs,  and 
cardiotonic  compounds  will  be  explored  in 
relation  to  their  clinical  pharmacologic  ap- 
plication. It  will  be  held  at  the  Marriott 
Motor  Hotel  sponsored  by  Hahnemann  Med- 
ical College  and  Hospital. 

Additional  information  may  be  obtained 
from  Miss  Sage  Rosen,  Executive  Secretary 
for  Postgraduate  Education,  Department  of 
Medicine,  Hahnemann  Medical  College  and 
Hospital,  230  North  Broad  St.,  Philadelphia 
2. 

Radiology,  Winston-Salem,  N.C.,  Jan.  30- 
31,  1964. — A symposium  on  scintiscanning 
in  clinical  medicine  will  be  sponsored  by  the 
department  of  radiology  of  the  Bowman 
Gray  School  of  Medicine. 

Subjects  to  be  covered  will  include  the 
physical,  electrical,  and  pharmacologic  prin- 
ciples of  organ  scanning  as  well  as  specific 
discussions  of  brain,  thyroid,  parathyroid, 
heart,  lung,  liver,  spleen,  kidney,  pancreas, 
and  bone  scanning. 

Registration  will  be  limited  to  200.  For 


details,  physicians  may  write  to  Dr.  J.  L. 
Quinn,  III,  Nuclear  Medicine,  Bowman  Gray 
School  of  Medicine,  Winston-Salem  7,  N.C. 

Pamphlets 

The  fifth  in  the  series  of  “Guides  to  the 
Evaluation  of  Permanent  Impairment”  de- 
veloped by  the  Committee  on  Medical  Rating 
of  Physical  Impairment  and  authorized  for 
publication  by  the  AMA  Board  of  Trustees 
is  now  available. 

It  is  entitled  “Guides  to  the  Evaluation  of 
Permanent  Impairment — The  Central  Ner- 
vous System.” 

This  guide,  like  all  the  others  in  the  series, 
has  been  designed  primarily  for  use  by  physi- 
cians. Others  in  the  series  deal  with  the  ex- 
tremities and  back,  the  visual  system,  the 
cardiovascular  system,  and  ear,  nose,  throat, 
and  related  structures. 

A limited  number  of  copies  of  the  guides 
may  be  obtained,  without  charge,  upon  writ- 
ten request  to  the  Committee  on  Medical 
Rating  of  Physical  Impairment,  535  North 
Dearborn  Street,  Chicago  10,  111.,  60610. 

Results  Told  of  Studies 
On  Blood  Vessel  Surgery 

The  results  of  long-term  studies  of  patients 
who  have  undergone  surgery  of  the  major 
blood  vessels  were  outlined  by  Dr.  Michael 
E.  DeBakey  at  the  72nd  annual  meeting  of 
the  Association  of  Life  Insurance  Medical 
Directors  of  America  in  October. 

An  operative  risk  as  high  as  20  per  cent, 
as  in  coronary  artery  disease,  is  neverthe- 
less low  in  relation  to  the  risks  involved  in 
not  operating,  reports  Dr.  DeBakey,  profes- 
sor of  surgery  at  Baylor  University  College 
of  Medicine.  The  operative  risk  in  the  ma- 
jority of  diseases  is  in  the  range  of  1,  2,  and 
3 per  cent. 

Two  general  categories  of  cases  from  the 
records  of  nearly  10,000  cases  of  vascular 
surgery  are  occlusion,  in  which  the  arterial 
wall  narrows  to  impede  or  obstruct  the  pas- 
sage of  blood,  and  aneurysm,  in  which  the 
wall  stretches. 

An  artificial  blood  vessel  of  knitted  Da- 
cron has  been  one  of  the  key  developments 
used  to  replace  or  patch  sections  of  artery. 
This  advance  is  not  flawless,  Dr.  DeBakey 
cautions.  Some  Dacron  tubes  recovered  from 
patients  about  five  years  postoperatively 
have  shown  signs  of  some  atherosclerosis. 
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TMA  To  Sponsor  European  Tour 


^\gain  this  spring  members  of  Texas  Med- 
ical  Association  and  their  wives,  will  have 
the  opportunity  to  tour  Europe.  The  24-day 
tour  is  scheduled  to  leave  Dallas  April  26. 
Physicians  will  see  seven  European  coun- 
tries, visit  outstanding  medical  centers,  and 
meet  representatives  of  pharmaceutical  com- 
panies in  Switzerland. 

Two  different  tours  are  offered  this  year. 
The  Classic  Tour  for  $1,195  will  include 
Paris,  Madrid,  Nice,  Rome,  Florence,  Ven- 
ice, Garmisch-Partenkirchen,  Lucerne,  Cop- 
enhagen, and  London.  The  Mountains  and 
Capitals  Tour  will  be  $1,295.  Included  in  this 
itinerary  are  Paris,  Madrid,  Nice,  Geneva, 
Interlaken,  Garmisch-Partenkirchen,  Mun- 
ich, Vienna,  Copenhagen,  and  London.  For 
those  who  prefer  to  plan  their  own  European 
itinerary,  the  cost  of  flying  with  the  TMA 
group  is  $595. 

Paris,  the  world  of  fashion,  will  be  the 
first  stop  for  those  on  both  tours.  Here  the 
ladies  may  attend  fashion  showings  of  the 
leading  couturiers,  and  all  may  visit  the 
Champs  Elysees,  Arc  de  Triomphe,  Grave  of 
the  Unknown  Soldier,  Eiffel  Tower,  Tuil- 
eries  Gardens,  Louvre  Museum,  Notre  Dame 
Cathedral,  and  Sorbonne  University. 

Next  on  the  itinerary  will  be  Madrid. 
Highlights  of  this  visit  include  the  national 
palace,  Canovas  Square  with  the  Neptune 
Fountain,  Retiro  Park,  and  the  central  mar- 
ket. 

After  two  days  in  Madrid,  the  tourists 
will  go  to  Nice.  Here  they  will  visit  the  Ca- 
sino and  take  a brief  excursion  through 
Monte  Carlo. 

From  Nice  those  on  the  Classic  Tour  will 
proceed  to  Rome,  while  others  on  the  Moun- 
tains and  Capitals  Tour  will  go  to  Geneva. 

Rome,  the  historic  city  of  seven  hills,  will 
host  the  Classic  Tour  Members  for  two  days. 
The  Basilicas  of  St.  Mary  Major  and  St. 
John  in  Lateran,  the  Appian  Way,  the  Tem- 
ples of  Vesta  and  Sybil,  the  Vatican,  the  Sis- 
tine  Chapel  with  Michelangelo’s  famous  fres- 
coes, the  Colosseum,  and  the  Roman  Forum 
will  all  be  seen. 

Florence  will  be  the  next  one  and  one-half 
day  stop  for  the  Classic  Tour  travelers.  The 
birthplace  of  Michelangelo  has  many  art 
treasures  the  Texans  are  sure  to  enjoy. 


Places  to  be  visited  in  Florence  include  the 
Pitti  Palace,  the  Cathedral  of  Santa  Maria 
del  Fiore,  and  the  Uffizi  Gallery. 

Venice  will  follow  the  Florence  visit,  and 
gondolas  will  transport  the  travelers  to  see 
the  Square  of  St.  Mark’s,  the  Byzantine  ca- 
thedrals, and  the  Bridge  of  Sighs. 

The  tour  will  proceed  through  the  Gar- 
misch-Innsbruck  area  to  Lucerne.  During 
this  trip,  the  Texans  will  see  Brenner  Pass, 
the  colorful  Dolomite  Mountains,  and  the 
famous  ski  resort  Cortina. 

In  Switzerland,  the  Classic  tourists  will 
cross  the  lake  at  Lucerne  and  take  a cable 
car  to  the  summit  of  Mt.  Pilatus. 

Both  groups  will  meet  in  Copenhagen.  The 
fairy-tale  land  of  Hans  Christian  Andersen 
will  provide  enchantment  for  the  travelers 
who  will  see  the  Tivoli  Gardens  and  the 
Little  Mermaid. 

When  the  Mountains  and  Capitals  tourists 
leave  the  other  group  in  Nice,  they  will  pro- 
ceed to  Geneva  and  then  to  Interlaken  and 
Garmisch-Partenkirchen.  The  historic  cas- 
tles in  Bavaria  of  Ludwig  II,  particularly 
the  famous  Linderhof  Castle,  and  the  little 
villages  deep  in  the  Bavarian  Alps  will  be 
visited. 

In  Munich,  the  center  of  art  and  beer  fes- 
tivals, the  Texans  will  visit  the  famous 
Deutsches  and  Alte  Pinakotch  museums. 

Vienna  will  be  the  last  stop  of  this  group 
before  rejoining  the  Classic  tourists  in  Cop- 
enhagen. In  Vienna  the  famous  Spanish 
riding  school  with  the  Lippiziner  Stallions, 
St.  Stephen’s  Cathedral,  the  famous  Vienna 
Woods  and  the  Blue  Danube  River  will  be 
seen.  The  Schonbrunn  Palace,  designed  by  the 
architect,  Fischer  von  Erlack,  to  rival  Ver- 
sailles will  be  one  of  the  highlights  of  this 
visit. 

The  groups  will  travel  by  first-class  rail 
and  local  steamer  connections,  deluxe  motor- 
coaches,  and  economy-class  jet  flights.  First- 
class  hotels,  continental  breakfasts,  and 
table  d’hote  lunches  and  dinners  are  provid- 
ed, except  in  London,  Paris,  Rome,  and  Nice. 
There  tour  members  may  choose  among 
world-famous  restaurants. 

Only  active  members  of  TMA  are  eligible 
for  the  tour.  Cost  of  the  tour  will  include 
transportation,  hotel  accommodations,  meals, 
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certain  tips  and  taxes,  transfers  to  hotels, 
and  sightseeing  tours.  Deadline  for  reserva- 
tions is  Feb.  26.  Requests  for  reservations 
should  be  accompanied  by  a deposit  of  $100 
per  person.  Reservations  will  be  assigned 
by  date  of  application.  Applications  and  fur- 
ther information  may  be  obtained  from 
Bohn’s  Traveler  House,  Inc.,  the  Driskill 
Hotel,  Austin. 


Scott  and  White 
To  Have  New  Quarters 

The  Scott  and  White  institutions  in  Tem- 
ple are  soon  to  be  housed  in  a revolutionary 
new  medical  center  to  open  Dec.  6.  The 
unique  building  has  cost  almost  $10,000,000. 

It  will  accommodate  these  organizations : 
Scott  and  White  Memorial  Hospital  and 
Scott,  Sherwood  and  Brindley  Foundation, 
Scott  and  White  Diagnostic  Center,  Olin  Cul- 
berson Medical  Research  Center,  Scott  and 
White  School  of  Professional  Nursing,  and 
the  University  of  Texas  Post  Graduate 
School  of  Medicine,  Temple  Division. 

Most  dominant  feature  of  the  nonprofit 
hospital’s  new  home  is  arrangement  of  all 
nursing  floors  in  three  eight-sided  towers, 
each  seven  stories  high.  Nurse  stations  are 
in  the  center  of  each  octagonal  floor,  thus 
placing  a nurse  within  a few  steps  of  each 
patient’s  door. 

Patients  will  be  able  to  see  the  nurse  sta- 
tion at  all  times,  but  rooms  are  arranged 
so  that  one  patient  cannot  see  into  the  room 
of  another  on  the  opposite  side  of  the  floor. 

All  parts  of  the  building  are  designed  so 
that  each  of  the  center’s  functions — diag- 
nostic, research,  surgery,  laboratories,  hos- 
pital floors — will  have  full  functional  access 
to  the  services  of  the  other.  There  are  exam- 
ining and  consultation  rooms  for  the  65 
permanent  staff  specialists  and  40  intern 
and  resident  physicians. 

Situated  on  a hilltop  overlooking  Temple 
from  the  southwest,  the  massive  building 
contains  adequate  facilities  for  a potential 
registration  of  75,000  patients  a year  and  is 
designed  for  further  expansion. 

There  are  more  than  300  acres  on  the  hos- 
pital grounds,  and  further  building  will  be 
restricted  to  paramedical  and  medically  ori- 
ented purposes.  Presently  under  construction 
is  a dormitory  for  nurses,  financed  by  a 
$461,000  gift  from  Clyde  H.  Alexander  and 
family  of  Dallas. 


The  partnership  between  Dr.  A.  C.  Scott, 
Sr.,  and  Dr.  R.  R.  White  was  formed  in 
1897.  Scott  and  White  remained  a private 
institution  until  1949,  when  it  was  reorgan- 
ized as  a nonprofit  foundation  with  no  pro- 
prietary interest  involved. 

Tulsa  Pediatric  Colloquy 
Announced  for  Dec.  6-7 

The  fifth  annual  Pediatric  Colloquy  spon- 
sored by  the  Hillcrest  Medical  Center  of 
Tulsa,  Okla.,  will  be  held  Dec.  6 and  7.  The 
theme  of  the  meeting  will  be  “Abnormalities 
of  Early  Life.” 

Topics  to  be  discussed  are  congenital 
anomalies,  enzymopathies,  fetal  environment, 
obstetrical  anesthesia,  resuscitation  of  the 
newborn,  evaluation  of  the  distressed  infant, 
and  psychic  development  of  the  infant. 

Speakers  for  the  event  will  be  Dr.  Virginia 
Apgar,  director  of  the  Congenital  Malforma- 
tions Division,  National  Foundation,  New 
York;  Dr.  Murdina  Desmond,  associate  pro- 
fessor of  pediatrics  at  Baylor;  Dr.  Henry 
Kirkman,  associate  professor  of  pediatrics 
at  the  University  of  Oklahoma ; Dr.  James 
A.  Merrill,  professor  and  head  of  the  depart- 
ment of  gynecology  and  obstetrics  at  the 
University  of  Oklahoma ; and  Dr.  James  T. 
Proctor,  medical  and  training  director  of  the 
Children’s  Medical  Center  of  Tulsa. 

Registration  forms  and  information  may 
be  obtained  by  writing  Dr.  James  G.  Cold- 
well,  chairman  of  the  Pediatric  Colloquy, 
Hillcrest  Medical  Center,  Tulsa  4,  Okla. 


MRS.  JUDY  COLEMAN,  Dallas,  right,  assumed  the 
presidency  of  the  American  Association  of  Medical  Assist- 
ants at  their  Miami  Beach  meeting  Oct.  9-13.  She  is  pic- 
tured with  the  immediate  past  president,  Miss  Alice  Budny 
of  Milwaukee,  Wis.,  and  AMA  President  Dr.  Edward  R. 
Annis.  Nearly  475  medical  assistants  and  guests  attended 
the  meeting. 
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Officers  Named  for  Texas  Surgical  Society 


New  officers  of  the  Texas  Surgical  Society 
are  Dr.  James  Greenwood,  Jr.,  Houston,  pres- 
ident; Dr.  D.  E.  Compere,  Fort  Worth,  first 
vice  president;  Dr.  John  F.  Thomas,  Austin, 
second  vice  president;  Dr.  Walter  B.  King, 
Jr.,  Waco,  secretary;  Dr.  W.  S.  Lorimer,  Jr., 
Fort  Worth,  treasurer;  and  Dr.  R.  W.  Cros- 
thwait,  Waco,  archivist. 

- o - 

Dallas  surgeon,  Dr.  Milton  V.  Davis,  has 
announced  he  is  in  the  race  for  Republican 
nomination  for  United  States  senator  against 
Sen.  Ralph  Yarborough. 

- o - 

Dr.  Jay  Sanford,  associate  professor  of 
internal  medicine  at  the  University  of  Texas 
Southwestern  Medical  School,  has  been  ap- 
pointed to  the  state  advisory  committee  on 
medical  self-help. 

- o - 

Dr.  Jack  E.  Maxfield  of  Wichita  Falls  was 
recently  presented  the  1963  Service  to  Man- 
kind Award  of  the  Wichita  Falls  Sertoma 
Club. 

- o - 

Baptist  Memorial  Hospital  has  purchased 
a refrigerated  centrifuge  for  its  blood  bank 
with  a $5,000  donation  from  the  family  of 
Dr.  W.  B.  Russ  of  San  Antonio.  The  dona- 
tion was  in  honor  of  Dr.  Russ’s  89th  birth- 
day on  Sept.  18. 


Dr.  William  0.  Russell  of  Houston  has 
been  named  president-elect  of  the  American 
Society  of  Clinical  Pathologists. 

- o - 

Dr.  Carl  J.  Lind,  Jr.,  of  Houston  has  been 
elected  a sergeant-at-arms  for  the  assembly 
of  the  College  of  American  Pathologists. 

- o - 

Dr.  J.  L.  Goforth  of  Dallas  was  named 
“private  practitioner  of  pathology  for  the 
year”  by  the  Private  Practitioners  of  Path- 
ology Foundation. 

- o - 

Walter  McBee,  Dallas,  executive  director 
of  the  Texas  Blue  Cross-Blue  Shield  Plans, 
has  been  named  November  Man  of  the  Month 
by  the  East  Texas  Chamber  of  Commerce 
magazine,  East  Texas. 

- o - 

Dr.  James  L.  Retry,  Port  Arthur,  was  re- 
cently honored  as  “Boss  of  the  Year”  by 
the  Nederland  Business  and  Professional 
Women’s  Club  at  the  organization’s  annual 
Bosses’  Night  dinner. 

- o - 

Dr.  Robert  C.  Berson,  dean  of  the  Univer- 
sity of  Texas  South  Texas  Medical  School, 
has  been  elected  president  of  the  Association 
of  American  Medical  Colleges. 


Ophthalmology,  Otolaryngology 
Group  To  Meet  in  Houston 

The  Sheraton-Lincoln  Hotel  in  Houston 
will  host  the  38th  annual  meeting  of  the 
Texas  Society  of  Ophthalmology  and  Oto- 
laryngology Dec.  6 and  7. 

Guest  speakers  on  ophthalmology  will  be 
Dr.  A.  Edward  Maumenee  of  Baltimore  and 
Dr.  Bayard  H.  Colyear,  Jr.,  of  San  Fran- 
cisco. 

Dr.  Lawrence  R.  Boies  of  Minneapolis  and 
Dr.  Jerome  A.  Hilger  of  St.  Paul  will  be  the 
guest  speakers  on  otolaryngology. 


102-YEAR-OLD  WOMAN  has  received  her  first  health 
insurance  policy — Texas  65.  Mrs.  Eunice  Oliver  of  Bell 
County  is  one  of  more  than  50,000  senior  Texans  who  have 
enrolled  under  the  plan.  Texas  65  health  insurance  is 
available  during  enrollment  periods  to  all  Texans  65  and 
older,  regardless  of  health. 


German  Physician  Speaks 
At  County  Society  Meeting 

“Socialized  medicine  is  far  from  the  utopia 
that  social  planners  wish  it  to  be,”  Dr.  Vera 
Becker  of  Stuttgart,  Germany,  told  members 
of  Brooks-Duval-Jim  Wells  Counties  Medical 
Society  in  Alice  Oct.  8. 

To  begin  with,  the  system  pays  the  doctors 
directly  for  each  paitent,  including  his  treat- 
ment and  prescriptions.  However,  this  “free” 
medicine  comes  at  the  cost  of  very  high  taxes 
and  inferior  medicine,  she  said. 

Worst  of  all,  a doctor  cannot  prescribe  the 
medicines  that  are  best  for  a disease  if  they 
are  expensive.  He  must  prescribe  the  cheaper 
drug  even  though  it  is  less  effective.  Thus, 
except  in  unusual  circumstance,  excellent 
drugs  such  as  Terramycin  are  not  permitted 
because  of  their  high  price. 

The  system  very  closely  checks  a doctor 
at  all  times.  All  his  prescriptions  and  diag- 
noses are  carefully  examined ; and  if  the  cost 
of  his  medicine  runs  a little  high,  he  will  get 
a letter  requiring  him  to  pay  some  amount. 
This  is  to  pay  the  system  back  for  the  extra 
money  required  for  his  prescriptions.  Simi- 
larly, if  the  doctor  sends  too  many  patients 
to  the  hospital,  his  pay  is  reduced. 

The  doctor  is  compared  with  other  doc- 
tors, and  no  variation  is  tolerated.  For  ex- 
ample, if  a doctor  gives  600  shots  in  a period 
of  time  and  other  doctors  average  only  400 
shots  in  the  same  period,  the  system  reasons 
that  200  of  his  shots  were  unnecessary  and 
will  not  pay  him  for  them. 

Dr.  Becker  said  that  a patient  is  assigned 
to  a doctor,  and  he  must  go  to  that  one  doc- 
tor regardless  of  his  personal  feelings.  Only 
after  three  months  can  the  patient  request 
a transfer. 

The  distribution  of  doctors  is  controlled, 
too.  The  doctor  is  told  where  he  may  open 
his  practice  and  who  his  patients  will  be. 
When  there  is  no  opening  the  doctor  has  to 
wait  until  another  doctor  dies  and  leaves  a 
vacancy. 

Of  course,  there  are  abuses  of  the  “free” 
system  by  the  patients.  They  come  to  the  doc- 
tor for  many  things  and,  frequently,  at  any 
excuse. 

According  to  Dr.  Baker,  the  patients  as  a 
whole  do  not  know  they  are  getting  inferior 
medicine,  but  all  physicians  are  disturbed 
and  are  doing  their  best  to  improve  the  situ- 
ation. They  have  discussed  striking,  but  it  is 
always  pointed  out  that  they  signed  papers 
stating  they  would  work  for  the  system. 


Dr.  Becker  does  not  see  much  chance  for 
helping  the  situation  in  Germany  now.  She 
stated  emphatically  that  we  have  a wonder- 
ful system  of  medicine  here  in  the  United 
States  and  that  we  should  take  heed  of  what 
has  happened  to  medicine  in  Germany  and 
Great  Britain. 


Medicine,  Pharmacy  Congress 
Scheduled  Next  Spring 


Plans  have  been  announced  for  a National 
Congress  of  Pharmacy  and  Medicine  next 
spring.  Purpose  of  the  Congress  will  be  to 
improve  communications  and  relations  be- 
tween the  professions  of  medicine  and  phar- 
macy and  to  discuss  specific  problem  areas, 
including  physician  ownership  of  pharma- 
cies. Congress  participants  also  will  review 
recent  scientific  and  legislative  changes  af- 
fecting the  two  professions  and  consider 
projects  for  improving  services  for  the  pub- 
lic. 

Dr.  George  M.  Fister  of  Ogden,  Utah,  has 
replaced  Dr.  Milford  O.  Rouse  of  Dallas  as 
chairman  of  the  planning  group,  the  Com- 
mission on  Medicine  and  Pharmacy,  made  up 
of  representatives  from  the  American  Medi- 
cal Association,  American  Pharmaceutical 
Association,  and  National  Association  of  Re- 
tail Druggists. 


Christmas  Card 


THE  WOMAN'S  AUXILIARY  to  the  Texas  Medical  Associ- 
ation is  taking  orders  for  the  Christmas  card,  pictured 
above,  which  sells  for  $2.50  per  25-card  box.  Proceeds  of 
the  sale  will  go  to  the  American  Medical  Association 
Education  and  Research  Foundation.  An  insert  is  enclosed 
for  each  card  which  may  or  may  not  be  used  according  to 
the  individual's  wishes.  The  insert  states  that  the  card  was 
purchased  from  the  Woman's  Auxiliary  to  the  Texas  Medi- 
cal Association  to  benefit  the  AMA-ERF.  Orders  should  be 
directed  to  the  Auxiliary  Office,  Texas  Medical  Associa- 
tion, 1801  North  Lamar  Blvd.,  Austin. 
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Fallacies  of  GENERIC  EQUIVALENCE  Thesis 


|f  patients  are  to  receive  the  most  effi- 
cacious medicine,  the  physician  and  the  phar- 
macist must  be  aware  that  certain  physico- 
chemical and  pharmaceutic  factors  profound- 
ly influence  the  absorption  and  ultimate  ac- 
tivity of  a given  drug.  These  factors  include 
drug  particle  size,  selected  salts  and/or  es- 
ters, types  of  dosage  forms,  the  presence  or 
absence  of  adjuvants  in  a dosage  form,  and 
the  manufacturing  techniques  employed  in 
preparing  a drug.  Frequently  when  drug 
therapy  fails  for  no  apparent  reason,  the 
physician  concludes  that  the  patient  does  not 
respond  to  the  medicine.13' 39  However,  such 
failures  may  be  caused  by  certain  physico- 
chemical and  pharmaceutic  factors  that  alter 
the  physiologic  availability  of  the  active  in- 
gredient. 

To  be  effective,  a drug  must  not  only  pos- 
sess the  intrinsic  capacity  of  interacting  on 
a particular  receptor  site  but  must  also  have 
the  property  of  reaching  its  action  site  in  an 
adequate  concentration.4  The  oral  adminis- 
tration of  drugs  as  solid  dosage  forms  in- 
volves the  problem  of  dissolution,  for  such 
agents  must  be  dissolved  before  they  are 
absorbed,  and  since  absorption  is  a kinetic 
process,  the  rate  of  dissolution  of  a drug  is 
of  fundamental  importance.35  In  addition, 
certain  solubility  behaviors  of  the  drug  at 
the  site  of  absorption  are  known  to  affect 
the  rate  of  absorption.3 

Many  of  the  problems  involved  in  the  dis- 
solution of  a given  drug  have  been  discussed 
by  Levy  and  Nelson.  21> 27  Two  important 
factors  appear  to  affect  the  dissolution  char- 
acteristics of  medical  agents,  namely  the  sur- 
face area  and/or  particle  size  of  the  com- 
pound in  the  solid  state  presented  at  the  ab- 
sorption site  and  the  intrinsic  rate  of  solu- 
tion of  the  weakly  acidic  or  basic  drug.27 

Influence  of  Particle  Size 
And/Or  Surface  Area 

The  importance  of  controlling  the  particle 
size  of  slightly  soluble  drugs  has  been  thor- 
oughly reviewed  by  Levy.21  Generally,  as  the 


particle  size  is  reduced  to  or  near  the  sub- 
micron range,  the  surface  area  of  the  drug, 
its  rate  of  solution,  and  its  solubility  will  be 
greatly  increased.  Usually,  if  the  particle 
size  of  a given  dose  of  drug  is  reduced  to  one- 
tenth  of  its  original  size,  the  surface  area 
will  increase  approximately  ten  times.  It 
then  follows  that  the  larger  the  surface  of 
the  dose  presented  to  the  absorption  sites, 
the  more  rapidly  the  drug  will  be  absorbed.40 

Reinhold  and  others  demonstrated  the  im- 
portance of  particle  size  on  the  absorption 
of  sulfadiazine  from  two  suspensions.  Pa- 
tients receiving  single  oral  doses  (3  gm.)  of 
suspensions  of  microcrystalline  sulfadiazine 
showed  significantly  higher  concentrations 
of  the  drug  in  the  serum  during  the  first 
six  hours  following  the  ingestion  of  the  drug 
than  those  subjects  receiving  the  same  dose 
of  suspensions  prepared  with  ordinary  pow- 
der sulfadiazine.  The  excretion  of  the  drug 
in  the  urine  of  those  receiving  the  micro- 
crystalline product  was  likewise  significantly 
higher  during  this  period.  Since  the  surface 
area  of  the  microcrystalline  product  was  ap- 
proximately seven  times  as  great  as  it  was 
for  the  ordinary  sulfadiazine,  it  is  not  dif- 
ficult to  understand  why  the  findings  might 
indicate  that  the  rate  of  dissolution  and  ab- 
sorption of  the  fine  particles  was  more  rapid 
than  those  of  the  ordinary  powder.27- 32  In 
light  of  these  observations  a physician  might 
seriously  question  the  efficacy  of  a triple 
sulfa  oral  suspension  prepared  according  to 
the  specifications  of  the  USP  XVI  Trisulfa- 
pyrimidines  Oral  Suspension.  The  specifica- 
tions of  this  dosage  form  do  not  include  any 
requirements  for  maximum  allowable  mean 
particle  size  or  minimum  effective  surface 
area  per  dose  of  drug.217  30 

The  effect  of  increasing  the  particle  size 
of  Dicumarol  on  the  physiologic  availabil- 
ity of  the  drug  has  been  reported.  When  ac- 
ceptable tablets  of  the  active  ingredient  were 
increased  in  size  without  changing  any  ap- 


Part  I of  this  article  appeared  in  the  October  is- 
sue of  the  Journal. 
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Part  II.  Physico-Chemical  and  Pharmaceutic 
Factors  Affecting  Gastrointestinal  Absorption 


parent  conditions  which  might  alter  the  ab- 
sorption of  the  Dicumarol,  complaints  were 
voiced  that  larger  doses  than  usual  were  re- 
quired to  decrease  the  amount  of  circulating 
prothrombin  to  therapeutic  levels.  However, 
when  the  tablets  were  reformulated  with  the 
drug  in  a fine  state,  it  was  necessary  to 
retitrate  the  patients  since  many  of  them 
showed  signs  of  bleeding  because  of  an  in- 
crease in  drug  absorption.24 

Kraml  studied  the  influence  of  griseoful- 
vin  particle  size  on  the  gastrointestinal  ab- 
sorption of  the  drug  in  man.  Results  of  the 
investigation  indicate  that  micronization  of 
the  compound  by  mechanical  processing  im- 
proves its  absorption  ability.  An  average 
1.7-fold  increase  in  serum  griseofulvin  levels 
was  observed  when  the  micronized  powder 
was  administered.20  The  data  from  Atkinson 
and  others  also  show  in  Table  1 that  particle 
size  and  type  of  dosage  form  administered 
have  a definite  effect  upon  the  serum  levels 
of  griseofulvin  in  humans.1 

A study  of  the  effect  of  particle  size,  addi- 
tion of  surfactants,  and  corn  oil  on  the  level 
of  griseofulvin  in  the  serum  of  rats  after 
oral  dosing  shows  that  the  micronized  prod- 
uct also  gave  higher  serum  levels  than  the 
common  griseofulvin  powder.  Findings  point 
out  that  the  levels  of  the  drug  appearing  in 
the  serum  after  one  administration  of  the 
micronized  product  suspended  in  corn  oil  are 
appreciably  higher  than  those  resulting  from 
the  use  of  either  the  micronized  griseofulvin 
in  aqueous  suspension  or  the  common  griseo- 
fulvin powder  in  oil.  However,  the  addition 
of  surfactant  agents  to  either  the  aqueous 


or  the  corn  oil  suspensions  did  not  appear 
to  alter  the  levels  of  drug  in  the  serum.19 

Experiments  utilizing  natural  nematode 
infections  in  lambs  and  artificial  infections 
with  Nematospiroides  dubius  in  mice  indi- 
cate that  the  anthelmintic  efficiency  of  phe- 
nothiazine  is  inversely  proportional  to  the 
particle  diameter  of  the  drug.  The  pheno- 
thiazine in  a single  dose  to  lambs  was  in- 
effective when  the  particle  diameter  was 
greater  than  140p.  However,  when  the  par- 
ticles were  reduced  to  a mean  particle  di- 
ameter between  Ip  and  2u,  the  drug  was  95 
per  cent  effective.12  Further  studies  also 
demonstrate  that  a linear  relationship  exists 
between  specific  surface  area  of  phenothia- 
zine  and  anthelmintic  efficiency  within  the 
approximate  range  of  5000-25000  sq.  cm.  per 
gm.  This  represents  a range  of  about  l-10p 
mean  diameter  and  a 98  to  63  per  cent  ef- 
ficiency.15 Thomas  and  Elliott  found  that 
phenothiazine  of  4p  or  less  in  particle  size 
is  undoubtedly  superior  to  phenothiazine  of 
10p  size  against  Trichostrongylus  colubri- 
formis,  found  in  the  stomach  and  small  in- 
testines of  sheep  but  that  against  worms  of 
the  large  intestines  such  as  Oesophagosto- 
mum  species  and  Chabertia  ovina  there  may 
be  a decrease  in  activity,  if  the  particle  size 
of  the  drug  is  reduced  beyond  lOp.  The  au- 
thors suggest  that  an  ideal  phenothiazine 
preparation  is  one  which  contains  70  per 
cent  of  the  particles  under  5p  or  90  per  cent 
under  lOp  with  the  remainder  of  the  par- 
ticles up  to  30p.38  These  observations  might 
be  indicative  of  an  approach  which  can  be 
employed  in  human  chemotherapy : small 


Table  1. — Effect  of  Particle  Size  and  Dosage  Form  on  the  Blood  Griseofulvin  Levels  in  Humans. 


Specific 

Surface 

Area 

(M2/gm.) 

Dose 

in 

Grams 

4 hrs. 

Tablets 

Mean  Group  Blood 
after  dosing 

Suspensions 

Levels  pg./ml.  + SE 

8 hrs.  after  dosing 

Tablets  Suspensions 

0.41 

0.5 

0.64+0.09 

0.70±0.16 

0.54+0.08 

0.37+0.08 

0.41 

1.0 

0.88±0.17 

1.07+0.11 

0.86+0.15 

0.83+0.12 

1.56 

0.25 

0.68±0.07 

0.83+0.24 

0.42+0.07 

0.38+0.18 

1.56 

0.50 

0.97±0.12 

1.60+0.20 

0.71+0.12 

0.82+0.14 

’"Six  to 

12  subjects  in 

each  group. 
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particles  of  a certain  drug  may  be  useful  in 
treating  local  pathology  in  the  small  intes- 
tines while  large  particles  may  be  beneficial 
in  controlling  local  disorders  of  the  large 
bowel.21 


Drug  Particle  Size  May  Have 
No/Negative  Effect  on  Absorption 

The  literature  contains  a number  of  ex- 
amples where  the  reduction  of  the  particle 
size  of  a given  medical  agent  fails  to  im- 
prove the  rate  of  absorption  or  the  availabil- 
ity of  the  drug.  In  many  of  these  cases  the 
drug  is  fairly  soluble  in  the  gastrointestinal 
fluids;  therefore,  reducing  the  particle  size 
of  active  material,  within  certain  limits,  has 
little  effect  on  the  rate  of  absorption  since 
the  dissolution  process  is  not  the  rate-limit- 
ing factor  for  absorption.  In  an  investigation 
which  compared  the  rate  of  absorption  of 
lOOu  particles  of  tetracycline  hydrochloride 
with  tetracycline  hydrochloride  pellets  hav- 
ing a diameter  of  0.95  cm.,  no  significant 
difference  in  absorption  was  found,  in  spite 
of  the  fact  that  the  smaller  particles  had  a 
surface  area  approximately  30  times  that  of 
the  pellets.  Since  this  antibiotic  is  readily 
soluble  in  the  gastric  fluids,  the  particle  size 
has  little  effect  on  the  overall  rate  of  ab- 
sorption. It  appears  that  the  absorption  of 
the  drug  is  rate  limited  by  the  absorption 
process  itself.21’ 26 

Certain  drugs  such  as  penicillin  G and 
erythromycin  base  are  readily  destroyed 
when  in  the  presence  of  the  gastric  fluids. 
However,  if  the  particle  size  and  solubility 
of  such  agents  are  controlled  within  limits, 
it  is  possible  to  minimize  their  instability 
when  in  contact  with  acidic  media.  It  is  often 
possible  for  example  to  prepare  an  effective 
tablet  of  such  drugs  by  favorably  controlling 
the  particle  size,  the  “wettability,”  the  com- 
pression pressure  and/or  the  disintegration 
time  of  the  dosage  form.21  Propionyl  erythro- 
mycin ester  lauryl  sulfate  (PELS)  is  an  ex- 
cellent example  of  a product  which  because 
of  its  insolubility  in  the  gastric  fluids,  ex- 
hibits a fairly  high  serum  antibiotic  level  fol- 
lowing oral  ingestion.  Although  propionyl 
erythromycin  is  more  stable  in  acidic  media 
than  the  free  base,  erythromycin,  it  is  still 
fairly  unstable  when  in  the  presence  of  such 
solutions.  However,  one  can  explain  its  high 
degree  of  effectiveness  in  capsule  form  by 
assuming  that  while  this  dosage  form  will 


normally  disintegrate  within  the  stomach, 
the  ingredients  are  largely  protected  by  a 
very  low  “wettability”  until  they  have  passed 
the  pylorous.  Lower  antibiotic  blood  levels 
have  been  found  by  some  investigators  when 
the  propionyl  erythromycin  or  penicillin  V 
compounds  are  given  with  food.  In  addition, 
when  a wetting  agent  (5.0  per  cent  poly- 
oxyethylene sorbitan  mono-oleate)  is  added 
to  erythromycin  propionate,  significantly 
lower  serum  drug  levels  are  obtained.  In 
these  instances  it  is  felt  that  the  antibiotics 
are  made  to  come  in  closer  contact  with  the 
gastric  fluids  which  in  turn  causes  greater 
degradation  of  the  drugs.10  21- 37 

Vitamin  C is  reported  to  be  less  stable  in 
a certain  capsule  formulation  if  the  particle 
size  of  the  vitamin  is  extremely  small.  When 
a new  ultra  fine  crystalline  form  of  the  drug 
was  made  available  to  a reputable  pharma- 
ceutical house,  it  was  used  in  an  established 
capsule  formulation  of  iron,  liver,  vitamin  C, 
and  two  or  three  other  vitamins  of  the  B- 
complex.  After  three  months,  the  new  formu- 
lation was  tested  for  shelf  life  and  it  was 
found  to  contain  only  75  per  cent  of  the  orig- 
inal vitamin  C.  The  concentration  dropped 
to  50  per  cent  after  the  capsules  were  stored 
for  six  months.  The  company  later  proved 
beyond  any  doubt  that  the  only  cause  of  the 
greater  vitamin  C instability  was  the  ex- 
treme fineness  of  the  drug  particles.36 


Influence  of  Selected  Salts,  Esters 

It  is  an  experimental  fact  to  state  that 
generally  an  alkali  metal  salt  (i.e.,  sodium  or 
potassium  salt)  of  a weak  acid  will  dissolve 
faster  in  acidic,  neutral,  or  basic  media  than 
the  weak  acid  itself.  In  a controlled  experi- 
ment where  a weak  acidic  drug  and  its  sodi- 
um salt  are  administered  orally  in  the  same 
type  of  dosage  form,  it  can  be  shown  that 
the  salt  is  absorbed  at  a more  rapid  rate 
than  the  acidic  drug.  The  value  of  employing 
the  salts  of  certain  drugs  has  been  demon- 
strated with  a large  number  of  compounds 
such  as  tolbutamide  (Orinase),  penicillin  V, 
novobiocin  sodium,  erythromycin,  and  acetyl- 
salicylic  acid.  It  has  been  found  that  after 
the  ingestion  of  1 gm.  of  sodium  tolbutamide 
as  a compressed  tablet,  the  drug  dissolves 
rapidly;  once  the  tablet  disintegrates,  the 
blood  sugar  levels  quickly  drop  and  then 
quickly  recover.  However,  when  the  same 
dose  of  the  acid  tolbutamide  in  tablet  form 
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is  taken  orally,  the  compound  dissolves  more 
slowly,  the  blood  sugar  level  drops  off  more 
slowly  and  remains  depressed  for  a much 
longer  time.40 

In  vitro  studies  on  the  solubility  of  various 
salts  and  acid  forms  of  penicillin  show  that 
the  dissolution  rates  are  as  follows:  potas- 
sium penicillin  V > calcium  penicillin  V > acid 
penicillin  V.  These  findings  are  in  the  same 
order  as  those  found  for  blood  level  studies.18 
It  is  reported  that  oral  potassium  penicillin 
V gives  more  rapid  and  higher  therapeutic 
serum  levels  than  does  parenterally  admin- 
istered (intramuscularly)  potassium  pencil- 
lin  G.  A dose  of  250  mg.  of  potassium  peni- 
cillin V given  three  times  a day  affords  the 
patient  with  as  much  penicillin  for  fighting 
infections  as  a single  daily  dose  of  600,000 
units  of  procaine  penicillin  administered  in- 
tramuscularly.27 

Fiiresz  found  that  novobiocin  sodium  gave 
the  highest  blood  levels  when  that  drug,  di- 
hydronovobiocin, and  various  salts  of  these 
antibiotics  were  administered  orally  to  hu- 
mans suffering  from  several  ailments.  Al- 
though sodium  dihydronovobiocin  and  di- 
hydronovobiocin gave  lower  levels  than  the 
novobiocin  sodium,  these  agents  are  fairly 
well  absorbed.  The  calcium  salt  of  novobio- 
cin also  gives  high  serum  levels  when  taken 
orally  but  novobiocin  acid  (presumably  the 
crystalline  material)  is  absorbed  poorly.14 
Mullins  and  Macek  reported  that  the  amor- 
phous powder  of  novobiocin  sodium  is  bio- 
logically active;  however,  it  is  metastable  in 
aqueous  suspension,  reverting  on  standing  to 
a less  soluble,  inactive  crystalline  form.25 

Carlo  and  others  reported  that  the  addi- 
tion of  an  effervescent  base  to  certain  dosage 
forms  containing  either  acetylsalicylic  acid 
or  nitrogen-acetyl-para-aminophenol  resulted 
initially  in  appreciably  higher  plasma  levels 
after  oral  administration  to  humans.6 

Stephens  and  others  found  that  the  salt, 
PELS,  retains  97.3  per  cent  of  its  activity 
when  heated  with  gastric  juice  for  40  min- 
utes at  37  C.  Oral  administration  of  PELS 
produced  higher  serum  concentrations  in  rats 
than  the  ester,  propionyl  erythromycin. 
These  findings  might  be  due  to  the  very  low 
water  solubility  of  PELS.37  In  view  of  Schan- 
ker’s  work34  which  points  out  that  basic 
drugs  having  pKa’s  of  less  than  eight  are 
readily  absorbed  while  stronger  bases  are 
absorbed  very  slowly,  erythromycin  propio- 
nate and  PELS  should  show  greater  absorp- 
tion than  the  free  base  because  the  pKa  of 


the  propionyl  erythromycin  is  6.9  as  com- 
pared to  8.6  for  the  erythromycin  base. 
These  researchers  also  explain  that  the  use 
of  the  salt,  PELS,  would  not  be  expected  to 
affect  the  absorption  process  greatly,  for  in 
a buffered  system,  such  as  the  intestinal 
contents,  the  ratio  of  ionized  to  un-ionized 
materal  in  solution  would  be  dependent  on 
the  pH  rather  than  on  the  form  adminis- 
tered.37 

High  serum  levels  were  reported  when 
chloramphenicol  palmitate  was  administered 
orally  to  humans.  Findings  obtained  indicate 
a close  relationship  between  the  rate  of  hy- 
drolysis of  chloramphenicol  esters  and  the 
rate  of  intestinal  absorption.  The  hydrolysis 
rate  appears  to  be  dependent  on  the  chemical 
nature  of  the  ester,  its  state  of  physical  sub- 
division, and  the  “wettability”  of  the  drug. 
When  the  velocity  constants  for  hydrolysis 
of  the  palmitate  and  the  stearoylglycolate 
esters  are  compared,  it  appears  that  the 
palmitate  is  more  readily  hydrolyzed  by  pan- 
creatic esterases  while  the  stearoylglycolate 
is  more  readily  hydrolyzed  in  alkali.  The 
palmitate  and  stearate  esters,  when  admin- 
istered orally  in  finely  divided  suspensions, 
both  produced  good  blood  levels;  however, 
the  benzoate  ester  was  purely  absorbed.  The 
results  given  in  the  study  indicate  that  the 
palmitate  suspension  produces  higher  blood 
levels  than  either  the  chloramphenicol  or 
stearoylglycolate  preparations,  although  it 
should  be  stated  that  the  total  urinary 
through-put  over  a longer  time  period  is 
about  the  same  in  all  three  cases.15 

Influence  of  Adjuvants 

The  effect  of  adjuvants  such  as  sucrose, 
dextrose,  glycerin,  propylene  glycol  and  al- 
cohol on  the  gastrointestinal  absorption  of 
sodium  pentobarbital  and  pentylenetetrazol 
(Metrazol)  in  mice  has  been  reported.  Su- 
crose, dextrose,  and  glycerin  in  concentra- 
tions above  10  per  cent  were  found  to  in- 
hibit the  absorption  of  the  drugs  by  a purely 
local  mechanism.  Alcohol  in  concentrations 
of  10  per  cent  or  more  was  shown  to  enhance 
the  action  of  the  sodium  pentobarbital  and 
decrease  the  action  of  pentylenetetrazol ; both 
actions  being  systemic.  The  authors  indicate 
that  there  can  be  an  interaction  between  ve- 
hicle ingredients  as  illustrated  by  a mixture 
of  sucrose  which  interferes  with  absorption 
and  alcohol  which  synergizes  with  sodium 
pentobarbital.  Data  presented  indicate  that 
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the  interaction  phenomenon  behaves  like  a 
true  mutual  antagonism.16 

The  results  of  studies  have  been  published 
on  the  evaluation  of  tetracycline  prepara- 
tions using  11  investigational  and  four  com- 
mercial tetracycline  preparations  in  carefully 
controlled  small  groups  of  healthy  adults, 
each  serving  as  his  own  control  in  two  or 
four  phases  of  the  investigations.  Dicalcium 
phosphate  (a  possible  tablet  or  capsule  dilu- 
ent) was  found  to  reduce  the  serum  concen- 
trations that  result  from  the  administration 
of  tetracycline  hydrochloride  or  the  tetra- 
cycline phosphate  complex  in  equal  degree. 
The  investigators  reported  that  the  tetra- 
cycline phosphate  complex,  tetracycline  in 
combination  with  glucosamine,  tetracycline 
with  citric  acid  and  tetracycline  with  disodi- 
um versenate  (a  powerful  chelating  agent) 
do  not  give  serum  concentrations  higher  than 
those  observed  after  the  administration  of 
tetracycline  hydrochloride  alone.  The  best 
preparation  appears  to  be  the  unembellished 
tetracycline  hydrochloride.  However,  the  au- 
thors state  that  the  magnitude  of  observed 
differences  among  these  tetracycline  prepa- 
rations are  largely  of  academic  interest  and 
have  little,  if  any,  significance  in  terms  of 
tetracycline  therapy.3  In  another  study  the 
absorption  of  tetracycline  hydrochloride  was 
compared  to  the  absorption  of  this  drug 
when  given  with  d-glucosamine  hydrochlor- 
ide and  with  citric  acid.  The  absorption  of 
the  hydrochloride  also  was  compared  with 
that  for  tetracycline  phosphate  complex.  The 
results  obtained  by  means  of  excretion  rate 
measurements  indicate  that  essentially  ab- 
sorption was  the  same  for  all  preparations. 
This  finding  is  in  accord  with  some  results 
previously  reported  and  in  conflict  with  oth- 
ers.28 

In  a recent  report  on  the  binding  of  or- 
ganic electrolytes  by  a nonionic  surface  ac- 
tive agent,  it  was  shown  that  the  cationic 
forms  of  chlorpromazine  hydrochloride,  pro- 
methazine hydrochloride,  tetracaine  hydro- 
chloride, methylrosaniline  chloride,  and  do- 
decylpyridinium,  and  anions  such  as  naphtha- 
lenesulfonate  and  methyl  orange  were  bound 
to  the  nonionic  surface  active  agent,  poly- 
sorbate  80.  It  was  concluded  that  in  some  in- 
stances the  degree  of  interaction  is  sufficient 
to  suggest  that  the  surface  active  agent 
might  have  considerable  influence  on  the  sta- 
bility and  availability  of  ionic  drugs  in  phar- 
maceutic dosage  forms.17 

Studies  of  penicillin  V absorption  were 


conducted  on  five  normal,  healthy  young 
men  during  and  after  daily  oral  dosing  of 
12  gm.  of  neomycin.  The  administration  of 
the  latter  antibiotic  reduced  serum  penicillin 
concentration  and  urinary  recovery  of  peni- 
cillin to  less  than  50  per  cent  of  control  val- 
ues. A return  to  normal  levels  was  apparent 
six  days  after  neomycin  was  discontinued. 
The  authors  state  that  the  absorption  of  po- 
tassium penicillin  V is  so  reduced  during  the 
oral  use  of  neomycin  that  its  therapeutic  ef- 
ficacy may  be  severely  compromised.7 

The  inhibition  of  antacid  activity  has  been 
found  with  some  commonly  used  antacids 
when  polypeptides  were  added  to  the  arti- 
ficial gastric  fluids  during  an  in  vitro  in- 
vestigation of  the  drugs.  The  authors  point 
out  that  the  antacid  activity  of  a number  of 
dosage  forms  could  be  completely  curtailed 
if  similar  conditions  are  encountered  in  the 
human  system.10 

Corn  oil  and  diets  containing  a high  con- 
tent of  fat  have  been  shown  to  improve  the 
absorption  of  a slightly  soluble  drug.8- 19 


Influence  of  Dosage  Form, 

Method  of  Manufacture 

Although  it  is  often  necessary  for  the  phy- 
sician to  use  a particular  type  of  dosage  form 
for  a specific  treatment,  he  must  be  cog- 
nizant of  the  fact  that  there  can  be  signifi- 
cant differences  in  stability  and  availability 
of  a given  drug  when  changes  are  made  from 
one  “brand”  to  another  or  from  one  dosage 
form  to  another.  Generally,  a drug  has  a 
longer  shelf  life  in  the  dried  powder  form 
than  in  the  liquid  state.  However,  there  are 
a number  of  exceptions.  Certain  powdered 
drugs  can  exist  in  several  crystalline  forms 
(polymorphs)  and  each  of  these  has  defi- 
nite activity  and  stability  characteristics. 

Usually,  the  availability  of  a drug  for  ab- 
sorption decreases  in  the  following  order: 
solutions  > suspensions  > capsules  > com- 
pressed tablets.  Again,  changes  in  this  order 
may  occur  for  a number  of  reasons;  how- 
ever, such  alterations  are  considered  excep- 
tions.27 It  was  stated  in  the  Part  I of  this  re- 
view that  certain  coated  tablets  of  riboflavin 
did  not  afford  full  physiologic  availability 
because  the  disintegration  times  for  the  prod- 
ucts were  too  long.  In  addition,  it  was  point- 
ed out  that  a dose  of  a given  drug  distributed 
among  many  enteric  coated  pellets  might  be 
more  reliable  than  a dose  given  as  a single 
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enteric  coated  tablet.9  In  comparing  the  ab- 
sorption of  five  penicillin  V dosage  forms, 
Putman  found  that  penicillin  V acid  oral 
suspension  afforded  the  highest  (one  hour) 
initial  blood  concentration;  however,  in  this 
product  the  drug  had  the  shortest  duration. 
The  capsule  form  of  the  antibiotic  produced 
concentrations  after  one  hour  that  were  al- 
most as  great  as  the  suspension  and  greater 
than  penicillin  V acid  tablets.30  Boger  re- 
ported that  tetracycline  hydrochloride  encap- 
sulated in  hard  gelatin  has  a slight  but  defi- 
nite depressant  effect  upon  the  serum  drug 
levels.3  When  the  blood  griseofulvin  levels 
were  determined  four  hours  after  human 
subjects  ingested  equal  doses  of  the  drug  as 
tablets  or  suspensions,  it  was  found  that  the 
griseofulvin  was  absorbed  more  rapidly  from 
the  suspensions  than  from  the  tablets.1 

Amorphous  novobiocin  acid  is  instable  in 
aqueous  suspensions,  reverting  on  standing 
to  a less  soluble,  inactive  crystalline  form. 
However,  the  amorphous  calcium  novobiocin 
is  fully  biologically  active  and  stable  in  aque- 
ous media  even  after  24  months  of  storage 
at  room  temperature  and  at  37  C.25 

Ross  reported  that  four  infants  with  iron 
deficiency  anemia  did  not  respond  to  a popu- 
lar macromolecular  iron  carbohydrate  com- 
plex. The  product  is  reported  to  be  iron  se- 
questered within  a polymerized  carbohydrate 
of  high  molecular  weight  derived  from  su- 
crose. This  investigator  states  that  the  fail- 
ure to  respond  to  the  dosage  form  either  was 
because  of  the  inability  of  the  infants’  gas- 
trointestinal tracts  to  split  the  tightly- 
bounded  iron  from  the  macromolecule  or  be- 
cause the  iron  in  the  preparation  was  pre- 
dominantly trivalent.  There  is  a possibility 
that  both  factors  contribute  simultaneously 
to  the  failure.  When  the  infants  were  admin- 
istered ferrous  sulfate  their  condition  im- 
proved rapidly.33 

The  Toronto  (Ontario)  Star  and  Texas 
Pharmacy  recently  carried  an  article  con- 
cerning a physician’s  experience  with  a ge- 
neric drug.  A patient  with  diabetes  who  had 
been  receiving  the  brand  name  drug  Moben- 
ol* requested  a less  expensive  brand  of  the 
same  medicine.  The  physician  and  pharma- 
cist agreed  to  supply  him  with  a nonbrand 
name  variety  of  the  drug  under  its  “generic” 
name  tolbutamide.  The  patient  had  been  suc- 
cessfully controlling  his  diabetes  for  11 
months  with  Mobenol ; however,  when  he  be- 


*Mobenol is  a Canadian  product  manufactured  by 
Frank  Horner  Co. 


gan  taking  the  generic  equivalent  his  blood 
sugar  concentration  increased  to  a dangerous 
level.  When  the  manufacturers  of  Mobenol 
were  questioned  about  the  tablets  they  indi- 
cated that  the  products  were  not  theirs.  They 
also  stated  that  the  tablets  contained  the  cor- 
rect amount  of  tolbutamide;  however,  they 
did  not  dissolve  when  subjected  first  to  stom- 
ach juices  for  45  minutes  and  then  to  intesti- 
nal juices  for  another  hour.  The  physician  in 
the  case  emphasized  to  the  editor  of  the  Ca- 
nadian Medical  Association  Journal  that  this 
experience  does  not  indicate  that  all  or  even 
most  of  the  generic  drugs  are  unreliable; 
however,  he  did  say  that  “until  existing  reg- 
ulations allowing  the  import  into  Canada  and 
distribution  and  sale  at  discount  prices  of 
untested  drugs  are  altered,  I will  not  pre- 
scribe any  drug  without  specifying  a brand 
or  manufacturer.”  The  article  further  reads, 
“It  does  make  one  wonder  how  many  product 
failures  occur  in  other  circumstances  where 
the  results  are  less  obvious.”2 

In  a communication  on  inactive  predni- 
sone tablets,  USP  XVI,  it  was  shown  that 
the  method  of  manufacturing  of  a dosage 
form  can  significantly  affect  the  availability 
of  the  active  ingredient.  A woman  suffering 
from  familial  Mediterranean  fever  with  re- 
peated episodes  of  clinical  peritonitis  re- 
sponded well  to  the  use  of  oral  prednisone  in 
amounts  of  20  mg.  in  a 24-hour  period  for 
the  first  two  or  three  days.  However,  on 
one  occasion  after  receiving  another  “brand” 
tablet  of  the  drug  in  a dosing  schedule  of 
5 mg.  four  times  a day  for  72  hours,  the  pa- 
tient received  no  clinical  manifestations  from 
the  medication.  When  the  patient  immedi- 
ately was  transferred  to  the  brand  of  predni- 
sone used  previously,  there  was  almost  com- 
plete resolution  of  the  clinical  syndrome.  Al- 
though the  inactive  tablets  assayed  satisfac- 
torily and  met  the  USP  requirement  for  the 
disintegration  time,  dissolution  rates  for  the 
products  were  much  longer  than  those  for 
the  active  tablets.  The  results  summarized 
in  Table  2 show  that  the  effective  tablets 
released  50  per  cent  of  their  content  more 
than  20  times  as  rapidly  as  the  ineffective 


Table  2. — Results  of  Disintegration  and  Solution 
Tests. 


USP  XVI 

Disintegration 

Av.  Time 

Predni- 

Disintegration 

Time 

for  50% 

sone 

Time 

(without 

of  Drug  to 

Tablets 

(with  disk) 

disk) 

dissolve±  SD 

Active 

< 6 min. 

< 6 min. 

4.3±1.3  min. 

Inactive 

< 6 min. 

1-2  hrs. 

100±53  min. 
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products.  The  authors  state  that  this  study 
provides  additional  evidence  to  support  pre- 
vious studies  suggesting  that  the  USP  dis- 
integration time  test  should  be  re-evaluated 
as  a means  of  predicting  accurate  physiologic 
availability  in  vivo.  The  fact  that  a dissolu- 
tion rate  test  gives  data  for  a given  drug 
which  appears  to  be  in  qualitative  agreement 
with  clinical  experiences  or  observations  does 
not  mean  that  the  particular  test  necessarily 
will  be  applicable  to  predict  physiologic 
availability  from  tablets  of  other  medica- 
ments.5 Each  drug  and  each  dosage  form  of 
a drug  must  be  studied  individually. 

For  other  examples  of  how  dosage  form 
variations  may  affect  the  physiologic  avail- 
ability of  a given  drug  and  for  indications 
of  where  and  how  standards  for  drug  prod- 
ucts should  be  improved,  the  reader  is  ad- 
vised to  consult  the  literature  listed  under 
references.22- 23 

— Jaime  N.  Delgado,  Ph.D.,  and 
Frank  P.  Cosgrove,  Ph.D., 
College  of  Pharmacy, 

The  University  of  Texas. 
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Academy  of  Internal  Medicine 
To  Meet  in  San  Antonio 

The  Texas  Academy  of  Internal  Medicine 
will  hold  its  annual  meeting  Dec.  14  at  the 
St.  Anthony  Hotel  in  San  Antonio. 

Registration  will  begin  at  8 :45  a.m.  in  the 
Peraux  Room. 

Topics  to  be  discussed  at  the  morning  ses- 
sion include  “Modern  Trends  in  Virus  Diag- 
nosis” by  S.  S.  Kalter,  Ph.D.,  chairman  of  the 
Department  of  Microbiology  of  the  South- 
west Foundation  for  Research  and  Education 
in  San  Antonio;  “Adrenal  Suppression  by 
Aerosol  Steroid  Inhalation”  by  Capt.  William 
R.  Linder  of  Brooke  General  Hospital,  Fort 
Sam  Houston;  “Percutaneous  Renal  Biopsy 
at  Brooke  General  Hospital”  by  Capt. 
Charles  E.  Felger  of  Brooke  General  Hos- 
pital; “Renal  Vascular  Hypertension:  Ex- 
perience and  Approaches  to  the  Problem  at 
Wilford  Hall  USAF  Hospital”  by  Capt.  John 
J.  McPhaul  of  the  Wilford  Hall  USAF  Hos- 
pital, San  Antonio;  and  “Medical  Problems 
in  Missile  Operations”  by  Maj.  Robert  H. 
Lang,  chief  of  the  Preventive  Medicine  De- 
partment of  the  USAF  School  of  Aerospace 
Medicine  at  Brooks  Air  Force  Base. 

After  a business  meeting,  speeches  will  re- 
sume at  2 p.m.  Afternoon  topics  include 
“Anomalous  Venous  Return  to  the  Heart” 
(color  movie)  presented  by  Capt.  John  A. 
Shoener  of  Wilford  Hall  USAF  Hospital; 
“Benign  Paroxysmal  Ventricular  Tachy- 


Jewelry Charm  Sale  Will  Benefit  AMA-ERF 

A charm  displaying 
the  official  seal  of  the 
Woman’s  Auxiliary  to 
the  Texas  Medical  As- 
sociation is  being  of- 
fered for  sale  by  the 
Auxiliary  with  pro- 
ceeds going  to  the 
American  Medical  Association  Education 
and  Research  Foundation. 

Three  styles  of  charms  are  available, 
including  a 14  carat  yellow  gold  one  for 
$25.20;  a gold-filled  one  for  $8.69,  and  a 
sterling  silver  model  for  $6.16.  Orders 
should  be  directed  to  the  Auxiliary  Office, 
Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin.  Checks  should 
be  made  payable  to  AMA-ERF. 


cardia,”  Capt.  S.  David  Ross  of  Brooke 
General  Hospital ; “Studies  on  the  Hypo- 
gravic  State”  by  Maj.  Perry  B.  Miller  of  the 
USAF  School  of  Aerospace  Medicine;  “Ori- 
gins of  Hirsutism  and  Virilism”  by  Dr.  Jo- 
seph W.  Goldzieher,  chairman  of  the  De- 
partment of  Endocrinology  of  the  Southwest 
Foundation  for  Research  and  Education; 
“Bronchogenic  Carcinoma  Simulating  Hyper- 
parathyroidism” by  Capt.  David  M.  Taylor 
and  Maj.  Arnold  W.  Siemsen  of  Brooke  Gen- 
eral Hospital ; and  “Recent  Advances  in  In- 
fectious Hepatitis”  by  Capt.  William  D.  Hil- 
lis,  chief  of  the  Epidemiology  Division  of 
the  USAF  Epidemiological  Laboratory. 

Texas  Internists  To  Hold 
Meeting  in  San  Antonio 

A regional  meeting  of  specialists  in  in- 
ternal medicine  will  be  held  Dec.  15  at  the 
St.  Anthony  Hotel  in  San  Antonio. 

The  session,  one  of  the  postgraduate  edu- 
cation activities  of  the  American  College  of 
Physicians,  will  stress  newer  aspects  in  the 
treatment  of  diseases. 

Special  guests  will  include  Dr.  Thomas  M. 
Durant,  Philadelphia,  Pa.,  president-elect  of 
the  American  College  of  Physicians  and 
Chairman  of  the  Department  of  Medicine  at 
Temple  University  School  of  Medicine;  and 
Dr.  Edward  C.  Rosenow,  Jr.,  Philadelphia, 
Pa.,  executive  director  of  the  College. 

Dr.  Hatch  W.  Cummings,  Jr.,  Houston, 
College  representative  for  Texas,  is  in  gen- 
eral charge  of  the  meeting.  Dr.  W.  W.  Bon- 
durant,  Jr.,  San  Antonio,  is  chairman  of  the 
arrangements-program  committee. 

San  Antonio  Pathologists 
To  Hear  Dr.  Foote 

The  20th  annual  tumor  seminar  of  the 
San  Antonio  Society  of  Pathologists  will  be 
held  at  the  Auditorium  Building  1026, 
Brooke  General  Hospital,  San  Antonio,  on 
Dec.  7 from  9 a.m.  to  4 p.m. 

Guest  speaker  will  be  Dr.  Frank  W.  Foote, 
Jr.,  chairman  of  the  Department  of  Pathol- 
ogy, Memorial  Center  for  Cancer  and  Allied 
Diseases,  New  York  City. 

Slide  sets  may  be  obtained  from  the  secre- 
tary-treasurer, Dr.  D.  L.  Galindo,  515  Mo- 
rales St.,  San  Antonio,  at  a cost  of  $7.50 
per  set.  Checks  should  be  made  payable  to 
San  Antonio  Society  of  Pathologists. 
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17  Speakers  Announced 

For  International  Medical  Assembly 

Seventeen  guest  speakers  have  been  se- 
cured for  the  28th  annual  session  of  the 
International  Medical  Assembly  of  South- 
west Texas.  The  meeting  will  be  held  at  the 
Granada  Hotel  in  San  Antonio  Jan.  30  to 
Feb.  1,  according  to  the  president,  Dr.  Wil- 
liam M.  Center  of  San  Antonio. 

Speakers  for  the  postgraduate  assembly 
will  be  Dr.  Adolph  B.  Loveman,  Dermatol- 
ogy, Louisville;  Dr.  Gordon  McHardy,  In- 
ternal Medicine,  New  Orleans;  Dr.  Douglas 
G.  Cameron,  Internal  Medicine,  Montreal, 
Can. ; Dr.  Jorge  Espino-Vela,  Internal  Medi- 
cine, Mexico,  D.F. ; Dr.  William  Parson,  In- 
ternal Medicine,  Charlottesville,  Va. ; Dr. 
John  Parks,  Obstetrics  and  Gynecology, 
Washington,  D.C. ; Dr.  Joseph  S.  Haas,  Oph- 
thalmology, Chicago ; Dr.  Marcus  J.  Stewart, 
Orthopedic  Surgery,  Memphis,  Tenn. ; Dr. 
Edward  A.  Gall,  Pathology,  Cincinnati, 
Ohio;  Dr.  Richmond  S.  Paine,  Pediatrics, 
Washington,  D.C.;  Dr.  Jack  R.  Ewalt,  Psy- 
chiatry, Boston;  Dr.  Robert  F.  Feltman, 
Radiology,  Miami,  Fla. ; Dr.  George  T.  Pack, 
Surgery,  New  York  City;;  Dr.  Mark  M.  Ra- 
vitch,  Surgery,  Baltimore;  Dr.  Thomas  H. 
Burford,  Thoracic  Surgery,  St.  Louis,  Mo. ; 
Dr.  James  F.  Glenn,  Urology,  Winston- 
Salem,  N.C.;  and  Col.  John  P.  Stapp,  Aero- 
space Medicine,  USAF,  MC,  Brooks  Air 
Force  Base,  Texas. 

In  addition  to  the  scientific  program,  there 
will  be  many  social  events  for  the  physician 
and  wife. 

Those  interested  in  receiving  further  in- 
formation or  registering  may  write  Mr.  S.  E. 
Cockrell,  Jr.,  Executive  Secretary,  202  West 
French  Place,  San  Antonio  78212. 

Wichita  County  Society 
Announces  Scholarship 

A scholarship  fund  in  the  amount  of  $19,- 
899.17  at  Midwestern  University,  Wichita 
Falls,  has  been  announced  by  the  officials 
of  the  Wichita  County  Medical  Society.  The 
money  represents  profits  derived  from  con- 
tributions to  the  polio  campaigns  in  that 
county. 

The  scholarship  fund  will  finance  annual 
scholarships  to  outstanding  students  in  para- 
medical fields.  A small  amount  has  been 
set  aside  for  a period  of  three  years  for  a 
medical  lectureship. 


Dallas  County  Society 
Awards  18  Scholarships 

Eighteen  students  seeking  medical  educa- 
tion have  received  grants  of  $300  each  from 
the  Dallas  County  Medical  Society. 

The  first  of  the  annual  grants  for  study 
in  health  career  fields  were  created  from 
funds  voluntarily  contributed  by  the  public 
in  the  recent  Sabin  oral  polio  vaccine  drive. 
With  public  and  private  donations  offsetting 
a large  portion  of  expenses  incurred  in  the 
campaign,  the  society  had  funds  remaining 
to  create  the  first  of  the  revolving  scholar- 
ships. 

“Since  they  were  public  funds,”  Dr.  Ben 
A.  Merrick,  president  of  the  society,  said, 
“the  society  felt  the  monies  could  best  be 
used  in  the  interest  of  health  for  the  entire 
community.” 

Seeking  to  emphasize  the  medical  profes- 
sion’s need  for  more  staff  personnel,  the 
society  concentrated  the  first  scholarship 
awards  in  the  nursing,  technical,  and  phar- 
maceutical fields. 

New  Books  in  TMA  Library 

Transactions  of  the  Ophthalmological  Societies  of 
the  United  Kingdom,  London,  J.  & A.  Churchill  Ltd., 
vol.  82,  1962. 

Page,  R.  C. : Occupational  Health  and  Mantalent 
Development,  Berwyn,  111.,  Physicians’  Record  Co., 
1963. 

Travis,  J.  M.:  Of  Many,  One,  Jacksonville,  Tex., 
Kiely  Printing  Co.,  1963. 

Christensen,  H.  N.:  pH  and  Dissociation,  Phila- 
delphia, W.  B.  Saunders  Co.,  1963. 

Ciba  Foundation  Study  Group  No.  15:  Pathogen- 
esis of  Leprosy,  Boston,  Little,  Brown  & Co.,  1963. 

Ciba  Foundation:  Man  and  His  Future,  Boston, 
Little,  Brown  & Co.,  1963. 

Eldridge,  W.  B.:  Narcotics  and  the  Law,  New 
York,  University  Press,  1962. 

Grollman,  A.:  Functional  Pathology  of  Disease, 
2nd  ed.,  New  York,  McGraw-Hill  Book  Co.,  Inc., 
1963. 

Glueck,  S.:  Law  and  Psychiatry,  Baltimore,  Johns 
Hopkins  Press,  1962. 

Licht,  S.:  Medical  Hydrology,  Baltimore,  Waverly 
Press,  Inc.,  1963. 

Maurer,  D.  W.:  Narcotics  and  Narcotic  Addiction, 
2nd  ed.,  Springfield,  111.,  Charles  C Thomas,  1962. 

Siegal,  L.  J. : Forensic  Medicine,  New  York,  Grune 
& Stratton,  Inc.,  1963. 

Schur,  E.  M.:  Narcotic  Addiction  in  Britain  and 
America,  Bloomington,  Ind.,  Indiana  University 
Press,  1962. 

Stamey,  T.  A.:  Renovascular  Hypertension,  Bal- 
timore, Williams  & Wilkins  Co.,  1963. 

Last,  R.  J.:  Anatomy  Regional  and  Applied,  Bos- 
ton, Little,  Brown  & Co.,  1954. 

Bremer,  J.  L.:  Congenital  Anomalies  of  the  Vis- 
cera; Their  Embryological  Basis,  Cambridge,  Har- 
vard University  Press,  1957. 
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Morton,  D.  J.:  Manual  of  Human  Cross  Section 
Anatomy,  Baltimore,  Williams  & Wilkins  Co.,  1944. 

Kaplan,  E.  B.:  Functional  ancl  Surgical  Anatomy 
of  the  Hand,  Philadelphia,  J.  B.  Lippincott  Co.,  1953. 

Boyden,  E.  A.:  Segmental  Anatomy  of  the  Lungs, 
New  York,  McGraw-Hill  Book  Co.,  1955. 

Human  Aging,  No.  986,  Washington,  D.C.,  U.S. 
Department  of  Health,  Education,  and  Welfare,  U.S. 
Public  Health  Service,  1963. 

Anderson,  0.  W.:  Changes  in  Family  Medical  Care 
Expenditures  and  Voluntary  Health  Insurance,  Cam- 
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Book  Notes 

Books  reviewed  in  this  column  are  available  from  TMA  Me- 
morial Library. 

Pediatric  Cardiology.  2nd  Ed.  By  Alexander  S.  Na- 
das,  M.D.,  828  pp.  Philadelphia,  W.  B.  Saunders 
Co.,  1963.  $16. 

This  IS  an  excellent,  comprehensive  book  on 
congenital  heart  disease  by  an  authority  in 
the  field. 

It  is  prepared  in  a methodical,  readable, 
and  rather  informal  style.  It  is  current  and 
leaves  very  little  to  be  desired  in  the  way  of 
information  concerning  congenital  heart  dis- 
ease. 

It  is  recommended  for  those  interested  in 
a comprehensive  text  as  up-to-date  as  is  pos- 
sible in  this  rapidly  moving  field. 

— Gretchen  H.  Runge,  M.D., 

Thomas  M.  Runge,  M.D.,  Austin. 


Epic  of  Medicine.  By  Felix  Marti-Ibanez,  M.D.  294 
pp.  New  York,  Clarkson  N.  Potter,  Inc.,  1962.  $15. 

This  author  has  the  ability  to  make  the 
reader  relive  the  events  that  tell  the  story 
of  medicine.  One  is  kept  aware  of  the  vast 


Hush,  Mother,  and  let  Mr.  Lang  talk. 


struggle  that  took  place  in  the  military  and 
in  commerce  and  religion  with  the  interre- 
lating influences  of  one  on  the  other.  The 
rise  and  fall  of  civilizations  complicated  the 
progress  of  medicine.  Medical  information 
was  transferred  to  Constantinople  from 
Greece  and  thence  to  Arabia  and  back  again 
to  Rome.  With  the  corrupting  practices  in 
the  Roman  Empire  came  its  destruction  by 
invaders  from  the  north,  and  the  Dark  Ages 
followed.  Throughout  all  these  transitions 
something  was  added  to  the  practice  of  medi- 
cine. It  evolved  and  changed  in  accordance 
with  the  business,  social,  commercial,  and 
religious  patterns  of  the  peoples  involved. 
The  influence  of  Arabian  medicine  in  Spain 
was  not  without  impact. 

The  tragic  and  unhealthy  conditions  under 
which  anatomists  worked  demonstrated  the 
importance  with  which  the  human  mind  is 
wedded  to  learning  the  truth.  Unfortunately, 
some  anatomists  were  never  to  enjoy  the 
fruits  of  their  discoveries.  The  “Fabrica” 
corrected  over  200  Galenic  errors  in  anato- 
my, arousing  a tempest  of  unprecedented  vio- 
lence. It  opened  the  way  for  a new  scientific 
approach.  The  author,  Vesalius,  was  attacked 
by  scholars;  and  fearful  of  the  authority  of 
the  church,  he  left  Padua  and  took  refuge 
with  the  Emperor  Charles  V.  Vesalius  died 
probably  of  typhoid  in  1564  following  ship- 
wreck on  an  Ionian  island. 

The  rich  and  prosperous  Baroque  age  was 
also  one  of  progress  for  medicine.  Harvey’s 
circulation  of  the  blood,  Leeuwenhoek’s  mi- 


Volume  59,  NOVEMBER,  1963 


1115 


croscope,  Malpighi’s  founding  of  histology, 
and  the  work  of  Thomas  Sydenham  in  par- 
ticular helped  bring  medicine  back  to  the 
principles  of  Hippocrates.  The  rich  rewards 
in  medical  progress  were  equaled  in  archi- 
tecture, art,  music,  and  the  sciences.  Chem- 
ists made  their  contributions,  and  many  paid 
with  their  lives  in  that  epoch  of  change. 

Appraisal  of  this  work  would  not  be  com- 
plete without  mention  of  the  ability  of  the 
author  to  place  medicine  in  perspective  as 
it  was  practiced  and  to  relate  it  to  the  time 
the  individual  lived,  worked,  and  functioned 
as  a contributor  to  his  society.  It  is  notable 
that  artists  like  Leonardo  da  Vinci  contrib- 
uted many  anatomical  drawings  that  have 
enhanced  medical  progress  down  to  present 
times. 

Beginning  with  Ambroise  Pare,  military 
medicine  was  distinguished  from  other  medi- 
cal practice.  The  development  of  the  ambu- 
lance during  the  time  of  Napoleon  was  a 
step  in  this  direction. 

The  development  of  modern  methods  of 
handling  mental  patients  and  mental  disease 
by  Pinel  of  France  set  in  motion  one  of  the 
most  humanitarian  movements  in  medicine 
which  is  still  to  see  its  greatest  fruition. 

— Joe  C.  Rude,  M.D.,  Austin. 


Medical  Department  of  the  United  States  Army 
Preventive  Medicine  in  World  War  II.  Vol.  VI, 
Communicable  Diseases.  Edited  by  Col.  John  Boyd 
Coates,  Jr.,  Ebbe  Curtis  Hoff,  and  Phebe  M.  Hoff. 
642  pp.  Washington,  D.  C.,  Department  of  the 
Army,  1963. 

This  book  is  a comprehensive  review  of  the 
entire  malaria  problem  on  a global  scale.  It 
takes  one  from  New  Guinea  where  the  Ano- 
pheles farauti  problem  must  be  dealt  with 
to  the  parasitology  classroom  of  the  Army 
School  of  Malariology  at  Fort  Clayton,  Canal 
Zone.  Here  one  may  learn  the  many  and 
diverse  areas  in  danger  from  malaria 
throughout  the  tropical  portions  of  the 
world.  The  book  deals  with  aerosol  insecti- 
cide dispensers,  the  spraying  of  DDT  oil 
solution  from  airplanes,  the  knapsack-type 
sprayer  developed  by  the  Engineers  Corps. 
Hand  sprayers  are  used  to  control  mosqui- 
toes in  barracks,  and  illustrations  show  skid- 
mounted  sprayers  using  gasoline-powered 
sprayers.  The  Army’s  experiences  in  control- 
ling malaria  are  portrayed  in  the  South  Pa- 
cific, Ledo,  Assam,  Burma,  India,  Italy,  and 
in  the  southern  part  of  the  United  States. 
An  indication  of  the  types  of  breeding  places 


and  the  modes  of  control  available  make  this 
book  an  invaluable  guide.  The  Philippines, 
Japan,  Africa,  and  remote  islands  are  pre- 
sented in  view  of  their  future  importance  to 
us.  The  discussion  of  climatic  conditions 
throughout  the  world  and  the  influence  of 
season  changes  on  the  malarial  control  prob- 
lem are  brought  into  focus.  The  identifica- 
tion methods  of  the  vectors  in  each  region  is 
important.  Procurement  problems  and  the 
problem  of  educating  an  entire  military  es- 
tablishment are  presented.  Controls  which 
have  proved  effective  are  described  in  this 
publication. 

— Joe  C.  Rude,  M.D.,  Austin. 


Sea  Within;  Story  of  Our  Body  Fluid.  By  William 
D.  Snively,  Jr.,  M.D.,  150  pp.  Philadelphia,  J.  B. 
Lippincott  Co.,  1960. 

This  book  is  intended  primarily  for  the 
great  number  of  laymen  who  are  intrigued 
by  the  scientific  aspects  of  human  life.  It 
may  also  be  of  interest  to  physicians,  nurses, 
technicians,  dietitians,  and  students  as  back- 
ground reading  for  technical  treatises  on 
body  fluid. 

Atlas  of  Vascular  Surgery.  By  Falls  B.  Hershey, 
M.D.,  and  Carl  H.  Caiman,  M.D.  307  pp.  St.  Louis, 
C.  V.  Mosby  Co.,  1963.  $18. 

Especially  for  residents  in  surgery,  this 
book  should  prove  extremely  useful.  Al- 
though vascular  surgery  has  been  a rapidly 
changing  field,  it  has  probably  matured  to 
an  extent  that  will  allow  this  work  to  remain 
valuable  for  a long  time. 

The  simplicity  and  readability  of  the  text 
and  the  clearness  of  the  illustrations  are  the 
outstanding  assets  of  this  atlas.  It  is  well 
organized  and  indexed. 

Most  of  the  standard  diagnostic  proced- 
ures are  well  covered  as  are  the  operative 
techniques.  Perhaps  more  coverage  could 
have  been  given  to  the  use  of  vein  grafts 
which  in  many  instances  are  the  substitute 
of  choice. 

A useful  appendix  with  varying  ancillary 
subjects  is  included.  Although  the  bibliog- 
raphy is  limited,  several  of  the  more  impor- 
tant references  are  noted.  This  book  would 
be  helpful  to  anyone  interested  in  treating 
vascular  disease. 

— Jim  H.  Calhoon,  M.D.,  Austin. 
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Psychiatrists  Analyze 
Comic  Strip  Characters 

Certain  basic  themes,  such  as  parent-child 
conflict  or  the  desire  for  adventure,  increase 
the  appeal  of  comic  strips,  according  to  two 
psychiatrists  in  the  July-September  issue  of 
Tufts  Folia  Medica.  The  authors,  Drs.  Stan- 
ley H.  Cath  and  Bruce  Fischberg,  tell  how 
these  themes  are  developed  in  certain  comics. 

In  “Popeye,”  the  spinach-mother-breast 
equation,  or  strength  from  oral  incorpora- 
tion theme,  is  thinly  disguised  by  the  gen- 
erally held  distaste  for  spinach,  but  reap- 
pears in  Popeye’s  relationship  with  Olive 
Oyl.  She  frequently  gives  him  the  vital  food, 
and  she  is  the  only  one  who  can  prevail 
over  him. 

Reflecting  the  Oedipus  complex,  Dennis 
the  Menace  “readily  admits  his  transgression 
when  caught  filling  his  father’s  shoes  with 
sand,  but  says  that  he  is  trying  to  disprove 
what  he  has  overheard — that  he  can  never 
fill  his  father’s  shoes.  “Hostility,  anxiety, 
and  guilt,  successfully  camouflaged,  stay 
within  laughable  limits,”  the  authors  explain. 

In  the  reversal  of  the  sexual  roles  theme, 
a weak  man  is  supported  or  outwitted  by  a 
wiser,  more  resourceful  woman.  Pappy  and 
Mammy  Yokum  and  Blondie  and  Dagwood 
are  enduring  examples.  A more  recent  series 
is  “The  Flintstones.” 

According  to  the  authors,  “These  strips 
might  be  interpreted  as  a serialized  bloodless 
castration  joke  ....  The  rationale  of  this 
theme  may  stem  from  the  position  of  su- 
premacy held  by  the  mother  in  the  modern 
family.” 

Closely  related  to  the  Peter  Pan  figure 
theme  is  the  western  strip.  “The  typical  plot 
expresses  the  feeling  of  the  latency  child, 
age  eight  to  twelve,”  say  the  authors.  In 
these  comics,  the  hero  subdues  those  who 
abuse  a virtuous  woman;  but  in  the  final 
scene,  he  rides  off  into  the  sunset,  leaving 
the  beautiful  female  in  splendid  isolation. 
The  authors  state  that  if  control  and  renun- 
ciation of  heterosexuality  is  the  significance 
of  this  dramatic  form,  its  popularity  sug- 
gests a lack  of  psychosexual  maturity  in  the 
American  adult. 

The  omniscient  figure  is  the  theme  devel- 
oped in  the  “Dick  Tracy”  comics.  Murderous 
and  violent  actions  are  brought  under  con- 
trol by  the  indestructible  hero.  The  clever 
criminal  in  this  strip  personifies  that  part 
of  every  human  being  which  struggles 


against  feelings  of  deprivation,  inferiority, 
or  social  indifference,  say  the  authors.  The 
weak,  rejected  child  may  identify  himself 
with  the  criminal  and  reduce  his  feelings  of 
inferiority  and  tension. 

Political  and  philosophical  implications  are 
the  last  theme  which  the  authors  develop. 
According  to  Dr.  Cath  and  Dr.  Fischberg, 
the  level  of  comprehension  of  comics  will  be 
determined  not  only  by  the  reader’s  intelli- 
gence, but  also  by  his  capacity  to  bear  anx- 
iety. Certain  strips,  such  as  “Pogo,”  require 
considerable  intellectual  effort,  which  pro- 
duces a sense  of  impatience  or  irritation  in 
some  readers. 

In  conclusion,  the  authors  say  that  comics 
have  attracted  readers  several  decades  by 
the  same  themes  common  to  both  adult  life 
and  childhood. 


University  Publication 
Reports  Texas  Aged  Care 

Texas’  two  Kerr-Mills  Act  programs  of 
hospital-medical  care  and  nursing  home  serv- 
ices are  described  in  the  July  issue  of  Pub- 
lic Affairs  Comment,  published  by  the  Uni- 
versity of  Texas  Institute  of  Public  Affairs. 
Dr.  Dick  Smith,  government  professor  and 
social  sciences  department  head  at  Tarleton 
State  College,  prepared  the  study  of  “Medical 
Care  for  the  Indigent  Aged : The  Kerr-Mills 
Act  in  Texas.” 

Single  copies  of  Public  Affairs  Comment 
are  free  on  request  from  Institute  of  Public 
Affairs,  University  of  Texas,  Austin. 


NIH  Budget  Cut 
By  $12,000,000 

For  the  first  time  in  a decade  Congress  cut 
the  Administration’s  budget  request  for  the 
National  Institutes  of  Health.  Despite  the 
$12,000,000  cut,  the  NIH  budget  is  still  a 
record  sum  of  $918,500,000.  This  sum  was  a 
compromise  between  the  $912,000,000  first 
voted  by  the  House  and  the  $930,500,000 
Senate  proposal. 

The  appropriations  for  the  Institutes  that 
make  up  NIH  are  mental  health,  $183,200,- 
000 ; general  research,  $163,800,000 ; cancer, 
$144,300,000;  heart,  $132,400,000;  arthritis, 
$113,600,000;  neurology,  $87,600,000;  aller- 
gy, $68,700,000;  and  dental,  $19,600,000. 
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Baylor  Researchers 
Report  on  Two  Drugs 

Researchers  at  Baylor  University  College 
of  Medicine  have  disclosed  their  studies  on 
two  drugs  which  appear  to  hold  promise  in 
medical  treatment. 

One  of  the  drugs,  Pentazocine  or  WIN 
20,228,  exhibits  all  the  pain-killing  charac- 
teristics of  morphine,  but  is  non-addicting. 
This  compound  of  the  benzomorphan  group 
may  fill  the  age-old  need  for  a drug  that  will 
relieve  pain  and  yet  not  cause  the  patient 
to  become  a physical  and  mental  slave  to  it, 
according  to  Dr.  Arthur  S.  Keats,  head  of 
the  Division  of  Anesthesiology  at  Baylor. 
The  three-year  study  of  this  drug,  which  was 
developed  by  Sydney  Archer,  Ph.D.,  assist- 
ant director  of  the  Chemistry  Division,  Sterl- 
ing-Winthrop  Research  Institute,  was  dis- 
closed at  the  American  Chemical  Society 
meeting  in  New  York  Sept.  10. 

The  search  for  a non-addicting  morphine 
substitute  has  been  carried  on  for  80  years 
by  scientists  throughout  the  world.  If  fur- 
ther work  with  Pentazocine  bears  out  pres- 
ent data,  it  will  be  the  first  highly  potent, 
non-addicting,  pain-killing  drug  considered 
safe  to  use.  The  need  is  particularly  evident 
in  extended-treatment  cases. 

In  addition,  three  doctors  in  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  Baylor 
have  found  that  clomiphene,  a drug  which 
has  been  used  in  the  past  to  correct  hormone 
imbalance  in  women,  may  prove  a link  of 
major  importance  in  the  treatment  of  uterine 
cancer.  Similar  to  one  of  the  female  hor- 
mones, clomiphene  is  an  improved  modifica- 
tion of  a drug  discontinued  in  treatment 
about  two  years  ago  because  it  produced  un- 
desirable side  actions. 

Taken  orally,  clomiphene  works  on  the 
pituitary  gland.  “We  must  emphasize,  how- 
ever, that  this  drug  is  not  a cure  for  cancer,” 
one  of  the  doctors  said.  “The  important  thing 
is  that  we  have  reversed  an  end  product  by 
working  on  the  basic  physiology  of  the  pi- 
tuitary. Until  now  in  cases  of  this  type,  we 


have  had  to  rely  on  surgery,  X-ray,  or  pills 
that  work  directly  on  the  lining  of  the  uter- 
us. Clomiphene  gives  us  a tool  to  work  with.” 

Clomiphene,  which  has  not  caused  any  ad- 
verse side  effects  in  the  patients  treated, 
appears  to  help  only  in  cases  of  cancer  of 
the  inner  lining  of  the  uterus. 

Codeine  Abuse  Potential  Low 
Reports  Ad  Hoc  Panel 

Codeine,  one  of  the  few  narcotic  drugs 
with  exempt  status,  has  a “very  low  abuse 
potential,”  according  to  the  report  of  the  Ad 
Hoc  Panel  on  Drug  Abuse  which  was  ap- 
pointed by  President  Kennedy  to  prepare  a 
working  paper  for  the  recent  White  House 
Conference  on  Narcotics  and  Drug  Abuse. 

The  report  reaffirmed  the  relative  safety 
of  codeine,  and  the  president  of  the  Merck 
Chemical  Division,  Dr.  William  H.  McLean, 
said  that  the  occasional  abuse  of  codeine 
cough  preparations  has  little  significance  in 
the  general  drug  abuse  problem. 

“As  a result,  the  Panel  can  find  no  evi- 
dence to  justify  changing  the  existing  ex- 
emption laws  in  order  to  place  all  codeine 
preparations  under  prescription,”  Dr.  Mc- 
Lean stated.  “Also,  the  Panel  recognizes  that 
a drug  with  widespread  and  highly  thera- 
peutic use  like  codeine  should  not  be  re- 
stricted generally  because  of  proportionately 
small  abuse.” 

Alice  Physician  Relaxes 
By  Parachute  Jumping 

“It’s  peaceful  in  a parachute.  Whenever 
I want  to  get  away  from  it  all,  I just  jump 
and  then  float  along  in  the  quiet  air,”  says 
Dr.  Richard  Albert  of  Alice,  Tex. 

The  surgeon  and  amateur  parachutist  has 
been  jumping  for  more  than  three  years, 
according  to  an  article  in  the  Oct.  11  issue 
of  Medical  World  Neivs.  However,  Dr.  Al- 
bert’s busy  schedule  leaves  little  time  for  his 
hobby.  He  averages  about  five  hours  in  the 
operating  room  every  day.  As  county  health 
officer  he  regularly  visits  60  Mexican  victims 
of  Hansen’s  disease  and  supervises  health 
programs  in  the  local  school  system.  He  also 
serves  as  secretary-treasurer  of  the  regional 
medical  society. 

In  addition  to  his  parachuting  hobby,  Dr. 
Albert  is  a pilot,  Boy  Scout  commissioner, 
ornithologist  (he  was  instrumental  in  found- 
ing the  Alice  Wildlife  Refuge) , and  he  serves 
on  the  Texas  Conservation  Council. 
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Recent  Deaths 


DR.  T.  A.  SHAFER 

Dr.  Troy  A.  Shafer,  chairman  of  the  Board 
of  Trustees  of  Texas  Medical  Association, 
died  in  his  sleep  Oct.  9 in  San  Francisco, 
Calif.  The  Harlingen  physician  was  50. 

A native  of  Little  Rock,  Ark.,  Dr.  Shafer 
came  to  Texas  in  1935  to  intern  at  Scott  and 
White  Clinic  in  Temple.  Two  years  later  he 
began  his  practice  in  Harlingen. 

He  was  active  in  local,  state,  and  national 
medical  organizations.  He  had  served  as  pres- 
ident and  secretary  of  his  county  society,  the 
Cameron-Willacy  Counties  Medical  Society, 
and  was  elected  Councilor  of  the  6th  Dis- 
trict in  1950.  He  had  served  as  chairman  of 
the  Committee  on  Public  Relations  and  the 
Committee  on  Rural  Health.  He  was  a for- 
mer member  of  the  Committee  on  Doctor 
Distribution. 

He  was  elected  to  the  TMA  Board  of  Trus- 
tees in  1954  and  became  its  chairman  in 
1962.  As  its  chairman  he  was  a member  of 
the  Committee  on  Orientation  and  was  chair- 
man of  the  Board  of  Publication  of  the  Texas 
State  Journal  of  Medicine. 

Dr.  Shafer  was  a Texas  delegate  to  the 
American  Medical  Association. 

He  belonged  to  Texas  Academy  of  General 
Practice,  Texas  League  for  Health  Educa- 
tion, Texas  Heart  Association,  Southern 
Medical  Association,  American  Society  of 
Clinical  Hypnosis,  American  College  of  Chest 
Physicians,  American  Association  of  Physi- 
cians and  Surgeons,  American  Academy  of 
General  Practice,  and  World  Medical  Associ- 
ation. 

He  was  chief  of  staff  in  1952  of  Valley 
Baptist  Hospital,  Harlingen,  and  was  a char- 
ter member  of  the  staff  of  Knapp  Memorial 
Methodist  Hospital,  Weslaco.  He  was  medi- 
cal advisor  and  director  of  Texas  State  Tu- 
berculosis Hospital  in  Harlingen  from  1947 
to  1951. 

A specialist  in  internal  medicine,  Dr. 
Shafer  received  his  M.D.  degree  in  1935  from 
the  University  of  Arkansas  School  of  Medi- 
cine in  Little  Rock.  Earlier,  he  attended  Lit- 
tle Rock  Junior  College.  He  also  held  a B.S. 
degree  from  the  University  of  Arkansas. 

Interested  in  civic  affairs,  he  had  served 
on  the  board  of  education  in  Harlingen  for 
four  years. 


DR.  T.  A.  SHAFER 


He  was  born  Jan.  3,  1913,  the  son  of  Troy 
Albert  and  Roberta  Coleman  (Snodgrass) 
Shafer.  He  married  the  former  Mildred  Inez 
Gerdes  of  Caldwell  on  July  17,  1936,  in  Tem- 
ple. 

Dr.  Shafer’s  hobbies  included  hunting, 
fishing,  gun  collecting,  photography,  and  lis- 
tening to  classical  music. 

One  of  his  chief  interests  was  the  Masonic 
Lodge.  He  was  past  master  of  Harlingen 
Lodge  1132  AF&AM,  a 32nd  degree  K.C.C.H., 
and  a member  of  the  San  Antonio  Consis- 
tory. He  was  degree  master  of  the  6th  and 
21st  degrees.  The  past  president  of  Harlin- 
gen Scottish  Rite  Association,  he  was  a 
Knights  Templar  and  member  of  the  San 
Benito  Commandery.  He  was  a Red  Knight 
of  Constantine.  A member  of  Alzafar  Shrine 
Temple,  San  Antonio,  and  Rio  Grande  Valley 
Shrine  Club,  he  was  also  past  director  of 
Court  #60,  Royal  Order  of  Jesters,  San  An- 
tonio. 

He  was  a member  of  the  Harlingen  First 
Methodist  Church. 

Survivors  include  his  wife ; two  daughters, 
Mrs.  Ann  Jeffrey  of  New  Orleans  and  Mrs. 
Jean  Moehlman  of  Houston ; one  son,  Troy 
Andrew  Shafer,  Jr.,  of  Harlingen ; and  a sis- 
ter, Mrs.  W.  H.  Rowell  of  Springfield,  Ohio. 
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DR.  J.  V.  HOPKINS 

Dr.  Joseph  V.  Hopkins,  77,  1959  General 
Practitioner  of  the  Year,  died  at  his  Victoria 
home  on  Oct.  2. 

He  was  born  in  Victoria  on  May  8,  1886, 
the  son  of  Dr.  R.  R.  and  Blanche  (Moody) 
Hopkins.  He  attended  school  at  Nazareth 
Academy  and  St.  Joseph’s  in  Victoria,  Edna 
public  school,  and  St.  Edward’s  in  Austin. 
His  medical  schooling  was  at  the  University 
of  Texas  Medical  Branch  and  the  University 
of  Louisville  from  which  he  was  graduated 
in  1908.  He  spent  the  following  year  intern- 
ing at  St.  Mary’s  and  Elizabeth’s  Hospital 
in  Louisville. 

He  met  his  wife,  the  former  Irene  Curran 
of  Louisville,  while  he  was  in  medical  school. 
They  were  married  on  Feb.  14,  1912,  and 
last  year  celebrated  their  golden  wedding  an- 
niversary. 

He  returned  to  practice  medicine  in  Vic- 
toria as  his  father  had  done. 

Dr.  Hopkins  overcame  personal  tragedy 
when  he  learned  to  speak  again  after  surgi- 
cal removal  of  his  larynx.  In  1929,  after  a 
diagnosis  of  cancer,  he  submitted  to  an  op- 
eration which  saved  his  life  but  left  him 
without  his  speech.  He  returned  to  his  prac- 
tice, communicating  with  his  patients  by 
writing  notes.  Painstakingly  he  labored  to 
learn  to  speak  again  by  swallowing  air  and 
then  forcing  it  back  up  with  his  stomach 
muscles,  forming  words  with  tongue  against 
teeth. 

Having  mastered  his  “second”  voice,  he 
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went  on  to  teach  more  than  50  other  cancer 
victims  how  to  regain  their  speech.  For  this 
he  was  accorded  special  honors  in  Houston 
in  1950  by  the  Texas  Cancer  Society. 

A Catholic,  Dr.  Hopkins  was  on  three  oc- 
casions recognized  by  his  church.  He  was 
decorated  by  Pope  Pius  XII  with  the  Papal 
Medal  Pro  Ecclesia  et  Pontifice  in  1952  and 
as  a knight  in  the  Order  of  St.  Gregory  the 
Great  in  1958.  In  addition,  Boston’s  St.  Luke 
Guild  in  1960  awarded  him  its  Laetare  Medal 
as  an  outstanding  Catholic  General  Practi- 
tioner. 

During  World  War  I he  was  a first  lieu- 
tenant in  the  Medical  Corps.  Afterwards,  he 
was  active  in  the  American  Legion  and 
served  as  commander,  service  officer,  and 
district  committeeman.  He  served  on  the 
state  rehabilitation  committee  for  four  years 
and  on  the  national  rehabilitation  committee. 
During  World  War  II,  Dr.  Hopkins  was 
draft  board  examining  doctor.  He  also  served 
at  various  times  as  advisor  to  the  American 
Red  Cross  and  to  the  Tuberculosis  Associa- 
tion. 

In  1952  Dr.  Hopkins  was  chosen  by  the 
Victoria  Advocate  as  the  “Favorite  Good 
Neighbor”  of  the  Victoria  area. 

Hopkins  Elementary  School  in  Victoria  is 
named  for  Dr.  Hopkins,  a former  member 
of  the  school  board. 

In  1962  the  Texas  Municipal  League  hon- 
ored him  as  one  of  three  persons  in  Texas 
who  had  served  50  years  or  more  as  a mu- 
nicipal officer.  He  was  for  many  years  the 
Victoria  city  health  officer  and  largely 
through  his  efforts  the  Victoria  city-county 
health  department  was  established. 

The  Texas  Legislature  in  1963  recognized 
Dr.  Hopkins  in  a resolution  of  respect  con- 
gratulating him  on  receiving  the  Salvation 
Army’s  Distinguished  Citizen  Award. 

A member  of  the  American  Medical  As- 
sociation, Dr.  Hopkins  was  elected  to  hon- 
orary membership  in  Texas  Medical  Associa- 
tion in  1960  through  the  Victoria-Calhoun- 
Goliad  Counties  Medical  Society. 

He  is  survived  by  his  wife;  three  daugh- 
ters, Mrs.  Mary  C.  Callaway  and  Mrs.  Ron 
Brown  of  Victoria,  and  Mrs.  Winston  Har- 
wood of  Austin;  a son,  Dr.  Joseph  V.  Hop- 
kins, Jr.,  of  New  Orleans,  and  11  grandchil- 
dren. 

DR.  G.  PEREZ  GIL 

Dr.  Gerardo  Perez  Gil  of  Laredo  was 
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drowned  in  Falcon  Lake  on  the  Texas-Mexico 
border  on  Oct.  9. 

The  36-year-old  physician  was  originally 
from  Monterrey.  He  had  practiced  in  Laredo 
since  1959. 

He  was  born  in  Monterrey,  Mexico,  Oct. 
28,  1926,  a son  of  Luis  Perez  and  Maria  Gil. 
He  received  his  M.D.  degree  from  the  Uni- 
versity of  Nuevo  Leon  in  Monterrey  and 
came  to  the  United  States  for  a year’s  in- 
ternship at  Missouri  Baptist  Hospital  in  St. 
Louis  and  a two  years’  residency  at  Bellevue 
Hospital  in  New  York.  He  did  his  residency 
in  obstetrics  and  gynecology. 

He  married  Kathleen  McKenna  in  New 
York  City  on  July  14,  1956. 

Dr.  Perez  Gil  had  served  a year  in  the 
Mexican  army. 

He  served  as  assistant  professor  in  obstet- 
rics for  1957-1958  at  the  University  of  Nu- 
evo Leon  and  practiced  in  Monterrey  from 
1956  to  1959. 

He  served  on  the  staffs  of  Hospital  Mu- 
guerza,  Monterrey,  and  of  Mercy  Hospital  in 
Laredo. 

He  was  a member  of  the  Obstetrics  and 
Gynecology  Society  of  Monterrey,  N.L., 
Webb-Zapata-Jim  Hogg  Counties  Medical  So- 
ciety, Texas  Medical  Association,  and  the 
American  Medical  Association. 

He  was  a Catholic. 

Survivors  include  his  wife ; his  son,  Gerar- 
do Michael ; a daughter,  Rose  Mary ; two 
brothers,  Dr.  Jose  Luis  Perez  Gil  and  Juan 
Perez  Gil,  both  of  Monterrey;  seven  sisters, 
Dr.  Martha  Perez  Gil,  Lola  Perez  Gil,  Maria 


Perez  Gil,  Guadalupe  Perez  Gil,  Maria  Mag- 
delena  Perez  Gil,  Margarita  Perez  Gil,  and 
Carmen  Perez  Gil,  all  of  Monterrey;  and  his 
mother,  Mrs.  Maria  Gil  de  Perez,  Monterrey. 

DR.  C.  C.  JONES 

A pioneer  doctor  from  Comfort,  Tex.,  Dr. 
Charles  C.  Jones,  died  there  on  Sept.  16. 
The  89-year-old  physician  was  the  Kerr- 
Kendall-Gillespie-Bandera  Counties  Medical 
Society’s  1953  nominee  for  General  Practi- 
tioner of  the  Year. 

Dr.  Jones  retired  in  1959  after  practicing 
in  Comfort  for  57  years. 

He  was  born  in  Parker  County,  Tex.,  on 
Aug.  13,  1874.  He  attended  Weatherford 
College  and  received  the  degree  of  Doctor  of 
Medicine  from  the  University  of  Texas 
Medical  Branch  in  1898.  Following  gradu- 
ation he  served  one  year  as  an  intern  in  the 
John  Sealy  Hospital  in  Galveston.  He  then 
became  demonstrator  in  obstetrics  and  gyne- 
cology in  the  University  of  Texas  Medical 
Branch,  a position  which  he  held  until  1902. 

Then  he  went  to  Comfort  where  he  lived 
for  the  rest  of  his  life.  He  was  a charter 
member  of  the  county  medical  society  and 
served  as  its  first  secretary.  He  later  served 
several  times  as  president.  He  was  elected  to 
honorary  membership  in  Texas  Medical  As- 
sociation in  1956. 

One  of  the  founders  of  the  Comfort  State 
Bank,  he  had  served  as  a director  since  1907. 

In  1961  he  married  the  former  Dove  Mc- 
Elroy  of  Center  Point. 
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Dr.  Jones  was  the  oldest  living'  member  of 
the  Rising  Star  Masonic  Lodge  of  Center 
Point.  He  was  awarded  the  50-year  pin  in 
1962.  He  was  also  a 32nd  degree  Mason  and 
a Shriner  for  over  50  years.  He  was  a mem- 
ber of  the  Alzafar  Temple  Shrine  in  San 
Antonio. 

He  was  a Methodist. 

Survivors  are  his  widow;  a son,  Dr. 
Charles  C.  Jones,  Jr.,  Kerrville;  a daughter, 
Mrs.  Lloyd  Birdwell,  Dallas;  two  brothers, 
Dr.  Albert  L.  Jones,  Cleveland,  Ohio,  and 
Henry  L.  Jones,  Crockett;  and  five  grand- 
children. 

DR.  R.  E.  WINDHAM 

Dr.  Robert  E.  Windham,  former  Vice  Pres- 
ident of  the  Texas  Medical  Association,  died 
Aug.  19  at  John  Sealy  Hospital  in  Galveston. 
He  practiced  medicine  for  many  years  in 
San  Angelo  and  afterwards  served  as  mayor 
of  that  city  for  two  years. 

A few  months  ago,  he  and  Mrs.  Windham 
moved  to  Merry ville,  La.,  his  birthplace,  to 
make  their  permanent  home. 

The  71-year-old  physician  was  a graduate 
of  Tulane  University  College  of  Medicine. 
Certified  in  otolaryngology  in  1928,  he  had 
practiced  as  an  eye,  ear,  nose,  and  throat 
specialist  in  Longview,  Wash.,  during  the 
20’s.  There  he  was  a member  of  the  board 
of  regents  of  the  postgraduate  medical  school 
in  the  University  of  Washington.  While  in 
Washington  he  began  raising  silver  foxes. 
He  continued  this  hobby  in  San  Angelo. 
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Earlier,  following  his  internship  at  Char- 
ity Hospital  in  New  Orleans  he  served  in  the 
Army  Medical  Corps,  rising  from  first  lieu- 
tenant to  captain.  He  went  to  Europe  with 
the  American  Expeditionary  Forces  and  was 
the  commanding  officer  of  the  Evacuation 
Hospital  39. 

He  returned  to  Louisiana  after  the  war 
and  began  the  practice  of  medicine  as  a 
surgeon  in  Fullerton.  In  1922  he  went  back 
to  New  Orleans  to  serve  a residency  in  sur- 
gery. 

During  his  career  he  did  postgraduate 
work  at  Tulane,  University  of  Indiana,  Stan- 
ford University,  and  Harvard  University. 

Dr.  Windham  was  born  Sept.  13,  1891,  the 
son  of  A.  P.  and  Mary  Elizabeth  (Frazier) 
Windham. 

He  and  his  first  wife,  the  former  Florence 
G.  Bowman  of  Moundsville,  W.  Va.,  were 
married  in  Pittsburgh,  Pa.,  on  Aug.  19, 
1919.  On  Dec.  12,  1961,  he  married  the  for- 
mer Ima  Bivens  of  Merryville,  La. 

He  was  the  author  of  a number  of  articles 
published  in  medical  journals  relating  to  his 
field. 

He  was  a member  of  the  American  Medical 
Association  and  had  been  elected  to  honorary 
membership  in  the  Texas  Medical  Associa- 
tion through  the  Tom  Green  Eight  Counties 
Medical  Society.  He  belonged  to  the  Ameri- 
can College  of  Surgeons,  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the 
Pacific  Coast  Academy  of  Otolaryngology, 
the  National  Association  of  Aeronautical 
Surgeons,  and  the  Pan  American  Associa- 
tion of  Ophthalmology. 

A rancher,  Dr.  Windham  was  active  in 
civic  organizations  including  the  Kiwanis 
Club  and  the  Masonic  Lodge  and  Shrine.  He 
was  a Baptist,  active  in  the  Men’s  Bible  Sun- 
day School  Class. 

Elected  Vice  President  of  TMA  in  1948, 
Dr.  Windham  later  served  as  Councilor  of 
the  Fourth  District  from  1949  to  1952. 

He  is  survived  by  his  wife,  Ima  B.  Wind- 
ham of  Merryville,  La. ; one  daughter,  Mrs. 
Gladys  Windham  Gregory  of  Greeley,  Colo., 
and  two  grandchildren. 

DR.  J.  E.  FROST 

Dr.  Jack  E.  Frost,  60,  died  Aug.  30  at  his 
home  in  New  Boston. 

He  was  born  in  Dallas  on  April  2,  1903, 
and  received  his  early  education  at  Missouri 
Military  Academy,  Mexico,  Mo.,  Centenary 
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College,  Shreveport,  La.,  and  the  University 
of  Mississippi,  Oxford,  Miss.  His  medical  de- 
gree was  from  Baylor  University  College  of 
Medicine.  He  interned  at  Hotel  Dieu  Hos- 
pital in  Beaumont. 

He  practiced  at  New  Boston  and  DeKalb 
from  1934  to  1940  when  he  entered  the 
Army.  After  his  discharge  in  1946  as  a lieu- 
tenant colonel  he  returned  to  New  Boston. 

He  was  a member  of  the  Bowie  County 
Medical  Society,  the  Texas  Medical  Associa- 
tion, and  the  American  Medical  Association. 

He  belonged  to  the  DeKalb  Masonic  Lodge 
and  was  a 32nd  Degree  Mason.  He  was  also 
a member  of  Texarkana’s  Boy  Scout  Troop 
1 and  served  as  medical  advisor  for  Red 
River  Army  Depot. 

He  is  survived  by  his  wife,  Nella. 

DR.  A.  M.  BOWDEN 

Dr.  Andrew  Mack  Bowden,  86,  of  May 
died  in  Brownwood  on  Sept.  14.  He  held  the 
record  for  having  been  licensed  to  practice 
medicine  longer  than  any  other  doctor  living 
in  Brown  County.  He  had  been  ill  since 
April. 

Dr.  Bowden  had  been  superintendent  at 
three  state  hospitals.  He  retired  from  insti- 
tutional work  in  1950  but  had  continued  in 
private  practice  since  then.  State  eleemosy- 
nary institutions  he  headed  include  the  Aus- 
tin State  Farm  Colony,  the  Austin  State 
School,  and  the  Big  Spring  State  Hospital. 

His  life  work  spanned  a period  of  65  years. 
He  began  his  practice  in  1898  in  Pioneer, 


Tex.,  moving  to  Holder  the  same  year. 
Twelve  years  later  he  came  to  May  where 
he  spent  the  rest  of  his  life  except  for  nine 
and  one-half  years  when  he  was  superin- 
tendent of  state  institutions. 

Dr.  Bowden  was  born  Sept.  27,  1876,  in 
Dover,  Ark.  His  family  moved  to  the  Brown 
County  community  of  Clio  in  1890.  He  at- 
tended Howard  Payne  College  in  Brownwood 
and  received  his  medical  education  at  the 
Medical  Department,  Fort  Worth  University, 
now  absorbed  by  Baylor  University  College 
of  Medicine.  He  did  postgraduate  work  at 
Tulane  University  School  of  Medicine  and 
Chicago  Postgraduate  School  of  Medicine. 

He  was  elected  to  honorary  membership 
in  Texas  Medical  Association  in  1951 
through  the  Brown-Comanche-Mills-San 
Saba  Counties  Medical  Society. 

Dr.  and  Mrs.  Bowden,  the  former  Amanda 
Heflin,  were  married  in  May,  Tex.,  in  1901. 
In  1961  they  celebrated  their  60th  wedding 
anniversary. 

Dr.  Bowden  was  a Methodist  and  for  many 
years  taught  a men’s  Sunday  School  class  at 
the  May  First  Methodist  Church  where  he 
had  been  a member  since  1912.  He  held  many 
offices  in  the  church  and  served  as  chairman 
of  the  building  committee  when  the  present 
structure  was  erected. 

He  served  for  many  years  on  the  Brown 
County  school  board. 

Survivors  include  his  wife,  Mrs.  Amanda 
P.  Bowden;  one  son,  Heflin  M.  Bowden  of 
Weslaco;  one  daughter,  Mrs.  Walter  R. 
Chambers  of  Georgetown;  two  brothers,  N. 
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W.  Bowden  of  Brownwood  and  Dr.  H.  C. 
Bowden  of  Byrds;  one  sister,  Mrs.  Ada  Pren- 
tice of  May;  and  one  grandson,  Andrew 
Mack  Bowden,  II,  of  Weslaco. 

DR.  J.  E.  GILL 

Dr.  John  Ellis  Gill  died  in  a light  plane 
crash  Sept.  12  near  College  Station.  Dr.  Gill 
was  a Texarkana  physician  as  was  another 
victim  of  the  same  crash,  Dr.  Charles  V. 
Bintliff. 

Dr.  Gill,  37,  was  born  Sept.  27,  1925,  in 
Belen,  N.  Mex.,  the  son  of  John  L.  and  Grace 
(Elliott)  Gill.  He  attended  public  school  in 
Las  Cruces,  N.  Mex.,  attended  the  University 
of  Texas,  and  earned  a bachelor  of  science 
degree  from  the  University  of  Chicago  in 
1946. 

He  was  graduated  from  the  University  of 
Chicago  with  the  M.D.  degree  in  1949  and 
interned  at  Baylor  Hospital,  Dallas.  He 
served  a residency  in  ophthalmology  at  the 
U.  S.  Naval  Hospital  in  Philadelphia  from 
1952  to  1956.  In  1957  he  was  certified  by  the 
American  Board  of  Ophthalmology. 

He  served  ten  years  with  the  U.  S.  Navy 
resigning  with  the  rank  of  lieutenant  com- 
mander. 

His  hobbies  were  hunting,  fishing,  and 
bridge.  On  March  29,  1947,  he  married  the 
former  Gale  Scribner  of  Wayzata,  Minn.,  in 
a Las  Cruces  ceremony. 

He  moved  to  Texarkana  during  the  latter 
part  of  1959  and  was  among  those  instru- 
mental in  organizing  the  Texarkana  Shel- 
tered Workshop  for  the  mentally  and  physi- 
cally handicapped.  He  was  on  the  board  of 
the  Texas  Society  for  Crippled  Children  and 
Adults,  Inc. 

He  was  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology, 
the  Bowie  County  Medical  Society,  the  Texas 
Medical  Association,  and  the  American  Med- 
ical Association. 

Dr.  Gill  was  chairman  of  the  Bowie  Coun- 
ty Ptepublican  Committee. 

He  was  on  the  medical  and  surgical  staffs 
of  Wadley  and  St.  Michael’s  hospitals. 

Survivors  include  his  wife;  four  children, 
Susan,  14,  Marilyn,  12,  John  Scribner,  10, 
and  Janet,  8,  all  of  Texarkana;  and  his  par- 
ents of  Las  Cruces. 

DR.  T.  M.  SLEMMONS 

Dr.  Theodore  M.  Slemmons,  Muleshoe  gen- 


DR.  T.  M.  SLEMMONS 


eral  practitioner,  died  there  Aug.  3 follow- 
ing a heart  attack. 

The  physician  was  born  in  Canistota,  S.D., 
Nov.  19,  1896.  He  first  practiced  in  Texas 
in  Amherst,  arriving  there  in  1945  from  a 
stint  with  the  health  department  in  Canal 
Zone.  He  left  Amherst  to  come  to  Muleshoe 
in  1954. 

Dr.  Slemmons  attended  the  Canistota  pub- 
lic schools  and  went  to  Yankton  College  in 
Yankton,  S.D.,  for  a year.  He  received  his 
B.S.  degree  from  the  University  of  Nebraska 
and  went  on  to  the  University  of  Nebraska 
College  of  Medicine  in  Omaha.  After  getting 
his  M.D.  degree  he  interned  at  Halstead  Hos- 
pital, Halstead,  Kan.,  and  at  Mendota  State 
Hospital,  Mendota,  Wis. 

He  practiced  in  Argyle  and  New  London, 
Wis.,  and  later  was  prison  physician  at  the 
Wisconsin  State  Prison.  He  was  a member 
of  the  Lubbock-Crosby  Counties  Medical  So- 
ciety, Texas  Medical  Association,  and  the 
American  Medical  Association. 

He  was  a veteran  of  World  War  I and  was 
with  the  Second  Army  Headquarters  Troop. 

A member  of  the  Methodist  church,  he  be- 
longed to  the  Muleshoe  Lions  Club  and  the 
Masonic  Lodge. 

Survivors  are  his  wife,  Matilda  ; a daugh- 
ter, Mrs.  Letitia  Alice  Bishop,  Fayetteville, 
Ark.;  a son,  Senn  Slemmons  of  Muleshoe; 
a sister,  Mrs.  Marjorie  Hazen,  Atascadero, 
Calif. ; a half-sister,  Mrs.  James  Horner, 
Sioux  Falls,  S.D. ; a brother,  Senn  Slemmons 
of  Muleshoe;  and  one  grandchild. 
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DR.  A.  P.  HOWARD 


Dr.  A.  Philo  Howard,  a retired  Houston 
physician  who  came  there  in  1907  when  the 
city  had  70,000  residents  and  only  four  hos- 
pitals, died  Sept.  15  at  his  home. 

Dr.  Howard,  84,  was  a founder  of  the 
city’s  first  diagnostic  clinic,  once  chief  of 
staff  at  Hermann  and  St.  Joseph’s  Hospitals, 
and  professor  emeritus  of  gynecology  at  Bay- 
lor University  College  of  Medicine. 

Moving  to  Houston  as  chief  surgeon  of 
the  Chicago,  Rock  Island  and  Pacific  Rail- 
road Co.  and  the  Fort  Worth  and  Denver 
Railroad  Co.,  Dr.  Howard  looked  forward 
to  establishing  a clinic — an  organized  part- 
nership among  doctors  in  general  and  special 
fields.  In  1916  he  and  three  other  physicians 
founded  the  Houston  Clinic,  the  first  Hous- 
ton research  laboratory  with  the  city’s  first 
pathologist.  Years  later  in  1954,  when  his 
original  partners  were  gone,  Dr.  Howard 
closed  the  clinic  and  sold  the  property.  After 
another  six  years’  practice  he  retired  in  1960. 

A leader  in  medical  circles,  Dr.  Howard 
was  president  of  the  Harris  County  Medical 
Society  in  1915.  He  was  a member  of  Texas 
Medical  Association,  American  Medical  As- 
sociation, Texas  Surgical  Society,  Houston 
Surgical  Society,  Southwestern  Surgical  Con- 
gress, Southern  Medical  Association,  and  the 
American  College  of  Surgeons. 

Dr.  Howard  was  reportedly  the  first  phy- 
sician to  administer  a serum  for  diphtheria 
in  Texas.  He  was  one  of  the  petitioners  to 
the  Texas  legislature  to  pass  a law  requiring 
that  doctors  be  licensed.  He  was  instru- 
mental in  bringing  Baylor  University  College 
of  Medicine  to  Houston. 

He  was  a graduate  of  the  University  of 
Pennsylvania  School  of  Medicine  and  was 
said  to  have  played  semi-professional  base- 
ball to  pay  his  way  through  school.  He  taught 
and  was  an  assistant  in  the  department  of 
surgery  at  St.  Louis  University  before  com- 
ing to  Houston. 

A native  of  Palestine,  Dr.  Howard  was 
born  Oct.  25,  1878.  His  parents  were  Alfred 
R.  and  Georgia  (Grainger)  Howard  who 
came  to  Texas  before  it  was  a state.  They 
sent  their  son  to  school  first  in  Palestine 
and  then  away  to  Staunton,  Va.  After  that 
he  entered  medical  school. 

During  World  War  I he  served  in  the  med- 
ical corps  with  the  rank  of  captain. 

He  married  Nancy  Clark  Flewellen  on 
Nov.  30,  1908,  in  Houston. 


DR.  A.  P.  HOWARD 


Dr.  Howard  was  a member  of  the  Palmer 
Memorial  Episcopal  Church,  Temple  Lodge 
No.  4,  AF&AM,  Arabia  Temple  Shrine,  Sons 
of  the  Republic  of  Texas,  and  Nu  Sigma  Nu 
medical  fraternity. 

He  is  survived  by  his  wife ; a son,  A.  Philo 
Howard,  Jr. ; two  daughters,  Mrs.  Wilmer  B. 
Hunt,  and  Mrs.  Henry  Safford,  all  of  Hous- 
ton. 

DR.  H.  C.  HARTMAN 

Dr.  Henry  C.  Hartman  of  San  Antonio 
died  at  his  home  Oct.  1.  Cause  of  the  84- 
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year-old  physician’s  death  was  arterioscle- 
rotic heart  disease  with  ventricular  fibrilla- 
tion and  chronic  brain  syndrome  due  to 
Parkinson’s  disease. 

He  was  born  in  Arneckeville,  Tex.,  in  1879, 
a son  of  August  C.  and  Josie  (Hans)  Hart- 
man, pioneer  residents  of  DeWitt  County. 

He  was  graduated  from  the  University  of 
Texas  Medical  Branch  in  1907.  Dr.  Hartman 
served  his  internship  at  John  Sealy  Hospital 
in  Galveston.  He  directed  a laboratory  at 
Scott  and  White  Hospital,  Temple,  in  1910. 
He  was  an  active  state  health  officer  during 
0.  B.  Colquitt’s  administration  as  governor 
of  Texas.  Later  he  was  chairman  of  the  De- 
partment of  Pathology  at  the  University  of 
Texas  Medical  Branch.  He  came  to  San  An- 


tonio in  1930.  He  operated  the  laboratory  in 
the  M&S  Hospital,  now  Baptist  Memorial 
Hospital,  until  he  retired  because  of  ill 
health. 

He  married  the  former  Miss  Nina  Duty, 
a registered  nurse,  in  San  Antonio  on  Dec. 
25,  1910. 

A member  of  Highland  Park  Presbyterian 
Church  in  San  Antonio,  Dr.  Hartman  was  an 
honorary  member  of  the  Bexar  County 
Medical  Society  and  of  Texas  Medical  Asso- 
ciation. He  belonged  to  the  American  Medi- 
cal Association.  He  was  a 32nd  degree  Mason 
of  the  Scottish  Rite  Order. 

He  is  survived  by  his  wife ; a brother,  Her- 
bert Hartman  of  Tivoli ; and  an  uncle,  Ed 
Hans,  97,  of  Arneckeville. 


World-Wide  Abstracts  Writer 
Explores  "Obesity"  Subject 

“The  enjoyment  of  eating,  the  fact  that  it 
helps  'soothe  a troubled  soul,’  has  from  the 
beginnings  of  life  led  to  obesity  in  some  peo- 
ple,” writes  Dr.  Fredrick  J.  Stare  in  the 
June  issue  of  World-Wide  Abstracts. 

According  to  the  author,  who  is  professor 
of  nutrition  at  Harvard  School  of  Public 
Health  and  has  been  head  of  the  Harvard 
Department  of  Nutrition  since  it  was  organ- 
ized in  1942,  there  is  no  particular  reason  for 
indicting  one  type  of  foodstuff,  such  as 
“rich”  foods  (high  in  fat)  or  “starchy”  foods 
(high  in  carbohydrates),  more  than  any 
other.  When  prescribing  a diet,  three  impor- 
tant points  must  be  kept  in  mind : ( 1 ) a cal- 
orie deficit  must  be  created ; (2)  maintaining 
a nutritionally  balanced  diet  is  significant  if 
health  is  not  to  be  jeopardized;  and  (3)  the 
diet  must  be  both  practicable  and  realistic, 
so  that  the  patient  can  afford,  obtain,  con- 
sume, vary,  and  follow  it  for  the  rest  of  his 
lifetime,  if  necessary. 

The  value  of  “scientific  nibbling”  was  also 
discussed  in  Dr.  Stare’s  article.  Although  it 
is  commonly  thought  that  obese  people  nibble 
all  the  time,  controlled  studies  have  found  no 
differences  between  obese  and  nonobese  peo- 
ple and  their  nibbling  habits.  In  fact,  says 
Dr.  Stare,  in  many  cases  it  is  easier  to  con- 
trol the  hunger  of  the  reducing  patient  pre- 
cisely by  prescribing  the  partaking  of  fre- 
quent, small,  light  snacks  and  eliminating 
large  meals  at  mealtime. 

Dr.  Stare  also  discussed  exercise  and 


blamed  two  misconceptions  about  exercise 
for  the  recent  minimization  of  its  role  in 
dieting.  The  first  misconception  is  that  most 
exercise  requires  only  small  energy  expendi- 
tures ; and  the  second  is  that  increase  in  exer- 
cise is  always  accompanied  by  an  increase  in 
voluntary  food  intake,  a self-defeating  propo- 
sition. Since,  as  Dr.  Stare  points  out,  “one 
does  not  become  overweight  between  Christ- 
mas and  New  Year’s  but  rather  between  New 
Year’s  and  Christmas,”  the  importance  of 
frequent,  minimum-to-moderate  extra  physi- 
cal activity  becomes  apparent.  In  addition, 
the  cost  of  any  activity  involving  displace- 
ment of  body  weight  is  proportional  to  body 
weight;  thus  an  obese  person  will  expend 
correspondingly  more  for  the  same  occupa- 
tion than  a person  of  normal  weight. 

Special  food  addicts  may  be  deluding  them- 
selves, for,  according  to  Dr.  Stare,  “none  of 
the  special  foods  (non-caloric  sweeteners, 
artificially  sweetened  foods,  and  low-calorie 
food  preparations  such  as  900-calorie  for- 
mula diets)  were  correlated  with  dramatic 
weight  loss.”  The  American  Medical  Associ- 
ation’s Council  on  Foods  and  Nutrition 
agrees,  for  in  1961  they  issued  a statement 
saying  that  the  “formula  per  se  is  certainly 
not  a panacea  for  obesity.”  Dr.  Stare  added, 
however,  that  formulas  and  other  special 
foods  might  have  a limited  value,  since  they 
are  helpful  at  the  beginning  of  a reducing 
regimen  and  for  the  “post-splurge”  dieters, 
people  who  watch  the  scales  and  use  formulas 
occasionally  to  lose  a few  pounds  before  they 
accumulate. 
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Coming  Meetings 


American  Medical  Association,  Clinical  Meeting,  Portland,  Ore., 
Dec.  1-4,  1963.  Dr.  F.  J.  L.  Blasingame,  535  Dearborn,  Chicago 
10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Houston,  Annual  Session,  April  23- 
26,  1964  ; Austin,  Public  Relations  Conference,  Sept.  19,  1964  ; 
Austin,  Conference  for  County  Medical  Society  Officials,  Jan. 
18,  1964.  C.  L.  Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 

NOVEMBER 

American  Academy  of  Dermatology,  Inc.,  Chicago,  Nov.  30- 
Dec.  5,  1963.  Dr.  R.  R.  Kierland,  Mayo  Clinic,  Rochester,  Sec. 
American  College  of  Chest  Physicians,  Portland,  Ore.,  Nov.  30- 
Dec.  1,  1963.  Mr.  M.  Komfeld,  112  E.  Chestnut,  Chicago  11, 
Exec.  Dir. 

American  Medical  Women’s  Association,  San  Antonio,  Nov.  11- 
16,  1963.  Dr.  Jessie  Brodie,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Public  Health  Association,  Inc.,  Kansas  City,  Mo., 
Nov.  11-15,  1963.  Dr.  B.  F.  Mattison,  1790  Broadway,  New 
York  19,  Exec.  Sec. 

American  Society  of  Anesthesiologists,  Chicago,  Nov.  2-6,  1963. 
Mr.  J.  W.  Andes,  515  Busse  Highway,  Park  Ridge,  111.,  Exec. 
Sec. 

Medical  Society  of  United  States  & Mexico,  Guadalajara,  Nov. 
20-22,  1963.  Dr.  C.  Kalil,  200  East  Monterey  Way,  Phoenix, 
Sec. 

Radiological  Society  of  North  America,  Chicago,  Nov.  17-22, 
1963.  Mr.  M.  D.  Frazer,  1744  S.  58th  St.,  Lincoln,  Neb.,  Sec. 
Southern  Medical  Association,  New  Orleans,  Nov.  18-21,  1963. 

Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec.  Sec. 
Southwestern  Medical  Association,  El  Paso,  Nov.  14-16,  1963. 

Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Texas  Division,  American  Cancer  Society,  Houston,  Nov.  14-15, 
1963.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin  3, 
Exec.  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section,  Corpus 
Christi,  Nov.  16,  1963.  Mrs.  Edith  DeBusk,  Rio  Grande  Bldg., 
Dallas,  Sec. 


DECEMBER 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 
Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 

Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  5-7, 
1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth. 
Sec. 


National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chi- 
cago, Oct.  18-23,  1964.  Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Philadelphia,  April  20-22, 
1964.  Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111., 
Exec.  Dir. 


American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  10-12,  1964.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons.  Dr.  R.  M.  McCor- 
mack, 260  Crittendon  Blvd.,  Rochester,  N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada, 
April  27-29,  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  28-30,  1964.  Mr. 

G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  March  1-6, 
1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo., 
Treas. 

American  College  of  Gastroenterology,  New  York  City,  Oct.  19- 
22,  1964.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 
American  College  of  Obstetricians  and  Gynecologists,  Miami 
Beach,  Fla.,  May  17-22,  1964.  Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 
Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  College  of  Surgeons,  Chicago,  Oct.  4-9,  1964.  Dr.  R.  S. 

Myers,  55  East  Erie,  Chicago,  Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Bos- 
ton, Aug.  23-28,  1964.  Dr.  Glenn  Gulliekson,  30  N.  Michigan, 
Chicago  2,  Exec.  Dir. 

American  Dermatological  Association,  Hawaii,  June  27- July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27, 
1964.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20, 
N.  Y„  Sec. 

American  Heart  Association,  Oct.  20-26,  1964.  Mr.  Rome  A. 

Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  Chicago,  Aug.  24-27,  1964.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Neurological  Association,  Atlantic  City.  June  15-17, 
1964.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
American  Proctologic  Society,  Philadelphia,  May  10-14,  1964.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Society  of  Clinical  Pathologists,  New  Orleans,  Feb. 
19-23,  1964.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

American  Surgical  Association,  Hot  Springs,  Va.,  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  3-4,  1964.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago 
1,  Exec.  Dir. 

International  College  of  Surgeons,  Vienna,  Austria,  May  11-16, 
1964.  Dr.  W.  F.  James,  1615  Lake  Shore  Dr.,  Chicago,  Sec. 
South  Central  Association  of  Blood  Banks,  Oklahoma  City, 
March  27-28,  1964.  L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Psychiatric  Association.  Dr.  Sullivan  Bedell,  1103  Barrs 
St.,  Jacksonville,  Fla.,  Sec. 

Southwest  Allergy  Forum,  Hot  Springs,  Ark.,  April  5-7,  1964. 

Dr.  Purcell  Smith,  Jr.,  P.  O.  Box  7008,  Little  Rock,  Ark.,  Sec. 
Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905 
5th  Ave.,  Fort  Worth,  Sec. 

Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwestern  Surgical  Congress,  San  Antonio,  April  26-29,  1964. 
Dr.  R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 


South  Texas  District,  American  College  of  Surgeons,  Corpus 
Christi,  May  15-16,  1964.  Dr.  Sanford  Glanz,  2425  Medical 
Center,  Corpus  Christi,  Sec. 

Texas  Academy  of  General  Practice,  Corpus  Christi,  Oct.  12-14, 
1964.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
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Texas  Air-Medics  Association,  Houston,  April  23-26,  1964.  Dr. 

C.  F.  Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health.  Frank  B.  Self,  4004  N. 
Lamar  Blvd.,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Corpus 
Christi,  Feb.  29,  1964.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Fort 
Worth,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Houston,  April 

23,  1964.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 
Texas  Chapter,  American  Academy  of  Pediatrics,  Houston,  April 

24,  1964.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Houston, 

April  26,  1964.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Houston,  April  25,  1964.  Dr.  M.  A. 

Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Houston,  April  26,  1964.  Dr.  John 
W.  Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Heart  Association,  Dallas,  Sept.  25-27,  1964.  Mr.  E.  T. 
Guy,  2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Houston,  April  23,  1964. 
Dr.  R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 

Texas  Neuropsychiatric  Association,  Houston,  April  26,  1964. 

Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Houston,  April  23-26,  1964. 

Dr.  Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Houston  April  23-26,  1964.  Dr. 

Margaret  Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngologies!  Association,  Houston,  April  23-26,  1964. 

Dr.  J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society,  Dallas,  Sept.  24-26,  1964.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Houston, 
April  23-26,  1964.  Dr.  D.  Hoehn,  Doctor’s  Bldg.,  Fort  Worth, 
Sec. 

Texas  Proctologic  Society,  Houston,  April  23,  1964.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 

Murphy.  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Rehabilitation  Association.  D.  Preston,  3700  Worth,  Dal- 
las 10,  Sec. 

Texas  Society  of  Anesthesiologists,  Houston,  April  26,  1964.  Dr. 

L.  Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Houston,  April  23, 
1964.  Dr.  Dan  Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas,  Jan.  25-26,  1964.  Dr. 

V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Houston,  April  23,  1964.  Dr. 

W.  C.  Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Mrs.  Maria 
P.  Hathaway.  1012  State  Office  Bldg..  Austin,  Exec.  Sec. 

Texas  Surgical  Society,  Waco,  April  5-7,  1964.  Dr.  W.  B.  King, 
Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Houston,  April  23,  1964.  Dr. 
J.  C.  Long,  805  W.  8th,  Plainview,  Sec. 


Texas  Tuberculosis  Association,  Austin,  March  19-21,  1964.  Mrs. 

Pauline  K.  Matthis,  2406  Manor  Road,  Austin,  Exec.  Dir. 
Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Monter- 
rey, Mexico,  March  2-5,  1964.  Dr.  U.  Blanco,  501  U.  S.  Court 
House,  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  February,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Second  District  Society.  Dr.  H.  Mast,  2203  W.  Illinois,  Midland, 
Councilor. 

Third  District  Society,  Amarillo,  September,  1964.  Dr.  E.  K. 
Jones,  604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11, 
1964.  Dr.  Sanford  Glanz,  2425  Morgan,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb,  421  S.  Oak,  La 
Marque,  Sec. 

Ninth  District  Society,  Huntsville,  March,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beau- 
mont, Sec. 

Eleventh  District  Society.  Dr.  F.  Verheyden,  400  S.  Ragsdale, 
Jacksonville,  Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society. 

Clinics 

Blackford  Memorial  Cancer  Lectures.  Dr.  A.  O.  Jensen,  Suite 
N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

International  Medical  Assembly  of  Southwest  Texas,  San  An- 
tonio, Jan.  30-Feb.  1,  1964.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
2-4,  1964.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr. 
F.  J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference.  Miss  Alma  F.  O’Donnell, 
503  Medical  Arts  Bldg.,  Oklahoma  City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July 
16-18,  1964.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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Heroism  at  Parkland 


If  it  were  done  when  ’tis  done,  then  ’twere  well 
It  were  done  quickly;  if  the  assassination 
Could  trammel  up  the  consequence,  and  catch 
With  his  surcease  success;  that  but  this  blow 
Might  be  the  be-all  and  the  end-all  here, 

Rut  here,  upon  this  bank  and  shoal  of  time, 

We’d  jump  the  life  to  come.  But  in  these  cases 
We  still  have  judgment  here;  that  we  but  teach 
Bloody  instructions,  which,  being  taught,  return 
To  plague  the  inventor;  this  evenhanded  justice 
Commends  the  ingredients  of  our  poison’d  chalice 
To  our  own  lips. 

— W.  Shakespeare:  Macbeth,  Act  1,  Sc.  7,  Line  1. 
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Need  more  be  said?  Countless  numbers  of  articu- 
late persons  have,  in  this  month  just  passed,  tried 
to  translate  into  words  feelings  of  such  intensity 
as  can’t  possibly  be  expressed.  It  is  therefore  not  the 
purpose  of  this  editorial  to  eulogize  our  assassinated 
President  but  rather  to  praise  those  in  our  profes- 
sion who  tried  so  valiantly  to  preserve  his  life.  That 
this  was  hopeless  was  felt  by  most  physicians  when 
we  heard  that  Gov.  Connally  had  been  taken  to  the 
operating  room  but  that  the  President  was  still  in 
the  emergency  room.  In  only  a few  minutes  our 
worst  fears  were  confirmed  with  the  announcement 
of  the  President’s  death. 

My  hope  for  Gov.  Connally’s  life  was  given  a 
lift  by  a physician  friend,  a former  resident  at  Park- 
land Hospital,  who  assured  the  group  of  doctors 
around  him  that  if  such  a thing  had  to  happen,  the 
victims  could  not  possibly  be  cared  for  more  prompt- 
ly and  more  expertly  than  at  Dallas’  Parkland  Hos- 
pital. He  further  stated  that  the  setup  in  the  emer- 
gency rooms  for  the  reception  and  care  of  gunshot 
wounds  was  as  good  as  any  in  the  country.  This 
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rather  wry  commentary  paid  a high  compli- 
ment to  the  hospital  and  its  staff. 

Physicians  dedicated  to  the  preservation 
of  life  always  abhor  the  senseless  destruction 
of  it.  We  can  only  surmise  the  thoughts  and 
feelings  of  those  of  our  fraternity  who  under 
the  intense  white  glare  of  publicity  strove  to 
save  the  life  of  the  President  and  lost,  and 
of  those  who  fought  for  the  Governor’s  life 
and  won. 

These  selfless  men  of  medicine  carried  the 
prayers  of  millions  with  them  into  the  op- 
erating room  that  black  Friday.  Physicians 
everywhere  pay  tribute  to  the  strength  of 
these  men  and  to  their  quiet  dignity.  Cer- 
tainly they  fitted  into  and  upheld  the  best 
tradition  of  medicine.  The  image  of  medicine 
which  they  presented  to  the  world  was  one 


of  skill  and  competence  strengthened  with 
compassion  and  deep  concern  for  protection 
and  preservation  of  the  life  of  a fellow  man. 

In  attempting  even  to  save  the  life  of  the 
accused  assassin  as  diligently  as  they  had 
the  assassinated,  these  physicians  were  fol- 
lowing Christ’s  injunction,  “Inasmuch  as  ye 
have  done  it  unto  one  of  the  least  of  these 
my  brethren,  ye  have  done  it  unto  me.”  Few 
would  argue  that  Oswald  was  one  of  the  least 
of  our  brethren,  yet  every  measure  that 
could  be  employed  was  used  to  save  his  tor- 
mented life. 

These  gallant  men  at  Parkland  Hospital 
earned  our  respect  and  deserve  our  praise. 
We  proudly  salute  them. 

— Pruett  Watkins,  M.D.,  Austin. 


Project  HOPE 


P ROJECT  HOPE  is  a non-sectarian,  non-gov- 
ernmental, people-to-people  program.  Its  pri- 
mary purpose  is  the  sharing  of  American 
medical  knowledge  and  ability — -the  demon- 
stration of  our  techniques  and  methods — so 
that  medical  and  paramedical  personnel  of 
underdeveloped  nations  may  learn  to  help 
themselves.  The  base  of  operation  is  a for- 
mer navy  hospital  ship  which  has  been  re- 
furbished and  arranged  to  suit  the  objective 
of  Project  HOPE. 

In  1961,  the  program  was  carried  out  in 
the  Far  East.  During  1962,  the  ship  was 
anchored  for  almost  a year  in  Trujillo,  Peru ; 
however,  complete  medical  teams  were  dis- 
seminated throughout  the  nation,  primarily 
in  Lima,  the  Andes  Mountains,  the  jungle 
region  of  Iquitos,  and  various  cities  on  the 
coastal  area. 

The  physicians  aboard  are  not  paid,  and 
volunteer  their  time  for  a period  of  two  to 
four  months.  There  are  25  doctors  per  peri- 
od, with  an  overlapping  of  one  week  so  that 
the  medical  program  is  carried  on  without 
interruption.  All  branches  and  specialties  of 
medicine  are  represented.  The  30  carefully 
selected  nurses  are  paid,  and  sign  on  for  a 
period  of  one  year. 

Intensive  teaching  programs  are  instituted 
by  the  assignment  of  several  medical  stu- 
dents and  doctors  from  Peru  to  each  Ameri- 


can doctor  selected  to  be  aboard  the  HOPE. 
Thus  the  technique  used  in  a modern  Ameri- 
can hospital  is  demonstrated  both  on  patients 
and  in  well-organized  didactic  courses. 

An  extensive  training  program  for  Peruvi- 
an nurses  was  carried  on  aboard  the  ship; 
also,  administrative  methods  of  modern  hos- 
pital management,  cost  accounting,  and  sup- 
ply were  taught.  Clinics  were  set  up  in  “bar- 
riadas,”  or  slum  areas,  with  the  assistance  of 
Peruvian  medical  personnel. 

The  ship  HOPE  is  completely  self-suffi- 
cient and  represents  a modern  American  hos- 
pital in  every  aspect.  She  has  a capacity  of 
160  beds,  an  auditorium,  and  classrooms 
equipped  with  closed-circuit  television,  lan- 
guage laboratories,  and  latest  audio-visual 
facilities.  Fully  equipped  operating  rooms, 
anesthetic  service,  and  pathology  laborato- 
ries make  up  the  operative  section. 

As  the  program  progressed,  the  teaching, 
surgical,  and  medical  treatment  centers  were 
gradually  transferred  from  the  ship  to  a 
large,  fairly  well-equipped  hospital  in  Tru- 
jillo, so  that  when  the  ship  and  its  personnel 
left  Peru  in  February,  1963,  the  program 
continued — much  to  the  satisfaction  of  the 
Peruvians  and  to  the  credit  of  Project 
HOPE. 

The  founder  and  president  of  Project 
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HOPE  is  Dr.  William  B.  Walsh,  an  internist 
of  Washington,  D.C.  It  is  financed  entirely 
by  donations  from  people  in  the  United 
States ; in  addition,  great  quantities  of  medi- 
cal supplies,  medical  books,  chemicals,  food, 
and  non-medical  equipment  are  donated  by 
U.  S.  corporations. 

The  ship  has  recently  docked  in  Guayaquil, 
Ecuador,  where  a teaching  program  will  be 
carried  on  for  at  least  10  months. 


The  entire  project  demonstrates  the  vir- 
tues of  a people-to-people  program  and  the 
humanitarian  spirit  of  the  American  popu- 
lace. It  is  a truly  worthy  project  that  gives 
the  medical  profession  an  opportunity  to  give 
tangible  and  practical  help  to  the  people  of 
nations  whose  economy  is  low  in  compari- 
son to  our  own.  Moreover,  Project  HOPE 
creates  a favorable  image  that  the  medical 
profession  might  well  foster. 

— Henry  N.  Ricci,  M.D.,  San  Angelo. 


Worth  Repeating-“Seat  Belts  Save  Lives” 


SEAT  BELTS  in  automobiles  are  no  longer 
news.  Like  the  weather,  they  are  easy  to 
talk  about,  but  for  many  people  it  seems  hard 
to  do  anything  about  them. 

Approximately  40,000  to  42,000  people  die 
every  year  in  traffic  accidents  in  the  United 
States.  About  one-third  of  them  could  be 
saved,  and  innumerable  injuries  could  be 
avoided,  if  all  people  in  automobiles  would 
use  seat  belts  always.  While  this  ideal  situ- 
ation will  never  be  reached,  we  who  know 
about  the  usefulness  of  a health  measure 
should  keep  urging  the  public  to  adopt  it. 

The  Division  on  Safe  Transportation  of 
the  State  Medical  Society  of  Wisconsin  be- 
gan to  strive  for  a law  which  made  the  in- 
stallation of  seat  belts  compulsory  in  Wis- 
consin years  ago.  Finally  the  Wisconsin  leg- 
islature passed  such  a law,  the  first  in  the 
nation.  One  can  legislate  installation  of  belts 
but  not  their  use;  thus  one  must  persuade. 
Our  Wisconsin  colleagues  have  urged  the 
news  media  of  that  state  (newspapers,  radio 
stations,  television  stations)  to  state  each 
time  they  report  a traffic  accident  whether 
the  car  was  equipped  with  seat  belts,  wheth- 
er the  victims  used  the  seat  belts,  and  wheth- 
er the  belts  prevented  serious  injury  or  pos- 
sibly death.  The  news  reporters  in  Wiscon- 
sin now  regularly  ask  police  officers  for  this 
information.  Our  colleagues  there  feel  this 
has  helped  to  educate  the  public. 

The  Committee  on  Transportation  Safety 
of  the  Texas  Medical  Association  decided  at 
its  last  meeting  to  initiate  a similar  proce- 
dure in  Texas.  Col.  Homer  Garrison  of  the 
Texas  Department  of  Public  Safety  approved 
such  a campaign  in  principle,  but  with  some 


reservations:  “We  only  wish  to  refrain  from 
mentioning  the  belts  under  circumstances 
that  imply  we  were  chiding  an  owner  for 
negligence.”  The  Council  on  Public  Relations 
and  Public  Service  of  Texas  Medical  Associa- 
tion recently  approved  the  plan.  Colonel  Gar- 
rison has  acquainted  his  six  regional  com- 
manders and  his  public  information  officer 
with  this  project,  and  is  sure  of  their  co- 
operation. The  Texas  Medical  Association’s 
office  will  release  news  of  this  plan  to  all 
news  media. 

It  will  be  up  to  the  doctors  all  over  Texas 
to  see  that  local  news  media  cooperate.  It  will 
take  the  monotonous  repetition  of  one  sen- 
tence, “This  car  was  not  equipped  with  seat 
belts,”  to  convince  people  that  seat  belts  are 
not  just  a harebrained  idea. 

To  stress  sins  of  omission  in  matters  of 
public  health  is  not  new.  Without  urging  by 
physicians,  news  media  regularly  report  new 
cases  of  polio  with  a statement  such  as,  “This 
child  has  had  neither  Salk  nor  Sabin  polio 
vaccines.”  If  such  statements  persuade  even 
only  a few  to  protect  themselves  and  their 
families,  they  are  worthwhile. 

— Heinrich  Lamm,  M.D.,  Harlingen, 
Chairman,  Committee  on 
Transportation  Safety. 


COMMENT 

In  our  modern  age,  more  and  more  empha- 
sis is  being  placed  on  the  preventive  factors 
in  medical  practice.  It  is  apparent  that  suf- 
ficient experience  has  now  been  accumulated 
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in  the  use  of  automobile  seat  belts  to  justify 
an  all-out  campaign  for  the  universal  instal- 
lation of  these  devices,  so  that  every  Texas 
motorist  will  have  this  added  protection  on 
the  highway. 


Meanwhile,  let  us  all  devote  our  attention 
to  extra  care  in  driving,  and  thus  help  to  ma- 
terially decrease  the  number  of  highway 
deaths. 

— Glenn  D.  Carlson,  Dallas. 


Mandate  To  Pay  Poll  Tax 


The  recent  confusion  and  subsequent  de- 
feat of  a Constitutional  Amendment  in  the 
November  elections  which  would  have  abol- 
ished the  poll  tax  as  a prerequisite  for  voting 
in  the  State  of  Texas  makes  it  mandatory 
that  every  physician,  members  of  his  family, 
his  office  staff,  and  any  individuals  over 
whom  he  might  have  influence  secure  with- 
out delay  his  poll  tax  for  1964. 

For  members  of  the  medical  profession 
and  others  to  express  their  opinions  in  all 
important  1964  issues  and  elections,  each  of 
us  should  undertake  a concerted  effort  with- 
out delay  to  promote  the  purchase  of  poll 
taxes.  There  are  many  ways  in  which  we 
can  work  concertedlv  at  this  time  to  help 
insure  satisfactory  results  prior  to  Novem- 


ber, 1964.  Besides  obtaining  a poll  tax,  we 
can  promote  efforts  among  groups  who  think 
as  we  do  to  secure  their  poll  taxes.  Active 
participation  in  precinct  activities  is  essen- 
tial. Joining  groups  engaged  in  keeping  con- 
servative members  in  our  legislative  bodies 
is  most  helpful,  and  where  the  voting  record 
is  unsatisfactory,  the  securing  of  qualified 
candidates  of  other  views  is  necessary.  Each 
physician  and  member  of  the  Auxiliary 
should  consider  himself  or  herself  a commit- 
tee of  one  to  exert  every  effort  to  these 
causes  without  further  delay. 

— John  M.  Smith,  Jr.,  M.D., 
San  Antonio,  Chairman, 
Council  on  Medical 
Jurisprudence. 


Reflections  on  Air  Conditioning, 

The  Balm  for  Much  Summer  Suffering 

Cold  winter  winds  can  quickly  cause  us  to  forget  our  friend 
of  the  hot  summer,  air  conditioning.  Surely  this  innovation  of  modern 
times  means  much  to  our  comfort,  and  when  temperatures  once  more 
rise  into  the  high  80 ’s,  we  shall  again  seek  its  favor.  And  it  will 
respond  by  making  us  not  only  happier  but  healthier. 

The  August  issue  of  MD  describes  several  salubrious  side  effects 
of  air  conditioning.  Heart  patients  are  benefited  by  air  cooling  because 
the  stress  on  the  cardiovascular  system  is  reduced,  and  thermal 
sweating,  a factor  to  be  considered  in  water  and  electrolyte  balance, 
is  eliminated.  The  reduction  in  pollen  count  in  an  air-conditioned 
room  offers  relief  for  asthma  and  hay  fever  sufferers. 

Avoiding  prolonged  heat  may  reduce  weakness  of  patients  and 
the  risk  of  death  from  pneumonia  and  tuberculosis.  Furthermore,  by 
preventing  loss  of  sleep  on  hot  humid  nights,  air  conditioning  may 
spare  otherwise  healthy  persons  from  a dangerous  fatigue. 
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Opinions 

and 

Views 

Baby  Doctor,  Circa  '63 


SINCE  THE  IMPACT  of  Alexander  Gra- 
ham Bell’s  diabolical  invention,  the  prac- 
tice of  medicine  has  never  been  the  same. 
The  “good  old  days”  of  buggy-transported 
physicians  have  melted  into  a gloriously  nos- 
talgic backdrop  for  the  panorama  of  modern 
medicine. 

Kindly  remembered  is  the  bedside  vigil  of 
the  doctor  who  awaited  the  crisis.  He  had 
little  curative  medicine  to  offer,  but  because 
he  had  heart  and  he  had  art,  and  because  he 
was  fairly  inaccessible  for  other  demands, 
he  spent  extra  time  reassuring  both  patient 
and  relatives. 

The  telephone  changed  all  that!  And  the 
subsequent  assault  waves  generated  by  the 
automobile,  profusion  of  journals,  and  tele- 
vision advertising  have  hastened  the  tolling 
of  the  bell. 

The  mourning  of  the  death  of  “bedside 
medicine”  has  been  all  but  unnoticed  in  the 
headlong  rush  to  improve  the  quality  of  diag- 
nosis and  treatment.  These  changes  have 
gained  ever-increasing  momentum  with  the 
push  of  several  additional  forces.  The  exten- 
sive research  by  teaching  institutions  and 
pharmaceutical  companies  has  yielded  a 
plethora  of  life-  and  limb-saving  chemicals 
and  techniques.  The  accumulated  medical 
knowledge  has  become  so  staggering  that 
specialty  branches  of  study  and  practice  have 
long  been  well-established.  Now,  with  the 
steady  amassing  of  further  facts  on  human 
behavior  and  health,  sub-specialties  have  ap- 
peared. 

This  decade  of  evolution  has  left  its  mark 


on  no  branch  of  medicine  more  deeply  than 
it  has  on  pediatrics.  Earlier,  traditional 
training  of  the  pediatrician  was  devoted 
mostly  to  the  treatment  of  serious  infectious 
diseases  and  the  diagnosis  and  care  of  de- 
velopmental disorders.  The  former  have  been 
greatly  reduced  by  the  advances  in  immuni- 
zations and  therapeutic  agents.  It  has  become 
necessary  for  the  pediatrician  to  direct  much 
more  of  his  thinking  toward  an  understand- 
ing of  the  normal  variations  in  growth,  de- 
velopment, and  behavior. 

He  is  now  a master  of  anticipatory  medi- 
cine; his  forte  is  experience  with  hundreds 
of  parents  having  had  the  same  worries  at 
comparable  developmental  stages : “Now,  you 
will  notice  the  baby’s  appetite  will  go  to  pot 
in  the  next  month  or  two,”  and  so  on.  He 
finds  himself  treating  many  more  emotional 
problems;  often  indirectly  he  treats  those 
of  the  parent.  He  has  had  the  pleasure  of 
treating  more  adolescents  and  teenagers,  and 
of  knowing  their  confidence  and  their  doubts. 

Our  exploding  society  has  added  many 
challenges  of  urbanization  and  industrializa- 
tion. The  pediatrician  must  be  alert  to  a 
multitude  of  potential  poisoning  agents  and 
new  sources  of  accidental  death  or  injury. 

Atop  this  mountain  of  responsibility,  he 
must  exhibit  the  poise  of  Cary  Grant,  the 
calm  of  a carton  of  Equanil,  and  the  sagacity 
of  Solomon.  In  short,  he  must  appear  as  a 
perfect  family  counselor,  guiding  parent  and 
child  through  nutrition,  allergy,  shoes,  bed- 
wetting, a febrile  convulsion  of  the  cousin  in 
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Vermont,  constipation,  going  steady,  respect 
for  the  flag  and  the  Constitution,  the  value 
of  a ten-cent  piece,  and  rules  for  viewing 
television.  In  addition,  any  practicing  pedia- 
trician who  survives  must  learn  early  how 
to  meet  his  mortal  enemy,  THE  TELE- 
PHONE, and  hold  it,  at  least,  in  stalemate. 

It  is  not  surprising  that  Medical  Eco- 
nomics reported  that  of  all  specialists  sur- 
veyed, more  pediatricians  wished  they  were 
practicing  some  other  branch  of  medicine. 
Although  37  per  cent  of  those  replying  were 
sorry  they  had  specialized  in  the  care  of 
children,  this  figure  probably  would  vary 
depending  on  the  time  of  day,  season,  weath- 
er, number  of  telephone  calls,  or  number  of 
hours  of  sleep.  The  significant  fact  is  that 
no  matter  how  much  pediatricians  talk  about 
greener  pastures,  very  few  change  to  another 
medical  field. 

Questions  from  different  maternal  types 
almost  can  cause  such  a change : 

K eep-’em-busy -in -the- socia l - sivirl  type. — 
“Her  fever  is  down  now  to  103  F.  Should 
she  go  on  to  dancing  class?’’ 

V m-the-only-one  type. — “I  hate  to  call  you 
away  from  a patient  but  this  is  an  emergen- 
cy— I just  found  one  of  those  little  pin- 
worms  !” 

Check-every-move-ivith-the- doctor  type. — 
“Next  week  we’re  driving  to  Indianapolis 
and  I wondered  if  we  should  take  enough 
local  water  for  the  whole  trip?” 

Busy -now-child-later  type. — On  calling  the 
mother  of  a 14-year-old  girl  whose  positive 
frog  test  has  just  come  back  from  the  lab, 
and  asking  her  to  come  to  the  office  to  dis- 
cuss a very  important  blood  test:  “Oh,  I just 
can’t  today  and  then  there’s  bridge  tomor- 
row— whatever  this  test  is,  can’t  you  just 
explain  it  to  me  over  the  telephone?” 

Since  - I’m  -here-I’ll-make-it- worthwhile 


type. — “While  I waited,  I jotted  down  a few 
questions.  Debbie  ate  cereal,  fruit,  toast,  and 
milk  this  morning,  but  then  she  spit  out  her 
egg ! Does  that  mean  she  doesn’t  like  eggs  or 
was  she  really  rejecting  me?”  ad  infinitum. 

Most  patients,  however,  are  appreciative 
and  considerate,  and  bring  the  doctor  back  to 
the  realization  that  he  really  enjoys  his  work. 

When  one  considers  the  “baby  doctor”  in 
retrospect,  he  appears  to  have  been  remolded 
by  our  changing  mores  and  by  the  needs  of 
our  society.  No  longer  is  he  simply  a formula 
mechanic;  he  also  is  a family  doctor  for 
youth  and  a quickie  psychiatrist.  He  is  one 
of  the  more  idealistic  medical  men — why  else 
would  he  become  entangled  with  wet  diapers, 
regurgitation,  long  hours,  and  relatively  low 
pay?  He  works  in  many  ways  for  the  com- 
munity well-being,  and  within  the  hospital 
he  is  a conscientious  member  of  the  medical 
staff. 

Prevention  of  disease  and  accidents  and 
earlier  detection  of  abnormalities  are  the 
areas  in  which  the  pediatrician  will  contrib- 
ute the  most  in  the  future.  Centuries  ago,  the 
wise  Hippocrates  urged  his  students  to  help 
their  patients  with  family  and  environmental 
affairs  so  as  to  treat  their  health  problems 
adequately.  The  pediatrician,  now  no  longer 
a “baby  doctor,”  has  found  this  still  to  be 
true. 

The  traditional  American  moral  concepts 
face  recurrent  attacks  in  our  changing  world. 
Though  the  right  course  is  not  always  clear, 
the  pediatrician’s  training  and  experience 
give  him  reliable  guideposts  toward  the  best 
ways  of  life  for  the  young.  With  this  knowl- 
edge he  can  be  an  effective  counselor  in  re- 
inforcing the  belief  of  his  patients  in  the 
success  of  our  competitive  system  and 
against  the  tides  of  regression  and  chaos. 

— John  A.  Welty,  M.D.,  Harlingen. 
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Tragedy  in  Texas 

At  that  terrible  moment  on  November  22  when  we  first  learned  that 
a Texas  welcome  had  been  blasted  by  the  gun  of  a fanatic,  the 
physicians  of  Texas  joined  in  the  prayers  that  the  speeding  auto- 
mobile would  reach  Parkland  Hospital  in  time  to  save  the  lives 
of  our  President  and  our  Governor.  But  the  brilliant  career  of 
President  Kennedy  was  abruptly  ended  despite  every  effort  at 
resuscitation  by  the  miracles  of  modern  medicine. 

John  Fitzgerald  Kennedy  was  dedicated  to  the  vision  of  a nation 
that  would  lead  the  world  into  an  era  of  peace  and  freedom  from 
human  suffering.  Though  we  were  not  always  in  agreement  with 
every  policy  of  his  administration,  we  mourn  the  loss  of  this 
great  President.  We  shall  miss  his  wisdom,  his  insight,  his  de- 
votion to  duty,  his  courage,  his  humanity,  and  his  quick  wit; 
but  we  must  move  on  with  the  assurance  that  his  martyrdom  has 
united  our  people  in  a new  allegiance  to  the  principles  of  this 
free  country. 

We  are  thankful  that  God  did  spare  the  life  of  Governor  Con- 
nally  to  continue  his  service  to  our  state  and  nation,  and  Texas 
physicians  pledge  their  cooperation  as  he  resumes  the  duties  of 
his  office.  We  pledge  also  our  assistance  to  another  Texan, 
President  Lyndon  Baines  Johnson,  confident  that  he  is  equal  to 
the  task  of  shouldering  the  heavy  burden  of  responsibility  of 
leadership  at  this  most  critical  time  in  history. 


Robert  Mayo  Tenery,  M.D. 

President,  Texas  Medical  Association 


Volume  59,  DECEMBER,  1963 


1135 


Exfoliative  Cytology 

As  Seen  by  the  Clinician-Cytologist 


YEARLY,  10,000  women  die  of  cervical 
cancer,  and  4,000  die  of  cancer  of  the  en- 
dometrium. Our  greatest  hope  for  reducing 
these  deaths  is  in  earlier  diagnosis  of  the  dis- 
ease. The  most  promising  method  is  a broad 
application  of  the  technique  of  exfoliative 
cytology. 

The  effectiveness  of  this  method  has  been 
brilliantly  demonstrated  in  recent  studies  in 
San  Diego,3  Memphis,4  and  Honolulu,9  where- 
in up  to  ten  cases  of  cancer  were  found  in 
each  1,000  women  examined;  the  women  had 
had  no  previous  symptoms  of  pelvic  cancer. 
This  was  much  higher  than  the  anticipated 
results.  These  studies  point  the  way  for  fu- 
ture action,  which  may  solve  medicine’s  an- 
cient problem  of  securing  a diagnosis  in  time 
for  definitive  therapy.  However,  if  further 
progress  is  to  be  made,  the  benefits  of  mass 
screening  cannot  be  limited  to  a large  metro- 
politan center,  or  to  the  impersonal  methods 
of  the  mass  screening  programs.  The  physi- 
cian of  every  community  must  offer  his  pa- 
tients routine,  dependable,  low-cost  cytologic 
studies,  and,  just  as  important,  encourage 
them  to  take  advantage  of  this  service.  In 
my  practice  and  in  others,  the  percentage  of 
positive  smears  obtained  when  populations 
are  covered  extensively  the  first  time  is  ap- 
proximately three  or  four  times  that  on  re- 
peat smears.  This  is  easily  understood  when 
it  is  recalled  that  the  first  screening  which 
a physician  does  in  his  practice  uncovers  the 
incidence  rate  of  carcinoma,  as  opposed  to  the 
occurrence  rate  which  is  dealt  with  after  the 
physician  has  thoroughly  screened  his  prac- 
tice. Since  many  of  these  small  lesions,  which 
may  be  in  situ  lesions,  may  lie  dormant  it  is 

Dr.  H.  A.  Tubbs,  Post,  and  Dr.  J.  R.  Harris,  Jr., 
Lubbock,  assisted  with  clinical  material  and  prep- 
aration of  portions  of  the  text. 


easy  to  see  that  the  incidence  rate  may  be 
several  times  that  of  the  occurrence  rate.  The 
cytologic  study  has  been  found  of  real  value 
in  uncovering  early  malignancies  of  the  uter- 
us which  are  still  treatable.  The  use  of  ex- 
foliative cytology  on  obvious  carcinomatous 
lesions  is  to  be  deplored  because  often  malig- 
nant cells  will  be  obscured  by  pus  and  debris 
from  the  carcinoma.  A negative  cytologic 
report  only  gives  a false  sense  of  security  in 
such  a situation.  Certainly  in  these  cases 
where  there  is  a definite  lesion  which  has  the 
appearance  of  carcinoma,  biopsy  should  be 
employed  instead  of  cytologic  study. 

It  must  be  emphasized  that  exfoliative 
cytology  is  of  greatest  value  when  each  and 
every  patient  is  examined  at  least  once  a 
year  by  her  personal  physician.  It  is  well- 
established  that  most  early  malignancies  of- 
fer no  visible  clue  nor  detectable  symptom. 
In  such  a grave  disease,  a physician  must 
be  convinced  of  the  value  of  early  detection 
and  treatment,  and  must  impart  his  enthusi- 
asm to  his  patients. 

Although  the  chief  target  of  cytologic  tech- 
niques is  the  detection  of  cancer,  cytology 
also  has  definite  usefulness  in  estimating  es- 
trogenic effect,  and  certain  usefulness  in  esti- 
mating progesterone  and  steroid  hormone  al- 
teration of  the  estrogen  effect;  however,  in 
the  atrophic  vagina  and  cervix,  little  infor- 
mation can  be  gained  regarding  progesterone 
and  steroid  hormone  effect.10  When  altera- 
tion of  hormones  is  a factor  in  abortion  or 
threatened  abortion,  cytology  has  definite 
usefulness  in  predicting  these  hormone  vari- 
ations.2 

So  that  the  full  advantages  may  be  taken 
of  cytology,  suitable  methods  must  be  utilized 
by  the  physician  in  the  small  town,  away 
from  medical  centers,  to  offer  his  patients 
routine  cytologic  examinations.  There  are 
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Exfoliative  cytology  is  a practical  routine 
office  procedure  to  screen  women  for  genital 
tract  cancer.  Both  the  acridine  orange 
and  Papanicolaou  methods  are  discussed,  and 
the  need  for  follow-up  cell  study  is 
stressed. 


two  main  methods  of  study,  each  with  ad- 
vantages. 


Acridine  Orange  Technique 

First,  there  is  the  acridine  orange  (A-O) 
technique  which  requires  but  a single  organic 
dye.  It  is  based  on  cytochemical  considera- 
tions ; acridine  orange  is  taken  up  by  nucleic 
acids  in  the  nucleus,  nucleolus,  and  cyto- 
plasm of  the  exfoliated  cell.11  Under  filtered 
ultraviolet  light,  this  dye  fluoresces  with  a 
white-to-yellow  light  in  the  nucleolus  and 
nucleus  and  a pale  green-to-red  light  in  the 
cytoplasm.  The  brilliance  of  the  fluorescence 
varies  directly  with  cellular  activity ; malig- 
nant cells  are  the  most  brilliant.  This  method 
is  adaptable  to  every  physician’s  office  and 
has  certain  definite  advantages,  among 
which  are 

1.  It  is  rapidly  learned,  requiring  only  a 

Table  1. — Equipment  Used  for  Acridine  Orange 
Staining  and  Screening. 

Cost 

1.  Standard  microscope 

2.  Protective  eyepiece  (Kodak  Wratten 

gelatin  filter  #15G)  1.00 

3.  Blue-green  filter  (Excitor  filter  BG12)  9.40 

4.  Fluorescent  lamp  with  transformer 

(A-0  illuminator)  150.00 

5.  Clean,  unscratched  glass  slides 

6.  Cover  glasses  22  by  44  mm. 

7.  Staining  jars,  3 

8.  Coplin  jar  for  fixing 

9.  Dropper  bottle 

10.  Solutions 

A.  Alcohol  95% 

B.  Acridine  orange  0.025% 

C.  Alcohol  2%  in  normal  saline 

D.  Normal  saline  rinse 

Equipment  and  supplies  are  from  Scientific 
Products,  with  the  exception  of  the  Kodak  Wrat- 
ten gelatin  filter  #15G. 


JAMES  G.  MORRIS,  M.D. 


few  hours  to  a few  weeks  depending  on  pre- 
vious training. 

2.  Equipment  is  inexpensive.  (Table  1 out- 
lines the  necessary  equipment.) 

3.  The  patient  may  have  a report  in  a few 
minutes. 

4.  The  cost  to  the  patient  is  extremely  low. 

Table  2 outlines  the  method  of  Thomas  R. 
Turner,  C.T.,  and  Dr.  H.  L.  Riva  for  staining 
with  acridine  orange  and  screening  for  ma- 
lignant cells  and  other  abnormalities.  When 
using  this  technique,  one  may  literally  scan 
the  slides  with  a low  powered  objective  on 
the  ultraviolet  light  microscope.  Smears 
showing  high  concentrations  of  nucleic  acids 
have  a brighter  fluorescence  and  should  be 
investigated  further.  This  may  be  done  after 
destaining  the  smear  through  two  changes  of 
50  per  cent  alcohol  for  five  minutes  each.  A 
Papanicolaou  stain  may  then  be  applied.  If 
this  technique  is  utilized  in  the  physician’s 
office,  it  eliminates  the  necessity  for  many 
Papanicolaou  studies ; only  those  smears  that 

Table  2. — Procedure  for  Staining  with  Acridine 

Orange  to  Screen  for  Malignant  Cells  and  Other 
A bnormalities. 

1.  Agitate  three  seconds  in  0.025%  acridine 
orange. 

2.  Agitate  three  seconds  in  2%  alcohol  in  normal 
saline. 

3.  Agitate  four  seconds  or  longer  in  normal 
saline. 

4.  Mount  in  normal  saline  with  a coverslip  and 
examine  immediately;  or  let  dry,  and  mount  in 
normal  saline  when  ready  to  examine. 

5.  Examine  under  the  fluorescence  microscope. 
Scan  and  screen  out  normals.  Atypical  smears 
should  be  destained  and  sent  to  a cytopathol- 
ogy  laboratory. 

6.  To  destain,  transfer  into  two  changes  of  50% 
alcohol  for  five  minutes  each. 

Method  of  Thomas  R.  Turner,  C.T.,  and  Dr. 

H.  L.  Riva.  Presented  at  Second  North  American 

Conference  of  Medical  Technologists,  June,  1962. 
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EXFOLIATIVE  CYTOLOGY  — Morris  — continued 

show  suspicious  brilliance  need  be  studied 
further. 


Papanicolaou  Technique 

The  Papanicolaou  smear  is  based  on  his- 
tology.8 This  should  be  utilized  for  question- 
able smears  from  the  A-0  screening  and  also 
when  other  information  which  requires  study 
of  the  entire  cell  picture,  such  as  response 
to  roentgen-ray  therapy,  is  desired.  The  au- 
thor does  utilize  the  Papanicolaou  method, 
although  it  is  more  time  consuming,  more 
difficult  for  the  private  practitioner  to  inter- 
pret, and  results  in  the  patient  having  to  call 
back  to  the  office  or  being  written  later  con- 
cerning her  report.  Reading  one’s  own  Papa- 
nicolaou slides  has  certain  inherent  advan- 
tages; first,  it  is  a welcome  change  in  the 
daily  routine  office  practice.  Other  advan- 
tages evolve  around  the  evaluation  of  the 
“whole  patient.”  There  is  a tremendous  sat- 
isfaction in  following  a case  through  to  its 
completion,  beginning  with  the  interpretation 
of  the  cell  picture,  evaluation  of  the  cervix, 
determining  whether  there  is  a lesion,  and 
making  the  ultimate  diagnosis.  Moreover, 
the  author  makes  fuller  utilization  of  this 
technique  because  of  the  ease  of  taking  and 
staining  the  smears  in  his  own  office  and 
reading  them  the  same  day.  Further,  one 
who  does  his  own  cytologic  studies  will  be 
more  careful  in  obtaining  the  material  for 
study,  and  also  will  realize  the  limitations  of 
a poor  specimen  and  improper  staining  or 
fixation.  Finally,  there  are  definite  advan- 
tages in  having  the  knowledge  of  the  pa- 
tient’s symptoms  and  physical  findings  when 
interpreting  a cell  picture. 


Original  Studies 

As  a test  of  the  practicality  and  the  adapt- 
ability of  this  technique,  the  author  cooperat- 
ed with  a physician  in  a smaller  city,  some 
40  miles  distant.1-  The  acridine  orange  stain- 
ing technique  was  done  in  his  office  and  the 
slides  were  in  turn  destained  and  examined 
by  the  author  after  preparation  with  Papa- 
nicolaou stains.  In  100  cases  studied,  there 
was  no  evidence  of  a Papanicolaou  classifica- 
tion higher  than  that  classification  utilizing 
the  A-0  technique.  Smears  classified  as 


doubtful  or  positive  by  the  A-0  technique 
were  examined  by  Papanicolaou  stains,  and 
this  was  a most  satisfactory  method.  The 
author  also  prepared  statistics  on  5,000  con- 
secutive Papanicolaou  cytologic  examinations 
involving  10,000  to  15,000  slides. 

Of  the  5,000  sets  of  slides  examined,  4,633 
or  approximately  92.5  per  cent,  were  classed 
as  negative  class  I,  and  259  or  5 per  cent  as 
negative  class  II.  There  were  108  sets  of 
smears,  or  approximately  2 per  cent,  which 
were  classified  as  positive ; 98  were  class  III 
and  10  were  class  IV. 

Of  the  108  positive  smears,  positive  car- 
cinoma was  confirmed  by  biopsy  in  36  cases. 
Eighteen  smears  were  reported  on  biopsy 
as  having  either  an  epidermization,  squa- 
mous metaplasia,  basal  cell  hyperplasia,  or 
some  form  of  a complicated  cervicitis  or  en- 
docervicitis.  It  has  been  shown  that  approxi- 
mately 50  per  cent  of  these  tissues  which 
have  had  a positive  smear  and  a negative 
pathology  report  would  show  carcinoma  in  a 
small  area  if  literally  hundreds  of  sections 
were  made  of  the  conization  specimen.  Of 
course  this  has  been  practical  only  in  some 
of  the  research  laboratories,  but  it  indicates 
that  this  would  hold  true  in  general  clinical 
practice.  It  has  been  noted  that  when  a re- 
port of  a metaplasia  is  received  from  the 
biopsy  specimen,  usually  the  follow-up 
smears  will  be  normal ; however,  basal  cell 
hyperplasia  is  a different  lesion  and  is  con- 
sidered by  most  pathologists  usually  to  be 
precancerous.7  Cytologic  studies  made  after 
report  is  received  of  a basal  cell  hyperplasia 
may  well  become  positive,  and  further  biop- 
sies even  two  or  three  years  later  may  even- 
tually show  carcinoma.  Of  the  remaining 
cases,  34  were  classified  as  either  a chronic 
cervicitis  or  endocervicitis,  and  20  cases  were 
lost  to  follow-up  in  that  the  patient  could  not 
be  persuaded  to  undergo  further  investiga- 
tion, or  the  records  could  not  be  traced. 
These  5,000  slides  represent  in  some  in- 
stances repeated  examinations  on  the  same 
patients.  Others  have  noted,  and  1 have  ob- 
served also,  that  following  an  initial  nega- 
tive reading,  follow-up  studies  done  after  six 
months  to  one  year  are  more  likely  to  be 
negative  than  is  a first  examination  on  a new 
patient.  The  age  span  on  the  group  of  car- 
cinomas found  in  this  particular  study 
ranges  from  26  to  70,  with  a concentration 
in  the  36  to  45  age  group  (Table  3).  This 
bears  out  previous  studies  that  carcinoma, 
when  found  in  an  asymptomatic  stage,  is 


1138 


TEXAS  State  Journal  of  Medicine 


more  likely  to  be  in  the  younger  woman.  In 
previous  studies  by  the  author,  a 21-year-old 
patient  was  found  to  have  a carcinoma  (un- 
covered by  a routine  Papanicolaou  smear) 
when  she  was  six  weeks  post  partum;  how- 
ever, in  the  present  group,  the  youngest  was 
26  years.  These  figures  represent  patients 
who  were  seen  in  the  office,  principally  for 
routine  examinations.  There  are  no  cases  in- 
cluded in  this  group  in  which  the  diagnosis 


Table  3 .—Ages  of  Patients  with  Carcinoma. 


Age  Group 

Cases  of  Carcinoma 

26  to  35 

10 

36  to  45 

14 

46  to  55 

4 

56  to  65 

6 

65  and  over 

2 

appeared  obvious,  so  that  no  slides  were 
made  purely  to  be  included  in  this  study. 

The  technique  utilizes  the  Ayre  spatula  to 
obtain  a scraping  of  the  cervix  and  a smear 
from  the  pool  in  the  posterior  fornix.  Scrap- 
ing should  be  done  gently,  as  the  object  is 
to  obtain  desquamated  cells  and  not  clumps 
of  cells  or  clumps  of  tissue  such  as  would  ap- 
pear in  a blunt  biopsy.  Bleeding  may  oblit- 
erate desquamated  cells,  and  should  be  avoid- 
ed. In  certain  cases  material  from  the  endo- 
cervix  is  obtained.  This  method  has  present- 
ed no  difficulty.  The  author  has  at  his  desk  a 
phase  contrast  microscope  to  examine  a wet 
smear  of  vaginal  secretions  at  the  time  of 
the  pelvic  examination.  Phase  contrast  mi- 
croscopy renders  diagnosis  of  trichomonas 
infestation  and  cursory  evaluation  of  the  cell 
picture  easy.  This  provided  help  in  evaluat- 
ing the  cell  picture  after  applying  the  Papa- 
nicolaou stain. 

In  considering  the  disposition  of  all  cases 
with  other  than  class  I Papanicolaou  classifi- 
cation, the  clinician  is  interested  only  in 
whether  further  investigation  or  treatment 
in  the  genital  area  is  necessary  as  revealed 
by  the  cell  picture.  The  author  places  class 
I and  class  II  smears  in  the  negative  cate- 
gory, and  class  III  and  class  IV  smears  in  a 
positive  one.  A clinician  receives  little  aid 
from  a cytological  report  such  as  “doubtful.” 
As  there  are  many  different  ways  of  report- 
ing smears,  it  is  important  that  the  clinician 
understand  fully  the  cytologist’s  method  of 
classification.  With  a class  II  smear,  appro- 
priate evaluation  of  the  wet  smears  or  vagi- 
nal cultures  to  determine  what  local  treat- 
ment is  necessary  to  correct  a certain  type 


of  infection  is  most  valuable.  It  is  important 
to  carry  out  office  cauterization  of  a specific 
lesion  or  old  laceration  in  order  that  follow- 
up smears  may  show  a normal  cell  pattern. 
Cell  studies  and  appropriate  further  investi- 
gation or  treatment  should  continue  until 
class  I Papanicolaou  smears  are  obtained. 
More  physicians  are  agreeing  with  Ayre’s 
premise  of  a precancer  cell  complex1  or  pre- 
cancerous  cervical  lesion,  and  if  infections, 
old  lacerations,  or  erosions  are  treated,  this 
certainly  turns  the  cell  picture  away  from 
that  seen  in  malignancy.  Of  course  a class 
III  or  higher  Papanicolaou  rating  calls  for 
definitive  diagnosis  utilizing  a complete  cold 
knife  conization  and  curettage.  Diagnosis  is 
never  made  on  the  cytological  findings. 

Conization  is  the  author’s  method  of  choice 
in  obtaining  a diagnosis.  Approximately  65 
per  cent  of  cervical  lesions  are  above  the 
squamo-columnar  junction.5-6  These  are  not 
easily  uncovered  by  punch  biopsy,  and  the 
author  believes  a conization  is  much  more 
thorough  and  effective.  After  using  various 
of  the  gadgets  marketed  to  simplify  coniza- 
tion, the  author  invariably  returns  to  the 
freehand  knife.  First,  a circular  incision  is 
made  beginning  in  the  posterior  portion  of 
the  cervix  to  minimize  the  area  in  which 
visualization  is  rendered  difficult  by  bleed- 
ing. The  incision  is  carried  completely 
around  the  midportion  of  the  cervix.  Then 
the  anterior  and  posterior  edges  of  the  speci- 
men are  grasped  together  with  an  Allis- 
Adair  forceps,  and  the  cone  is  easily  com- 
pleted by  utilizing  a knife  with  a 135°  angle. 
As  a general  rule,  Sturmdorff  type  sutures 
are  placed  at  12  and  6 o’clock,  and  single 
interrupted  sutures  at  3 and  9 o’clock.  This 
controls  the  bleeding  adequately  and  there 
have  been  few  postoperative  complications. 
Regardless  of  the  pathologist’s  report  on  the 
biopsied  specimen,  follow-up  cytologic  studies 
are  necessary.  If  the  picture  does  not  return 
to  a normal  class  I,  then  further  treatment 
or  investigation  should  be  carried  out.  Cer- 
tainly if  the  cytologic  studies  continue  to  be 
positive,  more  surgical  investigation  is  neces- 
sary. Although  conization  is  primarily  diag- 
nostic, in  many  instances  of  cold  knife  coni- 
zation the  pathologist’s  report  fails  to  con- 
firm the  presence  of  a malignancy.  However, 
follow-up  cytologic  studies  often  reveal  a 
normal  cellular  picture,  and  if  the  source  of 
abnormal  cells  has  been  removed,  the  patient 
surely  must  have  been  benefited. 
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Summary 

In  summary,  the  author  has  tried  to 

1.  Stress  the  established  value  of  exfolia- 
tive cytology  studies  in  detecting  unsuspect- 
ed cancer  of  the  female  genital  tract. 

2.  Encourage  private  practitioners  to  use 
a method  of  their  choice  to  routinely  screen 
all  women  patients  for  signs  of  genital  tract 
cancer. 

3.  Demonstrate  the  practicality  and  ad- 
vantages to  the  private  practitioner  of  main- 
taining equipment  in  his  office  for  cytologic 
prescreening. 

4.  Stress  the  importance  of  follow-up  cy- 
tologic examinations  until  the  cell  picture  be- 
comes normal. 
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Telephone  Technique- 
A Must  for  M.D/s  Aid 

Telephone  technique  is  the  first  thing  a new  assistant  should 
learn,  according  to  more  than  half  of  the  assistants  questioned  at  the 
annual  convention  of  the  American  Association  of  Medical  Assistants 
in  Miami  Beach. 

Some  of  the  suggestions  of  these  assistants,  reported  by  the  AM  A 
News , include: 

1.  Only  the  assistant’s  voice  and  choice  of  words  show  friendli- 
ness over  the  telephone;  the  assistant  should  sound  interested  and 
helpful. 

2.  Everyone  can  learn  to  be  courteous  and  tactful ; the  assistant 
should  try  to  learn  something  about  each  patient  to  show  her  interest. 

3.  The  person  on  the  phone  cannot  tell  if  the  assistant  is  rushed 
unless  she  lets  herself  sound  hurried,  and  this  is  one  of  the  worst 
things  she  can  do.  The  art  is  learning  to  be  business-like,  but  not 
short. 

4.  The  office  assistant  can  get  accurate  information  from  wor- 
ried parents  when  she  is  pleasant  but  matter-of-fact. 
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Benign  Lesions  of  the  Vulva 

HERMAN  L.  GARDNER,  M.D. 


LITERATURE  on  lesions  of  the  vulva  is 
fraught  with  disagreements  in  nomencla- 
ture— often  inconsistent  even  for  conditions 
with  characteristic  clinical  and  microscopic 
appearances.  Unfortunately,  dermatoses  of 
the  vulva  are  not  understood  by  many  gyne- 
cologists who  tend  to  treat  the  common 
symptom,  pruritus,  with  a favored  antiprur- 
itic ointment.  Similarly  pruritus  vulva  is  re- 
garded by  many  dermatologists  as  a symp- 
tom of  primary  skin  disease,  even  when  the 
underlying  cause  is  vaginitis.  To  establish 
the  accurate  diagnosis  of  a vulvar  derma- 
tosis and  to  institute  rational  therapy  fre- 
quently necessitate  consultation  among  gyne- 
cologist, dermatologist,  and  pathologist. 

The  vulva  is  subject  to  practically  every 
kind  of  dermatologic  lesion  seen  elsewhere 
on  the  body.  The  clinical  appearance  of  vul- 
var lesions,  however,  may  differ  because  of 
their  unusual  environment.  For  example,  the 
vulva  is  bathed  in  its  intrinsic  secretions 
from  the  sebaceous,  Bartholin’s,  and  sweat 
glands,  and  is  subjected  to  the  moisture  of 
menstrual  blood,  vaginal  and  cervical  dis- 
charges, and  urine  with  its  many  compon- 
ents. Perhaps  the  trauma  of  continuous  appo- 
sition of  the  labia  and  the  retention  of  the 
various  moistures  predispose  the  vulva  to 
such  lesions  as  leukoplakia,  moniliasis,  and 
venereal  warts.  Trauma  from  intercourse 
and  moisture  retained  by  undergarments 
made  of  synthetic  materials  are  factors  in- 
fluencing lesions. 


Nonvenereal  Virus  Infections 

Herpes  progenitalis,  caused  by  the  herpes 
virus,  undoubtedly  is  occasionally  transmit- 
ted by  sexual  contact.  Because  of  a lack  of 
acquired  antibodies,  the  patient  with  an  in- 
itial or  primary  infection  may  have  constitu- 


tional symptoms  such  as  severe  malaise  and 
fever.  The  picture  of  recurrent  infections  is 
that  of  a mild  eruption  of  one  or  more  clus- 
ters of  superficial  vesicles  usually  affecting 
the  vestibule,  clitoris,  and  labia.  The  involved 
area  in  a particular  recurrence  is  likely  to  be 
relatively  small.  Recurrences  are  most  com- 
mon premenstrually  and  are  not  associated 
with  constitutional  symptoms.  The  vesicles 
first  contain  a clear  serum  that  subsequently 
becomes  turbid.  Since  the  vesicles  are  super- 
ficial, they  erupt  early  to  form  confluent  ul- 
cers which  can  be  painful  to  touch  or  to  the 
flow  of  urine.  Unfortunately,  there  is  no 
specific  treatment;  however,  frequent  appli- 
cations of  boric  acid  solution,  as  well  as  cala- 
mine lotion,  give  satisfactory  relief  within 
a few  days.  A neomycin  ointment  with  hy- 
drocortisone sometimes  provides  prompt  re- 
lief, especially  when  a secondary  infection 
exists. 

Herpes  zoster  is  a viral  disease  of  the  roots 
of  the  spinal  nerves  that  is  probably  caused 
by  the  same  virus  as  chickenpox.  Character- 
istically, the  disease  is  self-limiting,  does  not 
spread  across  the  midline,  frequently  extends 
laterally  beyond  the  vulva  along  the  nerve 
root  distribution,  and  usually  clears  in  three 
or  four  weeks.  The  gynecologist  should  re- 
main aware  of  this  lesion.  Symptomatic 
treatment  with  analgesics  and  cooling  topical 
lotions  such  as  calamine  with  0.25  per  cent 
menthol  can  be  used. 

Molluscum  contagiosum  is  caused  by  a 
mildly  contagious  virus.  The  lesions  are  usu- 


The  same  types  of  dermatologic  lesions 
which  appear  elsewhere  on  the  body  are 
found  on  the  vulva,  but  the  clinical  appear- 
ance may  be  different.  The  author  reviews 
some  30  common  types  of  lesion. 
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BENIGN  LESIONS  OF  VULVA  — Gardner  — continued 

ally  multiple,  sessile,  and  about  pea  size. 
Some  are  umbilicated  because  of  infection 
and  necrosis  of  the  overlying  skin.  Each 
papule  consists  of  a circumscribed  mass  of 
proliferating  acanthotic  epithelium  with  hy- 
perkeratinization. 

Condylomata  acuminata,  commonly  re- 
ferred to  as  venereal  warts,  are  caused  by  the 
common  wart  virus.  Common  and  venereal 
warts  are  probably  identical,  except  for  al- 
terations that  result  from  different  environ- 
ments. Venereal  warts  are  mildly  contagious, 
but  contrary  to  recent  opinion,  do  not  result 
from  gonorrhea.  The  essential  histologic  fea- 
ture is  a pronounced  papillary  acanthosis 
with  little  or  no  hyperkeratosis  and  without 
atypism.  Podophyllin,  in  ointment  or  lotion 
form,  has  proved  most  efficacious  in  treat- 
ment. The  drug  causes  arteriolar  spasm  with 
resulting  ischemic  necrosis  and  sloughing. 
Normal  skin  around  the  warts  should  be  cov- 
ered with  vaseline  before  application  of  po- 
dophyllin, which  should  be  used  sparingly, 
particularly  within  the  vagina,  because  acute 
irritation  and  severe  pain  may  result.  Nor- 
mally, the  ointment  should  be  removed  from 
the  skin  by  soap  and  water  within  five  to  six 
hours  after  application.  Occasionally  cold 
knife  or  loop  electrode  excision  may  be  the 
best  treatment  when  lesions  are  unusually 
large.  Local  applications  of  sulfonamide 
creams  have  been  claimed  effective,  although 
this  author,  judging  from  limited  experience, 
is  not  enthusiastic  about  this  treatment. 


Bacterial  Infections 

Lipschiitz  ulcers  (ulcus  vulvae  acutum) 
are  sharply  defined  painful  vulvar  ulcera- 
tions, the  surfaces  of  which  may  be  covered 
with  a pseudomembranous  type  of  exudate. 
The  ulcers  may  be  single  or  multiple  and  usu- 
ally subside  within  two  or  three  weeks  with- 
out treatment.  The  causative  agent  has  been 
thought  to  be  the  Bacillus  crassus,  which  re- 
sembles Doderlein’s  bacillus.  The  supposition 
that  this  normal  vaginal  inhabitant  is  the 
etiologic  agent  is  based  on  dubious  evidence ; 
however,  a large  gram-positive  bacillus  can 
usually  be  found  on  smears. 

At  present  the  ulcers  can  only  be  diag- 
nosed by  exclusion  and  this  is  with  particu- 
lar reference  to  the  venereal  diseases  that 
are  associated  with  ulceration.  The  lesions 


respond  to  local  therapy  with  one  of  the 
tetracycline,  neomycin,  or  sulfonamide  oint- 
ments. 

Folliculitis,  furuncles,  and  carbuncles,  ex- 
cept for  severity  and  extent  of  involvement, 
are  similar  infections  in  that  their  origin  is 
within  hair  follicles  or  sebaceous  glands.  Fol- 
liculitis is  a superficial  and  mild  infection, 
whereas  a furuncle,  or  boil,  involves  the  full 
thickness  of  the  skin  as  well  as  subcutaneous 
tissues.  A carbuncle  might  be  described  as  a 
group  of  furuncles  forming  a mass  the  size 
of  a walnut  or  larger.  Characteristically,  the 
lesion  has  multiple  ostia  clogged  with  puru- 
lent exudate.  Beneath  the  skin  the  abscesses 
form  tracts  that  “burrow”  irregularly.  Treat- 
ment for  patients  with  furuncles  or  carbun- 
cles includes  application  of  moist  heat  and 
drainage  at  the  appropriate  time.  The  infec- 
tions are  usually  caused  by  staphylococci, 
and  patients  who  have  recurrent  lesions 
should  have  cultures  and  sensitivity  tests  to 
determine  which  antibiotic  is  most  suitable 
for  systemic  use.  Diabetes  and  other  consti- 
tutional diseases  should  be  eliminated  as  pre- 
disposing factors.  Proper  cleansing  of  the 
skin  with  such  bacteriostatic  agents  as  hexa- 
chlorophene  soap  (pHisohex)  and  local  ap- 
plications of  antibiotics  may  help  in  prevent- 
ing new  lesions. 


Mycotic  Infections 

Tinea  cruris  is  a contagious  infection,  com- 
monly referred  to  by  college  men  as  “jockey- 
strap  itch.”  Definitely,  the  infection  is  not 
nearly  so  widespread  among  women  as 
among  men.  Some  30  closely  related  fungi 
have  been  recovered  from  the  lesions,  but 
Epidermophyton  inguinale  (E.  floccosum)  is 
the  most  common.  Usually  the  lesions  are 
symmetrically  distributed  and  may  involve 
not  only  the  vulva  but  the  pubis,  groins,  and 
upper  thighs.  Ordinarily  the  lesions  are  dull 
red,  with  the  margins  slightly  elevated  and 
sharply  demarcated.  Small  vesicles  are  occa- 
sionally seen  just  within  the  margins.  The 
fungus  can  be  found  by  microscopic  exami- 
nation of  material  scraped  from  the  surface, 
particularly  from  the  more  active  edge  of 
the  lesion.  In  treatment,  if  the  area  is  ec- 
zematous, excoriated,  and  secondarily  infect- 
ed, frequent  applications  of  Burow’s  solution 
or  calamine  lotion  should  be  used  for  a few 
days  before  half-strength  Whitfield’s  oint- 
ment is  recommended. 
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Moniliasis  of  the  vulva  is  ordinarily  sec- 
ondary to  a vaginal  infection,  and  character- 
istically the  vulvitis  clears  with  eradication 
of  vaginal  organisms  (Candida  albicans). 
There  are,  however,  a few  primary  candidal 
infections  of  the  vulva  in  which  no  organisms 
are  recoverable  from  the  vagina.  The  major- 
ity of  these,  the  author  has  found,  mainly 
involve  the  vestibule  which  shows  only  red- 
ness and  sometimes  small  thrush  patches. 
Rarely,  a primary  candidal  infection  of  the 
vulva  is  initially  manifested  by  a red  papule, 
later  becoming  vesicular  and  ulcerated,  and 
surrounded  by  a sodden,  undermined  epi- 
thelium. The  latter  rare  type  should  respond 
to  treatment  with  a lotion  of  3 per  cent  am- 
photericin B (Fungizone). 

Diabetic  vulvitis,  in  the  author’s  opinion, 
does  not  constitute  a distinct  disease  entity. 
It  is  common  knowledge  that  diabetes  pre- 
disposes the  body  to  moniliasis,  but  many 
women  with  diabetes  and  vulvar  dermatosis 
do  not  have  demonstrable  organisms  in  the 
vagina  and  vulva.  This  does  not  mean,  how- 
ever, that  diabetic  vulvitis  does  not  have 
its  inception  as  moniliasis.  Chronic  or  recur- 
rent moniliasis  may  have  caused  the  patient 
to  develop  an  irreversible  scratch-itch  reflex 
with  resultant  chronic  traumatic  dermatitis, 
for  example,  lichen  simplex  chronicus.  The 
frequent  occurrence  of  vulvitis  with  diabetes 
does  not  prove  that  there  is  a vulvar  entity 
per  se  as  a result  of  the  diabetes.  Moniliasis 
is  a probable  cause,  trichomoniasis  is  a good 
possibility,  and  leukoplakia,  lichen  simplex 
chronicus,  and  lichen  sclerosus  et  atrophicus 
are  possibilities  to  be  considered.  Any  post- 
menopausal patient  who  has  moniliasis 
should  be  suspected  of  having  diabetes. 
Treatment  of  the  diabetic  patient  with  vul- 
vitis includes  control  of  the  diabetes,  eradi- 
cation of  pathogens,  and  proper  attention  to 
any  associated  dermatosis. 


Vulvar  Cysts 

Sebaceous  cysts  of  the  vulva  are  usually 
multiple  and  most  often  require  no  treat- 
ment. Infected  sebaceous  cysts  are  treated  as 
any  abscess.  An  occasional  patient  demands 
treatment  for  esthetic  or  cosmetic  reasons, 
but  incision,  under  local  anesthetic,  with  ex- 
pression of  the  cyst  contents,  is  ordinarily  all 
that  is  required.  For  large  cysts,  excision 
may  be  indicated. 

Bartholin’s  gland  cysts  and  abscesses  only 


a few  years  ago  were  believed  to  be  closely 
associated  with  gonorrhea.  Today  they  can 
rarely  be  attributed  to  that  cause.  Many  pa- 
tients with  Bartholin’s  cysts  require  no  treat- 
ment whatsoever,  particularly  those  women 
who  are  not  subjected  to  sexual  stimulation 
and  those  who  do  not  manufacture  much  mu- 
cus from  the  glands.  There  are  several  ob- 
jections to  the  excision  operation:  the  vesti- 
bule is  deprived  of  a secretion  which  can  be 
important  sexually  to  some  women ; recur- 
rences are  common ; and  hematoma  forma- 
tion and  infection  are  frequent  complications. 
In  spite  of  potential  dangers  and  possible 
poor  results,  Bartholinectomy  is  often  con- 
sidered a trifling  procedure.  The  simple  op- 
eration of  marsupialization  is  being  utilized 
with  increasing  frequency.  It  consists  of 
making  a skin  incision  about  2 cm.  long,  par- 
allel to  but  outside  the  hymen.  After  hemo- 
stasis has  been  accomplished,  the  exposed 
dome  of  the  cyst  is  incised  parallel  to  the 
skin  incision.  Fine  catgut  suture  on  an  atrau- 
matic needle  is  then  used  to  attach  the  lining 
of  the  cyst  to  the  skin  of  the  labium.  The 
result  of  the  procedure  is  a new  mucocuta- 
neous junction  and  functioning  gland.  Most 
physicians  are  familiar  with  this  operation. 
With  a nurse’s  assistance,  it  can  usually  be 
made  a practical  office  procedure.  The  pa- 
tient must  be  shaved,  scrubbed  in  the  usual 
fashion,  and  draped  with  a spinal  sheet.  Four 
to  5 cc.  of  1 per  cent  lidocaine  hydrochloride 
(Xylocaine)  is  all  the  anesthetic  that  will  be 
required.  Deep-seated  cysts  are  best  mar- 
supialized  in  the  hospital  and  massive  cysts 
are  best  treated  by  excision. 

Inclusion  cysts  (epithelial)  usually  result 
from  the  burying  of  fragments  of  skin  or 
vaginal  mucosa  in  the  tissues.  The  lesions 
cause  no  symptoms  and  require  no  treatment, 
except,  perhaps,  for  esthetic  or  cosmetic  rea- 
sons. In  such  case,  they  can  be  simply  incised, 
with  no  expectation  of  immediate  recurrence. 
At  the  time  of  obstetrical  delivery,  such 
cysts  can  be  "shelled  out”  easily. 

Gartner’s  duct  cysts,  when  they  occur  low 
in  the  vagina,  will  sometimes  actually  pro- 
trude through  the  introitus  and,  for  various 
reasons,  will  require  removal.  These  cysts 
arise  from  remnants  of  the  wolffian  duct 
apparatus,  the  vestigial  vas  deferens.  These 
remnants  can  extend  to  the  vulva  but  seldom 
give  rise  to  a cyst  outside  the  hymenal  ring. 

Hidradenomas  are  uncommon  tumors  aris- 
ing from  sweat  glands  (usually  the  apocrine 
type) . They  occur  not  only  on  the  vulva  but 
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in  any  area  which  contains  apocrine  glands. 
Hidradenomas  are  frequently  cystic  with 
papillomatous  projections  into  the  cavity. 
Surgical  excision  is  simple  and  can  usually 
be  done  under  local  anesthetic.  The  lesions 
are  rarely  malignant. 

Skene’s  gland  cysts  are  less  common  than 
Bartholin’s  gland  cysts.  They  result  from 
occlusion  of  the  distal  end  of  a Skene’s  gland. 
Abscess  formation  is  not  an  uncommon  com- 
plication. The  cysts  can  be  confused  with 
suburethral  diverticulas.  Either  recurrent 
abscess  or  dyspareunia  is  an  indication  for 
excision. 

Miscellaneous  Lesions 

Intertrigo  (chafing)  is  a summertime 
problem  for  fat  women,  more  commonly 
found  in  those  with  leukorrhea.  Rubbing  of 
opposed  surfaces  is  the  chief  cause,  and  the 
gross  appearance  is  sometimes  very  similar 
to  that  of  tinea  cruris.  Initially,  the  skin  is 
red  but  subsequently  it  becomes  pigmented 
and  sometimes  lichenified.  Zinc  stearate  or 
starch  powder  is  useful  in  treatment. 

Chemical  vulvitis  (contact  dermatitis)  can 
result  from  overzealous  therapy  of  any  pa- 
tient with  vaginitis  or  from  medicaments  in 
contraceptives  and  douche  preparations.  It 
is  a common  experience  to  see  eczematoid 
dermatitis  patients  who  report  “the  longer 
it  is  treated,  the  worse  it  gets.”  Diagnosis  of 
chemical  vulvitis  is  almost  assured  in  such 
cases,  particularly  if  there  are  no  demon- 
strable pathogens.  A sensitive  skin  can  be- 
come eczematous  and  excoriated.  Naturally, 
the  lesion  becomes  harrowing  to  a patient 
who  is  perhaps  already  distressed  with  a 
primary  vaginitis.  Simple  discontinuance  of 
therapy  is  usually  all  that  is  required.  If 
secondary  infection  exists  with  excoriations, 
local  applications  of  a neomycin  and  hydro- 
cortisone lotion  are  extremely  useful. 

Vitiligo  or  leukoderma  means  normal  skin 
with  loss  of  pigment,  a not  unusual  finding 


on  the  vulva.  In  such  cases,  evidence  of  vi- 
tiligo elsewhere  on  the  body  can  ordinarily 
be  found.  The  skin  is  otherwise  normal  and 
there  are  no  associated  symptoms.  Leuko- 
derma can,  however,  be  confused  with  the 
so-called  white  lesions  of  the  vulva. 

Hemangiomas,  sometimes  referred  to  as 
“vascular  nevi,”  can  be  confused  with  true 
moles  and  can  grow  to  produce  sizeable  tu- 
mors. They  are  composed  mainly  of  venous 
cavities.  The  author  recently  excised  a pe- 
dunculated hemangioma  grossly  indistin- 
guishable from  a malignant  melanoma. 

Nevi  (moles)  should  be  carefully  watched 
by  the  patient  and  physician  for  changes  in 
size  or  character,  since  the  vulva  is  an  area 
of  predilection  for  development  of  malignant 
melanoma  from  benign  nevi.  Elliptical  scal- 
pel excision  is  usually  advisable  as  a pro- 
phylactic measure.  The  incision  should  be 
carried  deep  and  several  millimeters  beyond 
the  margin  of  the  lesion.  Hairy  moles  rarely 
become  malignant  and  thus  do  not  require 
routine  removal. 

Seborrheic  dermatitis  is  characteristically 
seen  as  erythematous  patches  with  greasy 
yellow  or  dry  scales.  The  lesions  may  persist 
as  patches  or  may  become  confluent  to  in- 
volve large  areas  of  the  vulva  and  pubis.  Di- 
agnosis is  made  mainly  by  eliminating  other 
specific  conditions  and  by  finding  seborrheic 
lesions  in  other  areas  of  predilection.  This 
type  of  dermatitis  is  often  confused  with 
psoriasis  and  tinea  cruris.  If  the  condition 
is  of  long  standing  and  is  pruritic,  lichenifi- 
cation  and  traumatic  excoriations  are  com- 
mon. One  effective  treatment  is  application 
of  a mixture  of  sulfur  and  salicylic  acid  in  an 
appropriate  vehicle. 

Psoriasis  is  of  unknown  etiology,  and  the 
clinical  picture  of  the  lesions  varies  widely. 
Some  have  isolated  plaques  located  irregular- 
ly over  the  vulva  and  with  easily  detachable 
scales,  while  others  involve  all  vulvar  tissues 
and  extend  onto  the  thighs  and  above  the 
mons  pubis  and  sometimes  beyond  the  anus. 
Thickening  and  discoloration  of  the  epider- 
mis is  to  be  expected  and,  usually,  pruritus. 
Diagnosis  is  assisted  if  similar  lesions  are 
found  elsewhere  on  the  areas  of  predilection. 
Many  methods  of  therapy  have  been  used  but 
none  is  specific  for  the  disease. 

Dystrophic  Lesions 

The  precise  definition  of  a dystrophic  le- 
sion may  be  open  to  debate,  but  for  the  pur- 
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pose  of  this  discussion,  lichen  simplex  chron- 
icus  and  leukoplakia  are  considered  as  exam- 
ples of  hypertrophic  lesions,  and  lichen  scle- 
rosus  et  atrophicus  and  senile  vulvitis  as  ex- 
amples of  atrophic  lesions.  It  is  to  be  empha- 
sized that  these  conditions,  with  the  possible 
exception  of  senile  atrophy,  cannot  be  differ- 
entiated clinically,  and  the  pathologist  may 
have  trouble  making  a definitive  diagnosis 
from  the  histologic  appearance.  For  more  ac- 
curate diagnosis,  the  clinical  and  microscopic 
findings  should  be  correlated,  and  biopsies 
from  several  sites  are  desirable.  Actually, 
different  areas  from  the  same  patient  can 
appear  different  histologically;  however,  in 
general,  the  tissues  are  similar  in  appearance. 
Currently  there  is  a growing  feeling  that  the 
dystrophic  lesions  are  more  closely  related 
than  was  formerly  believed. 

Lichen  simplex  chronicus  is  sometimes  re- 
ferred to  as  localized  neurodermatitis  but  is 
not  to  be  confused  with  disseminated  neuro- 
dermatitis (atopic  dermatitis).  The  condi- 
tion is  more  common  in  individuals  with  al- 
lergic and  emotional  problems.  It  is  frequent- 
ly secondary  to  other  dermatoses  of  the  vulva 
or  infections  of  the  vagina.  Commonly  the 
lesion  starts  in  an  area  of  skin  which  is  pru- 
ritic. The  patient  scratches,  the  itching  wor- 
sens, and,  with  more  scratching,  the  pattern 
of  a vicious  cycle  is  established.  As  a result, 
the  skin  becomes  thickened  and  lichenified 
and  the  markings  increase.  The  condition 
frequently  coexists  with  leukoplakia,  lichen 
sclerosus,  diabetic  vulvitis,  and  the  numer- 
ous other  lesions  that  occur  with  severe  pru- 
ritus. The  disease  is  usually  reversible  by 
treating  any  associated  dermatosis  or  vagi- 
nitis and  by  control  of  pruritus.  Once  the 
scratch-itch  reflex  has  been  broken,  the  neu- 
rodermatitis will  surely  improve.  Histologi- 
cally, the  lesions  look  similar  to  leukoplakia 
because  of  the  thickening  and  cornification 
of  the  epidermis  and  the  subepithelial  infil- 
tration. 

The  pruritus  can  usually  be  controlled  with 
hydrocortisone  ointments.  If  the  skin  is  very 
thick,  ichthyol  paste  can  be  used  for  the  kera- 
tolytic  action.  Tranquilizers  sometimes  bene- 
fit the  emotionally  unstable  patient,  and  anti- 
histamines may  benefit  the  patient  with  a 
history  of  allergy. 

Leukoplakia  of  the  vulva  is  characteristic- 
ally white  or  gray,  and  is  slightly  elevated 
whether  involvement  is  symmetrical  and 
widespread  or  in  plaques  or  patches.  Linear 
fissures  are  not  uncommon,  particularly  in 


the  natural  skin  folds,  and  frequently  trau- 
matic excoriations  from  scratching  can  be 
seen.  Leukoplakia  was  once  thought  to  be 
limited  to  the  vestibule,  the  inner  aspects  of 
the  labia  majora,  the  clitoridean  tissues,  and 
the  anterior  perineum.  This  has  been  shown 
to  be  false.  Adjoining  areas  of  skin,  particu- 
larly the  labia  majora,  are  often  thickened 
as  a result  of  scratching,  so  that  associated 
lichen  simplex  chronicus  at  the  periphery  of 
leukoplakia  is  not  uncommon.  The  histologic 
appearance  is  primarily  one  of  hyperkera- 
tosis, thickening  of  the  epidermis,  elongation 
of  the  rete  pegs,  and  varying  degrees  of  in- 
flammatory infiltration  of  the  subepidermal 
tissues. 

A question  invariably  arises  as  to  the  pos- 
sibility of  cancer  in  vulvar  leukoplakia.  What 
percentage  of  patients  with  leukoplakia  of 
the  vulva  will  develop  cancer?  The  figure 
of  approximately  50  per  cent  given  many 
years  ago  is  truly  unrealistic,  because  it  was 
based  on  the  finding  of  leukoplakia  in  cases 
of  carcinoma  rather  than  the  reverse.  Some 
earlier  investigators  were  inclined  to  believe 
that  any  patient  with  leukoplakia  of  the  vul- 
va who  lived  long  enough  would  eventually 
develop  carcinoma.  This  pessimism  is  no 
longer  necessary  because  it  has  been  proved 
conclusively  that  only  a small  percentage  of 
patients  observed  for  a period  of  years  de- 
velop carcinoma  in  leukoplakia.  Clinicians 
who  have  had  the  experience  of  longtime  ob- 
servation of  large  numbers  of  patients  think 
that  the  chance  of  developing  carcinoma  lies 
between  2 and  10  per  cent. 

Once  the  diagnosis  of  benign  leukoplakia 
has  been  established,  every  attempt  should 
be  made  to  relieve  the  patient’s  chief  symp- 
tom, pruritus.  Before  corticoids  were  avail- 
able, topical  application  of  anesthetic  oint- 
ments was  largely  relied  upon,  but  unfortu- 
nately, none  of  these  agents  proved  satisfac- 
tory and  secondary  sensitivities  to  the  drugs 
frequently  developed.  For  patients  with  dys- 
trophic lesions,  the  availability  of  corticoids 
— hydrocortisone — has  been  most  fortunate. 
One-half  to  1 per  cent  hydrocortisone  cream 
or  ointment  has  proved  effective  in  control 
of  the  pruritus,  and  practically  all  patients 
receive  partial  to  complete  relief.  There  are 
various  combinations  of  ointments,  at  pres- 
ent, some  of  which  contain  antibacterial  and 
antifungal  agents.  If  there  are  excoriations 
and  ulcerations  or  other  evidence  of  infec- 
tion, a topical  antibacterial  agent  should  be 
used.  A patient  with  associated  moniliasis  or 


Volume  59,  DECEMBER,  1963 


1145 


BENIGN  LESIONS  OF  VULVA  — Gardner  — continued 

any  other  specific  vaginitis  should  be  appro- 
priately treated.  Other  methods  for  control 
of  pruritus  include  subcutaneous  injection  of 
dilute  alcohol  solutions,  Mering’s  undercut- 
ting operation,  and  subcutaneous  injection  of 
corticoids.  The  patient  should  give  attention 
to  keeping  tissues  clean  and  dry  and  should 
not  wear  moisture-retaining  synthetic  under- 
wear (made  from  rayon  or  nylon).  Large 
doses  of  vitamin  A and  estrogens  have  not 
proved  of  value.  X-ray  therapy  once  was 
popular  for  vulvar  pruritus,  regardless  of 
cause,  but  many  now  consider  it  to  be  contra- 
indicated. Repeated  observations  and  repeat- 
ed biopsies  upon  indication  are  of  utmost  im- 
portance. For  example,  patients  who  develop 
excoriations  or  ulcers  of  any  type  or  patients 
who  have  ever  shown  histologic  atypism  of 
any  tissue  removed  should  be  repeatedly  ob- 
served and  biopsy  specimens  obtained. 

Vulvectomy  should  be  reserved  primarily 
for  those  individuals  in  whom  precancerous 
changes  are  demonstrable ; however,  it  should 
occasionally  be  used  in  patients  who  have  ex- 
tensive involvement,  particularly  in  patients 
with  intractable  pruritus  who  have  a tenden- 
cy toward  excoriation  and  ulceration.  Be- 
cause of  the  availability  of  the  corticoids  and 
topical  bacteriostatic  agents,  a vulvectomy 
is  rarely  necessary  for  subjective  symptoms 
alone,  and  no  physician  should  ever  forget 
that  approximately  50  per  cent  of  patients 
who  undergo  vulvectomy  will  have  recur- 
rences of  leukoplakia.  It  should  be  stressed 
again  that  the  danger  of  leukoplakia’s  becom- 
ing malignant  has  been  overestimated,  and 
the  mere  presence  of  leukoplakia  does  not 
constitute  an  indication  for  vulvectomy. 

Senile  atrophy  must  be  considered  a physi- 
ologic change  with  the  common  histologic  al- 
terations of  aging  (atrophy  of  the  epidermis 
and  looseness  of  the  connective  tissue) . Ordi- 
narily senile  atrophy  is  clinically  identifiable, 
and,  if  treatment  is  indicated,  local  applica- 
tion of  estrogens  is  sufficient.  Digital  dilata- 
tion of  the  perineum  or  perineotomy  is  oc- 
casionally indicated  for  marital  reasons. 

Lichen  sclerosus  et  atrophicus  usually  can- 
not be  clinically  differentiated  from  leuko- 


plakia except  that  it  is  more  likely  to  involve 
the  labia  majora  and  the  perianal  skin.  The 
skin  in  general  is  thinned,  and  cigarette  pa- 
per wrinkling  or  crinkling  has  been  consid- 
ered characteristic.  Spotted  over  the  thinned- 
out  skin,  irregularly  shaped  white  patches  or 
plaques  may  be  seen.  Because  of  itching  and 
scratching,  areas  of  lichenification  are  com- 
mon. There  is  evidence  that  lichen  sclerosus 
and  kraurosis  are  identical  diseases,  particu- 
larly since  the  associated  atrophy  is  some- 
times sufficient  to  preclude  sexual  inter- 
course. Excoriations  result  from  thinning  of 
the  tissues  and  digital  trauma. 

Histologically,  the  epidermis  shows  hyper- 
keratosis and  thinning  and  flattening,  and 
the  upper  cutis  shows  a clearing  or  hyaliniza- 
tion,  with  occasional  keratin  pluggings  of 
follicular  or  sweat  ostia.  A zone  of  plasma 
cell  infiltration  is  usually  evident,  deep  to 
the  hyalinized  layer  in  the  cutis. 

Treatment  differs  little  from  that  of  leuko- 
plakia. There  is  even  less  chance  of  malig- 
nant transformation,  and,  for  this  reason, 
observations  of  the  patient  can  be  less  fre- 
quent. In  a simon-pure  instance  of  lichen 
sclerosus  et  atrophicus,  vulvectomy  is  rarely 
indicated. 

Kraurosis  is  an  all-embracing  term  which 
means  dry  or  brittle  and  has  come  to  denote 
shrinkage  or  contracture  of  the  vulvar  tis- 
sues. The  actual  existence  of  an  entity  by  this 
name  is  questioned.  Shrinkage  can  occur  as 
a result  of  leukoplakia,  lichen  sclerosus.  or 
simple  senile  atrophy.  Many  physicians  be- 
lieve that  the  term  should  be  forgotten  ex- 
cept, perhaps,  as  a descriptive  one  to  denote 
marked  shrinkage  of  vulvar  tissues,  particu- 
larly when  atrophy  precludes  normal  sexual 
intercourse. 


Summary 

The  clinical  aspects  of  some  30  types  of 
lesions  of  the  vulva  most  often  seen  have 
been  discussed.  Granulomatous  and  malig- 
nant lesions  are  not  included. 

t Dr.  Gardner,  Baylor  University  College  of  Medi- 
cine, Houston. 
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Origins  of  Hirsutism  and  Virilism 

JOSEPH  W.  GOLDZIEHER,  M.D. 


SOCIAL  CUSTOMS  and  the  cosmetic  in- 
dustry in  our  country  have  conspired  to 
make  hairlessness  of  certain  parts  of  the  in- 
tegument a desirable  attribute.  Consequently, 
the  physician  sees  many  cases  of  “hirsutism” 
which  never  come  to  medical  attention  else- 
where. These  patients  with  minor  degrees  of 
hypertrichosis  are  usually  dismissed  with 
kindly  advice  about  the  nonprogressive  na- 
ture of  the  disorder,  and  the  use  of  depila- 
tories and  bleaches.  Nevertheless,  the  un- 
raveling of  racial,  familial,  endocrine,  and 
occasionally  iatrogenic  factors  may  be  most 
interesting  and  rewarding.  Racial  factors,  of 
course,  do  cause  body  hair  to  vary  in  quanti- 
ty and  distribution,  and  these  trends  are  of 
obvious  importance  in  regions  where  there 
is  a high  density  of  certain  racial  stocks, 
either  imported  such  as  Chinese  or  Negro,  or 
indigenous  such  as  United  States  or  Mexican 
Indian.  Familial  tendencies  are  known  to 
exist,  but  the  simple  co-existence  of  hir- 
sutism in  a parent  and  sibling  does  not  es- 
tablish this  diagnosis;  moreover,  an  endoc- 
rine disorder  causing  hirsutism  rather  than 
the  hirsutism  itself  may  be  genetically  trans- 
mitted. Congenital  adrenal  hyperplasia  is  one 
extreme  example.  Another  important  factor 
to  be  considered  in  every  individual  is  the 
intrinsic  sensitivity  of  the  piliary  system  to 
various  types  of  stimuli.  Drugs  such  as  the 
hydantoins  may  cause  hypertrichosis  in  some 
individuals.  The  great  individual  variation 
in  sensitivity  to  androgenic  steroids  is  well 
known  and  may  call  for  fine  detective  work, 
since  androgenic  agents  are  frequently  in- 
corporated into  multivitamin,  tonic,  or  other 
“shotgun”  preparations.  Androgens  occa- 
sionally are  used,  without  the  patient  being 
aware  of  it,  in  the  treatment  of  menstrual 
disorders.  This  leads  to  difficulties  in  subse- 
quent efforts  at  diagnosis  of  the  underlying 
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disorder  and  its  relation  to  the  “hirsutism.” 
Local  factors  must  also  be  considered,  as  in 
the  intense  hypertrichosis  associated  with 
certain  nevi  and  other  dermatologic  disorders 
(Figs.  1 and  2). 

Granted  that  these  inherent  racial,  famil- 
ial, intrinsic,  and  even  local  factors  exist, 
the  development  of  body  hair  ultimately  de- 
pends on  the  production  of  steroid  hormones 
with  androgenic  properties  by  the  adrenals 
and  gonads.  A great  deal  has  been  learned 
about  this  aspect  of  physiology,  and  much  of 
it  is  pertinent  to  the  question  of  hirsutism 
and  virilism.  Broadly  speaking,  the  adrenal 
gland  synthesizes  three  types  of  steroid  hor- 
mones— the  electrolyte-regulating  hormones, 
primarily  aldosterone ; the  corticoid  hor- 
mones, primarily  hydrocortisone ; and  the 
17-ketosteroids,  of  which  dehydroepiandro- 
sterone  (DHA)  is  the  only  one  of  concern  to 
this  discussion.  DHA  is  a weak  androgen, 
which  is  metabolized  in  the  body  to  andro- 
sterone  (A)  and  etiocholanolone  (E).  Andro- 
sterone  is  also  weakly  androgenic,  but  etio- 
cholanolone is  not.  In  an  adult  woman,  the 
adrenal  cortex  secretes  12-25  mg.  of  DHA 
per  day  into  the  circulation.  The  ovary  and 
the  testis  are  remarkably  alike  in  their  pat- 
tern of  steroid  metabolism  in  that  both  of 
them  produce  appreciable  quantities  of  DHA 
and  also  of  testosterone  (and  a closely  related 
compound,  androstenedione,  which  is  readily 
converted  into  testosterone) . The  ovary,  how- 
ever, transforms  a portion  of  the  testoster- 
one and  androstenedione  into  estrogen,  pro- 
ducing the  usual  physiologic  consequences, 
while  the  testis  under  normal  circumstances 
produces  so  little  estrogen  that  it  goes  un- 


Knowledge  of  the  origin  and  abnormalities 
of  endocrine  androgen  production  now  en- 
ables doctors  to  explore  carefully  and  logi- 
cally the  diagnostic  problems  associated 
with  hirsutism  and  virilism. 


Volume  59,  DECEMBER,  1963 


1147 


Fig.  1.  Localized  hirsutism  associated  with  a mildly  pig- 
mented nevus  of  "bathing  trunks"  distribution. 


noticed.  A normal  adult  ovary  secretes  1-2 
mg.  of  DHA  and  up  to  1.6  mg.  of  testoster- 
one + androstenedione  per  day,  compared  to 
the  adult  testis,  which  secretes  4-5  mg.  of 
DHA  and  2.5-5  mg.  of  testosterone  -f-  an- 
drostenedione per  day.  Testosterone  is  an  ex- 
tremely powerful  androgen  compared  to 
DHA,  and  it  is  the  difference  in  testosterone 
rather  than  DHA  secretion  between  testis 
and  ovary  that  accounts  for  most  of  the 
endocrine  differences  between  the  two  sexes. 
Obviously  the  presence  of  estrogen  in  the 
female  also  plays  a vitally  important  role. 
It  is  not  known  whether  the  hair-growth- 
stimulating  activity  of  DHA  and  testoster- 
one are  in  the  same  ratio  as  their  other  an- 
drogenic activities,  but  there  is  ample  clinical 
experience  to  show  that,  milligram  for  milli- 
gram, testosterone  produces  hirsutism  much 
more  readily  than  DHA. 

It  is  now  time  to  apply  this  physiological 
information  to  the  problem  of  hirsutism. 
One  problem  which  the  information  has  clar- 
ified is  hypertrichosis  associated  with  vari- 
ous degrees  of  hypothyroidism  in  children. 


Fig.  2.  Intense,  generalized,  nonfamilial  hirsutism  in  a 
five-year-old  Latin-American  girl.  There  were  no  detectable 
endocrine  disturbances.  Patients  with  such  tragic  cases 
often  wind  up  as  the  "monkey  girl"  in  circus  freak  shows. 

This  preadolescent  hirsutism,  which  usually 
appears  as  increased  quantity  and  coarseness 
of  ordinary  vellus  hair  and  is  often  associ- 
ated with  a definite  lumbar  patch  of  hir- 
sutism, responds  slowly  but  satisfactorily  to 
replacement  doses  of  thyroid  hormone.  In 
hypothyroidism,  the  metabolism  of  DHA  goes 
awry,  so  that  relatively  more  of  the  andro- 
genic metabolite  androsterone  and  relatively 
less  of  the  nonandrogenic  metabolite  etiocho- 
lanolone  are  produced  than  under  euthyroid 
conditions.  Correction  of  the  level  of  thyroid 
hormones  adjusts  the  disorder  of  intermedi- 
ate steroid  metabolism  and  removes  the  ex- 
cessive androgenic  stimulus. 

The  adrenal  cortex,  as  the  source  of  the 
majority  of  the  DHA  produced  in  the  body, 
is  a common  cause  of  excessive  stimulation 
of  the  piliary  system.  All  three  aspects  of 
adrenocortical  function — electrolyte,  corti- 
coid,  ketosteroid — can  be  affected  simulta- 
neously, but  they  usually  show  considerable 
degrees  of  independence.  Thus,  adrenal  hy- 
perplasia can  produce  almost  pure  hvperal- 
dosteronism,  almost  pure  Cushing’s  syn- 
drome with  virtually  no  hirsutism  or  mas- 
culinization,  or  almost  pure  ketosteroid  ex- 
cess resulting  in  one  form  of  adrenogenital 
syndrome.  It  is  obvious,  however,  that  com- 
bined hyperfunction,  particularly  of  corticoid 
and  ketosteroid  activities  in  various  propor- 
tions, is  relatively  common.  Therefore,  it  is 
necessary  to  explore  and  define  both  aspects 
of  adrenal  function  in  any  case  of  hirsutism 
with  or  without  virilism,  in  which  an  adrenal 
component  is  suspected.  There  are  also  many 
other  situations  aside  from  the  classical  syn- 
dromes, in  which  hyperfunction  of  the  ad- 
renal cortex  is  implicated,  but  which  are  not 
usually  thought  of  in  these  terms.  Patients 
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recovering  from  certain  chronically  stressful 
conditions  such  as  severe  burns,  at  times  de- 
velop obvious  hirsutism.  This  may  be  caused 
by  prolonged  adrenal  stimulation  and  chron- 
ic, excessive  DHA  production.  Certain  neuro- 
logic disorders  such  as  encephalitis,  multiple 
sclerosis,  and  tuberous  sclerosis  are  some- 
times associated  with  hirsutism ; possibly 
these  diseases  also  involve  a component  of 
chronic  adrenal  steroid  overproduction,  al- 
though the  possibility  of  completely  unknown 
mechanisms  exists.  Most  common  and  most 
neglected  is  the  simple  or  idiopathic  hir- 
sutism which  is  associated  surprisingly  often 
with  an  elevation  of  urinary  17-ketosteroids. 
The  adrenal  origin  of  this  ketosteroid  over- 
production is  easily  demonstrated  by  the  cor- 
ticosteroid suppression  test.  As  small  a dose 
as  2.5  mg.  of  prednisolone  three  times  daily 
for  a week  or  10  days  usually  causes  the  uri- 
nary ketosteroid  level  to  return  to  normal, 
proving  that  shutdown  of  pituitary  ACTH, 
and  hence  a lowering  of  adrenal  activity, 
corrects  the  situation.  In  most  cases  there  is 
no  evidence  of  associated  corticoid  overpro- 
duction, let  alone  any  stigmata  of  Cushing’s 
syndrome.  From  an  extensive  study  of  the 
pituitary-adrenal  axis  in  these  cases,3  it  is 
concluded  that,  in  some  women  with  hir- 
sutism, the  17-ketosteroid  producing  mech- 
anism of  the  adrenal  cortex  is  extraordinar- 
ily sensitive  to  small  changes  in  the  level  of 
ACTH  regulation.  This  results  in  a chronic, 
though  variable,  selective  overproduction  of 
adrenal  DHA  and  eventually  in  hirsutism 
with  or  without  associated  minor  viriliza- 
tion. Experience  in  treating  these  cases  with 
prolonged  adrenal  suppression  is  far  from 
adequate.  Currently,  minimal  doses  of  cor- 
ticosteroids, just  sufficient  to  suppress  17- 
ketosteroid  excretion  into  the  normal  range 
over  a period  of  six  months  or  more,  appear 
to  have  a permanent  normalizing  effect  on 
the  adrenal  disturbance  in  about  a third  of 
cases.  In  other  cases,  the  urinary  level  rises 
promptly  when  treatment  stops,  and  in  still 
others  there  is  a gradual,  progressive  return 
to  pretreatment  levels.  The  hirsutism  usual- 
ly is  unaffected  by  treatment,  but  further  an- 
drogenic stimulation  of  hair  growth  probably 
is  interrupted.  Unfortunately  it  is  extremely 
difficult  to  quantitate  the  results  of  treat- 
ment in  such  cases. 

"Idiopathic”  hirsutism  associated  with  ele- 
vated urinary  17-ketosteroids  is  probably  the 
mildest  form  of  androgenic  adrenal  hyper- 
function. Rarely  is  there  any  evidence  of 


masculinization  such  as  change  in  body  con- 
tour, hairline  recession,  or  clitoral  hyper- 
trophy. When  these  features  begin  to  appear, 
a more  serious  disorder  of  the  adrenal  or  of 
the  gonad  can  be  suspected.  True  adreno- 
genital syndrome  due  to  adrenal  hyperplasia 
and  showing  an  elevation  of  urinary  17-keto- 
steroids to  25-50  mg.  per  day  is  an  uncom- 
mon disorder,  and  the  degree  of  virilization 
obviously  sets  it  apart  from  lesser  disorders. 
There  is,  however,  a continuous  clinical  spec- 
trum which  ranges  from  adrenal  hirsutism 
to  adrenogenital  syndrome.  In  clear-cut  mas- 
culinization, especially  when  the  ketosteroid 
excretion  is  high,  the  differential  diagnosis 
between  adrenal  hyperplasia  and  adrenal  tu- 
mor must  be  considered.  Another  form  of  the 
corticosteroid  suppression  test,  in  which  the 
suppressive  dose  is  larger  than  the  one  previ- 
ously described,  assists  in  this  diagnosis. 
Usually  dexamethasone  in  a dose  of  2 mg.  per 
day  is  used  for  two  to  five  days,  although 
other  investigators  have  used  15  mg.  of 
prednisolone  daily  for  five  to  ten  days  with 
similar  results.  With  either  technique,  cases 
of  hyperplasia  show  a clear-cut  drop  of  the 
ketosteroid  excretion.  However,  when  the 
initial  level  is  75  mg.  per  day  or  higher,  or 
when  suppression  with  these  tests  fails,  there 
is  presumptive  evidence  of  adrenal  neoplasm, 
and  further  diagnostic  studies  are  required. 
Androgenic  adrenal  hyperplasia  associated 
with  hirsutism  or  virilism  is  best  controlled 
with  suppressive  steroid  therapy,  although 
at  times  an  “escape”  from  the  effect  of  the 
drug  occurs  and  another  corticosteroid  must 
be  used.  There  is  rarely  any  regression  of 
the  hirsutism ; the  body  contour  may  feminize 
slowly,  and  there  may  be  regrowth  of  head 
hair.  In  cases  in  which  menstrual  distur- 
bances and  infertility  are  associated  com- 
plaints, remission  usually  occurs. 

One  diagnostically  important  feature  of 
androgenic  effects  of  adrenal  origin  is  that 
DHA,  a relatively  poor  androgen,  produces 
the  androgenic  effects.  It  therefore  requires 
a great  deal  of  this  biologically  weak  steroid 
to  bring  about  clinical  symptoms,  particu- 
larly virilism,  and  this  is  why  high  levels  of 
urinary  ketosteroid  excretion  are  character- 
istic. The  situation  with  ovarian  androgens 
is  different.  Here,  the  proportion  of  testos- 
terone produced  is  significant,  and  testos- 
terone by  contrast  is  a strong  androgen. 
There  is  noticeable  hirsutism  and  virilism 
with  little  or  no  change  in  urinary  ketoster- 
oid output  in  association  with  overproduc- 
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tion  of  ovarian  androgens.  The  rare,  intense- 
ly virilizing  ovarian  tumors  such  as  arrheno- 
blastoma  and  hilus  cell  tumor  are  typically 
accompanied  by  urinary  17-ketosteroid  ex- 
cretion levels  which  range  within  or  near 
normal.  Removal  of  the  tumor  may  cause,  at 
most,  a drop  of  a few  milligrams  in  the  uri- 
nary output.  These  ovarian  tumors,  while 
endocrinologically  fascinating,  are  extremely 
rare  and  are  unlikely  possibilities  in  the  dif- 
ferential diagnosis  of  hirsutism  or  virilism. 
The  most  common  androgenic  disorder  of 
ovarian  origin  is  that  associated  with  sclero- 
cystic  changes  and  frequently  bilateral  en- 
largement of  the  ovaries,  or  Stein-Leventhal 
“syndrome.”  As  mentioned  elsewhere,2  such  a 
syndrome  probably  does  not  exist,  but  merely 
represents  a small  and  not  distinctive  frac- 
tion of  the  larger  population  of  women  with 
polycystic  ovarian  disease  and  various  de- 
grees of  hirsutism.  Androgen  overproduction 
by  such  sclerocystic  ovaries  may  be  consider- 
able, with  the  secretion  of  DHA  ranging  as 
high  as  16  mg.  per  day  and  the  secretion  of 
testosterone  + androstenedione  ranging  as 
high  as  5.6  mg.  per  day  or  higher.  Thus  pro- 
duction is  well  within  the  range  of  normal 
testicular  hormone  production.  The  produc- 
tion of  too  many  androgens  and  too  few  es- 
trogens is  caused  by  disorders  of  the  en- 
zyme mechanism  that  synthesizes  ovarian 
hormones.1  The  origin  of  this  disorder  is 
complex,  probably  involving  hypothalamic 
factors  and  disturbances  of  pituitary  gonado- 
tropin production.  In  clear  contrast  to  ad- 
renal conditions,  hirsutism  or  virilism  of 
ovarian  origin  is  associated  from  the  outset 
with  menstrual  disturbances  such  as  amen- 
orrhea or  functional  bleeding;  also,  the  out- 
put of  urinary  ketosteroids  is  normal  and 
does  not  drop  significantly  when  the  mini- 
mal corticosteroid  suppression  test  is  per- 
formed. Unfortunately,  however,  in  a sub- 
stantial percentage  of  cases  of  androgenic 
polycystic  ovarian  disease  there  is  a coexist- 
ing hyperadrenal  factor,  and  this  may  elevate 
the  17-ketosteroids  and  complicate  the  clini- 
cal picture.  Under  these  circumstances  the 


keenest  clinical  acumen  may  prove  insuffi- 
cient, and  culdoscopy  or  actual  exploration 
of  ovaries  and  adrenals  may  be  necessary. 

Hirsutism  develops  not  uncommonly  dur- 
ing pregnancy,  and  usually  regresses  almost 
completely  thereafter.  The  origin  of  the  an- 
drogenic influences  in  pregnancy  is  poorly 
understood.  The  placenta  makes  tremendous 
quantities  of  estrogenic  and  progestational 
steroids  and  is  a likely  potential  site  of  trou- 
ble. However,  the  altered  endocrine  environ- 
ment in  pregnancy  also  affects  adrenal  func- 
tion. Finally,  the  ovary  is  constantly  stimu- 
lated by  chorionic  gonadotropin,  and  prelimi- 
nary evidence  suggests  that  the  ovary  may 
increase  its  steroid  output  during  gestation. 
Future  research  will  clarify  the  respective 
roles  of  these  three  endocrine  organs. 


Summary 

Avoided  in  this  article  were  the  presenta- 
tion of  a table  of  differential  diagnoses  in- 
cluding rarities  which  may  never  be  seen  in 
clinical  practice  or  well-worn  pictures  of 
adrenogenital  syndrome  or  Cushing’s  disease 
which,  in  fact,  seldom  present  diagnostic  dif- 
ficulties. 

Two  things  are  worth  emphasizing:  (1) 
minor  degrees  of  hypertrichosis  deserve  care- 
ful investigation,  both  in  terms  of  benefit  to 
the  patient  and  intellectual  reward  to  the 
clinician;  and  (2)  our  knowledge  of  the  ori- 
gin and  abnormalities  of  endocrine  androgen 
production  has  progressed  to  the  point  that 
a careful,  logical  attack  can  be  mounted 
against  the  most  difficult  diagnostic  prob- 
lems. No  longer  a problem  only  for  derma- 
tologists, hirsutism  should  be  studied  also  by 
clinicians  and  endocrinologists  who  seek  the 
proper  diagnoses  and  most  effective  treat- 
ments for  their  patients. 
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Adenomyosis 

A Clinical  and  Pathologic  Study 


CURTIS  H.  TYRONE,  M.D. 


ADENOMYOSIS  is  a condition  that  fre- 
quently involves  the  uterus  without  ac- 
companying evidence  of  extension  to  the  ad- 
nexa or  pelvic  peritoneum.  Since  Rokitansky 
first  described  this  disease  in  1860,  numer- 
ous authors  have  written  about  it,  notably 
Cullen,  Emge,  Novak,  and  Benson. 

This  report  is  based  on  a study  of  239  con- 
secutive cases  of  uterine  adenomyosis  treated 
surgically  at  the  Ochsner  Clinic  from  1942 
through  1961.  The  diagnosis  of  adenomyosis 
was  made  if  the  pathologist  noted  endometri- 
al glands  surrounded  by  endometrial  stroma 
in  the  wall  of  the  uterus  and  evidence  of  re- 
cent or  old  hemorrhage,  the  latter  represent- 
ing hemosiderin  microphages.  These  glands 
must  have  been  situated  in  the  muscular  wall 
of  the  uterus,  at  least  two  low  power  fields 
away  from  the  endometrium. 

In  each  case,  the  weight  of  the  excised 
uterus  exceeded  150  gm.  It  was  grossly  en- 
larged and,  in  many  cases,  the  nodulation  or 
asymmetry  was  not  caused  by  fibroids.  In 
73  cases,  or  approximately  one-third,  fibroids 
were  present.  When  the  removed  uterus  was 
sectioned,  typically,  the  wall  was  greatly 
thickened,  with  trabeculate,  granular-appear- 
ing areas  and  small,  yellowish  or  darker 
cystic  areas  that  contained  old  blood  or  ser- 
ous fluid.  It  is  interesting  that  even  though 
the  uterus  was  often  extensively  diseased  by 
the  adenomyotic  process,  with  or  without 
fibroids,  in  only  25  cases  was  there  evidence 
of  adnexal  or  peritoneal  endometriosis. 

Because  adenomyosis  develops  slowly  in 
the  uterus,  symptoms  are  insidious.  It  might 
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require  years  before  the  disease  has  de- 
veloped to  a sufficient  degree  to  cause  symp- 
toms forcing  the  patient  to  seek  relief. 

Adenomyosis  usually  is  described  as  a dif- 
fuse process  involving  the  entire  wall  of 
the  uterus.  In  228  of  the  author’s  patients 
the  adenomyosis  was  diffuse  throughout  the 
uterine  wall  necessitating  hysterectomy ; 
however,  this  is  not  always  the  case.  Included 
in  the  present  series  are  11  patients  in  the 
third  decade  of  life  who  had  a localized  area 
of  adenomyosis  in  the  uterus  that  caused  pain 
and  irregular  menstruation,  and  this  condi- 
tion usually  was  associated  with  sterility.  It 
was  possible  to  relieve  pain  by  excising  the 
localized  area  of  diseased  tissue  in  the  same 
manner  as  one  performs  myomectomy.  Seven 
of  the  11  patients  subsequently  became  preg- 
nant. Several  have  had  multiple  pregnancies, 
and  all  have  been  examined  periodically  over 
a period  of  years.  Symptoms  have  not  de- 
veloped in  any  patients  in  this  series;  there 
has  been  no  physical  evidence  of  recurrence 
in  any  patient,  and  none  has  required  further 
surgical  treatment. 

Age 

As  would  be  expected  from  its  gradual  de- 
velopment, adenomyosis  usually  is  encoun- 
tered in  women  in  late  menstrual  life.  How- 
ever, it  can  occur  in  younger  women,  as  can 
be  seen  in  Table  1.  Most  of  the  author’s  cases 
occurred  during  the  active  menstrual  life  of 


The  author's  report  is  based  on  a study  of 
239  consecutive  cases  treated  surgically  from 
1942  through  1961. 
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Table  1. — Distribution  of  239  Cases  of 
Adenomyosis  of  the  Uterus  According  to  Age. 


Decades 

Cases 

Third 

18 

Fourth 

68 

Fifth 

117 

Sixth 

36 

Total 

239 

the  patient.  Of  the  36  women  in  the  sixth  dec- 
ade of  life  who  were  continuing  to  menstru- 
ate, seven  had  postmenopausal  bleeding 
which  could  be  attributed  only  to  adenomy- 
osis. 

Symptoms 

Abnormal  uterine  bleeding  was  the  most 
common  complaint  in  this  series,  occurring 
in  188  patients.  The  abnormal  bleeding  pat- 
tern varied  from  increase  in  the  number  of 
days  of  menstruation  to  increase  in  the 
menstrual  flow.  This  developed  slowly  over 
a period  of  time.  Spotting  for  two  or  three 
days  before  onset  of  the  actual  flow  was 
noted  often.  Irregular  menstruation  or  bleed- 
ing two  or  more  times  a month  was  common. 
It  was  impossible  for  many  patients  to  esti- 
mate the  amount  of  blood  lost  during  the 
month,  but  more  than  half  of  them  had  a low 
hematologic  picture  on  admission. 

The  second  most  common  complaint,  oc- 
curring in  163  patients,  was  pelvic  pain.  In 
many  instances,  pain  had  been  present  for 
years,  with  gradual  increase  in  severity.  It 
was  most  often  described  as  a constant  pel- 
vic pain  with  a sense  of  pressure  which  al- 
ways increased  before  and  during  the  men- 
strual period  or  during  the  entire  time,  if 
there  were  abnormal  or  prolonged  periods  of 
bleeding.  The  pain  was  insidious  in  onset  and 
reached  its  height  with  menstruation.  Pelvic 
soreness  and  backache  usually  accompanied 
the  pain.  Dysuria,  painful  defecation,  and 
dyspareunia  were  common  complaints.  A few 
patients  had  such  severe  pain  that  analgesics 
were  required,  and  in  some,  even  opiates.  A 
number  of  our  patients  told  us,  long  after 
operation,  that  they  did  not  know  how  much 
pain  they  had  experienced  preoperatively 
until  they  were  relieved  by  the  operation. 

Sterility  and  Infertility 

In  this  series,  44  patients  had  never  con- 
ceived, and  the  majority  of  these  denied  use 


of  contraceptives.  Most  of  them  expressed 
the  desire  for  children  and  could  not  under- 
stand why  they  had  never  conceived. 

The  word  “infertility”  is  used  here  to  indi- 
cate the  interval  since  the  last  pregnancy  in 
the  patients  who  were  operated  on.  In  121 
patients  pregnancy  had  not  occurred  in  at 
least  ten  years  and  in  some,  much  longer. 
Again,  many  of  these  expressed  the  desire 
for  more  children  and  wondered  why  they 
did  not  become  pregnant.  In  this  infertile 
group  of  122  women,  the  average  was  only 
two  pregnancies  per  patient. 


Diagnosis 

The  difficulty  in  making  the  diagnosis  pre- 
operatively has  been  stressed  in  many  medi- 
cal reports  on  uterine  adenomyosis.  This  is 
readily  understandable  in  view  of  the  condi- 
tions other  than  adenomyosis  that  must  be 
considered.  These  include  fibroids,  pelvic 
congestion  syndrome,  and  subinvolution  or 
fibrosis  of  the  uterus.  The  exact  diagnosis  of 
adenomyosis  as  well  as  endometriosis  involv- 
ing other  structures,  cannot  be  made  posi- 
tively before  treatment  except  by  the  path- 
ologist. Therefore,  the  positive  diagnosis  of 
adenomyosis  is  made  only  after  operation  is 
performed. 

If  certain  points  are  kept  in  mind  when 
taking  the  history  and  examining  the  patient, 
however,  it  should  be  possible  to  obtain  a 
higher  percentage  of  correct  diagnoses  before 
attempting  treatment.  In  other  words,  the 
average  patient  with  uterine  adenomyosis 
usually  is  in  late  menstrual  life,  and  com- 
plains of  irregular  and  often  profuse  vaginal 
bleeding  accompanied  by  pelvic  pain,  dys- 
menorrhea, backache,  and  dyspareunia.  She 
is  most  likely  to  have  had  only  one  or  two 
pregnancies  that  occurred  several  years  be- 
fore. 


Associated  Fibroids 

In  most  reported  series,  the  incidence  of 
associated  uterine  fibroids  is  high,  although 
this  was  not  true  in  the  present  series.  Less 
than  one-third  of  the  patients  (73)  had  as- 
sociated fibroids  of  the  uterus,  and  in  most 
of  these,  the  fibroids  were  an  incidental  find- 
ing. The  symptoms  and  pathologic  altera- 
tions were  caused  primarily  by  the  adenomy- 
osis of  the  uterus. 


1152 


TEXAS  State  Journal  of  Medicine 


Adenomyosis  is  a clinical  problem  exclu- 
sive of  coexistent  disorders  capable  of  pro- 
ducing similar  symptoms.  More  than  one- 
half,  or  132  of  the  author’s  patients,  had  had 
one  or  more  previous  operative  procedures, 
many  of  which  had  been  done  for  the  same 
symptoms  for  which  the  patient  consulted 
the  author. 

Treatment 

If  a tentative  preoperative  diagnosis  of 
adenomyosis  of  the  uterus  is  made,  one  must 
decide  what  is  the  best  treatment  for  the  pa- 
tient. In  the  author’s  experience,  repeated 
curettement  is  futile.  This  may  establish  the 
fact  that  the  condition  is  not  malignant  and 
may  provide  temporary  relief  of  the  abnor- 
mal bleeding,  but  curettage  has  no  effect  on 
the  pain.  Treatment  with  X-ray,  with  or 
without  radium,  does  not  effect  permanent 
relief.  Hormonal  therapy  is  equally  ineffi- 
cacious. Therefore,  the  treatment  of  choice 
when  the  patient  requires  relief  of  symptoms 
is  hysterectomy.  If  the  ovaries  are  normal, 
they  should  be  preserved. 

Summary 

Adenomyosis  of  the  uterus  is  a condition 


Dr.  Tyrone  is  professor  of 

Spl w . 

clinical  gynecology  at  Tu- 

lane  University  School  of 

I Jl 

Medicine,  New  Orleans,  and 

i jh 

is  also  associated  with  the 

Ochsner  Clinic  in  that  city. 

r 

in  which  endometrial  type  glands  are  found 
in  the  wall  of  the  uterus,  surrounded  by  en- 
dometrial type  stroma  around  the  glands,  and 
evidence  of  recent  or  old  hemorrhage,  the 
latter  representing  hemosiderin  microphages. 
Also,  these  glands  must  have  been  situated  in 
the  muscular  wall  of  the  uterus  at  least  two 
low  power  fields  away  from  the  endometri- 
um. The  process  usually  is  diffuse  but  may 
be  localized.  It  is  a disease  primarily  of  late 
menstrual  life  because  its  development  is  in- 
sidious, but  it  does  occur  in  younger  women. 
Abnormal  menstruation  and  pelvic  pain  are 
the  most  common  symptoms.  It  is  difficult 
to  make  the  diagnosis  preoperatively.  The 
treatment  of  choice  is  hysterectomy. 

t Dr.  Tyrone,  Ochsner  Clinic,  3503  Prytania  Street, 
New  Orleans. 


Chiropractor  Ruled  Expert 
On  General  Physiology 

A Louisiana  Court  of  Appeals  has  upheld  a trial  court  ruling  that 
a former  Texas  chiropractic  college  teacher  was  competent  to  testify 
on  the  general  physiology  of  the  body  but  not  as  an  expert  on  the 
causal  relationship  between  an  accident  victim’s  injuries  and  his 
later  ailments.  The  chiropractor  was  called  to  testify  in  a personal 
injury  case,  according  to  the  AM  A News  Oct.  28. 
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General  Anesthesia  During 
Operative  Vaginal  Delivery 


IT  IS  WIDELY  recognized  that  when  op- 
erative vaginal  delivery  is  indicated,  local 
anesthesia  is  preferable  to  general  anesthesia 
for  both  maternal  and  fetal  safety.  Local 
anesthesia  also  has  special  advantages  in  ob- 
stetrics. It  enables  the  mother  to  participate 
in  the  delivery  of  her  child,  avoids  the  addi- 
tional nursing  burden  imposed  by  an  un- 
conscious patient,  and  encourages  the  obste- 
trician to  be  gentle  in  handling  mother  and 
baby. 

The  principal  hazards  of  general  anes- 
thesia are  those  associated  with  vomiting  in 
the  unconscious  state  and  with  the  effect  of 
the  narcotic  drugs  on  uterine  muscle  tone  and 
fetal  respiration.  Despite  these  risks,  general 
anesthesia  is  sometimes  needed  in  obstetrics. 
Probably  the  only  absolute  indication  is  an 
uncooperative  mother,  but  a local  technique 
may  fail  or  may  provide  inadequate  condi- 
tions for  the  obstetric  procedure  planned.  Oc- 
casionally general  anesthesia  is  required  to 
relax  the  uterus ; more  rarely  to  help  an  ex- 
hausted and  distraught  mother ; and  in  some 
parts  of  the  world  simply  because  of  preju- 
dice or  dislike  of  such  procedures  as  extra- 
dural or  subarachnoid  block. 

Size  of  Problem 

The  figures  in  Table  1 illustrate  the  over- 
all picture  of  obstetric  practice  and  the  re- 
sults obtained  in  St.  Thomas’  Group  of  Hos- 
pitals (a  university  teaching  hospital)  dur- 
ing 1960  and  1961. 

The  size  of  the  anesthetic  problem  is 
shown  in  Table  2. 

The  indications  for  general  anesthesia  for 
cesarean  section  were  conditioned  by  fac- 
tors different  from  those  discussed  and  will 


not  be  considered  further.  The  type  of  local 
anesthetic  procedure  used  exclusively  was 
pudendal  nerve  block.  The  reasons  for  this 
choice  are  that  it  can  be  quickly  done  by  the 
obstetrician  without  moving  the  patient  and 
it  does  not  require  the  aid  of  another  doctor. 
Furthermore,  there  are  fewer  complications 
of  all  types  with  pudendal  block  than  with 
either  extradural  or  subarachnoid  block.  Two 
techniques  of  general  anesthesia  were  used 
and  compared.  One  was  a purely  inhalational 
sequence  based  upon  ether  (usually  nitrous 
oxide-oxygen-ether)  and  the  other  was  based 
upon  minimal  narcosis  with  nitrous  oxide 
and  oxygen  only,  and  was  coupled  with  com- 
plete paralysis  of  the  mother  by  a muscle 
relaxant  drug.  For  the  second  technique  the 
mother  was  intubated  with  a cuffed  endo- 
tracheal tube,  and  intermittent  positive  pres- 
sure ventilation  of  her  lungs  was  carried  out 
throughout  the  procedure.1’ 3' 9- 10 

The  high  rate  of  general  anesthesia  for 
forceps  delivery  needs  comment.  An  experi- 


Table  1 .—Incidence  of  Operative  Assistance  in 
St.  Thomas’  Hospital  and  General  Lying-In 
Hospital,  1960-1961. 


No. 

Incidence 

Total  patients  delivered 

5,010 

— 

Maternal  deaths 

0 

— 

Total  babies  born 

5,081 

— 

Stillbirths 

95 

18.7* 

Neonatal  deaths 

72 

14. 5f 

Perinatal  mortality 

167 

83.0* 

Forceps  deliveries 

618 

12.1J 

Breech  deliveries 

148 

2.9t 

Cesarean  section 

261 

5.2t 

Multiple  pregnancy 

70 

1.4t 

Postpartum  hemorrhage§ 

298 

5.9f 

*Per  1,000  total  births. 
fPer  1,000  live  births. 
|Per  cent. 

§Twenty  ounces  or  more. 
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The  English  authors  note  that,  in  operative 
vaginal  delivery,  there  are  fewer  maternal 
and  fetal  complications  with  local  anesthesia 
than  with  general  anesthesia.  Of  the  two 
forms  of  general  anesthesia  they  used  when 
necessary,  the  muscle  relaxant  technique 
was  better  than  a sequence  based  on  ether. 


W.  D.  WYLIE,  M.B.,  and 
P.  J.  HUNTINGFORD,  M.B. 


enced  obstetrician  working  in  ideal  condi- 
tions can  successfully  complete  90  per  cent 
of  operative  vaginal  deliveries  under  puden- 
dal nerve  block;0  but  in  a teaching  hospital 
where  junior  graduates  and  many  under- 
graduates need  instruction,  many  mothers 
express  a definite  preference  to  be  put  to 
sleep.  In  addition,  the  relaxation  produced 
by  pudendal  nerve  block,  though  adequate 
for  the  accomplished  obstetrician,  is  not  al- 
ways sufficient  for  the  tyro. 

In  most  of  the  57  per  cent  of  mothers  who 
were  given  a general  anesthetic,  the  anes- 
thetic was  needed  for  mid-cavity  deliveries 
in  which  rotation  of  the  occiput  or  some 
other  complicated  maneuver  was  necessary. 
A few  were  given  general  anesthesia  because 
they  were  uncooperative.  Figures  from  a pre- 
vious investigation,  and  from  this  series, 
show  that  in  only  6 patients  out  of  414  (1.45 
per  cent)  pudendal  block  was  abandoned  and 
general  anesthesia  induced  because  the 
mother  failed  to  cooperate.  To  this  figure 
must  be  added  a further  7 out  of  248  pa- 
tients (2.8  per  cent)  for  whom  a pudendal 
block  was  not  considered  suitable  and  in 
whom  general  anesthesia  was  induced  at 
once.  Thus  4.2  per  cent  of  mothers  were  un- 
suitable for  pudendal  nerve  block. 


Only  8.7  per  cent  of  the  patients  delivered 
(excluding  patients  with  cesarean  section) 
in  a period  of  two  years  needed  general 
anesthesia.  When  general  anesthesia  was  re- 
quired, the  need  was  often  urgent,  and  the 
anesthesia  was  necessary  for  the  particular 
obstetric  problem  which  might  have  had  a 
higher  than  normal  incidence  of  maternal 
and  fetal  complications,  irrespective  of  the 
effects  of  the  anesthetic. 


Complications 

Maternal. — The  main  hazard  of  general 
anesthesia  is  vomiting  and  its  attendant  com- 
plications.7’ 8 This  is  illustrated  in  Table  3, 
which  is  based  upon  a consecutive  series  of 
obstetric  general  anesthetics  administered 
in  this  hospital  group  during  the  five-year 
period  from  1955  to  1960. 

A detailed  survey  of  the  maternal  compli- 
cations of  anesthesia  is  shown  in  Table  4, 
based  upon  the  anesthetics  (both  local  and 
general)  administered  in  a 17-month  period 
during  1959  and  1960. 

There  were  no  maternal  complications  of 
pudendal  nerve  block  other  than  the  need  in 
two  patients  to  administer  general  anesthesia 


Table  2. — The  Method  of  Anesthesia  Used  for  Operative  Deliveries  in  St.  Thomas’  Hospital  and 

General  Lying-In  Hospital,  1960-1961. 


Procedure 

Total  No. 

Pudendal 

Block 

General 

Anesthesia 

Incidence  of 
General  Anesthesia 
(%) 

Cesarean  section 

261 



261 

100.0 

Forceps 

618 

266 

352 

57.0 

Breech 

148 

113 

35 

23.6 

Twins 

70 

46 

24 

34.3 

Total  patients  delivered 

(including  cesarean  section) 

5,010 

— 

672 

13.4 

Total  patients  delivered 

(excluding  cesarean  section) 

4,749 

425 

411 

8.7 
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because  of  lack  of  maternal  cooperation.  The 
postpartum  hemorrhage  rate  with  pudendal 
block  was  5.3  per  cent,  which  compares  fa- 
vorably with  the  overall  rate  of  5.9  per  cent 
(Table  1).  The  difference  can  be  accounted 
for  by  the  fact  that  all  patients  delivered  un- 
der pudendal  block  received  intravenous  er- 
gometrine  with  delivery  of  the  shoulder, 
whereas  those  delivered  spontaneously  did 
not.  This  figure  for  the  postpartum  hemor- 
rhage rate  is  also  significantly  less  than  that 

Table  3. — Hazards  with  General  Anesthesia 
(1955-1960). 

Minimal  Narcosis — 
Purely  Muscle  Relaxant — 

Inhalational  Endotracheal 


Anesthesia  Tube  Anesthesia* 


No.  of  patients 

314 

428 

No.  who  vomited 

during  anesthesia 

12 

3 

Per  cent  vomited 

3.80 

0.70 

No.  with  evidence 
of  pulmonary 

aspiration 

3 

1 

Per  cent  aspirated 

0.95 

0.23 

Maternal  deaths 

0 

0 

*The  patients  in  this  group  who  vomited  did 
so  immediately  after  induction  and  before  com- 
pletion of  the  endotracheal  intubation.  They  were 
induced  in  a foot-down  tilt  in  an  attempt  to  pre- 
vent passive  reflux  from  the  esophagus  or  stom- 
ach. 


Dr.  W.  D.  Wylie  is  consul- 
tant anesthetist  at  St. 
Thomas'  Hospital  in  Lon- 
don, England,  and  Dr.  P.  J. 
Huntingford  is  senior  lec- 
turer in  obstetrics  and  gy- 
necology at  the  same  hos- 
pital. 


for  general  anesthesia.  Since  the  patients 
delivered  under  general  anesthesia  also  re- 
ceived intravenous  ergometrine,  the  differ- 
ence must  be  attributed  to  the  anesthetic 
technique  and/or  the  obstetric  maneuver. 
One  further  point  of  interest  emerges,  and 
that  is  that  anesthesia  is  required  for  a sig- 
nificantly shorter  duration  from  induction 
to  delivery  time  with  the  muscle  relaxant 
technique  than  with  the  inhalational  se- 
quence with  ether. 

Fetal. — In  an  analysis  of  the  neonatal  as- 
phyxia figures  for  a previously  published 
series,3  it  has  been  shown  that  the  incidence 
of  moderate  and  severe  neonatal  asphyxia 
(as  classified  by  Craig  and  Fraser,2  their 
groups  C and  D)  was  significantly  greater 
following  operative  interference  than  for 
spontaneous  delivery.  This  increase  was, 
however,  unrelated  to  the  type  of  operative 
interference.  It  is  therefore  presumably  at- 
tributable to  other  factors  of  which  anes- 
thesia must  be  the  most  important. 


Table  4.- — Incidence  of  Maternal  Complications  Related  to  Type  of  Anesthesia  Used  for  Forceps  Delivery 
in  St.  Thomas’  Hospital  and  General  Lying-In  Hospital,  Aug.  1,  1959,  to  Dec.  31,  1960. 


Pudendal 

Block 

General  Anesthesia 
Intubation 

-j-  Relaxant  Ether 

No.  of  cases 

169 

162 

36 

No.  available  for  analysis 

133 

128 

27 

Postpartum  hemorrhage 

7 

23 

5 

Using  x2  test,  the  difference 

Regurgitation  of  stomach 

(5.3%) 

(18%) 

(18.5%) 

of  pudendal :G.A.  is  signifi- 
cant (P  = 0.001) . 

contents 

— 

4 

— 

Inhalation  of  vomit 

— 

1 

— 

Bronchopneumonia 

— 

2 

1 

Sore  throat 

— 

49 

3 

Dry  cough 

— 

5 

— 

“Suxamethonium  pains” 

— 

29 

— 

Injection  hematoma 

— 

8 

— 

Postanesthetic  vomiting 

— 

6 

— 

Perineal  hematoma 

Failed  because  of  lack  of 

1 

— 

— 

maternal  cooperation 

2 

— 

— 

Mean  total  G.A.  time  in  minutes  — 
Mean  induction-delivery  time 

47 

46 

in  minutes 

14.8±5 

26.7±10.3 

Using  t-test,  the  difference 
of  the  means  is  statistically 
significant  (P  = < 0.001). 
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Table  5. — Incidence  of  Neonatal  Asphyxia  in  Relation  to  Anesthetic  Used  and  the  Indication  for  Delivery 
by  Forceps  in  St.  Thomas’  Hospital  and  General  Lying-In  Hospital  from  Aug.  1 , 1959,  to  Dec.  31,  1960. 


Indication  for 
Delivery 


Fetal  distress 
Delay 


Pudendal 

Intubation  + Relaxant 

NoO  + Ether 

No.  with 

No.  with 

No.  with 

Severe 

Severe 

Severe 

Asphyxia 

Asphyxia 

Asphyxia 

Total 

(C  + D)  Incidence 

Total 

(C  + D) 

Incidence 

Total 

(C  + D)  Incidence 

47 

4 

8.5% 

29 

15 

52% 

1 

0 

86 

11 

12.8% 

98 

21 

21.4% 

26 

22  84.5% 

Using  the  x2-test  there  is  a statistically  significant  difference  in  the  incidence  of  severe  asphyxia 


when  the  following  groups  are  compared: 

Fetal  distress — pudendal  block: relaxant 
Delay — pudendal  block:  ether 
Delay — relaxant : ether 


P = <0.001 
P = <0.001 
P = <0.001 


Fig.  1 shows  that  the  incidence  of  severe 
neonatal  asphyxia  is  significantly  higher 
when  delivery  is  completed  with  forceps  dur- 
ing pudendal  block  than  when  delivery  is 
spontaneous,  and  higher  still  when  general 
anesthesia  is  used.  When  the  type  of  general 
anesthesia  employed  is  considered,  there  is  a 
significant  difference  in  favor  of  a muscle 
relaxant  technique. 

Table  5 shows  the  incidence  of  severe  as- 
phyxia according  to  the  indication  for  for- 
ceps delivery  and  to  the  differing  forms  of 
anesthesia  administered. 


Spontaneous  Forceps  Forceps  Forceps  Forceps 

(S.T.Hi  Pudendal  G.A  Relaxant  Ether 

Block 


Fig.  1.  The  incidence  of  neonatal  asphyxia  related  to  the 
anesthetic  used  for  forceps  delivery  in  St.  Thomas'  and 
the  General  Lying-In  Hospitals  from  August,  1959,  to  De- 
cember, 1960.  The  figures  within  the  bars  denote  the  total 
number  of  patients  in  each  group.  Using  the  x^-tes1'  there 
is  a statistically  significant  difference  in  the  incidence  of 
covore  asphyxia  (Classes  C + D)*  in  the  following  groups: 
Spontaneous:  forceps  under  pudendal  block, 

P = 0.01  to  0.001 . 

Spontaneous:  forceps  under  general  \ 
anesthesia  (G.A.)  1 

Forceps,  pudendal  block:  forceps,  G.A.  IP  — <0.001. 
Forceps,  relaxant:  ether  ) 

♦Indicated  by  gray  bars. 

S.T.H.  =3  St.  Thomas’  Hospital. 


Conclusion 

The  results  demonstrate  that  local  anes- 
thesia is  preferable  to  general  anesthesia  for 
operative  vaginal  delivery,  since  it  has  a 
lower  incidence  of  both  maternal  and  fetal 
complications.  Of  the  two  forms  of  general 
anesthesia,  the  muscle  relaxant  technique  is 
better  for  the  baby,  more  rapidly  induced, 
and  more  pleasant  for  the  mother  than  the 
sequence  based  on  ether.  These  findings  are 
in  agreement  with  those  published  by  other 
workers.3’ 4 The  muscle  relaxant  technique 
did  not,  however,  in  the  manner  used,  avoid 
the  risks  associated  with  maternal  vomiting, 
and  it  is  a method  that  should  only  be  prac- 
ticed by  experienced  anesthetists  who  are 
familiar  with  all  the  problems  involved. 
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Comment 

This  paper  might  more  appropriately  have  been 
entitled:  “The  Infrequency  of  Demand  and  Utiliza- 
tion of  General  Anesthesia  for  Vaginal  Delivery.” 
It  emphasizes  several  points  which  elucidate  di- 
vergent attitudes  and  differences  in  obstetric  prac- 
tice in  England  and  in  this  American  community. 
Appropriate  methods  of  management  in  the  eyes  of 
the  public  in  general  and  the  medical  profession 
in  the  United  States  exclude  technician  accoucheurs 
and  discourage  home  deliveries.  Conscientious  and 
thoughtful  physicians  want  the  same  caliber  of 
anesthesia  for  parturients  that  they  insist  upon  for 
other  surgical  patients.  Two  human  lives  need  pro- 
tection during  parturition.  Good  working  conditions 
are  as  important  in  obstetrics  as  in  general  surgery. 

The  authors  present  an  analysis  of  5,010  patients. 
Of  these,  261  had  cesarean  section  under  general 
anesthesia.  The  majority  (3,913)  had  no  anesthetic 
at  all.  The  rest  got  either  pudendal  block  (425)  or 
general  anesthesia  (411).  Inhalation  anesthesia  was 
given  to  4.2  per  cent  of  patients  who  were  consid- 
ered unsuitable  for  pudendal  block. 

Using  their  criteria,  the  authors  found  that  “only 
8.7  per  cent  of  patients  delivered  (excluding  pa- 
tients with  cesarean  section)  in  a period  of  two 
years  needed  general  anesthesia.”  Further,  “when 
general  anesthesia  was  required,  the  need  was  often 
urgent,  and  the  anesthetic  was  necessary  for  the 
particular  obstetric  problem  which  might  have  had 
a higher  than  normal  incidence  of  maternal  and 
fetal  complications,  irrespective  of  the  effects  of  the 
anesthetic.”  Yet,  they  refer  to  the  fact  that  neonatal 
asphyxia  occurs  more  often  following  operative  than 
spontaneous  vaginal  delivery,  regardless  of  the  type 
of  operative  procedure,  and  conclude  that  the  most 
important  factor  causing  the  increase  is  the  anes- 
thesia. No  mention  is  made  of  intrapartum  anal- 
gesic medication.  Earlier,  they  state  that  “an  ex- 
perienced obstetrician  working  in  ideal  conditions 
can  succesfully  complete  90  per  cent  of  operative 
vaginal  deliveries  under  pudendal  nerve  block.” 
Maybe  so.  But  this  seems  to  us  to  be  the  hard  way. 
Moreover,  it  seems  clear  that  “ideal  conditions”  must 


include  ready  availability  of  adequate  and  knowl- 
edgeable anesthesia  service. 

Here,  the  obstetric  patient  believes  that  the  safest 
and  best  place  for  her  is  in  a good  hospital  where 
conditions  are  provided  to  insure  maximum  safety 
and  optimum  freedom  from  discomfort.  She  should 
have  the  right  to  choose,  within  rational  limits  un- 
der authority  of  a good  obstetrician,  the  kind  of 
experience  she  wishes  to  have.  And  she  should  have 
the  privilege  to  change  her  mind.  Unquestionably, 
the  safest  policy  in  any  case  countermands  depres- 
sant drugs.  If  the  patient’s  psyche  accommodates 
labor  and  delivery  without  drugs,  with  concomitant 
personal  emotional  gain  for  her — and  there  are  no 
complications — the  course  for  the  obstetrician  is 
obvious.  But  he  needs  the  assurance  that  accom- 
plished anesthesia  is  procurable  when  urgently 
needed  to  permit  proper  management  of  sudden  com- 
plication. 

When  expert  anesthesiologists  (M.D.)  are  at  hand 
for  parturient  patients,  controlled  anesthesia  affords 
appropriate  command  of  the  conditions  of  delivery 
to  the  obstetrician  and  removes  the  necessity  that 
he  divide  his  attention  between  obstetrical  deci- 
sions and  the  status  of  the  patient’s  vital  functions. 
If  the  anesthesia  most  desirable  to  meet  the  require- 
ments of  any  situation  is  consistently  obtainable, 
and  if  the  patient  expressly  chooses  to  be  rendered 
amnesic,  general  anesthesia  becomes  the  procedure 
of  choice.  Complications  secondary  to  inadequate 
cooperation  are  eliminated.  Complications  or  condi- 
tions which  require  specialized  anesthesia  for  adroit 
consummation  can  be  handled  at  once  without  addi- 
tional hazard  from  delay.  Highly  desirable  “safe- 
guard” practices,  such  as  routine  inspection  and 
repair  of  cervix  and  manual  exploration  of  uterus 
following  expulsion  of  placenta,  can  be  accomplished 
without  adding  to  the  patient’s  risk  or  discomfort. 
When  elective  induction  of  labor  is  a successful  facet 
of  practice,  the  hazards  imposed  by  “general  anes- 
thesia on  a full  stomach”  are  virtually  precluded. 
Routine  instruction  which  interdicts  eating  when 
patients  suspect  labor  can  minimize  this  hazard  in 
those  whose  labors  are  not  induced. 

Contraindications  to  general  anesthesia  are  rare. 
The  majority  of  obstetric  patients  can  be  given  gen- 
eral anesthesia  with  definite  advantage,  pi-oviding 
interested  and  resourceful  physicians  manage  the 
anesthesia.  Whatever  the  method  of  anesthesia,  the 
patient  is  served  better  when  the  delivery  team  in- 
cludes an  anesthesiologist.  Until  this  ideal  can  per- 
tain, methods  which  provide  less  satisfactory  anes- 
thesia but  which  create  no  requirement  that  the 
patient’s  vital  signs  be  constantly  monitored  must  be 
employed. 

— William  F.  McLean,  M.D.,  Austin. 
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Perinatal  Mortality  Records 

Analysis  of  First  Two  Years  in  Dallas  County 


JAMES  E.  GLEICHERT,  M.D. 


THE  STEADY  improvement  in  the  ma- 
ternal mortality  rate  during  the  past  48 
years  has,  by  comparison,  focused  attention 
on  the  lagging  improvement  in  perinatal 
mortality.  In  an  effort  to  close  this  gap,  peri- 
natal mortality  committees  have  been  formed. 

In  the  Dallas  County  Medical  Society,  the 
duties  of  this  committee  were  added  to  those 
of  the  Maternal  Mortality  Committee,  and 
since  July  1,  1960,  all  cases  of  perinatal  mor- 
tality have  been  recorded  and  reported  to  the 
committee. 

A summary  is  presented  of  the  first  two 
years  of  perinatal  mortality  records  from 
Dallas’  Methodist  Hospital.  During  this  time 
there  were  7,981  deliveries  in  the  obstetrical 
department,  resulting  in  8,043  infants  and  in 
7,962  live  births.  There  were  221  perinatal 
deaths,  a rate  of  27.7  per  1,000  live  births. 
The  Dallas  committee  recorded  a rate  of 
27. 9.4- 5 For  the  year  1961,  the  County  Bu- 
reau of  Vital  Statistics  arrived  at  a rate  of 
34. 5. 7 The  perinatal  death  rate  for  1961  re- 
ported by  the  American  Medical  Research 
Foundation  was  26.2.8  In  1959,  the  Bureau  of 
Vital  Statistics  rate  for  Texas  was  35  and 
for  the  United  States,  34.6  per  1,000. 7 

Neonatal  death  is  defined  by  Eastman6  as 
the  death  of  a newborn  infant  in  the  first 
four  weeks  of  life,  and  the  neonatal  death 


Fig.  1.  Graph  showing  comparison  of  maternal  and  peri 
natal  mortality  rates,  drawn  on  same  scale. 


rate  is  the  number  of  neonatal  deaths  per 
1,000  live  births.  Fetal  death  is  defined  as 
the  death  in  utero  of  an  infant  weighing  not 
less  than  500  gm.  Fetal  death  rate  is  the 
number  of  fetal  deaths  per  1,000  live  births. 
Perinatal  death  rate  is  the  sum  of  fetal  and 
neonatal  death  rates.6 

Maternal  mortality  rates  have  declined  in 
the  past  43  years  to  an  almost  irreducible 
minimum.  In  1919,  with  24  states  reporting, 
the  rate  was  91.6  per  10,000.  By  1945,  the 
rate  had  declined  to  20.7  per  10,000.  After 
this  year,  the  drop  was  precipitous,  reaching 
3.8  in  1958  for  the  United  States.6- 9 In  Dal- 
las County  in  1961,  the  figure  was  2.8  per 
10,000.4’ 5 The  1959  rate  in  Texas  was  4.7 
and  in  the  United  States,  3. 7. 7 

Perinatal  mortality  statistics  do  not  show 
such  an  enviable  improvement.  Eastman  and 
Heilman  report  32.4  per  1,000  neonatal 
deaths  in  1935,  24  in  1946,  and  20  in  1958. 6 
In  1959,  there  were  33  states  with  a lower 
perinatal  mortality  rate  than  Texas.7 

In  most  surveys  perinatal  mortality  sta- 
tistics deal  only  with  those  infants  weighing 
more  than  1000  gm.1  In  Dallas  all  those  over 
500  gm.  were  included.  Infants  weighing  less 
than  2500  gm.  (5!/2  pounds)  were  classified 
as  premature.11 

To  collect  the  required  information,  the 
Dallas  County  committee  issued  a worksheet 
(Fig.  2)  on  which  pertinent  data  regarding 
each  infant  or  fetal  death  were  recorded. 
These  are  summarized  on  a monthly  basis. 

Within  the  time  of  the  survey,  there  were 
221  perinatal  deaths,  or  one  perinatal  death 


During  the  past  43  years,  maternal  mortality 
rates  have  improved  3,000  per  cent,  but 
perinatal  mortality  rates  have  improved  only 
50  per  cent.  A two  year  Dallas  study  indi- 
cates that  prematurity  remains  the  greatest 
single  factor  in  perinatal  death  rates. 
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Fig.  2.  Worksheet  for  perinatal  death  case,  Dallas  County  Perinatal  Mortality  Committee. 


1. 

Name 

2.  Age 

16. 

Abruptio 

22. 

P.  P.  Hemorrhage  yes 

no 

3. 

Case  # 

Previa 

23. 

Rh  factor  (D)  Pos.  Neg. 

4. 

Infant’s  sex  M. 

F.  Wt. 

Other  bleeding 

Antibody  titers  yes 

no 

Twins 

yes 

no 

17. 

Elevated  BP 

24. 

Maternal  Anemia  yes 

no 

5. 

Obstetrician : 

(on  admission) 

yes  no  25. 

Autopsy  # yes 

no 

6. 

Pediatrician : 

18. 

Albuminuria 

yes  no 

Cong,  defects  yes 

no 

7. 

Date  of  death: 

19. 

Length  of  labor 

Injury  yes 

no 

8. 

Length  of  life: 

20. 

Delivery 

Autopsy  Diagnoses: 

9. 

Ante  - Intra  - Neonatal 

Spontaneous 

10. 

Premedication 

Low 

a.  None 

Mid 

26. 

Preventable  yes 

no 

b.  Barbiturate 

High 

questionable 

c.  Demerol 

Breech 

Patient 

d.  Tranquilizers 

Section 

Physician 

e.  Others 

Version 

Hospital 

11. 

Oxytocic 

yes 

no 

21. 

Anesthesia 

27. 

Maternal  complications 

12. 

FHT  absent  on 

None 

Toxemia  yes 

no 

admission 

yes 

no 

G O E 

Diabetes  yes 

no 

13. 

Labor  induced 

yes 

no 

Spinal 

Other 

14. 

Prem.  rupt.  BOW 

yes 

no 

Local 

Send  to:  Dr.  J.  T.  Downs,  III 

Days  prior  to  del. 

% 1 2 3 4 + 

Trilene 

3707  Gaston  Avenue 

15. 

Gravidity  12  3 4 

5 6 + 

Other 

Dallas  10,  Texas 

MONTHLY  REPORT  OF  PERINATAL  MORTALITY 

HOSPITAL:  MONTH:  YEAR: 

Number  of  Deliveries: 

Number  of  Fetal  deaths: 

Number  of  Autopsies: 

Viability 

Antepartum: 

Intrapartum: 

Neonatal: 


Weight 

Lbs: 

Gms: 

No. 


1-3 

500-  1300 

3-514 

1500-2500 

5 14  - 8 14 

2500  - 4000 

81 i + 

4000  + 

Cause  of  Death 


Maternal 

Placental  ahruptinn 

niahptps 

Rh  (nr  nthpr  hlnnd  prnhlpmO 

Unknown 

Other  (specify) 

Fetal 


Infprtinn 

Prematurity 

rnngpmtal  Hpfprtc 

Atp|prta<;is 

Injnrv 

Unknown 

flthpr  ( spprify ) 

Send  to:  Dr.  J.  T.  Downs,  III 
3707  Gaston  Avenue 
Dallas  10,  Texas 


Fig.  3.  Monthly  report  of 
perinatal  mortality,  Dallas 
County  Perinatal  Mortality 
Committee. 
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221  Total  perinatal  deaths 


STILLBIRTHS 
PER  1000  BIRTHS 


Methodist  1961  10.1  J 

Dallas  Perinatal  Comm.  1960-62  11.7 


j Texas 

1959 

15.8  j 

j u.s. 

1959 

15.9  | 

Fig.  5.  Comparative  graph  of  stillbirth  rates. 


Fig.  4.  Graph  of  antepartum,  intrapartum,  and  neonatal 
deaths,  Methodist  Hospital. 

for  every  36  deliveries.  Of  these  221  infants, 
81  were  stillborn  and  140  were  born  alive. 
Sixty  fetuses  died  before  the  onset  of  labor, 
21  during  labor  and  140  during  the  neonatal 
period.  The  stillbirth  rate  was  10.1  per  1,000 
live  births.  Comparative  figures  in  stillbirth 
rates  were  Dallas  County  (1961),  13.1;  Tex- 
as (1959),  15.8,  and  the  United  States 
(1959),  15. 9. 7 From  the  Dallas  perinatal 
mortality  committee,  the  stillbirth  rate  was 
11.7  per  1,000.4’ 5 

The  greatest  number  of  perinatal  deaths 
was  among  the  smallest  infants;  93  in  the 
one-to-three  pound  group.  There  were  67 
deaths  in  the  three-to-five  and  one-half  pound 
group,  52  in  the  term  group  and  nine  infants 
over  eight  and  one-half  pounds. 

There  were  106  liveborn  premature  infants 
constituting  76  per  cent  of  the  perinatal 
death  series.  The  premature  rate  for  Meth- 
odist Hospital  during  this  period  was  6 per 


cent;  for  Dallas  County,  8 per  cent;  and  for 
Texas,  8.6  per  cent. 

Malformations  were  present  in  42  infants. 
Of  these  babies,  21  were  born  alive  and  at 
term  and  ten  were  born  alive  but  prema- 
turely. 

Breech  presentation  was  the  most  frequent 
malpresentation,  constituting  50  out  of  the  54 
cases.  Of  the  infants  presenting  by  the 
breech,  only  six  were  at  full  term.  One  term 
breech  was  anencephalic ; one,  hydrocephalic ; 
one  had  polycystic  grossly  enlarged  kidneys. 
In  one  case,  death  was  due  to  prolapse  of  the 
cord,  and  in  another,  death  occurred  before 
labor.  Three  premature  infants  and  one  term 
infant  were  in  transverse  lie  during  labor.  In 
two  cases  of  transverse  lie,  death  was  due  to 
an  attempted  version  and  extraction.  Forty- 
seven  of  the  cases  of  malpresentation  were 
premature.  Six  of  these  were  twin  pregnan- 
cies. The  54th  malpresentation  was  a full- 
term  transverse  lie. 


Fig.  6.  Perinatal  deaths  according  to  infant  weight. 


Fig.  7.  Graph  of  malformed  infants  according  to  term  birth 
and  prematurity. 
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During  the  period  of  survey,  125  infants 
were  born  of  multiple  gestation,  an  incidence 
of  1.6  per  cent.  Twenty-six  of  these  infants 
appeared  in  the  perinatal  mortality  series, 
an  incidence  of  11.8  per  cent  of  the  total  mor- 
tality. One  of  every  five  twins  died. 

In  ten  instances  a cord  accident  was  in- 
volved in  fetal  death.  Two  of  these  were 
originally  complicated  by  placenta  previa. 
Premature  rupture  of  the  membranes  was  an 
additional  factor  in  one  cord  accident.  Only 
two  of  the  prolapsed  cords  occurred  in  breech 
presentation.  In  two  cases  a strangulating 
twist  of  the  cord  was  present,  and  in  one  case 
a true  knot  was  the  cause  of  intrapartum  fe- 
tal death.  In  five  of  the  ten  cases  of  cord  acci- 
dent, fetal  death  occurred  before  the  onset 
of  labor,  in  four  during  labor,  and  in  one 
case  during  the  neonatal  period. 

Birth  injury  is  listed  eight  times  as  a caus- 
ative factor  in  neonatal  death.  Six  of  these 
infants  were  premature.  There  was  one  addi- 
tional case,  not  listed  as  a birth  injury,  in 
which  death  was  due  to  shoulder  dystocia. 
This  infant  was  oversize,  as  was  also  one  of 
the  term  birth  injuries,  a transverse  lie  de- 
livered by  version  and  extraction.  These  cases 
were  two  of  the  three  that  could  qualify, 
according  to  the  records,  as  difficult  deliver- 
ies. The  third  case  was  one  in  which  permis- 
sion for  section  was  refused. 

The  number  of  infants  lost  because  of 
erythroblastosis  was  small.  There  were  five 
such  cases.  Three  erythroblastotic  fetuses 
died  in  utero.  In  one  of  these  cases,  maternal 
antibody  titers  could  not  be  demonstrated. 
The  two  erythroblastotic  babies  dying  in  the 
neonatal  period  had  unsuccessful  exchange 
transfusions;  labor  occurred  spontaneously 
in  both  cases.  The  occurrence  of  erythroblas- 
tosis with  a fatal  outcome  was  1 per  1,600 
live  births,  and  constituted  2.2  per  cent  of 
the  perinatal  deaths. 

Autopsies  were  performed  on  78  infants. 
The  most  frequently  occurring  autopsy  di- 
agnosis was  atelectasis  which  appeared  35 
times  alone  and  in  combination  with  other 
problems  in  11  infants.  Eighteen  infants  on 
whom  necropsies  were  performed  had  con- 
genital defects,  eight  of  these  involving  the 
cardiovascular  system.  There  were  nine  au- 
topsy diagnoses  made  of  brain  injury  and 
five  of  infection.  Hyaline  membrane  disease 
was  reported  two  times  alone  and  three  times 
with  atelectasis.  One  infant  was  found  to 
have  congenital  stem  cell  leukemia. 

When  considering  the  maternal  aspect  of 


perinatal  death,  it  is  noted  that  the  largest 
number  of  deaths  occurred  in  primigravida ; 
however,  this  distribution  does  not  differ 
from  a random  group  of  mothers.  The  age 
grouping  of  the  mothers  in  this  series  fol- 
lows the  normal  pattern. 

Thirty-six  patients  were  hypertensive. 
There  were  six  congenitally  defective  infants 
born  of  these  hypertensive  mothers;  20  in- 
fant deaths  were  associated  with  preeclamp- 
sia. 

Of  the  7,981  deliveries,  409  were  accom- 
plished by  cesarean  section,  giving  a section 
rate  of  5.12  per  cent.  Among  the  perinatal 
deaths,  there  were  25  sections,  a section  rate 
in  this  category  of  11  per  cent.  Indications 
listed  for  the  sections  were  abruptio  placenta 
in  seven  cases,  placenta  previa  in  five  cases, 
and  preeclampsia  in  four  cases.  In  two  cases, 
a cord  accident  was  involved.  One  section  was 
done  because  of  maternal  diabetes;  one  be- 
cause of  suspected  erythroblastosis ; three 
sections  were  elective  repeat  sections ; and  in 
one  case  an  unsuspected  anencephalic  mon- 
ster was  delivered  abdominally  because  of 
fetal  distress.  Another  was  done  because  of 
idiopathic  fetal  distress. 

Placental  accidents  constitute  an  important 
segment  of  the  series.  There  were  25  in- 
stances of  abruptio  placenta.  Seventeen  of 
these  cases  were  delivered  vaginally  and 
eight  abdominally.  In  13  abruptio  cases  a 
stillborn  fetus  was  delivered,  four  of  these 
by  section. 

Nine  instances  of  placenta  previa  were  as- 
sociated with  perinatal  deaths.  Four  of  the 
placenta  previa  cases  were  delivered  vaginal- 
ly, one  of  these  was  a breech  presentation  and 
one  a transverse  lie.  Five  babies  were  deliv- 


PERINATAL  DEATHS  BY 
GRAVIDITY 


GRAVIDA 


Fig.  8.  Perinatal  deaths  according  to  gravidity,  Dallas 
Methodist  Hospital. 
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ered  by  section.  In  four  cases  fetal  death  pre- 
ceded the  onset  of  labor,  and  in  one  it  oc- 
curred during  labor.  Four  of  these  infants 
died  in  the  neonatal  period.  On  three  occa- 
sions labor  was  induced. 

General  anesthesia  was  used  for  delivery 
of  81  liveborn  premature  infants.  Regional 
anesthesia  was  employed  in  nine  cases,  and 
in  ten  premature  deliveries  no  anesthesia  was 
used.  General  anesthesia  was  chosen  in  19 
sections  and  spinal  in  six  sections. 

Intercurrent  maternal  infection  appeared 
five  times.  One  case  of  syphilis  was  in  this 
group,  as  was  one  case  of  pneumonia  and 
one  of  acute  gastritis.  One  case  of  fever  of 
undetermined  origin  preceded  premature  la- 
bor. In  the  remaining  case,  maternal  influ- 
enza was  followed  by  intra-uterine  fetal 
death.  One  stillbirth  occurred  in  association 
with  maternal  intestinal  obstruction. 

Three  mothers  were  diabetic.  In  all  three, 
antepartum  fetal  death  occurred. 

An  incompetent  cervix  with  previous  sur- 
gical correction  was  present  in  four  cases. 
One  mother  with  carcinoma  in  situ  went  into 
labor  after  conization. 

In  one  patient,  a uterine  malformation  (a 
bicornuate  uterus)  was  noted.  This  patient 
was  delivered  by  section.  Hyperthyroidism 
was  the  complicating  maternal  factor  in  one 
case. 

Two  mothers  delivered  stillborn  infants 
following  trauma  in  automobile  accidents. 
There  was  one  uterine  rupture  involving  an 
old  uterine  scar  from  a previous  version. 

In  77  cases,  premature  rupture  of  the  fetal 
membranes  was  listed  on  the  worksheet. 


PERINATAL  DEATHS  BY 


YEARS 


Fig.  9.  Perinatal  deaths  by  maternal  age,  Methodist  Hos- 
pital. 


Thus,  it  is  at  least  a factor  in  34  per  cent  of 
the  cases  of  perinatal  mortality.  Nineteen  of 
the  cases  of  premature  rupture  of  the  mem- 
branes were  in  breech  position;  one  in  a 
transverse  lie.  Seven  cases  of  premature  rup- 
ture of  membranes  Avere  complicated  by  ab- 
ruptio  placenta.  Two  cases  were  accompanied 
by  placenta  previa.  One  Shirodkar  operation 
was  followed  by  premature  rupture  of  the 
membranes.  Thus,  30  cases  of  premature  rup- 
ture of  the  membranes  had  possible  explana- 
tory factors,  leaving  47  in  which  the  rupture 
was  idiopathic. 

Seventy-two  per  cent  of  the  infants  in  the 
perinatal  mortality  group  were  in  the  prema- 
ture weight  range,  (below  5^4  pounds). 
Seventy-six  per  cent  of  the  infants  Avho  died 
after  section  Avere  premature.  Fifteen  of  20 
preeclamptic  patients  delivered  babies  in  the 
premature  Aveight  range.  Twenty-two  of  the 
25  mothers  with  abruptio  placenta  delivered 
before  term. 

All  of  the  infants  avIio  died  as  a result  of 
placenta  previa  Avere  premature.  Forty-seven 
of  54  infants  in  malpresentation  were  prema- 
ture as  were  six  of  eight  cases  of  birth  in- 
jury. Of  the  36  mothers  with  hypertension 
(both  preeclamptic  and  non-preeclamptic) , 
23  delivered  before  term.  Three  of  the  five 
patients  with  intercurrent  maternal  infection 
delivered  a live  premature  baby  which  did 
not  survive. 

All  four  patients  with  an  incompetent  cer- 
vix delivered  prematurely,  as  did  the  one  pa- 
tient Avith  carcinoma  in  situ.  The  patient 
with  a bicornuate  uterus  and  the  patient 


Fig.  10.  Perinatal  deaths  by  cesarean  section,  Methodist 
Hospital. 
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with  hyperthyroidism  both  delivered  prema- 
ture infants. 

Prematurity  is,  patently,  the  heart  of  the 
problem.  It  is  not  always  a matter  of  primary 
premature  labor;  many  of  the  accidents  and 
complications  of  pregnancy  result  in  prema- 
ture delivery,  either  occurring  because  of  the 
complication  or  induced  to  preserve  the  life 
and  health  of  the  mother. 

A cesarean  section,  electively  timed,  is  one 
source  of  fetal  loss,  appearing  four  times  in 
this  series.  The  elective  induction  of  labor 
provided  one  case  of  fetal  loss.  Medically  in- 
dicated induction  of  labor  is  a greater  source 
of  prematurity,  but  here  reduction  of  the 
number  of  non-surviving  premature  infants 
will  be  difficult  because  the  hazards  to  the 
mother  of  continuing  the  pregnancy  must  be 
balanced  against  the  hazards  to  the  fetus  of 
interrupting  it. 

The  most  difficult  segment  of  the  prema- 
turity group  and  one  which  comprises  60  to 
70  per  cent  of  premature  labors  is  that  in 
which  no  explanation  can  be  given  for  spon- 
taneously occurring  premature  labor  that  re- 
sults in  the  delivery  of  a child,  normal  in  all 
respects  except  that  it  is  as  yet  unable  to 
survive  outside  the  uterus.9  In  most  cases  of 
premature  labor,  which  is  the  greatest  source 
of  fetal  wastage,  the  cause  still  lies  beyond 
the  scope  of  medical  knowledge. 

Summary  and  Conclusions 

A survey  of  perinatal  deaths  at  Dallas 
Methodist  Hospital  during  the  first  two  years 


Fig.  11.  Breakdown  of  perinatal  deaths  connected  with 
abruptio  placenta,  Methodist  Hospital. 


of  the  function  of  the  Dallas  County  peri- 
natal mortality  committee  is  presented. 

Background  material  underlines  the  per- 
sisting discrepancy  in  the  improvement  of 
maternal  mortality  which  has  undergone  a 
3,000  per  cent  improvement  and  perinatal 
mortality  which  has  undergone  but  50  per 
cent  improvement  in  43  years.  The  study  of 
perinatal  mortality  is  not  as  yet  sufficiently 
sophisticated  to  justify  conclusions  as  to  re- 
sponsibility but  in  even  this  rudimentary 
survey  the  number  of  obviously  preventable 
deaths  is  high  enough  to  warrant  further 
study  and  effort. 

Stillbirths  have  decreased  75  per  cent  in 
40  years.  Birth  injury  makes  up  4 per  cent 
of  the  deaths.  Erythroblastosis  causes  one 
death  per  1,600  deliveries.  Survival  increases 
with  size,  but  oversize  babies  made  up  4 per 
cent  of  the  Dallas  series,  almost  as  many  as 
cord  accidents  which  occurred  in  5 per  cent 
of  the  cases.  Elective  sections  and  elective 
induction  accounted  for  five  deaths.  The  sec- 
tion rate  in  the  series  was  double  the  general 
section  rate;  twins  appeared  in  the  series 
seven  times  as  frequently  as  in  total  deliver- 
ies. 

Forty-two  infants  were  malformed.  In  34 
cases  there  were  placental  accidents.  Mater- 
nal disease,  including  hypertension  and  pre- 
eclampsia, was  present  in  association  with 
53  infant  deaths. 

Premature  rupture  of  the  membranes  is 
present  in  34  per  cent  of  the  series,  malpres- 
entation  in  23  per  cent.  Malpresentation  and 
prematurity  go  hand  in  hand.  Breech  presen- 


Fig.  12.  Perinatal  deaths  broken  down  to  obstetrical  com- 
plications showing  premature  infants  making  up  each 
group. 
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tation  is  by  far  the  most  frequent  malpresen- 
tation ; breech  deliveries  still  carry  a high 
rate  of  neonatal  death.  Prematurity  remains 
the  greatest  single  factor  in  perinatal  death 
rates  and  so  long  as  a 6 per  cent  rate  of 
premature  delivery  prevails,  it  can  be  ex- 
pected to  maintain  its  position. 
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Live  Measles  Vaccine  And  Egg-Allergic  Children 

Three  Texas  physicians  have  reported  their  findings  in  the 
Journal  of  the  American  Medical  Association  (Aug.  24)  on  the  ad- 
ministration of  live  attenuated  measles  vaccine  to  children  allergic 
to  eggs. 

Drs.  Peter  B.  Kamin,  Bernard  T.  Fein,  and  Howard  A.  Britton, 
all  of  San  Antonio,  conclude  that  the  vaccine  can  be  used  safely  in 
immunizing  many  children  with  egg  allergies.  Physicians  have  been 
hesitant  to  vaccinate  egg-allergic  children  because  the  vaccine  con- 
tains egg  protein. 

Although  they  advise  caution  in  using  the  vaccine  in  such  cases, 
the  trio  reports  that  no  immediate  or  delayed  reaction  occurred  when 
they  injected  11  egg-allergic  children  with  a highly  purified  vaccine 
followed  by  gamma  globulin. 
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WHEN  ASTRONAUTICS  enters  the 
post-lunar  era  of  space  operations,  it 
can  look  back  at  a vast  amount  of  knowl- 
edge from  the  first  orbital  flights  around 
Earth,  from  a trip  around  the  moon,  and 
from  the  first  men  who  land  on  the  moon. 

But  the  space  programs  will  not  stop 
there.  Astronautics  will  look  farther  into 
the  future  and  deeper  into  space — to  the 
planets.  Although  what  we  learn  in  pre- 
planetary space  operations  will  be  of  great 
value,  new  problems  will  arise.  They  will 
derive  from  the  longer  flights  through  the 
vast  interplanetary  space,  and  from  the  en- 
vironments found  on  the  planets  themselves. 

A flight  into  interplanetary  space  requires 
the  escape  velocity  of  11.2  km.  per  sec., 
which  is  called  the  second  astronautical  or 
cosmic  velocity.  This  is  about  30  per  cent 
more  than  the  orbital  velocity,  called  the  first 
astronautical  velocity.  Speeding  with  the 
escape  velocity  out  of  the  Earth’s  gravita- 
tional hold,  and  floating  through  space  to  the 
planet  Mars,  for  instance,  would  take  about 
eight  months.  For  space  travelers  to  spend 
such  a long  time  in  the  cramped  spaceship, 
immense  medical  problems  must  be  resolved. 
They  result  from  the  surrounding  physical 
space  environment,  the  gravitational  condi- 
tion, the  maintenance  of  a physiologically 
suitable  environment  in  the  cabin,  and  the 
psychophysiological  status  on  that  artificial 
little  island  in  space. 

All  of  these  problems  would  be  easier  to 
cope  with  if  the  travel  time  to  the  near  plan- 
ets could  be  cut  to  30  per  cent  of  the  low- 


energy  trajectory  time.  Nuclear  power  pro- 
pulsion devices  could  give  the  required  ex- 
cess escape  velocities,  or  slight  continuous 
propulsion,  to  bring  the  travel  time  down  to 
medically  acceptable  lengths.  In  fact,  a min- 
imum travel  time,  based  on  a high-energy 
trajectory,  is  a medical  prescription  for 
space  technology.  It  must  be  perfected  be- 
fore man  can  soar  to  the  planets. 

As  to  the  planets  themselves,  the  basic 
question  is:  Which  planets  can,  and  which 
ones  cannot,  be  visited  by  earthlings?  We 
know  that  for  humans,  the  conditions  are 
better  on  some  planets  than  on  others.  Man 
may  find  a way  to  fly  near  or  around  the 
planets  that  are  impossible  to  land  on.  Some, 
however,  may  be  surrounded  by  such  hostile 
environments  that  they  cannot  be  approached 
at  all. 

What  are  the  specific  hazards  on  the  ce- 
lestial bodies  that  man  can  visit?  How  much 
human  life-support  and  protection  do  they 
offer,  and  how  much  has  to  be  provided  arti- 
ficially to  meet  the  human  physiological 
needs?  To  make  these  extraterrestrial  en- 
vironments as  terrestrial  as  possible,  a mi- 
croclimate must  be  created  in  the  planetary 
station.  I shall  confine  this  article  to  the 
planetary  environments  which  give  us  some 
basic  information  for  the  biotechnical  design 
of  the  stations. 

Decisive  for  the  physical  and  chemical 
properties  of  the  planetary  environments  is 
solar  electromagnetic  radiation,  which  in 
space  represents  a spectrum  from  6 Ang- 
strom units  to  radio  waves  of  more  than  10 
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One  day,  man  will  walk  on  the  moon,  trading  its  mystery  for  equally 
exciting  knowledge.  Beyond  the  moon,  the  planets  and  stars  already 
tug  at  man's  urge  to  explore,  and  science  must  find  ways  to  sustain 
earthlings  as  they  venture  into  environments  hostile  to  life.  These 
environments,  and  the  physical  problems  that  they  create,  offer 
fascination  to  all  physicians. 


Beyond  the  Moon 


meters.  Our  base  line  in  this  respect  is  in- 
tensity of  radiation  at  the  Earth’s  orbital 
distance  (=  1) . The  intensity  factor  of  solar 
irradiance  increases  in  the  region  of  Venus 
to  twice  as  much  as  that  near  the  Earth,  and 
at  Mercury’s  solar  distance,  to  six  times  as 
much.  It  decreases  at  the  distance  of  Mars 
to  less  than  one-half;  at  Jupiter’s  orbit  to 
one  twenty-seventh;  and  at  Pluto’s  orbit  to 
one  sixteenth-hundredth.  Because  of  these 
tremendous  intensity  variations,  as  a func- 
tion of  the  planetary  distances,  there  are 
great  differences  in  the  planets’  chemical 
and  physical  environments. 

Chemically,  the  ultraviolet  section  of  solar 
irradiance  has,  in  the  course  of  millions  of 
years,  transformed  the  original  hydrogen, 
ammonia,  methane,  and  water -containing 
protoatmospheres  into  oxidized  atmospheres, 
but  only  in  the  solar  distance  range  of  the 
inner  planets.  The  outer  planets  still  have 
hydrogen  atmospheres  of  the  protoatmos- 
pheric  type,  the  same  as  found  on  the  Earth 
two  and  one-half  billion  years  ago.  Thus 
there  are  two  subfamilies : outer  planets  with 
atmospheres  of  mostly  hydrogen  and  hydro- 
gen compounds,  and  inner  planets  with  oxi- 
dized atmospheres. 

No  less  important  for  manned  space  op- 
erations are  the  visible  section  of  the  elec- 
tromagnetic spectrum  and  heat  radiation. 
They,  too,  show  tremendous  intensity  dif- 
ferences from  Mercury  to  Pluto.  At  the 
Earth’s  orbital  distance,  solar  illuminance 
amounts  to  140,000  lux  (lumens  per  square 
meter).  It  increases  in  the  area  of  Venus 


to  267,000  lux,  and  in  the  region  of  Mercury 
to  nearly  one  million  lux.  At  the  distance  of 
Mars  it  decreases  to  60,300  lux;  in  the  area 
of  Jupiter  to  about  5,000  lux;  and  at  the  re- 
mote distance  of  Pluto,  to  90  lux.  This  is 
important  to  know  with  regard  to  vision  in 
space,  and  with  regard  to  the  use  of  solar 
light  for  the  photosynthetic  biological  regen- 
eration of  the  intracabin  or  planetary  station 
environments.  It  might  be  justifiable  to  di- 
vide the  solar  space  into  photic  zones.  A 
euphotic  zone  exists  from  the  neighborhood 
of  Venus  to  somewhere  beyond  Mars,  where 
the  light  conditions  are  physiologically  fa- 
vorable. Beyond  Mars  we  find  hypophotic 
conditions,  and  beyond  Venus,  as  seen  from 
the  Earth,  hyperphotic  conditions. 

In  a similar  manner  we  can  consider  heat 
radiation  from  the  sun.  At  the  Earth’s  dis- 
tance, solar  thermal  irradiance  amounts  to  2 
cal.  cm.-2  min.-1  (known  as  the  solar  con- 
stant). At  most,  50  per  cent  of  this  amount 
reaches  the  Earth’s  surface.  Venus  is  ex- 
posed to  a solar  thermal  irradiance  of  almost 
4 cal.  cm.-2  min.-1,  and  Mercury,  to  more 
than  13  cal.  cm.-2  min.-1.  The  Martian  solar 
constant  amounts  to  0.86  cal.  cm.-2  min.-1, 
and  at  the  distance  of  Pluto  it  drops  to  one 
sixteen-hundredth  of  the  Earth’s  value.  This 
factor — heat  radiation  from  the  sun — is  im- 
portant for  manned  space  operations  with 
regard  to  the  temperature  control  of  the 
spaceship,  the  temperature  climate  on  the 
planets  themselves,  and  the  temperature  con- 
trol of  planetary  stations.  As  in  the  case  of 
the  light  conditions  in  space,  we  might  also 
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speak  of  an  euthermal  belt  extending  from 
the  vicinity  of  Venus  to  Mars,  adjoined  by 
a hyperthermal  belt  and  a hypothermal  belt. 
But  it  must  be  noted  that  the  radiation  in- 
tensity on  the  planets’  surfaces  is  always 
less  than  that  to  which  the  planets  are  ex- 
posed. This  is  because  some  rays  are  ab- 
sorbed while  others  are  reflected  or  scat- 
tered back  into  space  by  the  atmospheric 
material.  The  near  surface  temperatures 
also  can  be  influenced  by  a “greenhouse”  ef- 
fect. In  summary,  there  is  an  area  in  our 
solar  system  in  which  the  radiation  condi- 
tions are  not  too  hostile  for  space  operations 
and  to  life  on  planets. 

We  may,  therefore,  refer  to  a life-favoring 
zone  in  the  solar  system,  called  ecosphere, 
which  may  reach  from  the  vicinity  of  Venus 
to  somewhere  beyond  Mars.  Based  on  this 
concept,  the  Earth  and  Mars  can  be  consid- 
ered as  ecospheric,  life-favoring,  or  biophil 
planets.  The  others  can  be  termed  non-eco- 
spheric,  if  not  even  biocidal,  planets. 

Medicine  and  the  Planets 

With  this  review  of  the  electromagnetic 
radiation  environment  in  space  and  of  the 
general  ecological  characteristics  of  the  plan- 
ets, we  can  turn  to  the  environments  of  the 
individual  planets  and  their  space  medical 
implications.  Mars,  as  the  most  attractive 
astronautical  target  beyond  the  Moon,  de- 
serves special  attention.  But  to  understand 
its  favored  position,  we  must  include  all 
other  planets  in  our  ecological  analysis. 

Venus. — Looking  first  into  the  sunward 
direction,  Venus,  the  second  planet  in  the 
solar  system,  is  constantly  and  completely 
covered  with  dense  clouds,  which  probably 
consist  of  carbon  dioxide,  water  vapor,  and 
hydrocarbons.  Venus  is  wrapped  in  mystery 
so  far  as  its  surface  features  are  concerned. 
Is  the  surface  a dry  desert,  or  divided  into 
continents  and  seas,  or  completely  covered 
with  oceans?  The  answers  remain  hidden 
from  the  human  eye,  but  not  from  the  elec- 
tronic eyes  of  planetary  probes  such  as  Mari- 


ner II.  This  first  successful  Venusian  probe, 
which  passed  Venus  at  a distance  of  33,000 
km.  on  Dec.  14,  1962,  detected  that  the  cloud 
cover  begins  at  64  to  80  km.  above  the  sur- 
face, and  is  16  to  32  km.  thick.  It  has  tem- 
peratures far  below  the  freezing  point  of 
water.  The  temperatures  on  the  surface  had 
been  estimated  by  astronomers  to  be  as  high 
as  300  C.,  due  to  a “greenhouse”  effect.  Ac- 
cording to  Mariner  II,  they  are  even  higher 
— around  430  C.  (800  F.).  At  the  distance 
at  which  Mariner  II  passed  Venus,  no  sig- 
nificant magnetic  field  forces  could  be  de- 
tected. This  does  not  exclude  the  existence 
of  an  effective  magnetic  field  at  lower  al- 
titudes, which  is  indicated  by  the  polar  lights 
observed  by  Clyde  Tombaugh.  The  Venusi- 
an gravisphere,  or  the  sphere  of  predomi- 
nant gravitational  attraction,  extends  to 
600,000  miles.  If  a spaceship  crossed  this 
line  it  would  be  in  the  gravitational  hold  of 
Venus  and  could  become  a captive  or  a satel- 
lite of  our  evening  star.  But  Venus,  despite 
its  attractive  name,  offers  no  paradise  to 
visitors  from  Earth.  For  them,  it  is  a for- 
bidden planet.  And  because  of  the  hot  sur- 
face layers,  the  chance  that  native  life  may 
exist  is  out  of  the  question. 

Mercury. — Going  farther  sunward  beyond 
Venus,  we  arrive  at  the  planet  Mercury.  This 
planet  is  a classic  example  of  ecological  ex- 
tremes. Since  the  axial  rotation  period  of 
this  planet  is  the  same  as  its  period  of  revo- 
lution, its  permanent  sunlit  surface  is  the 
hottest  place  in  the  solar  system  and  the  per- 
manent dark  side  is  the  coldest.  Mercury, 
therefore,  cannot  be  considered  as  a pros- 
pective target  for  a landing  mission.  The 
intense  heat  around  this  planet  could  “solar- 
ize” space  ships,  including  the  occupants,  un- 
less highly  sophisticated  solar  umbrellas  of 
heat-resistant  metals  were  used  for  protec- 
tion. 

Mars. — Let  us  now  leave  this  hot  area  and 
go  in  the  other  direction  into  the  cool  and 
cold  portions  of  the  solar  system.  The  first 
planet  we  find  is  Mars,  fourth  in  the  plane- 
tary system. 

Let  us  imagine  that  we  are  in  a space  ship 
on  the  way  to  the  “red”  planet,  having  left 
in  the  far  distance  the  “blue”  planet,  Earth. 
As  soon  as  our  ship  (which  we  might  name 
S.  S.  Astraea  for  the  daughter  of  Zeus  who 
left  the  Earth  during  the  Golden  Age)  comes 
closer  than  500,000  km.  to  Mars,  it  enters 
its  gravisphere,  and  can  go  into  a parking 
orbit  to  observe  and  prepare  for  the  landing. 
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Concerning  the  safest  altitudes  for  orbit, 
the  question  arises:  Is  there  a Van  Allen- 
type  radiation  belt?  Planetary  probes  may 
give  us  the  answer.  There  is  some  proba- 
bility that  Mars  has  a magnetosphere*  but 
one  less  effective  than  the  geomagnetosphere. 

At  what  altitude  might  our  orbiting  space 
ship  enter  the  Martian  atmosphere?  The 
total  amount  of  the  Martian  atmosphere  is 
about  one-fifth  that  of  the  Earth,  but  it  prob- 
ably extends  just  as  far,  or  even  farther, 
into  space  because  its  gravitational  force  is 
lower  and  is  less  concentrated  near  the  sur- 
face. The  Earth’s  atmosphere  extends  as  a 
continuous  medium  to  about  700  km.  and 
at  about  200  km.  it  causes  air  resistance 
and  drag.  We  can  assume  about  the  same 
altitude  levels  for  the  Martian  atmosphere; 
however,  entry  probably  will  be  smoother  be- 
cause Mars’  lower  atmosphere  is  no  more 
dense  than  Earth’s  stratosphere. 

The  atmosphere,  from  space  medicine’s 
point  of  view,  is  the  most  important  part 
of  Martian  ecology.  Its  somewhat  favorable 
chemical  composition  and  pressure  are  vital 
both  for  the  survival  of  visiting  astronauts 
and  for  indigenous  life. 

The  Martian  atmosphere  is  composed  chief- 
ly of  nitrogen,  carbon  dioxide,  argon,  traces 
of  oxygen,  and  water  vapor. 

An  astronaut  would  need  protective  equip- 
ment to  breathe  on  Mars.  At  ground  level 
(there  is  no  sea  level  on  Mars)  the  baro- 
metric pressure  is  about  65  mm.  of  mercury. 
This  corresponds  to  an  altitude  of  about  17 
km.  on  Earth.  On  Mars  the  oxygen  pres- 
sure is  probably  lower  than  in  our  strato- 
sphere. This  would  mean  complete  anoxia 
for  an  unprotected  terrestrial  visitor.  His 
time  of  useful  consciousness  would  not  be 
longer  than  15  seconds.  He  would  not,  how- 
ever, show  the  symptoms  of  boiling  of  body 
fluids  or  ebullism.  This  effect  would  become 
manifest  on  Mars  at  an  altitude  of  about 
5 km.,  which  corresponds  to  slightly  under 
20  km.  in  our  atmosphere. 

The  Martian  atmosphere,  therefore,  fails 
to  offer  any  life-support  for  humans.  An  at- 
mosphere in  which  people  can  live  has  to  be 
provided  in  hermetically  sealed  compart- 
ments in  the  Martian  station.  When  leaving 
the  station,  the  areologists  must  wear  full 

*“Magnetosphere”  is  a term  coined  by  Thomas 
Gold  to  describe  a region  in  which  the  magnetic 
field  forces  are  strong  enough  to  influence  the  par- 
ticulate radiation  flux. 


pressure  suits  for  breathing,  even  in  the  low- 
lands. 

What  kind  of  atmosphere  should  be  used 
in  a Mars  station?  The  best  would  be  the 
familiar  air  which  the  astronaut  breathes  on 
his  home  planet.  The  astronauts  then  could 
resort  to  the  nitrogen  on  Mars  for  pressur- 
izing the  compartments.  Oxygen  could  be 
obtained  by  photosynthesis.  The  air  pressure 
could  be  kept  at  one-half  of  one  atmosphere. 
Correspondingly,  to  keep  the  breathing  qual- 
ity of  the  artificial  air  on  a human-use  level, 
the  oxygen  volume  must  be  twice  that  of 
Earth’s  atmosphere  (40  per  cent  instead  of 
20  per  cent)  to  provide  the  needed  oxygen 
pressure  of  160  mm.  of  mercury.  As  studies 
in  space  cabin  simulators  have  shown,  such 
a barometric  pressure  and  oxygen  pressure 
combination  is  physiologically  acceptable. 

Turning  to  other  climate  conditions  on 
Mars,  the  near  surface  temperature  in  the 
equatorial  region,  during  the  day  in  sum- 
mer, may  reach  25  C. ; after  sundown  it 
drops  quickly  to  -45  C.  and  lower,  and  dur- 
ing this  time  the  space  cabin  must  provide 
adequate  protection.  The  mean  temperature 
on  Mars  is  about  25  C.  below  that  on  Earth. 

The  intensity  of  daylight  on  Mars  is  lower 
than  on  Earth,  but  still  in  physiologically 
desirable  range.  The  color  of  the  sky  is  prob- 
ably whitish-blue,  due  to  scattering  of  light 
by  the  various  hazy  cloud  layers. 

The  astronaut  need  not  adapt  to  a differ- 
ent day-night  cycle,  since  Mars’  cycle  is  only 
37  minutes  longer  than  Earth’s. 

Harmful  effects  from  solar  ultraviolet 
rays  can  be  disregarded  because  the  astro- 
naut would  always  be  protected  from  sun- 
burn by  his  respiratory  equipment  or  by  the 
cabin.  Primary  cosmic  rays  should  not  pose 
problems  because  of  the  atmosphere’s  ab- 
sorbing power.  The  same  would  be  true  of 
meteoroids. 

What  about  the  characteristics  of  the  Mar- 
tian surface?  Gravity  on  the  surface  of  Mars 
is  38  per  cent  of  that  on  Earth,  which  is  1 g. 
This  means  that  the  weight  of  the  astronaut 
and  of  his  equipment  would  be  reduced  to 
less  than  one-half  of  the  terrestrial  value. 
This  would  make  life  easier  for  him  and  fa- 
cilitate his  readaptation  to  weight  after  a 
long  weightless  journey,  in  case  artificial 
gravity  was  not  necessary  during  that  time. 
It  would  certainly  influence  the  metabolic 
rate  of  the  occupants  of  a Martian  station  to- 
ward decreased  metabolic  turnover.  Twenty- 
five  hundred  calories  per  day  might  be  suf- 
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ficient,  which  would  be  logistically  signifi- 
cant. But  astronauts  should  not  go  below 
this  level  of  nutrition,  because  decreased 
weight  leads  to  a general  asthenia.  To  pre- 
vent this,  isometric  physical  exercise  must 
be  used.  The  lower  gravity  may  also  affect 
the  blood  pressure  pattern  of  an  Earth  visi- 
tor. Because  of  a lower  hydrostatic  pres- 
sure, the  blood  pressure  differences  between 
the  lower  and  upper  parts  of  the  body,  when 
in  an  upright  position,  may  be  smaller  than 
on  Earth,  as  suggested  by  L.  E.  Lamb.  The 
nervous  regulatory  system  of  the  blood  ves- 
sels might  counteract  this  effect  after  some 
time;  nevertheless,  medical  men  must  con- 
sider this  gravitational  situation  and  its 
physiologic  effects.  The  sensorimotor  con- 
trol of  the  body  balance  during  walking 
should  pose  no  problem  at  a surface  gravity 
twice  as  high  as  on  the  moon,  where  it  might 
require  some  caution. 

Of  what  does  the  Martian  surface  consist? 
There  are  no  open  waters  on  Mars  as  on 
Earth,  where  71  per  cent  of  the  surface  is 
covered  with  oceans,  lakes,  and  rivers.  The 
Martian  surface  is  all  land,  or  lithospheric. 
Only  the  polar  regions  in  winter  are  covered 
with  a thin  layer  of  hoarfrost.  This  is  the 
generally  accepted  opinion  about  Mars’  sur- 
face, based  on  telescopic  and  spectroscopic 
study.  However,  a recent  theory  is  that  be- 
low the  stony,  or  dusty,  surface  there  may 
be  an  ice  layer  400  meters  thick  in  the  equa- 
torial region,  and  2000  meters  thick  in  the 
polar  regions.  The  bottom  of  the  layer  may 
even  be  liquid,  as  temperature  increases  with 
depth.  So  far,  this  is  only  a theory  but  it 


cannot  be  completely  ignored.  If  true,  it 
would  be  of  great  importance,  logistically, 
for  life  support  in  a Martian  station.  It 
might  also  be  interesting  concerning  indige- 
nous life  on  Mars. 

The  relief  of  the  terrain  on  Mars  is  flat. 
There  are  some  lowlands,  and  the  mountains 
or  plateaus  do  not  exceed  2000  meters  in 
height.  Three-fifths  of  the  Martian  crust  is 
reddish  orange  in  color  and  may  consist  of 
limonite,  felsite,  and  other  minerals,  which 
could  be  useful  for  astronauts  in  one  way  or 
another.  This  material  covers  the  reddish 
areas  to  a great  extent  in  the  form  of  dust,  as 
indicated  by  frequent  heavy  dust  storms. 

Two-fifths  of  the  Martian  surface  ap- 
pears to  be  a dark  bluish  green,  and  shows 
seasonal  color  variations,  similar  to  those  of 
Earth  plants.  They  may  be  caused  by  vol- 
canic material  containing  chemicals  which 
change  their  color  with  variations  in  the 
soil’s  humidity.  Possibly,  the  color  change 
may  mean  that  Mars  has  a biosphere — re- 
gions with  living  organisms.  Some  observ- 
ers insist  that  these  dark  regions  are  actu- 
ally always  gray,  and  appear  green  only  in 
contrast  to  the  reddish  surroundings.  Of 
course,  their  argument  is  acceptable  only  if 
they  have  a medically  tested  normal  color  vi- 
sion. Most  of  the  Martian  researchers  today 
favor  the  vegetation  theory.  At  present,  the 
strongest  point  for  this  belief  is  the  discov- 
ery of  Dr.  W.  M.  Sinton,  of  the  Smithsonian 
Institute,  that  the  spectrogram  of  the  dark 
areas  shows  an  absorption  band  which  is  spe- 
cific for  organic  molecules.  If  the  hypotheti- 
cal subsurface  frozen  hydrosphere,  with  liq- 
uid water  at  its  bottom,  exists,  then  the  idea 
of  a second,  deep  underground  biosphere  is 
not  beyond  reason. 


Table  1. — Ecological  Data  Table  of  Mars 


Atmospheric  pressure 

65  mm.  Hg. 

Anoxia 

at  zero  altitude 

Boiling  of  body  fluids 

at  5 km.  altitude 

at  37  C. 

Carbon  dioxide  pressure 

0.26  mm.  Hg. 

Water  vapor  (max.) 

0.7  mm.  Hg. 

Mean  total  solar  irradiance 

0.84  cal.  cm.-2  min.-1 

Surface  temperature 

Noon  (max.) 

+25  C. 

Midnight  (min.) 

—70  C. 

Mean  solar  illuminance 

60,000  lux 

(extra  atmospheric) 

Albedo 

0.15 

Day-night  cycle 

24  hrs.,  37  min. 

Gravity 

0.376  g. 

Gravisphere  (radius) 

500,000  km. 

Velocity  of  escape 

5 km. /sec. 

Sidereal  revolution  period 

669  Martian  days  = 

(Mars  year) 

687  terrestrial  days 
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Table  1 shows  ecological  data  of  Mars. 
Based  on  physical  data  found  in  the  astro- 
nautical  literature,  it  applies  to  both  human 
physiology  and  general  biology. 

Before  we  return  to  the  intriguing  subject 
of  life  on  other  worlds,  let  us  first  probe 
farther  into  space  beyond  this  “red”  or 
“green  and  red”  planet.  We  first  would  cross 
the  belt  of  the  asteroids,  or  minor  planets, 
where  meteoroids  might  be  a danger.  So  far, 
in  the  vicinity  of  the  Earth,  the  meteor  haz- 
ards are  not  as  severe  as  first  had  been  be- 
lieved, and  the  estimates  have  been  revised 
according  to  the  newest  satellite  data.  In- 
terestingly, the  flights  of  the  Russian  cosmo- 
nauts Popovich  and  Nikolay ev  took  place 
when  the  Earth  passed  through  the  Perseid 
swarms  of  meteoroids.  This  always  happens 
about  the  12th  of  August.  About  99  per  cent 
of  the  meteoroids  in  the  areas  of  Earth  and 
Mars  are  of  cometary  origin;  however,  a 
greater  amount  in  the  region  between  Mars 
and  Jupiter  may  be  of  asteroidal  origin.  Be 
that  as  it  may,  beyond  this  belt  we  first  en- 
counter the  king  of  the  planets — Jupiter. 

Jupiter. — This  giant  may  be  surrounded 
by  an  intensive  radiation  belt,  which  could 
make  it  unapproachable  for  manned  space 
operations  unless  proper  shielding  were  pro- 
vided. The  temperature  of  the  higher  atmos- 
pheric regions  is  extremely  low  (-134  C.). 
Near  the  surface  it  may  be  higher  because 
of  a “greenhouse”  effect,  or  Jupiter  itself 
may  be  a source  of  heat. 

Outer  Planets. — What  is  true  of  the  Jovi- 
an atmosphere  applies  also,  with  some  modi- 
fications, to  the  atmospheric  environments 
of  the  remaining  planets,  Saturn,  Uranus, 
Neptune,  and  Pluto.  The  progressively  lower 
temperatures  may  be  the  major  factor  in 
deterring  astronautical  expeditions  to  these 
remote  planets.  Saturn,  with  its  rings,  is  a 
special  case.  This  unique  planetary  feature 
extends  from  11,000  to  72,000  km.  but  is 
only  16  km.  thick.  It  consists  of  swarms  of 
minute  pieces  of  matter  the  size  of  rocks, 
pebbles,  and  grains  of  sand,  which  may  pose 
some  collision  hazards  and  may  make  Saturn 
sacrosanct  for  intrusion  by  terrestrial  visi- 
tors. In  fact,  all  the  outer  planets  may  per- 
mit only  so-called  fly-by  operations,  as  far 
as  manned  space  flight  is  concerned. 

A flight  beyond  the  solar  system,  through 
interstellar  space  to  one  of  the  neighboring 
stars,  requires  the  third  astronautical  veloc- 
ity, 42  km.  per  sec.  This  leads  to  relativistic 
problems  such  as  time  dilatation.  These  ven- 


tures are  beyond  the  biotechnical  capabilities 
of  this  century,  and  may  be  beyond  human 
capabilities  forever;  however,  they  offer  a 
wonderful  platform  for  fascinating  physical 
and  biological  speculations. 


New  Era  in  Biology 

Returning  to  our  local  universe,  of  all  the 
planets  in  the  solar  system,  only  Mars  offers 
some  prospects  for  manned  space  operations, 
and  will  therefore  be  the  first,  and  probably 
the  only,  astronautical  target  among  the 
planets.  Next  to  the  Earth,  Mars  has  the 
greatest  biotic  potential  among  all  the  other 
planets. 

One  of  the  most  important  messages  that 
some  day  may  be  flashed  from  the  astro- 
nauts visiting  Mars  could  be  the  news  that 
there  is  indeed  native  life  there.  Verifica- 
tion of  the  much  discussed  exolife  theory 
would  be  the  news  of  the  millenium  and 
would  open  a new  era  for  biology  and,  in 
fact,  for  mankind.  The  ecological  evaluation 
of  the  planetary  physiochemical  data,  as  they 
are  known  to  us  today,  places  Mars  in  the 
realm  of  probability.  The  moon,  and  even 
Venus  and  Jupiter  cannot  be  excluded  from 
the  realm  of  possibility.  But  for  us  to  be 
certain  that  there  is  life  outside  the  Earth, 
everything  possible  must  be  done  to  prevent 
space  probes  from  transporting  terrestrial 
microorganisms  which  might  contaminate 
the  targets  before  men  are  able  to  determine 
whether  they  bear  life.  Thorough  steriliza- 
tion of  the  vehicles  and  even  of  the  instru- 
mentation must  be  guaranteed.  Extraterres- 
trial life,  if  found,  would  broaden  our  earth- 
bound  biological  thinking  into  a general 
planetary  spectrum.  Our  present  biology, 
which  is  actually  a geobiology,  will  then 
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merely  be  a subdivision  of  an  all-embracing 
a strobiology. 

Various  methods  have  been  suggested  and 
developed  for  the  detection  of  life  on  other 
celestial  bodies  by  means  of  instrumented 
probes  before  man  attempts  to  land  and 
make  on-the-spot  investigations.  If  there  is 
life  this  might  be  a happy — or  a hazardous 
— discovery  for  the  astronauts,  or  both ; hap- 
py, if  the  biotic  material  is  useful  for  them, 
but  hazardous  if  it  should  be  infectious. 
Here,  bacteriology  has  a vital  mission  in  the 
exploration  of  space. 

The  biologically  trained  astronauts  must 
look,  not  only  for  presently  existing  life  on 
Mars,  but  also  for  fossilized  rock  formations 
which  may  indicate  the  planet’s  history  as 
an  abode  of  life.  We  have  learned  much 
about  paleontology  on  Earth  from  large  iron 
deposits  in  the  Great  Lakes  region,  resulting 
from  the  activities  of  iron  bacteria  in  the 
Proterozoic  era  one  and  one-half  billion  years 
ago ; and  from  even  older  rock  formations  of 
fossilized  algae,  which  were  then  the  domi- 
nant population  on  Earth.  They  were  the 
micro-organisms  which  produced,  photosyn- 
thetically,  most  of  the  atmospheric  oxygen 
required  for  the  existence  of  the  more  highly 
developed  macroorganisms,  with  man  as  the 
predominant  creature,  in  the  recent  era — the 
Cenozoic. 

These  biologic  eras  refer,  of  course,  to  life 
on  Earth,  but  as  soon  as  we  actually  know  of 
the  existence  of  extraterrestrial  life,  whether 


by  planetary  probes  or  manned  planetary 
expeditions,  and  when,  later,  microorgan- 
isms migrate  between  planets  via  space  ve- 
hicles (which  in  the  long  run  is  unavoida- 
ble), then  we  will  have  entered  a new  era  in 
biology — the  Cosmozoic.  And  space  medi- 
cine, or  bioastronautics,  by  its  contributions 
in  sending  forth  men  to  explore  planets,  will 
play  a vital  role  in  broadening  our  geobio- 
logical  thinking  into  such  a cosmic  spectrum. 
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Labor  Unions  Outspend 
AMA  on  Lobbying 

Five  labor  unions  spent  more  for  lobbying  costs  in  1962  than  did 
the  American  Medical  Association,  according  to  official  figures  on 
file  with  the  clerk  of  the  U.S.  House  of  Representatives. 

The  AMA  spent  $83,075.87,  which  is  $66,136.35  less  than  that 
spent  by  the  AFL-CIO,  leading  lobbying  spender  among  the  labor 
groups.  The  AFL-CIO  spent  $149,212.22. 

A report  compiled  by  the  AMA’s  Legislative  Department  shows 
that  organized  labor  spent  a total  of  $1,126,213.86  for  1962  lobbying- 
costs.  Of  this  amount,  the  largest  portion  was  spent  by  the  AFL-CIO 
and  its  affiliates. 

The  other  four  groups  which  outspent  the  AMA  are  the  United 
Federation  of  Postal  Clerks,  $125,732.90;  International  Brotherhood 
of  Teamsters,  $93,596.31 ; Railway  Labor  Executives’  Association, 
$88,000;  and  the  National  Association  of  Letter  Carriers,  $83,435.28. 
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ZIGMUND  W.  KOSICKI,  M.D.;  LOUIS  W.  BRECK,  M.D.; 
and  ARISTIDES  PAPADOPOULOS,  M.D. 

Fractures  of  Spine  Caused  by  Automotive  Injuries 

Relative  Incidence  and  Types 


TO  DETERMINE  the  incidence  and  nature 
of  fractures  of  the  spine  resulting  from 
automobile  injuries,  the  physicians  in  our 
practice  reviewed  the  records  of  1,234  pa- 
tients with  spine  fractures  whom  they  saw 
between  1946  and  I960.2  Patient  records  re- 
viewed as  to  the  cause  of  the  fractures  re- 
vealed that  296  patients  suffered  spinal  frac- 
tures in  automobile  or  truck  wrecks  or  acci- 
dents. All  motorcycle  and  pedestrian-automo- 
bile injuries  were  excluded.  Information  re- 
corded on  Royal  McBee  punch  cards1  has 
been  analyzed  for  the  statistics  and  clinical 
data  presented. 

The  subject  of  spinal  injuries  resulting 
from  automobile  accidents  has  received  rela- 
tively little  previous  exploration  in  the  cur- 
rent literature.  J.  Kulowski’s  figures,8  re- 
ported in  1958,  differ  from  those  here  in  that 
his  cases  of  spine  fractures  in  automobile 
accidents  show  a lower  incidence  of  cervical 
and  lumbar  injuries.  An  earlier  paper  on 
spine  fractures  by  Wortis  and  Sharp  in 
194112  described  200  consecutive  cases  in 
Bellevue  Hospital  in  the  1930’s,  of  which  31 
cases  were  due  to  automobile-pedestrian  ac- 
cidents, but  no  mention  was  made  of  the 
automobile  collision  as  a factor  in  producing 
spine  fractures  in  occupants  of  vehicles.  In 
that  series  lumbar  fractures  outnumbered 
cervical  fractures  two  to  one. 

General  Observations 

General  observations  from  our  296  re- 
corded cases  give  the  following  picture.  Tho- 
racic spine  fractures  led  with  a total  of  90 
cases,  the  cervical  region  came  next  with  75 
cases,  and  lumbar  spine  fractures  were  in 
third  place  with  74  cases.  Sacral  fractures 
accounted  for  only  13  cases.  Forty-four  of 
the  patients  had  spinal  fractures  at  multiple 
sites,  such  as  cervical  and  thoracic.  Although 


there  were  numerous  cases  of  multiple  frac- 
tures at  a single  site,  fractures  have  been 
classified  only  according  to  regions. 

Beyond  the  general  observations  concern- 
ing the  summarized  locations  of  spinal  frac- 
tures in  the  296  cases  studied,  obstacles  were 
encountered  in  doing  more  detailed  analysis. 
In  the  patients’  histories,  details  as  to  the 
automobile  accident  producing  these  spinal 
fractures  varied.  Many  patients  in  severe 
wrecks  were  unable  to  give  any  details  re- 
garding the  accident,  or  the  physician  did 
not  record  the  details.  Therefore,  of  the  296 
cases,  102  patients  were  involved  in  automo- 
bile accidents  producing  spine  fractures  in 
which  details  were  lacking.  It  is  possible  that 
this  group  includes  a large  percentage  of  two- 
vehicle  collisions,  but  that  is  conjecture. 
More  exact  information  can  be  gained  from 
observations  on  the  194  cases  in  which  the 
nature  of  the  accident  is  known. 

Injuries  and  Types  of  Fractures 

Table  1 categorizes  all  accidents  in  the 
series.  Roll-over  occurred  84  times  and  rep- 
resented the  largest  classified  group ; an  ad- 
ditional 5 roll-overs  occurred  after  collision. 
Ejection  of  occupants  occurred  in  35  cases. 
The  third  largest  group  of  accidents  report- 
ed included  24  rear-end  collisions.  Accidents 
involving  collision  with  other  vehicles  were 
reported  by  only  19  patients,  leading  to  the 


In  296  spine  fractures  caused  by  automobile 
accidents,  the  thoracic,  cervical,  and  lum- 
bar sections  of  the  spine  were  most  frequent- 
ly affected.  Study  of  the  type  of  accident 
showed  that  roll-over,  ejection,  and  rear- 
end  collisions  were  the  most  common  cause 
of  fracture. 
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Table  1. — Fractures  of  the  Spine  Caused  by  Automobile  Injuries;  Relative  Incidence  and  Types. 


Mechanism  of  Injury 

No.  of 
Patients 

Location  of 
Lumbar 
Spine 

Fracture 

Sacrum 

Cervical 

Spine 

Thoracic 

Spine 

More  than  one  of 
Previous  Locations 

No  description  obtained 

102 

24 

30 

27 

4 

17 

Automobile  roll-over 

84 

22 

33 

19 

0 

10 

Ejection  from  automobile 

35 

6 

5 

11 

5 

8 

Rear-end  collision 

24 

14 

4 

2 

0 

4 

Collision  with  another  vehicle 

19 

3 

7 

8 

0 

1 

Off  road  without  collision 

12 

4 

5 

1 

0 

2 

Collision  with  non-vehicle  obstruction  8 

1 

3 

4 

0 

0 

Collision  and  roll-over 

5 

0 

1 

0 

2 

2 

Abrupt  dip  in  road 

3 

0 

1 

1 

1 

0 

Collision  with  train 

2 

1 

1 

0 

0 

0 

Ice  skid 

1 

0 

0 

1 

0 

0 

Lost  wheel  without  leaving  road 

1 

0 

0 

0 

1 

0 

Totals 

296 

75 

90 

74 

13 

44 

assumption  that  the  percentage  of  such  cases 
in  the  accidents  which  are  not  described  in 
the  clinical  history  records  is  high. 

Twelve  patients  sustaining  spinal  frac- 
tures described  going  off  the  road  without 
striking  obstructions.  Collision  with  non- 
vehicular  obstructions  such  as  trees,  poles, 
l'ocks,  and  moved  earth  was  recorded  8 times. 
Although  “bottoming”  in  a dip  in  the  road 
caused  fractures  in  3 patients  in  this  series, 
the  use  of  dips  in  the  road  for  water  run-off, 
formerly  prevalent  in  the  arid  Southwest,  is 
slowly  becoming  less  common  in  new  roads 
and  the  incidence  of  this  injury  will  probably 
decrease. 

There  were  two  accidents  involving  colli- 
sion with  trains.  There  was  only  one  ice  skid, 
and  in  this  case  the  car  did  not  leave  the 
road.  El  Paso  has  little  icy  weather  and  sta- 
tistics in  regard  to  this  are  probably  differ- 
ent from  those  in  the  North  and  Northeast. 
In  one  case  a car  lost  a wheel  and  although 
the  car  did  not  leave  the  road,  the  patient 
received  a spinal  fracture  when  the  car 
swerved  and  buffeted  him  about  within  it. 


Contributory  Causes  of  Accidents 

In  addition  to  the  statistics,  some  interest- 
ing statements  were  found  in  the  histories 
which  are  worthy  of  mention  in  relation  to 
automobile  safety.  One  patient  was  ejected 
when  the  car  door  opened  without  collision. 
Four  patients  admitted  that  they  fell  asleep 
at  the  wheel.  One  patient  stated  that  she  was 
blinded  by  bright  oncoming  headlights  and 
ran  off  a bridge,  rolled  over  several  times, 
and  then  was  ejected.  Steering  mechanism 
failure  was  implicated  twice,  while  brake 
failure  was  stated  to  be  a cause  only  once. 


Tire  failure  was  cited  as  a cause  seven  times. 
One  patient  admitted  to  traveling  slightly 
less  than  100  miles  per  hour  in  an  automobile 
with  two  adults  and  two  children,  when  a 
tire  blew  and  rolled  his  car,  leaving  two  pa- 
tients with  spinal  fractures,  two  with  head 
injuries,  and  one  with  a fracture  dislocation 
of  the  hip.  Two  patients  admitted  to  “faint- 
ing” while  driving.  While  no  one  in  this 
series  admitted  to  drunken  driving,  other 
surveys  show  a high  incidence  of  drinking 
drivers  involved  in  automobile  wrecks. 


Relation  of  Type  of  Fracture  to  Accident 

The  relation  of  the  type  of  fracture  to  the 
type  of  accident  is  shown  in  Table  1.  Off-road 
wrecks  resulted  primarily  in  cervical  and 
thoracic  fractures.  Ejection  accidents,  affect- 
ing 35  patients,  showed  a high  incidence  of 
lumbar  fractures  and  the  highest  number  of 
sacral  fractures.  Perhaps  this  is  due  to  land- 
ing in  a sitting  position.  Roll-over,  which 
occurred  with  84  patients,  showed  a predom- 
inance of  thoracic  spine  fractures.  Collision 
with  another  vehicle  showed  a low  number  of 
cervical  spine  fractures,  which  were  also  low 
in  other  collision  accidents.  Rear-end  colli- 
sion, as  expected,  showed  the  highest  per- 
centage of  such  fractures.  A significant  num- 
ber of  thoracic  spine  fractures  were  also 
seen. 

Table  2 lists  non-spinal  fractures  and  neu- 
rological complications.  In  Table  3,  end  re- 
sults are  tabulated  as  reported  by  the  attend- 
ing physicians.  A percentage  rating  of  dis- 
ability, as  recorded  in  some  cases,  is  also 
listed.  Cardiac  arrest  during  abdominal  sur- 
gery, serum  hepatitis  many  weeks  after 
numerous  transfusions,  and  transection  of 
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the  cord  at  the  level  of  C-4  were  responsible 
for  one  death  each.  The  latter  case  may  have 
been  the  result  of  the  patient’s  having  trav- 
eled more  than  50  miles  over  a rough  road 
to  the  hospital  in  a pickup  truck ; on  admis- 
sion he  was  quadriplegic. 

Therapy 

Although  it  is  not  the  purpose  of  this  paper 
to  discuss  definitive  treatment  of  spinal  frac- 
tures, it  is  noted  that  conservative  treatment 
was  the  keystone.  Surgery  was  necessary  in 
29  of  the  296  cases.  Laminectomies  were  per- 
formed in  4 cases,  fusion  in  9 cases,  and  re- 
duction in  16  cases. 

Selected  Case  Reports 

One  of  the  most  interesting  cases  seen  in 
the  series  was  a 31-year-old  male  who  was 
involved  in  a roll-over  accident  in  a pickup 
truck.  Because  this  patient  had  complained 
of  pain  from  his  neck  to  his  lower  back, 
x-rays  were  ordered.  The  findings  gave  rea- 
son for  his  complaints.  He  sustained  32  frac- 
tures in  his  back,  including  fractures  of  the 
spinous  process  of  T-5-6-7-8-9-10-11-12,  L-l- 
2-3-4,  the  right  transverse  process  of  L-3  and 


Table  2. — Complications  in  Cases. 


Additional  Fractures 

Neurological 

Skull  4 

Cerebral  concussion 

3 

Thorax  26 

Mental  changes 

2 

Upper  extremity  9 

Head  injury 

2 

Lower  extremity  21 

Quadriplegia 

1 

Pelvis  6 

Paraplegia 

2 

— 

Partial  paralysis: 

Total  66 

Lower  extremity 

1 

Upper  extremity 

1 

Hypesthesia 

1 

Nerve  root  pain 

4 

Total 

17 

Table  3. — End  Results.* 

Good 

176 

Fair 

26 

Poor 

4 

Unknown 

63 

Per  Cent  Rating  Disability 

Five  per  cent 

7 

Ten  per  cent 

7 

Fifteen  per  cent 

5 

Twenty-five  per  cent 

5 

Deaths 

3 

Causes : 

Cardiac  arrest  during  abdominal  surgery 

1 

Serum  hepatitis 

1 

Transection  cord  C-4 

1 

*In  269  cases  where  end  result  is  known. 


L-4  and  the  left  transverse  process  of  L-l-2- 
3,  fractures  of  the  ribs  on  the  right  at  8,  9, 
and  10,  fracture  of  the  pedicle  of  L-3  on  the 
right,  fractures  of  the  articular  facets  at 
T-12  bilaterally,  L-l  and  L-2  on  the  left,  and 
L-2  on  the  right.  The  patient  was  treated 
with  conservative  therapy  and  in  two  weeks 
he  was  ambulatory  in  a Taylor  spine  brace. 

This  case  illustrates  the  importance  of  or- 
dering complete  spine  films  on  all  patients 
involved  in  severe  automobile  accidents. 

Another  case  was  that  of  a 26-year-old 
male  who  was  ejected  during  an  automobile 
accident  and  sustained  a fracture  dislocation 
of  C-6  on  C-7.  Treatment  consisted  of  an  at- 
tempt at  a closed  reduction,  which  failed. 
Later  this  patient  required  an  open  reduction 
and  a fusion.  The  end  result  was  good. 

The  third  illustrative  case  is  that  of  a 32- 
year-old  patient  who  was  involved  in  an  un- 
designated type  of  automobile  wreck  in  which 
he  sustained  a compression  fracture  of  L-l 
with  subluxation  of  T-12  on  L-l,  resulting  in 
paraplegia.  A laminectomy  was  performed, 
with  no  change  postoperatively.  The  pa- 
tient’s back  was  unstable.  He  refused  fusion 
and  was  treated  with  a brace.  This  repre- 
sents a poor  end  result. 

The  fourth  illustrative  case  is  a neck  in- 
jury. In  a truck  turn-over  the  patient  sus- 
tained a fracture  subluxation  of  C-3  on  C-4, 
multiple  rib  fractures,  and  a fracture  of  the 
right  clavicle.  He  was  treated  with  a plaster 
cast  with  good  results. 

Discussion 

Some  observations  may  be  reached  from 
this  study: 

1.  All  patients  involved  in  severe  automo- 
bile wrecks  should  have  complete  spine 
x-rays. 

2.  Care  should  be  exercised  in  handling 
persons  with  spinal  injuries  between  the 
scene  of  the  accident  and  the  place  of  defini- 
tive treatment,  and  extreme  care  should  be 
used  in  taking  the  necessary  x-rays. 

3.  Conservative  treatment  should  be  the 
rule  in  treating  spinal  fractures  resulting 
from  automobile  accidents. 

4.  The  automobile  is  a major  cause  of 
spinal  injuries. 

Summary 

A series  of  296  consecutive  cases  of  spine 
fractures  caused  by  automobile  wrecks  or 
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Dr.  Zigmund  W.  Kosicki  presented  these  statistics  to 
the  Texas  Orthopaedic  Association  on  April  29,  1963. 
He  and  Dr.  Breck  practice  orthopedic  surgery  in  El 
Paso.  Dr.  Papadopoulos  is  a resident  in  orthopedic  sur- 
gery at  Hotel  Dieu  Sisters  Hospital  in  El  Paso. 


accidents  occurring  from  1946  to  1960  is  pre- 
sented. Roll-over  was  the  most  common 
cause,  ejection  second,  and  rear-end  collision 
third.  The  regions  of  the  body  affected  in 
order  of  incidence  were  thoracic,  cervical, 
and  lumbar,  but  there  were  relatively  the 
same  number  of  injuries  in  each  category. 
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Safeguards  for  the  '64s 

The  ’64-model  cars  are  designed  to  include  a number  of  new 
safety  features. 

Perhaps  the  greatest  advance  is  the  installation  of  seat  belt 
anchors  on  all  cars. 

Other  features  introduced  in  recent  years  and  again  installed  on 
new  cars  in  1964  are  cooler -running  two-ply  tires,  dual  hydraulic 
brakes,  “idiot  lights”  or  signals  warning  of  dangerous  levels  of  oil 
pressure,  generators,  and  temperature,  alternators  to  prevent  battery 
drainage  even  when  engines  idle,  and  blow-by  devices  which  ventilate 
crankcases  to  reduce  air  pollution.  There  are  now  amber  turn  signals 
behind  clear  glass  for  greater  visibility. 

This  year  body  frames  and  floor  pans  are  stronger,  door  locks 
are  better,  passenger  packaging  is  improved,  and  the  driver  can  see 
more. 

“A  major  negative  element  in  1964  models  is  the  emphasis  on 
horsepower  and  speed  in  manufacturers’  advertising,”  reports  Journal 
of  American  Insurance  (September).  The  manufacturers  justify  the 
emphasis  on  horsepower  (after  a six-year  moratorium  on  horsepower 
ads)  by  claiming  that  greater  power  provides  a safety  factor  in  case 
of  emergencies  and  that  air  conditioning,  among  other  new  accesso- 
ries, drains  engine  power. 
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This  is  the  fourth  in  a series  of  clinicopathologic 
conferences  from  Baylor  University  College  of  Med- 
icine in  Houston.  The  moderator,  Dr.  Strawn,  is  an 
instructor  in  the  Department  of  Medicine;  the  clini- 
cal discussant,  Dr.  Fred,  is  assistant  professor  of 
medicine  at  Baylor  and  director  of  the  Medical  In- 
Patient  Service  at  Ben  Taub  General  Hospital;  Dr. 
Han,  who  presents  the  roentgenographic  findings,  is 
an  instructor  in  the  Department  of  Radiology.  The 
pathologic  findings  are  presented  by  Dr.  Robert  M. 
O’Neal,  professor  and  chairman,  Department  of 
Pathology.  Other  participants  are  Drs.  Harold 
Brown  and  Robert  Hettig,  professors  of  medicine; 
Drs.  Harry  S.  Lipscomb,  John  Sharp,  and  Montague 
Lane,  associate  professors  of  medicine;  and  Dr. 
Stuart  Riggs,  assistant  professor  of  medicine. 

Clinical  Protocol 

Present  Illness. — This  43 -year -old  white 
woman  was  first  seen  at  Jefferson  Davis 
Hospital  on  July  15,  1957.  She  complained 
of  swelling  of  her  legs,  loss  of  appetite,  and 
weakness  of  three  weeks’  duration.  Physical 
examination  at  that  time  revealed  “liver 
palms,”  3 to  4+  pitting  edema  of  both  lower 
extremities,  and  a firm,  nontender  liver  edge 
palpable  8 cm.  below  the  right  costal  margin. 
A diagnosis  of  cirrhosis  of  the  liver  was 
made,  and  meralluride  (Mercuhydrin)  was 
administered.  The  following  day  in  the  clinic 
it  was  learned  that  she  had  drunk  approxi- 
mately one  fifth  of  wine  a day  for  several 
years,  and  that  she  had  lost  10  lb.  during 
the  previous  month.  Physical  examination 
was  essentially  unchanged.  She  was  given 
meralluride  and  chlormerodrin  (Neohydrin). 
A day  or  so  after  receiving  these  diuretics, 


she  became  disoriented  and  ataxic.  One  week 
later  the  patient  was  hospitalized  because  a 
roentgenogram  of  the  chest  revealed  an  in- 
filtrate in  the  right  upper  lobe  and  enlarge- 
ment of  the  right  hilum. 

Review  of  Systems. — She  suffered  a chron- 
ic, nonproductive  cough,  had  nocturia  three 
to  four  times,  and  smoked  an  unknown 
amount.  She  denied  chills,  fever,  shortness 
of  breath,  orthopnea,  nausea,  vomiting, 
hematemesis,  and  diarrhea. 

Physical  Examination. — She  was  disori- 
ented, inattentive,  and  ataxic  but  could  carry 
out  simple  commands.  Her  blood  pressure 
was  140/80  mm.  of  mercury  with  a regular 
pulse  of  100  per  minute.  The  tongue  was 
reddened  and  the  papillae  appeared  atrophic. 
Sonorous  rales  were  heard  over  the  bases  of 
both  lungs.  The  breasts  contained  numerous 
small,  hard,  tender  masses.  A systolic  mur- 
mur was  heard  at  the  aortic  area.  The  liver 
was  palpated  8 cm.  below  the  right  costal 
margin  and  was  minimally  tender.  There 
was  a flapping  tremor  of  the  hands.  Sensa- 
tion was  normal.  Deep  tendon  reflexes  were 
active  and  equal  bilaterally.  There  was  prom- 
inent edema  of  the  legs.  The  remainder  of 
the  physical  examination  was  within  normal 
limits. 

Hospital  Laboratory  Studies. — The  initial 
hemoglobin  was  12.3  gm.  per  100  cc.  with  a 
hematocrit  value  of  50  volumes  per  cent.  The 
WBC  was  28,100  per  cu.  mm.  with  a differ- 
ential count  of  86  per  cent  polymorphonu- 
clear cells,  8 per  cent  lymphocytes,  and  6 
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A hilar  mass,  hepatomegaly,  progressive 
anemia,  alcoholism,  and  hypokalemia  with 
alkalosis  were  present  in  this  patient.  She 
was  first  treated  for  cirrhosis  of  the  liver, 
but  was  hospitalized  later  when  chest  films 
showed  lung  abnormalities. 
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per  cent  monocytes.  Subsequent  WBC’s  and 
differential  counts  were  in  the  same  range. 
The  urine  pH  was  5;  specific  gravity,  1.020; 
protein,  1+ ; and  sugar  reaction,  negative. 
The  urine  sediment  contained  many  white 
blood  cells.  The  serum  phosphorus  was  2.9 
mg.  per  100  cc. ; albumin,  3.0,  and  globulin 
1.4  gm.  per  100  cc.  The  serum  bilirubin  was 
0.2  mg.  per  100  cc. ; alkaline  phosphatase,  6.3 
King- Armstrong  units  per  100  cc. ; and  the 
cephalin  flocculation,  negative.  Results  of 
subsequent  liver  function  tests  also  were 
normal.  Agglutination  titers  against  Sal- 
monella typhosa  (O  and  H),  Sal.  paratyphi 
A and  B , Brucella  abortus,  Proteus  vulgaris 
OX-19  and  Pasteur ella  tularensis  were  nor- 
mal. Tuberculin  (intermediate  strength  pur- 
ified protein  derivative),  blastomycin,  histo- 
plasmin,  and  coccidioidin  skin  tests  were  neg- 
ative. Other  pertinent  data  are  listed  in  Ta- 
ble 1. 

Hospital  Course. — Throughout  her  hospi- 
talization the  patient  received  9 gm.  of  sup- 
plemental potassium  chloride  daily  with  ini- 
tial improvement  in  her  mental  status.  Tetra- 
cycline (Achromycin)  and  sulfasoxazole 
(Gantrisin)  also  were  administered  during 
most  of  her  stay,  but  she  never  had  fever. 
Because  of  progressive  anemia  with  nega- 
tive stool  guaiac  tests  and  mild  macrocy- 
tosis,  a bone  marrow  examination  was  per- 
formed and  found  normal.  On  Aug.  22, 
she  was  transfused.  That  night  she  devel- 
oped stupor  and  respiratory  distress.  Dull- 


ness to  percussion  was  noted  over  the  medial 
aspect  of  the  right  upper  lung  field  and  the 
neck  veins  were  distended.  Later  that  eve- 
ning after  tracheostomy,  she  was  digitalized. 
She  continued  to  collect  secretions,  inter- 
mittent positive  pressure  breathing  was  inef- 
fective, and  she  died  the  following  morning. 

Dr.  Strawn  : Dr.  Fred  will  begin  the  dis- 
cussion. 


Clinical  Discussion 

Dr.  Fred:  I shall  begin  by  showing  two 
representative  electrocardiograms  (Fig.  1). 
The  first  tracing  (A)  reveals  changes  com- 
patible with  hypokalemia,  that  is,  flattened 
T waves,  depressed  ST  segments,  prolonged 
QT  interval,  and  peaked  P waves.6  A tracing 
(B)  made  after  the  hypokalemia  was  cor- 
rected shows  only  sinus  tachycardia. 

Could  we  now  see  the  roentgenograms, 
please  ? 

Dr.  Han  : Chest  roentgenogram  on  admis- 
sion (Fig.  2)  reveals  a right  hilar  mass  with 
linear  and  irregular  densities  converging  to- 
ward it.  The  character  of  the  densities  sug- 
gests engorgement  of  vessels  rather  than 
fibrosis.  The  superior  mediastinum  on  the 
right  seems  slightly  widened.  There  is  a 
small  area  of  patchy  infiltration  in  the  right 
apex.  The  heart  appears  normal  in  size  and 
shape.  A small  calcification  is  evident  in  the 
spleen. 

A chest  roentgenogram  one  day  before  the 
patient’s  death  reveals  increase  in  the  size 


Table  1. — Laboratory  Data. 
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Blood  Serum 

Blood 

ci- 

CO, 

Na  + 

K + 

C02 

BUN  Sugar 

(mEq./ 

(mEq./ 

(mEq./ 

(mEq./ 

Content 

pC02 

Hct.  Ca+  + 

Date 

(mg.  %)  (mg.  %) 

liter) 

liter) 

liter) 

liter) 

pH 

(vol.  %)  (mm.  Hg.)  (vol.  %)  (mg.  %) 

7-26 

35 

67 

56 

144 

1.5 

7.59 

110 

38 

7-27 

70 

46 

144 

2.2 

7-29 

76 

48 

144 

2.2 

7.58 

98 

65 

7-30 

IT 

57 

144 

2.2 

7-31 

152 

80 

54 

147 

2.2 

8-2 

110 

85 

51 

150 

2.3 

8-6 

43 

85 

150 

1.8 

11.8 

8-8 

7.53 

70.6 

49 

20  11.4 

8-10 

91 

37 

147 

4.4 

8-12 

93 

147 

3.7 

8-14 

32 

104 

147 

5.1 

7.45 

53.9 

38 

8-19 

93 

142 

2.4 

18 

8-23 

101 

139 

5.3 

28 

Urine 

Na  + 

(mEq/liter) 

K + 

(mEq. /liter) 

ci- 

(mEq. /liter) 

8-7 

46.3 

10 

<5 

8-9 

23 

— 

<5 

8-12 

17 

21 

6 
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Fig.  1.  Electrocardiograms  before 
(A)  and  after  (B)  correction  of 
hypopotassemia  are  shown. 
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of  the  right  hilar  mass  and  in  the  extent  of 
the  perihilar  densities.  A few  small,  nodular 
infiltrates  not  detectable  on  previous  exami- 
nation are  seen  in  the  left  upper  lung  field 
(Fig.  3). 

Abdominal  film  on  admission  shows  the 
liver  edge  extending  to  the  iliac  crest.  Both 
kidneys  appear  slightly  larger  than  normal 
and  show  decreased  function  on  intravenous 
pyelogram. 

Dr.  Fred  : Bilaterally  enlarged  kidneys 
without  hydronephrosis  may  be  found  in  pa- 
tients with  acromegaly,  polycystic  disease, 
nephrotic  syndrome,  amyloidosis,  leukemia, 
or  lymphoma.  In  the  present  case,  I believe 
the  large  kidneys  were  a normal  variant  and 
had  nothing  to  do  with  the  basic  disease 
process  from  which  the  patient  suffered. 

When  I initially  read  the  protocol,  several 
thoughts  came  to  mind.  The  hilar  mass, 
hepatomegaly,  and  progressive  anemia  sug- 
gested lymphoma,  but  against  this  were  the 
electrolyte  pattern  and  the  absence  of  ade- 


nopathy and  splenomegaly.  Because  of  the 
alcoholism,  anemia,  large,  firm  liver,  and 
flapping  tremor,  hepatic  cirrhosis  was  con- 
sidered. This  diagnosis,  however,  would  not 
easily  explain  the  alkalosis  or  the  pulmonary 
abnormalities.  Furthermore,  normal  liver 
function  as  exemplified  by  our  patient  is 
found  in  only  about  10  per  cent  of  persons 
with  hepatic  cirrhosis.  In  addition,  a flap- 
ping tremor  (asterixis)  is  of  limited  diag- 
nostic value  since  it  has  been  observed  in 
patients  with  severe  liver  disease,  chronic 
pulmonary  disease,  uremia,  hypokalemia, 
bromism,  malabsorption  syndromes,  hypo- 
magnesemia, polycythemia  accompanied  by 
congestive  failure,  and  in  some  cirrhotics, 
cardiacs,  and  normal  individuals  fed  either 
a high  protein  diet,  ammonium  compounds, 
acetazolamide,  methionine,  or  chlorothiazide. 

Hemochromatosis  deserves  mention  be- 
cause the  patient  was  an  alcoholic  with  hy- 
perglycemia, hyperpigmented  skin,  and  hep- 
atomegaly. A complicating  hepatoma  with 
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Fig.  2.  Right  Hilar  mass  with  linear  and  irregular  densities 
in  right  upper  lobe  is  seen.  Note  calcified  nodule  in  splenic 
area  (arrow). 


metastases  to  the  right  hilum  could  provide 
an  answer  for  the  pulmonary  changes  seen 
roentgenograph ically.  Hemochromatosis  in 
females  is  uncommon,  however,  particularly 
if  the  patient  still  menstruates.  Moreover, 
the  severe  alkalosis  and  hypokalemia  could 
not  be  explained  satisfactorily  by  hemochro- 
matosis or  hepatoma. 

Chronic  granulomatous  infection  in  the 
lungs,  such  as  tuberculosis,  brucellosis,  or 
fungal  disease  is  unlikely  since  fever  was 
absent,  the  skin  tests  and  agglutination  tit- 
ers were  negative  and  the  hilar  mass  grew 
without  concomitant  progression  of  the  pul- 
monary infiltrates. 

Mammary  carcinoma  is  suggested  by  the 
nodules  in  each  breast,  hepatomegaly,  hyper- 
calcemia, and  lesions  in  the  lungs.  The  se- 
verity of  the  electrolyte  imbalance,  the  loca- 
tion of  the  pulmonary  lesions,  and  the  gen- 
eral course  of  events  make  this  diagnosis 
unreasonable. 

Acute  fatty  liver  is  a possibility,  especial- 
ly since  the  patient  was  an  alcoholic  and  had 
other  evidence  of  malnutrition,  namely  a 
smooth,  red  tongue.  But  the  liver  size  is 
not  mentioned  after  the  patient  entered  the 
hospital,  and  I cannot  speculate  further  on 
this  point. 

Where  does  one  go  from  here? 

In  the  approach  to  any  clinical  problem, 


Fig.  3.  Enlargement  of  right  hilar  mass  with  increase  in 
infiltration  of  right  upper  lobe  is  evident.  Small  nodular 
densities  are  now  apparent  in  left  upper  lobe. 


it  is  wise,  whenever  possible,  to  begin  by 
selecting  the  most  important  feature  of  the 
illness.  Then  one  should  list  all  of  the  known 
causes  of  that  feature  and  choose  the  one 
that  offers  the  best  explanation  for  most  or 
all  of  the  findings  in  the  case.  Regarding  the 
present  patient,  we  could  center  the  discus- 
sion on  the  pulmonary  lesions,  the  hepato- 
megaly, the  anemia,  or  the  hypokalemia  with 
alkalosis.  In  my  opinion  the  hypokalemia 
with  alkalosis  is  the  most  valuable  point 
from  which  the  differential  diagnosis  can  be 
considered. 

There  are  many  potential  causes  of  hypo- 
kalemia with  alkalosis.  Dietary  deficiency  of 
potassium  occurs  only  as  a laboratory  curi- 
osity. Transfer  of  potassium  into  cells,  as 
with  insulin  therapy,  has  no  relevance  to  the 
present  case.  “Postoperative”  hypokalemic 
alkalosis  probably  represents  a transient  in- 
crease in  adrenocortical  activity  combined 
with  mild  potassium  depletion  resulting  ei- 
ther from  a decreased  intake  or  an  increased 
loss  of  the  ion  via  vomiting  or  suctioning. 

A major  cause  of  hypokalemic  alkalosis 
is  loss  of  potassium  through  the  gastroin- 
testinal tract.  This  may  result  from  vomit- 
ing, suctioning,  cation  exchange  resins,  diar- 
rhea, enemas,  or  cathartics.  It  is  significant 
that  none  of  these  factors  was  evident  in 
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today’s  case.  Absorbable  alkalis  taken  orally 
also  may  be  responsible  for  hypokalemic  al- 
kalosis, but  the  patient  is  not  known  to  have 
ingested  such  substances. 

A variety  of  conditions  may  eventuate  in 
excessive  renal  loss  of  potassium.  Therapy 
with  chlorothiazide,  carbonic  anhydrase  in- 
hibitors, or  mercurial  diuretics  is  an  exam- 
ple. Although  our  patient  received  a few 
doses  of  mercurials,  significant  potassium 
deficiency  rarely  follows  the  use  of  this  type 
of  diuretic.  In  the  category  of  potassium- 
losing nephropathy,  cystinosis,  hyperchlo- 
remic acidosis,  the  Fanconi  syndrome,  and 
the  diuretic  phase  of  acute  tubular  necrosis 
should  be  mentioned.  There  is  no  evidence  to 
support  these  diagnoses  in  the  present  case. 
Additionally,  the  blood  pH  in  these  disorders 
usually  is  normal  or  decreased  and  not  ele- 
vated as  in  our  patient.  Some  persons  suf- 
fering from  chronic  pyelonephritis  may  lose 
excessive  amounts  of  potassium  in  the  urine, 
but  such  a mechanism  is  not  supported  by 
the  data  available  in  the  present  patient. 
Excessive  intake  of  licorice,  the  main  com- 
ponent of  which  is  glycyrrhizinic  acid,  may 
result  in  sodium  retention  and  increased  po- 
tassium excretion.  But  licorice  is  not  men- 
tioned in  the  protocol,  and  its  extravagant 
use  would  not  explain  the  other  features  of 
this  case. 

Of  the  adrenocortical  hormones  that  in- 
crease the  urinary  loss  of  potassium,  aldo- 
sterone will  be  considered  first.  Primary 
aldosteronism  usually  results  from  an  ad- 
renal adenoma,  but  in  children  and  young 
adults,  bilateral  adrenal  hyperplasia  may  be 
the  cause.  Rarely,  a carcinoma  of  the  ad- 
renal gland  is  the  source  of  increased  aldo- 
sterone production.  Against  primary  aldo- 
steronism in  our  patient  are  the  absence  of 
hypertension  and  the  presence  of  peripheral 
edema  and  pulmonary  lesions.  Secondary 
aldosteronism  is  found  in  some  patients  with 
renal  arterial  disease  or  the  accelerated 
phase  of  hypertension  regardless  of  the 
cause.  It  also  may  occur  without  hyperten- 
sion in  patients  with  congestive  heart  fail- 
ure, cirrhosis  of  the  liver,  or  nephrosis,  but 
in  such  instances,  hypokalemia  is  not  a usual 
accompaniment.  There  is  little  to  suggest 
significant  cardiac,  hepatic,  or  renal  disease 
in  the  present  case. 

The  remaining  causes  of  persistent  hypo- 
kalemia and  alkalosis  include  increased  ad- 
renocortical secretion  and  the  administration 
of  adrenocortical  hormones.  There  is  no  his- 


tory of  hormonal  therapy  in  our  patient,  and 
there  were  no  clinical  signs  of  Cushing’s 
syndrome  such  as  plethora,  moon  facies, 
“buffalo  hump,”  purple  striae,  or  hyperten- 
sion. Moreover,  most  patients  with  spon- 
taneous Cushing’s  disease  have  a normal  or 
almost  normal  electrolyte  pattern.  Occasion- 
ally, bilateral  adrenocortical  hyperfunction 
occurs  in  association  with  malignant  tumors 
arising  outside  the  adrenal  cortex  or  pitui- 
tary gland.  Most  of  these  neoplasms  have 
originated  in  the  lung,  thymus,  or  pancreas ; 
a few  have  arisen  in  the  gallbladder,  parotid, 
trachea,  thyroid,  testicle,  ovary,  prostate, 
kidney,  esophagus,  colon,  adrenal  medulla, 
and  central  nervous  system.  The  clinical 
picture  in  these  cases  usually  resembles  that 
observed  in  typical  Cushing’s  syndrome.4  At 
times,  however,  the  appearance  of  the  pa- 
tient does  not  suggest  Cushing’s  syndrome, 
even  though  the  biochemical  and  morpho- 
logical evidence  for  adrenocortical  hvper- 
function  is  undeniable.  In  this  group  of  pa- 
tients, the  clinical  characteristics  are  severe 
hypokalemic  alkalosis,  progressive  weakness, 
peripheral  edema,  confusion,  and  rapid 
death.1  Hyperpigmentation  develops  in  some 
cases.  In  almost  every  one  of  these  patients, 
an  oat  cell  or  undifferentiated  carcinoma  of 
the  lung  has  been  found.  At  autopsy  there 
is  prominent  adrenocortical  hyperplasia  bi- 
laterally, especially  of  the  zona  reticularis 
and  fasciculata  with  compression  of  the  zona 
glomerulosa.  The  adrenal  glands  usually 
have  a combined  weight  of  more  than  80  gm. 
An  ACTH-like  substance  has  been  detected 
in  the  primary  tumor,  secondary  deposits, 
and/or  plasma.  The  blood  and  urinary  levels 
of  17-hydroxycorticosteroids  and  the  urinary 
concentration  of  17-ketosteroids  typically  are 
elevated  above  those  commonly  found  in  or- 
dinary Cushing’s  syndrome.3  The  adminis- 
tration of  dexamethasone  usually  fails  to 
suppress  the  adrenal  overactivity.  Occasion- 
ally there  is  an  exaggerated  response  to 
exogenous  ACTH  stimulation. 

In  our  patient,  the  diagnosis  of  undiffer- 
entiated bronchogenic  carcinoma  associated 
with  adrenocortical  hyperfunction  easily  ex- 
plains the  abnormalities  on  roentgenogram 
of  the  chest.  It  also  affords  an  explanation 
for  swelling  of  the  legs,  since  excessive 
amounts  of  ACTH  or  adrenocorticosteroids 
are  known  to  cause  peripheral  edema.  The 
patient’s  confusion,  ataxia,  and  weakness 
most  likely  resulted  from  the  hypokalemia 
and  alkalosis  per  se,  but  other  considerations 
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would  include  metastases  to  the  brain,  cere- 
bellar degeneration  associated  with  malig- 
nant tumors,  Wernicke’s  syndrome,  and  the 
various  neurologic  and  psychiatric  abnormal- 
ities associated  with  hypercorticism  or  hyper- 
calcemia. Her  hyperglycemia  can  be  account- 
ed for  by  hypercorticism,  but  glucose  intol- 
erance also  may  accompany  potassium  deple- 
tion. Hepatic  metastases  probably  caused 
the  hepatomegaly,  but  some  of  the  enlarge- 
ment could  have  been  the  consequence  of 
fatty  infiltration  resulting  from  the  patient’s 
poor  nutrition.  Leukocytosis  with  relative 
lymphopenia  and  no  eosinophils  is  typical  of 
hypercorticism.  However,  people  with  hyper- 
corticism also  are  susceptible  to  infection, 
and  our  patient  could  have  had  pneumonia, 
the  signs  of  which  were  masked  by  the  anti- 
biotic therapy.  The  hyperpigmented  skin 
presumably  resulted  from  the  ACTH-like 
substance  released  by  the  tumor.  The  mild 
hypercalcemia  could  be  the  consequence  of 
a parathyroid-like  hormone  or  a vitamin  D- 
like  substance  connected  in  some  way  with 
the  tumor;  it  also  could  be  caused  by  bony 
metastases  not  visible  on  the  available  roent- 
genograms. The  pyuria  could  represent  renal 
infection  since  animals  and  humans  suffer- 
ing from  hypokalemia  seem  particularly  sus- 
ceptible to  pyelonephritis. 

Anemia  in  malignant  neoplastic  disease 
may  be  a consequence  of  many  factors. 
Among  these  are  blood  loss,  decreased  ery- 
thropoiesis,  increased  hemolysis,  myelophthi- 
sis,  radiotherapy  and  tumor  chemotherapy, 
nutritional  deficiency,  and  toxic  depression 
of  the  bone  marrow  resulting  from  infection, 
inflammation,  or  uremia.  The  available  evi- 
dence in  the  present  patient  supports  in- 
creased hemolysis  as  the  most  likely  cause 
of  the  rapidly  progressive  anemia.2  The  low 
urinary  potassium  excretion  can  be  explained 
either  by  a laboratory  error  or  by  the  fact 
that  adrenocorticosteroids  do  not  cause  an 
increase  in  urinary  potassium  excretion  un- 
less the  sodium  intake  is  normal.5  Although 
the  sodium  content  of  our  patient’s  diet  is 
not  mentioned,  it  probably  was  restricted  in 
an  attempt  to  alleviate  her  edema.  The  acid 
urine  in  the  face  of  systemic  alkalosis  is 
typical  of  prolonged,  severe  potassium  de- 
ficiency and  presumably  is  caused  by  the  in- 
creased urinary  excretion  of  hydrogen  ions. 

The  immediate  cause  of  death  likely  was 
atelectasis  of  the  right  lung.  The  cervical 
venous  distention  probably  reflected  obstruc- 


tion of  the  superior  vena  cava  but  could 
have  resulted  from  pericardial  metastases 
with  slowly  progressive  tamponade. 

The  splenic  calcification  is  difficult  to  ex- 
plain and  seems  unrelated  to  the  primary 
diagnosis.  Splenic  calcifications  detected  ro- 
entgenographically  may  represent  healed  in- 
fection, particularly  tuberculosis,  histoplas- 
mosis, and  brucellosis,  as  well  as  healed 
hematomata  or  infarcts,  hydatid  cysts,  thoro- 
trast,  metastases,  lymphoma,  or  aneurysm  of 
the  splenic  artery.  In  this  case  the  calcifi- 
cation resembles  most  closely  those  seen  in 
brucellosis.7 

In  summary,  I believe  the  patient  had  an 
undifferentiated  carcinoma  and  atelectasis 
of  the  right  lung  with  metastases  to  both 
lungs,  the  superior  vena  cava,  and  liver  and 
probably  to  the  adrenals,  brain,  and  peri- 
cardium. The  combined  weight  of  the  adre- 
nal glands  should  exceed  30  gm.,  and  the  ad- 
renal cortices  should  be  hyperplastic.  There 
is  a good  possibility  that  the  patient  also  had 
pyelonephritis  as  well  as  hypokalemic  neph- 
ropathy, i.e.,  vacuolization  of  the  proximal 
tubular  epithelium.  The  splenic  calcification 
probably  represented  healed  granulomatous 
infection. 

Dr.  Stravvn  : Dr.  Fred,  you  suggested 
metastatic  carcinoma  in  the  liver  as  a cause 
of  the  hepatomegaly.  Were  you  disturbed  by 
the  normal  liver  function  tests? 

Dr.  Fred:  No.  Many  patients  with  me- 
tastatic liver  disease  have  no  demonstrable 
abnormality  of  liver  function. 

Dr.  Strawn  : Does  anyone  have  any  com- 
ments ? 

Dr.  Hettig:  Not  infrequently  primary  or 
metastatic  liver  tumors  produce  significant 
leukocytosis  with  neutrophilia  and  lympho- 
cytopenia. 

Dr.  Brown  : I would  like  to  ask  Dr.  Fred 
whether  he  considered  bronchial  adenoma 
instead  of  bronchial  carcinoma,  since  the 
patient  was  female? 

Dr.  Fred:  I do  not  think  the  clinical  pic- 
ture in  this  case  was  that  of  bronchial  ade- 
noma. Furthermore,  about  one-fourth  of  the 
patients  with  the  syndrome  discussed  here 
have  been  female. 

Dr.  Sharp:  The  electrolyte  changes  in 
this  patient  are  primarily  those  of  a mineral 
corticoid  effect.  Would  you  wish  to  comment 
on  studies  of  specific  steroids  found  in  asso- 
ciation with  these  tumors? 

Dr.  Fred  : The  excretion  of  aldosterone  in 
the  urine  was  normal  or  reduced  in  all  but 
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one  of  about  ten  patients  in  whom  it  was 
measured.  By  contrast,  the  blood  cortisol 
concentrations  were  unusually  high. 

Dr.  Lipscomb:  I have  had  the  opportunity 
in  the  past  three  years  to  perform  biological 
assays  on  tumor  tissue  from  seven  patients 
exhibiting  the  combination  of  malignancy 
and  Cushing’s  syndrome.  In  all  but  one  case, 
the  tumor  was  identified  histologically  as 
that  of  oat  cell  or  small  cell  carcinoma  of 
the  lung.  One  case,  from  Dr.  Joseph  W. 
Jailer  of  New  York,  was  that  of  a young 
woman  with  a pancreatic  acinar-cell  tumor 
and  Cushing’s  syndrome,  in  whom  removal 
of  the  tumor  resulted  in  rapid  and  perma- 
nent regression  of  the  manifestations  of  ad- 
renocortical hyperfunction. 

In  almost  all  of  these  cases,  including  the 
one  of  pancreatic  tumor,  we  have  found 
measurable  quantities  of  an  ACTH-like  ma- 
terial from  extracts  of  the  tumor  tissue. 
Such  extracts  are  capable  of  producing  syn- 
thesis and  release  of  steroids  in  the  hypo- 
physectomized  rat  in  the  same  fashion  as 
natural  ACTH.  The  concentration  of  this 
ACTH-like  material  in  these  tumors  is  quite 
low,  in  the  range  of  1 to  3 milli-units  per 
gm.  of  tissue,  a value  roughly  10,000  times 
less  than  that  in  the  pituitary.  On  the  other 
hand,  these  tumors  are  usually  several  hun- 
dred times  the  size  of  the  pituitary,  so  that 
the  net  effect  is  one  of  significant  elevation 
of  circulating  levels  of  an  ACTH-like  ma- 
terial, leading  to  adrenal  hyperfunction. 

We  have  not  successfully  isolated  this  ma- 
terial and  can  only  speculate  concerning  its 
chemical  structure  and  why  certain  neo- 
plasms exhibit  this  capacity.  In  this  regard, 
it  is  interesting  to  note  that  neoplastic  tissue 
is  now  recognized  to  be  capable  of  secreting 
a whole  family  of  peptides.  Certain  fibro- 
sarcomas have  been  described  to  secrete  an 
insulin-like  material,  and  several  broncho- 
genic tumors  have  been  associated  with  the 
secretion  of  a vasopressor  (antidiuretic) 
substance,  this  latter  being  associated  with 
the  clinical  phenomenon  of  inappropriate 
secretion  of  antidiuretic  hormone  (ADH). 

We  would  appreciate  the  opportunity  to 
study  any  patients  you  may  see  with  neo- 
plastic disease  associated  with  Cushing’s 
syndrome,  and  all  patients  with  a proven 
diagnosis  of  oat  cell  carcinoma,  in  order  to 
measure  both  plasma  and  tumor-tissue  con- 
centrations of  ACTH. 


Pathologic  Findings 

Dr.  O’Neal:  This  was  an  oat  cell  carci- 
noma of  the  lung,  the  least  common  type  of 
bronchogenic  carcinoma  in  women.  In  a per- 
son of  this  age,  it  is  even  more  unusual. 

The  right  upper  lobe  bronchus  was  oc- 
cluded at  its  orifice  by  the  tumor.  The  bron- 
chi distal  to  the  obstruction  were  dilated  and 
filled  with  inspissated,  mucoid  material. 
These  dilated  bronchi  may  have  appeared 
on  the  chest  film  as  lymphatic  congestion. 
There  was  a consolidation  of  the  lung  by 
chronic  pneumonitis  behind  the  bronchial 
stricture.  Metastases  to  the  left  lung  and 
hilar  lymph  nodes  were  prominent  (Fig.  4). 


Fig.  4.  Right  lung.  Tumor  can  be  seen  filling  the  main 


right  upper  lobe  bronchus. 

Microscopic  examination  revealed  an  un- 
differentiated tumor  typical  of  the  oat  cell 
type  of  bronchogenic  carcinoma.  In  some 
areas  of  metastasis  the  cells  were  larger  and 
spindly,  but  in  most  areas  the  tumor  was 
composed  of  small,  round  cells.  A few  small 
metastases  were  found  in  the  liver.  It 
weighed  only  2000  gm.,  not  a remarkably 
large  size  and  unlikely  to  account  for  the 
liver  edge  extending  to  the  iliac  crest;  this 
may  well  have  been  an  erroneous  clinical 
observation.  A small  amount  of  fat  was 
present  in  some  of  the  liver  cells,  but  it  was 
not  very  pronounced.  There  was  no  evidence 
of  fibrosis.  Everybody  who  drinks  does  not 
have  cirrhosis ! 

As  Dr.  Fred  predicted,  the  adrenals  weighed 
over  30  gm.  Together  they  weighed  35  gm., 
which  is  over  twice  normal.  A few  foci  of 
metastasis  were  present,  but  the  increased 
weight  of  the  adrenals  was  undoubtedly 
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Fig.  5.  Adrenal  glands  seen  in  cross  section  reveal  cor- 
tices that  are  noticeably  thickened. 


caused  almost  entirely  by  cortical  hypertro- 
phy, which  was  massive  (Fig.  5). 

Microscopically,  the  zona  fasciculata  ap- 
peared to  be  the  site  of  hyperplasia;  the 
glomerulosa  and  reticularis  are  never  easy 
to  define  in  the  human  but  in  these  adrenals 
they  appeared  to  be  completely  obscured  by 
fasciculata.  The  cortical  cells  were  larger 
than  the  usual  cells  of  the  adrenal  cortex, 
but  had  no  cytoplasmic  vacuoles,  perhaps  in- 
dicative of  a lack  of  storage  of  cortical  lipids. 

I am  sure  that  we  all  expected,  from  hear- 
ing the  clinical  discussion  of  hypokalemia,  to 
find  evidence  of  the  vacuolar  nephropathy 
which  is  often  associated  with  low  blood 
potassium  levels.  However,  the  renal  tubules 
showed  only  what  we  refer  to  as  cloudy 
swelling,  and  an  occasional  tubular  lumen 
was  filled  with  neutrophils.  Because  of  the 
presence  of  foci  of  cardiac  muscle  necrosis 
in  many  instances  of  hypokalemia,  we  looked 
closely  for  evidence  of  muscle  necrosis  in  the 
heart,  but  none  was  found. 

These  were  the  anatomic  diagnoses : 

1.  Bronchogenic  carcinoma,  oat  cell  type, 
right  upper  lobe,  with  metastases  to  hilar 
and  retroperitoneal  lymph  nodes,  lungs,  ad- 
renals, left  kidney,  pancreas,  spleen,  liver, 
breasts,  ovaries,  endometrium,  brain,  and 
meninges. 

2.  Atelectasis,  right  upper  lobe,  with  acute 
and  chronic  pneumonia. 


3.  Adrenal  cortical  hyperplasia  (fascicu- 
lata), bilateral,  advanced  (clinical  history  of 
severe  hypochloremic,  hypopotassemic  alka- 
losis) . 

4.  Focal  acute  and  chronic  pyelonephritis, 
moderate. 

5.  Old,  calcified  splenic  nodule  (question- 
able granuloma). 

Dr.  Fred  : Was  the  superior  vena  cava 
occluded? 

Dr.  O’Neal:  No. 

Dr.  Fred:  Were  there  any  bony  lesions? 

Dr.  O’Neal:  None  was  demonstrated. 

Dr.  Strawn  : Any  other  comments? 

Dr.  Riggs:  Why  are  the  usual  clinical 
manifestations  of  Cushing’s  syndrome  absent 
in  the  type  of  case  presented  today? 

Dr.  Fred  : It  has  been  presumed  that 
these  patients  die  before  such  stigmata  have 
time  to  develop. 

Dr.  Lane  : The  hypercalcemia  in  this  case 
is  best  explained  by  tumor  metastases  to 
bone.  Carcinoma  of  the  lung  characteristi- 
cally produces  osteolytic  metastases.  The  ab- 
sence of  lesions  on  radiological  examinations 
does  not  preclude  bone  metastases.  In  gen- 
eral, 50  per  cent  of  the  calcium  must  be  re- 
moved from  an  involved  site  in  bone  before 
radiolucency  is  sufficient  to  permit  radio- 
logical recognition  of  the  lesions.  It  would 
be  essential  to  examine  carefully  every  bone 
in  the  body  histologically  to  exclude  metas- 
tatic disease.  A parathyroid-like  hormonal 
activity  of  the  tumor  is  most  unlikely,  has 
not  been  demonstrated  in  this  case,  and  has 
often  been  sought  without  success  in  other 
cases  of  hypercalcemia  lacking  clinical  evi- 
dence of  bone  metastases. 
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Coming  in  January 

Events  Around  President's  Death 
To  Be  Documented  in  Journal 

X he  January  issue  of  the  Texas  State  Journal  of  Medicine  will  present 
Texas  physicians  with  a factual,  documented  review  of  the  sequence  of 
events  surrounding  the  deaths  of  President  John  F.  Kennedy  and  accused 
assassin  Lee  Harvey  Oswald  and  the  treatment  of  Gov.  John  Connally 
in  Parkland  Hospital  in  Dallas.  At  the  request  of  the  Journal  Advisory 
Committee  and  the  editors,  material  is  being  carefully  compiled  so  that  it 
will  be  complete  and  factual  for  release  to  Journal  readers.  It  is  expected 
to  be  the  first  such  complete  publication. 


Expensive,  Illogical  Approach 

House  Ways,  Means  Committee 
Gets  Texans'  Views  on  Medicare 


P rivate  initiative  and  cooperative  plan- 
ning  by  all  groups  involved  has  yielded  an 
effective  and  economical  program  to  provide 
medical  care  for  Texas’  needy  aged.  That 
such  a program  already  exists,  that  it  works 
well,  and  that  it  has  been  developed  private- 
ly were  the  points  presented  to  the  U.S. 
House  of  Representatives  Committee  on 
Ways  and  Means  in  statements  filed  by  Drs. 
Robert  Mayo  Tenery  and  Harvey  Renger, 
President  and  Past  President,  respectively, 
of  the  Texas  Medical  Association ; Mr.  H. 
Lewis  Rietz,  executive  vice  president,  Great 
Southern  Life  Insurance  Company,  Houston ; 


Mr.  Eldred  Thomas,  second  vice  president, 
Texas  Nursing  Home  Association,  Dallas; 
and  Mr.  Joe  Belden,  president,  Belden  As- 
sociates, Dallas. 

The  Ways  and  Means  Committee  heard  a 
portion  of  this  testimony  prior  to  the  death 
of  President  Kennedy,  when  hearings  were 
temporarily  suspended  on  H.R.  3920,  the 
King-Anderson  or  “medicare”  bill,  which 
would  provide  hospitalization  and  limited 
medical  benefits  for  the  elderly  by  increas- 
ing social  security  taxes  and  drawing  funds 
from  general  revenue  taxes.  The  hearings  are 
expected  to  resume  some  time  after  the  first 
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of  the  year. 

Opposing  the  bill  on  the  basis  that  the 
aged  who  need  help  are  cared  for  successfully 
under  existing  programs,  and  that  legisla- 
tive machinery  is  operating  to  help  the  3 
per  cent  who,  according  to  a recent  survey, 
still  need  and  want  assistance,  Dr.  Tenery 
also  asserted  that  the  medicare  proposal  is 
“a  compulsory  program  of  government  medi- 
cine neither  wanted  nor  needed  in  Texas.” 

Generally,  the  statements  emphasized  the 
fact  that  Texas’  use  of  Kerr-Mills  funds  to 
purchase  a Blue  Cross  health  insurance  pol- 
icy for  all  recipients  of  Old  Age  Assistance 
provides  inpatient  hospital  care,  physicians’ 
services  in  hospitals,  and  nursing  home  care 
for  more  than  30  per  cent  of  the  state’s  citi- 
zens aged  65  and  over.  In  addition,  more 
than  150,000  Texans  in  this  age  group  now 
have  purchased  policies  under  the  Texas  65 
Health  Insurance  Plan  and  Senior  Texan 
Service,  and  benefits  available  under  any 
one  of  these  three  plans  are  considerably 
greater  than  those  which  would  be  available 
to  recipients  of  social  security  under  the 
King-Anderson  bill. 

Next  year,  Texans  will  vote  on  a constitu- 
tional amendment  to  authorize  health  care 
benefits  under  the  Kerr-Mills  Law  for  needy 
aged  persons  who  do  not  receive  OAA  bene- 
fits, but  who  would  be  unable  to  handle  large 
medical  and  hospital  bills. 

The  total  cost  of  the  present  program  to 
taxpayers  is  $22,000,000.  The  proposed  King- 
Anderson  bill  would  cost  Texans  an  addi- 
tional $69,300,000  in  new  taxes  the  very  first 
year,  Dr.  Tenery  pointed  out. 

Dr.  Renger’s  statement  included  a sum- 
mary of  information  which  he  gathered  on 
the  medical  and  hospital  history  of  the  aged 
in  his  own  Ninth  Congressional  District, 
which  lies  southwest  of  Houston  in  the  cen- 
tral Gulf  Coast  area.  His  survey  showed  that 
78.8  per  cent  of  the  elderly  persons  in  that 
district  successfully  handled  their  own  medi- 
cal bills  through  Blue  Cross  (22.7  per  cent), 
the  state’s  Old  Age  Assistance  Program  (6.6 
per  cent),  and  other  insurance  and  private 
means  (49.4  per  cent).  Commenting  on  the 
21.3  per  cent  who  were  not  covered  by  in- 
surance, but  who  were  cared  for  neverthe- 
less, Dr.  Renger  pointed  out  that  the  figure 
had  decreased  recently  because  many  persons 
took  advantage  of  the  new  Texas  65  plan, 
and  that  approval  of  the  Medical  Aid  to  the 
Aged  portion  of  the  Kerr-Mills  Law  would 
reduce  the  figure  still  further. 


In  the  Ninth  Congressional  District,  a to- 
tal of  about  $600,000  at  the  most  is  now 
needed  for  the  medical  care  of  elderly  per- 
sons who  cannot  meet  these  expenses.  In  or- 
der to  get  this  extra  coverage  under  the  med- 
icare plan,  the  Ninth  District  would  be  taxed 
a minimum  of  $3,000,000,  and  recipients 
would  bear  the  cost  of  the  $90  deductible 
feature.  “Thus,  the  District  would  be  paying 
at  least  $4,000,000  for  King-Anderson  or  a 
minimum  of  $6.50  for  each  $1  of  benefits  to 
the  aged  for  coverage  not  already  available 
under  existing  programs.  Is  this  not  an  ex- 
pensive and  illogical  approach?”  inquired 
Dr.  Renger. 

Pointing  to  the  adequacy  of  the  Kerr-Mills 
Law  as  it  is  utilized  in  Texas,  Mr.  Thomas 
noted  that  as  of  Oct.  1,  1963,  there  were 
8,974  patients  receiving  nursing  home  bene- 
fits. He  also  commented  that  recent  actions 
by  the  State  Department  of  Public  Welfare 
have  resulted  in  higher  quality  of  care  in 
nursing  homes,  as  evidenced  by  the  fact  that 
5,000  beds  soon  will  become  available  in 
modern,  efficient  homes  now  being  built. 
“.  . . The  needs  are  being  met,”  Thomas  de- 
clared, “we  see  no  justifiable  reason  to  es- 
tablish further  programs  which  will  overlap 
and  which  will  not  be  based  on  need.” 

The  statement  filed  by  Mr.  Rietz  was  on 
behalf  of  the  American  Life  Convention, 
Health  Insurance  Association  of  America, 
Life  Insurance  Association  of  America,  and 
Life  Insurers  Conference.  The  magnitude 
and  rapid  growth  of  voluntary  health  insur- 
ance for  the  aged,  and  the  evolution  of  pres- 
ent governmental  programs  under  the  Kerr- 
Mills  Law,  coupled  with  the  heavy  cost  of 
the  proposed  compulsory  program,  were 
cited  as  compelling  reasons  for  the  Commit- 
tee to  reject  H.R.  3920. 

In  1952,  the  total  number  of  aged  persons 
with  insurance  was  26  per  cent.  By  Decem- 
ber of  1962,  60  per  cent  of  the  non-institu- 
tionalized  aged  persons  had  voluntary  insur- 
ance. Adding  the  14  per  cent  entitled  to  medi- 
cal care  without  cost  under  OAA  programs, 
it  is  clear  that  74  per  cent  of  the  aged  are 
protected.  Among  the  unprotected  are  those 
who  are  or  will  be  eligible  for  benefits  under 
MAA  and  those  who  feel  no  need  for  health 
insurance  because  of  their  financial  circum- 
stances, or  because  of  benefits  due  them  as 
veterans,  retired  members  of  the  armed  forc- 
es, members  of  health  care  professions,  or 
affiliations  with  unions,  lodges,  or  other 
groups  providing  such  benefits. 


1186 


TEXAS  State  Journal  of  Medicine 


The  statement  lodged  strong  disagreement 
with  the  figures  presented  by  the  Adminis- 
tration on  the  cost  of  medical  care  financed 
through  social  security  taxes.  Extensive 
study  by  insurance  actuaries  indicates  that 
the  proposed  program  would  cost  about  1.71 
per  cent  of  the  taxable  wage  base,  whereas 
the  Administration  places  this  figure  at  0.68 
per  cent.  Reasons  for  this  discrepancy  are 
listed  as  (1)  medical  economists  predict  that 
hospital  per  diem  costs  will  rise  faster  than 
average  wages  during  the  foreseeable  future ; 
the  Administration  assumes  these  costs  will 
rise  at  the  same  rate;  (2)  the  insurance  ac- 
tuaries based  their  figures  on  actual  hospital 
charge  statistics,  whereas  the  Administra- 
tion has  assumed  that  recipients  will  be 
charged  less  per  day  than  will  the  general 
public;  (3)  hospital  utilization  rates,  based 
on  actual  claim  records  of  insured  persons, 
are  considerably  higher  than  the  Adminis- 
tration’s estimate,  which  is  based  on  unsub- 
stantiated results  of  a 1957  household  inter- 
view survey  of  a limited  sample  of  aged  per- 
sons, and  (4)  insurance  experts  believe  that 


the  Administration’s  estimate  of  the  cost  of 
nursing  home  benefits  is  unrealistically  low.* 
Mr.  Belden  prefaced  his  statement  by  say- 
ing that  it  would  include  only  the  objective 
facts  gathered  by  his  independent  research 
organization  to  assess  the  medical  care  needs 
of  the  aged  population  in  Texas.  He  reported 
that  30  per  cent  of  the  aged  have  health  in- 
surance protection  through  OAA,  38  per 
cent  pay  for  their  own  insurance,  and  32 
per  cent  have  none.  Of  the  group  not  cov- 
ered by  OAA,  only  14  per  cent  had  medical 
expenses  in  1961  of  more  than  $500.  Twenty 
per  cent  had  no  medical  expenses,  and  30 
per  cent  had  uncovered  expenses  less  than 
$100.  Only  6 per  cent  of  the  persons  inter- 
viewed said  that  they  did  without  medicine, 
doctor’s  care,  or  surgery  because  they  lacked 
money.  The  survey  showed  that  there  is 
majority  support  for  government  medical 
care  for  the  aged  who  are  poor,  but  that  for 
all  aged,  regardless  of  need,  and  for  the  en- 
tire population,  young  and  old  alike,  the  ma- 
jority does  not  consider  government  medical 
care  the  best  alternative. 


AMA  House  of  Delegates  Adopts 
Community  Service  Grants  Resolution 


A closer,  more  effective  relationship  be- 
tween county  medical  societies  and  agencies 
that  apply  to  the  United  States  Public  Health 
Service  for  community  health  project  grants 
is  certain  to  develop  as  a result  of  action 
prompted  by  Texas  delegates  to  the  Ameri- 
can Medical  Association. 

The  AMA  House  of  Delegates  adopted  the 
resolution  presented  by  the  Texas  delegation 
at  the  17th  annual  clinical  meeting  at  Port- 
land, Ore.,  on  Dec.  1-4.  [A  copy  of  the  reso- 
lution was  published  in  the  November  issue 
of  Texas  State  Journal  of  Medicine  on  p. 
1095.] 

The  resolution  calls  for  all  community 
agencies  or  organizations  which  apply  for 
grants  for  health  projects  to  consult  with  the 


♦Editor’s  Note:  Dr.  Edward  R.  Annis  told  the 
AMA  House  of  Delegates  Dec.  2 that  under  fire 
from  Committee  Chairman  Wilbur  Mills  during 
hearings  on  this  bill,  HEW  actuaries  admitted  that 
the  program  would  require  a tax  rate  twice  as 
high  as  they  had  claimed. 


county  medical  society  and  to  procure  the 
society’s  reactions  to  the  proposed  program 
and  its  suggestions. 

In  the  past,  organizations  applying  for 
funds  to  conduct  community  projects  relat- 
ing to  personal  health  services  have  not  been 
required  to  secure  the  opinions  and  recom- 
mendations of  the  county  medical  society. 

The  resolution  was  originated  by  the  Har- 
ris County  Medical  Society  and  was  approved 
by  the  Executive  Board  of  the  Texas  Medical 
Association  on  Sept.  29  in  Austin.  Dr.  James 
H.  Sammons,  Highlands,  a Texas  delegate 
to  the  AMA,  appeared  in  support  of  the  reso- 
lution at  the  Portland  meeting. 

The  resolution  pointed  out  that  county 
medical  societies  are  most  qualified  and 
capable  of  advising  on  community  projects 
related  to  medical  care  and  health.  The  reso- 
lution stated  that  physicians  and  county  med- 
ical societies,  by  virtue  of  their  knowledge 
and  experience,  could  help  prevent  unneces- 
sary duplication  of  efforts  and  unnecessary 
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waste  of  tax  funds. 

The  Texas  delegation  emphasized  that  suc- 
cessful implementation  of  community  health 
projects  is  dependent  upon  the  understand- 
ing, interest,  and  cooperation  of  county  med- 
ical societies  and  allied  health  agencies. 

The  Texas  resolution  was  supported  by 
AM  A delegates  from  California,  New  York, 
Colorado,  New  Jersey,  and  the  District  of 
Columbia.  The  adopted  resolution  now  repre- 
sents the  official  policy  of  the  AMA. 

At  the  Portland  meeting,  the  Texas  dele- 
gates also  presented  a resolution  expressing 
heartfelt  sympathy  to  Mrs.  John  F.  Kennedy, 
her  children,  and  the  late  President’s  family. 
The  resolution  stated  that  members  of  the 
AMA  were  deeply  shocked  by  the  tragic 
death  of  President  Kennedy  in  Dallas  on 
Nov.  22.  The  Pennsylvania  and  Illinois  dele- 
gations joined  Texas  in  sponsoring  the  reso- 
lution. 

The  AMA  House  of  Delegates  also  adopted 
a Texas  resolution  extending  best  wishes  for 
good  health  to  President  Lyndon  B.  Johnson. 
The  AMA  has  offered  to  confer  with  Presi- 
dent Johnson  on  matters  of  medical  care 
and  health. 

Dr.  Milford  O.  Rouse,  Dallas,  presided 
over  sessions  of  the  House  of  Delegates  as 
Speaker.  Texas  physicians  who  participated 
in  deliberations  of  the  AMA  House  of  Dele- 
gates were  Dr.  J.  B.  Copeland  and  Dr.  G.  W. 
Cleveland,  Austin ; Dr.  R.  W.  Kimbro,  Cle- 
burne; Dr.  John  K.  Glen  and  Dr.  Herbert  C. 
Allen,  Jr.,  Houston;  Dr.  J.  E.  Miller,  Dr. 
Ridings  E.  Lee  and  Dr.  A.  Rex  Kirkley,  Dal- 
las; Dr.  E.  P.  Hall,  Jr.,  Dr.  Robert  D.  More- 
ton  and  Dr.  James  D.  Murphy,  Fort  Worth; 
Dr.  J.  L.  Cochran  and  Dr.  Max  E.  Johnson, 
San  Antonio ; Dr.  Robert  Mayo  Tenery,  Wax- 
ahachie;  Dr.  George  Turner,  El  Paso;  and 
Dr.  J.  C.  Terrell,  Stephenville. 


TMA  Delegates  To  Vote 
On  Constitutional  Changes 

Two  changes  in  the  Constitution  of  the 
Texas  Medical  Association  will  be  voted  on 
by  members  of  the  House  of  Delegates  at  the 
1964  Annual  Session.  These  revisions  were 
proposed  in  1963,  and  if  approved  by  a two- 
thirds  vote  in  1964  they  will  be  incorporated 
in  that  revision  of  the  Constitution.  The  pro- 
posed revisions  are  as  follows : 

Article  /,  Section  2. — That  the  phrase, 
“state  medicine,”  be  changed  to  “medicine  in 


Texas,”  so  that  the  section  would  read: 

Sec.  2.  The  purpose  of  this  Association  shall  be 
to  federate  and  bring  into  one  compact  organiza- 
tion the  entire  medical  profession  of  the  State  of 
Texas  and  to  unite  with  similar  associations  of 
other  states  to  form  the  American  Medical  Asso- 
ciation ; to  extend  medical  knowledge  and  advance 
medical  science;  to  elevate  the  standard  of  medi- 
cal education,  and  to  secure  the  enactment  and 
enforcement  of  just  medical  laws;  to  promote 
friendly  intercourse  among  physicians;  to  guard 
and  foster  the  material  interests  of  its  members, 
and  to  protect  them  against  imposition;  and  to 
enlighten  and  direct  public  opinion  in  regard  to 
the  great  problems  of  medicine  in  Texas  so  that 
the  profession  shall  become  more  capable  and 
honorable  within  itself  and  more  useful  to  the 
public,  in  the  prevention  and  cure  of  disease,  and 
in  prolonging  and  adding  comfort  to  life.  The  As- 
sociation shall  have  the  right  and  the  authority 
through  its  proper  agencies,  when  acting  only  in 
its  protection,  to  regulate  fair  dealings  among  the 
members  of  the  Association,  to  maintain  and  ad- 
vance the  standards  of  medical  practice,  and  to 
enact  By-Laws  regulating  such  matters. 

Article  VII,  Section  2. — That  the  last  sen- 
tence, “Forty  members  of  the  House  of  Dele- 
gates shall  constitute  a quorum,”  be  deleted. 
Thus,  Robert’s  “Rules  of  Order,  Revised,” 
would  prevail  and  50  per  cent  plus  one  would 
be  necessary  for  a quorum.  The  revised  sec- 
tion would  read : 

“The  House  of  Delegates  shall  meet  at 
the  time  of  the  annual  session  of  the  Associ- 
ation, in  accordance  with  the  By-Laws  of  the 
Association,  and  at  such  other  times  as  may 
be  provided  for  by  the  said  By-Laws.” 

Hospital  Accreditation  Workshop 
To  Be  Held  in  Austin  Feb.  7-9 

The  Texas  Hospital  Association  with  the 
Texas  Medical  Association  and  the  Texas 
Association  of  Medical  Record  Librarians 
will  conduct  an  accreditation  workshop  at 
the  Commodore  Perry  Hotel  in  Austin  on 
Feb.  7-8. 

Purpose  of  the  workshop  is  to  inform 
hospitals  of  the  work  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  and  to 
encourage  Texas  hospitals  that  are  not  ac- 
credited to  qualify  for  accredited  status. 

While  all  physicians  are  invited  to  attend, 
the  workshop  should  be  of  particular  interest 
to  chiefs  of  staff  and  chiefs  of  service  who 
are  associated  with  hospitals  that  are  not 
accredited. 

Featured  speaker  will  be  Dr.  Kenneth  B. 
Babcock,  Chicago,  director,  Joint  Commis- 
sion on  Accreditation  of  Hospitals. 
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TMA  Conference  on  Medical  Service  and  Legislation 


Texas  Medical  Association  Headquarters  Building 
1801  N.  Lamar  Blvd.,  Austin,  Texas 
Saturday,  Jan.  18,  1964 

8:30 — Registration  and  Coffee — Reading  Room 

FIRST  MORNING  SESSION 

Sam  Thompson  Room 


-William  H.  Gordon,  M.D.,  Lubbock, 
-Robert  Mayo  Tenery,  M.D.,  Waxa- 


9:00 — Call  to  Order  and  Welcome- 
Vice  President 

9 :05 — Remarks  of  the  President- 
hachie,  President 

9 :30 — American  Medicine,  Its  Current  Problems  and  Its  Future — Dr. 

M.  0.  Rouse,  Dallas,  Speaker,  House  of  Delegates,  American  Medi- 
cal Association 

10:00 — The  Issue  Is  Freedom — Kenneth  W.  Ryker,  Fort  Worth,  Captain, 
USAF  Retired 

10:30 — Medicare  in  1964? — Franklin  F.  Ham,  M.D.,  Van  Nuys,  Calif., 
American  Medical  Association  Speakers  Bureau 
11:00 — Coffee  Break — Reading  Room 

SECOND  MORNING  SESSION 

Library  Stack  Area 

11:15 — Panel  Discussion:  Physician-Insurance  Company  Relationships — 

Introductory  Comments:  Charles  E.  Oswalt,  Jr.,  M.D.,  Fort  Stock- 
ton,  Chairman,  Board  of  Councilors;  Moderator:  Everett  C.  Fox, 
M.D.,  Dallas,  Chairman,  Committee  on  Liaison  with  Blue  Shield 

1.  Insurance  and  Medical  Practice — Charles  D.  Bussey,  M.D.,  Dal- 
las, Vice  Chairman,  Hospitals-Insurance-Physicians  Joint  Ad- 
visory Committee  of  Texas 

2.  Major  Problems  Facing  the  Insurance  Industry — Russell  B. 
Donovan,  LL.B.,  Dallas,  Representative  to  HIPJAC  from  Texas 
Health  Insurance  Council,  United  American  Insurance  Com- 


pany 


3. 


Relationships  Between  the  Insurance  Company  Medical  Direc- 
tor and  Physicians  in  Private  Practice — Frank  J.  McGurl,  M.D., 
Houston,  Medical  Director,  The  Prudential  Insurance  Company 
of  America 

4.  Relationships  Between  Physicians  and  Insurance  Companies 
from  the  Viewpoint  of  an  Officer  of  an  Individual  Company — 

Charles  D.  Scott,  Dallas,  President,  Great  American  Reserve 
Insurance  Company 

Questions  and  Answers — Group  Discussion 
12 :30 — Luncheon — Basement,  Catered  by  Walter  Jetton,  Fort  Worth,  and 
Compliments  of  Texas  Medical  Association 
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Conference  on  Medical  Service  and  Legislation — 


FIRST  AFTERNOON  SESSION 

Library  Stack  Area 

1:30 — Panel  Discussion:  The  Texas  Story,  Medical  Care  for  the  Aged — 

Moderator:  A.  Rex  Kirkley,  M.D.,  Dallas,  Chairman,  Committee  on 

Health  Insurance 

1.  Implementing  the  Kerr-Mills  Act  in  Texas,  the  OAA  Program — 
Fred  R.  Higginbotham,  Dallas,  Director  of  Professional  and 
Public  Relations,  Blue  Cross-Blue  Shield  of  Texas 

2.  Texas  65  Plan  and  the  Role  of  Voluntary  Health  Insurance — 
H.  Lewis  Rietz,  Houston,  President,  Texas  65  Health  Insurance 
Association 

3.  Texas  Aged  and  Their  Attitudes  on  Health  Care — Joe  Belden, 
Dallas,  President,  Belden  Associates 

4.  Medicare  Is  Not  Needed  and  Is  Not  Wanted,  Results  of  a Re- 
gional Survey — Harvey  Renger,  M.D.,  Hallettsville,  Past  Presi- 
dent 

3:15 — Coffee  Break — Reading  Room 


SECOND  AFTERNOON  SESSION 

Sam  Thompson  Room 

3:30 — Address — Thomas  J.  Anderson,  Nashville,  Tenn.,  President,  Farm 
and  Ranch  Publications 

4:00 — Address — The  Honorable  John  Connally,  Austin,  Governor,  State 
of  Texas 

4 :45 — Adjournment 


EVENING  FELLOWSHIP  AND  HOSPITALITY 

6:00 — Hospitality  Hour — Crystal  Ballroom,  Driskill  Hotel,  Compliments 
of  Employers  National  Life  Insurance  Company,  Affiliated  with 
Texas  Employers  Insurance  Association  and  Employers  Casualty 
Company — Home  Office  in  Dallas. 


u 
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Orientation  Program 


Texas  Medical  Association  Headquarters  Building 
1801  N.  Lamar  Blvd.,  Austin,  Texas 
Saturday,  Jan.  18,  1964 

8:30 — Registration  and  Coffee — Reading  Room 


FIRST  MORNING  SESSION 

Sam  Thompson  Room 

9:00 — Call  to  Order  and  Welcome — William  H.  Gordon,  M.D.,  Lubbock, 
Vice  President 

9:05 — Remarks  of  the  President — Robert  Mayo  Tenery,  M.D.,  Waxa- 
hachie,  President 

9:30 — American  Medicine,  Its  Current  Problems  and  Its  Future — Dr. 
M.  O.  Rouse,  Dallas,  Speaker,  House  of  Delegates,  American  Medi- 
cal Association 

10:00 — The  Issue  Is  Freedom — Kenneth  W.  Ryker,  Fort  Worth,  Captain, 
USAF  Retired 

10:30 — Medicare  in  1964? — Franklin  F.  Ham,  M.D.,  Van  Nuys,  Calif., 
American  Medical  Association  Speakers  Bureau 

11 :00 — Coffee  Break — Reading  Room 


SECOND  MORNING  SESSION 

Sam  Thompson  Room 

11:15 — Special  Message  for  New  Members;  Objectives  of  the  Orientation 
Program — Travis  Smith,  M.D.,  Abilene,  Councilor,  District  13 

11 :20 — An  Accounting  of  Stewardship;  What  Happens  to  Your  $45  Dues — 
Byron  P.  York,  M.D.,  Houston,  Acting  Chairman,  Board  of  Trus- 
tees 

11 :40 — The  Best  Medical  Care  for  All  Texans — C.  Lincoln  Williston,  Aus- 
tin, Executive  Secretary 

12:10 — Luncheon — Basement,  Catered  by  Walter  Jetton,  Fort  Worth,  and 
Compliments  of  Texas  Medical  Association 


FIRST  AFTERNOON  SESSION 

Sam  Thompson  Room 

1:00 — The  Physician’s  Responsibility  in  Preserving  Voluntary  Health 
Insurance — A.  Rex  Kirkley,  M.D.,  Dallas,  Chairman,  Committee 
on  Health  Insurance 

1:15 — Medical  Ethics,  Obligations  of  the  Physician  to  Patients,  Col- 
leagues, and  to  the  Profession — Charles  E.  Oswalt,  Jr.,  M.D.,  Fort 
Stockton,  Chairman,  Board  of  Councilors 
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Orientation  Program — 


1 :45 — Serving  the  Doctors  of  Texas — Donald  M.  Anderson,  Austin,  As- 
sistant Executive  Secretary 

2:05 — Doctor-Patient  Relations — Walter  Walthall,  M.D.,  San  Antonio, 
Vice  Chairman,  Board  of  Councilors 

2:25 — The  Veterans  Administration  Hospital  Program;  Its  Effect  upon 
the  Private  Practice  of  Medicine — Milton  V.  Davis,  M.D.,  Dallas, 
Chairman,  Committee  on  Military  and  Veterans  Affairs 
2:40 — Legal  Aspects  of  Medicine;  Malpractice,  How  to  Avoid  It — Philip 
R.  Overton,  LL.B.,  Austin,  General  Counsel 
3:15 — Coffee  Break — Reading  Room 


SECOND  AFTERNOON  SESSION 

Sam  Thompson  Room 


3:30 — Address — Thomas  J.  Anderson,  Nashville,  Tenn.,  President,  Farm 
and  Ranch  Publications 

4:00 — Address — The  Honorable  John  Connally,  Austin,  Governor,  State 
of  Texas 

4 :45 — Adjournment 


EVENING  FELLOWSHIP  AND  HOSPITALITY 


6:00 — Hospitality  Hour — Crystal  Ballroom,  Driskill  Hotel,  Compliments 
of  Employers  National  Life  Insurance  Company,  Affiliated  with 
Texas  Employers  Insurance  Association  and  Employers  Casualty 
Company — Home  Office  in  Dallas. 
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Dallas  To  Host  51st  Meeting 
Of  Texas  Radiological  Society 


The  51st  annual  meeting  of  the  Texas 
Radiological  Society  will  be  held  in  the  Sher- 
aton-Dallas  Hotel  in  Dallas  Jan.  31  and  Feb. 
1.  Registration  for  the  meeting  will  be  held 
Thursday,  Jan.  30,  from  3 to  6 p.m. 

The  Friday  morning  session  will  include 
the  call  to  order  by  Dr.  Robert  N.  Snider, 
president;  “The  Mediastinum,”  Dr.  Benja- 
min Felson,  chairman  of  the  Department  of 
Radiology,  University  of  Cincinnati  Medical 
School,  Cincinnati;  “The  Radiological  Signs 
of  Disease  in  the  Lesser  Peritoneal  Sac,”  Dr. 
Harry  Z.  Mellins,  professor  and  chairman  of 
the  Department  of  Radiology,  State  Univer- 
sity of  New  York,  New  York  City;  “Train- 
ing in  Radiotherapeutic  Technology,”  Dr. 
John  Boland,  chief  of  the  Department  of 
Therapeutic  Radiology,  Mount  Sinai  Hos- 
pital, New  York  City;  “The  Systemic  Circu- 
lation of  the  Lung,”  Dr.  Robert  R.  Burns, 
third-year  resident  at  Parkland  Memorial 
Hospital,  Dallas;  and  “Pneumocystic  Carinii 
Pneumonia,”  Dr.  Bernard  J.  O’Loughlin, 
professor  of  radiology  and  head  of  the  Pedi- 
atric Diagnostic  Division,  Department  of 
Radiology,  University  of  California  School 
of  Medicine,  Los  Angeles. 

The  afternoon  program  will  include  “Se- 
quential and  Random  Selection  Type  Experi- 
ments in  the  Evaluation  of  the  Efficacy  of 
Radiotherapy,”  Dr.  Boland;  “Alveolar  and 
Interstitial  Patterns  of  Pulmonary  Disease 
and  Their  Significance,”  Dr.  Felson ; “Ir- 
radiation of  Brain  Metastases,”  Dr.  James 
R.  Knapp,  third-year  resident  at  Baylor  Uni- 
versity College  of  Medicine,  Houston ; “Pul- 
monary Emphysema : Classical  Concepts  and 
Experimental  Approaches,”  Dr.  O’Loughlin; 
and  “Congenital  Bladder  Neck  Obstruction 
— A Myth?,”  Dr.  Mellins. 

Topics  for  the  Saturday  morning  session 
will  be  “Upper  Esophageal  Varices,”  Dr. 
O’Loughlin;  “Vascular  Lesions  of  the  Small 
and  Large  Intestines : Findings  on  Plain 
Film  and  Barium  Studies,”  Dr.  Mellins; 
“Radiological  Observations  on  the  Pharynx 
and  Larynx,”  Dr.  Charles  K.  Hendrick,  third- 
year  resident,  John  Sealy  Hospital,  Galves- 
ton; “Cardiac  Roentgenology,”  Dr.  Felson; 
“Decubital  Cholecystography,”  Dr.  J.  H. 


Arndt,  third-year  resident,  Baylor  Univer- 
sity Medical  Center,  Dallas;  and  “Pediatric 
Radiotherapy,”  Dr.  Boland. 

A film  reading  session  is  scheduled  in  the 
afternoon.  Dr.  Frederick  J.  Bonte  of  Dallas 
will  preside,  and  participants  will  include 
Drs.  O’Loughlin,  Felson,  and  Mellins. 

TMA  Insurance 
Programs  Improved 

A substantial  increase  in  the  sickness  ben- 
efit period  of  the  five-year  disability  pro- 
gram and  payment  of  a cash  dividend  to 
policyholders  was  recently  announced  by  Dr. 
A.  R.  Hazzard,  chairman  of  the  Committee 
on  Association  Insurance  Programs. 

The  additional  sickness  benefit  will  pro- 
vide for  the  payment  of  monthly  indemnity 
up  to  age  65  for  all  disabilities  which  occur 
before  age  60.  For  disabilities  occurring  after 
age  60,  benefits  will  be  payable  for  a maxi- 
mum of  five  years.  Accident  disabilities  re- 
main payable  for  lifetime. 

As  an  example  of  what  the  new  long-term 
sickness  benefit  means,  Dr.  Hazzard  pointed 
out  that  if  a doctor  was  permanently  dis- 
abled at  age  40,  he  would  receive  payments 
to  age  65  or  for  a total  of  25  years.  Under 
the  previous  arrangement,  payments  would 
have  been  made  for  only  five  years. 

The  recent  dividend  represented  a return 
of  approximately  25  per  cent  of  the  annual 
premium  paid  by  each  member  during  the 
policy  year  ending  Oct.  31,  1963.  Similar 
cash  dividends  were  paid  to  insured  mem- 
bers for  the  1961  and  1962  policy  years. 

In  addition,  Dr.  Hazzard  announced  a total 
dividend  of  $2,680  declared  by  Lumbermens 
Mutual  Casualty  Company  for  the  major 
medical  insurance  program.  Although  the 
dividend  is  not  in  itself  large,  it  is  signifi- 
cant that  the  Texas  Medical  Association 
major  medical  program  has  been  able  to  op- 
erate successfully  enough  to  declare  a divi- 
dend in  a time  when  most  major  medical 
programs  are  increasing  the  cost  of  pre- 
miums. 
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Dedicated  Dec.  6 


Medicine  Streamlined 
In  New  Scott  & White 


for  Space  Age 
Hospital  & Clinic 


NEW  era  in  the  practice  of  medicine  be- 
gan in  Temple  when  the  new  $9,200,000 
Scott  and  White  Memorial  Hospital  Building 
was  dedicated  on  Dec.  6. 

Speakers  for  the  dedication  ceremonies 
were  Dr.  Luther  Terry,  Washington,  D.C., 
United  States  Surgeon  General,  and  Dr. 
Charles  W.  Mayo,  Rochester,  Minn.,  surgeon 
emeritus  of  the  Mayo  Clinic.  Following  the 
ceremonies,  public  tours  of  the  hospital  were 
held  throughout  the  day,  and  in  the  after- 
noon there  was  a public  reception  in  the  new 
building’s  dining  room. 

The  combined  diagnostic  center,  hospital, 
educational  facility,  and  research  center  is 
revolutionary  in  design ; the  nursing  floors 
form  a cloverleaf  pattern,  rising  in  three 


seven-story  octagonal  towers.  In  each  “leaf” 
the  nurses’  station  in  the  center  is  only  a half 
dozen  steps  away  from  each  patient’s  room. 
All  315  beds  are  visible,  and  likewise  the 
patients  can  see  that  the  nurses  are  near.  A 
research  project  in  pilot  units  at  Methodist 
Hospital  and  the  Mayo  Clinic  established  the 
efficiency  and  economy  of  the  design,  but  the 
Scott  and  White  building  is  the  first  in  the 
country  to  utilize  the  concept  in  a totally 
new  hospital. 

In  the  large  surgical  unit  are  provisions 
for  closed-circuit  television,  overhead  supply 
of  oxygen  and  nitrous  oxide,  x-ray,  and  an 
adjacent  room  for  monitoring  instruments. 
There  are  ten  operating  rooms.  A unique 
feature  is  that  the  family  waiting  room  is 
located  adjacent  to  surgery,  and  if  the  sur- 
geon wishes  to  consult  with  his  patient’s 
family  during  or  immediately  after  the  op- 
eration, he  may  enter  a sterile  booth,  which 
connects  the  surgery  to  the  waiting  room, 
and  talk  to  the  family  through  glass.  He  then 
re-enters  the  operating  room  without  further 
procedures  to  avoid  carrying  contaminants 
in. 

The  three-story  clinic  provides  consulta- 
tion and  examination  rooms  for  65  perma- 
nent staff  specialists  and  50  intern  and  resi- 
dent physicians,  and  can  accommodate  up  to 
75,000  registrations  per  year.  Two  floors  are 
outfitted  for  immediate  use,  and  the  third 
floor,  “roughed  in,”  can  be  put  to  use  when 
needed.  Saving  time  and  steps  for  doctors  in 
the  clinic,  colored  plastic  “flags”  at  the  door 
of  each  examining  room  signal  the  status  of 
the  room  and  of  the  patient  within. 

The  x-ray  laboratory  and  other  facilities 
are  arranged  so  that  they  can  be  used,  with- 
out duplication,  by  the  diagnostic  clinic,  the 
hospital,  and  by  outpatients,  thus  reducing 
costs  and  insuring  better  service.  A cobalt 


The  clover  leaf  and  wing  structure  houses  100  examining 
rooms,  a 315  bed  hospital,  a research  center,  and  a li- 
brary, classrooms,  and  other  facilities  for  training  residents, 
interns,  and  nurses  and  for  conducting  postgraduate  edu- 
cation. 
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treatment  room  is  protected  by  three  feet  of 
concrete  in  walls  and  ceiling,  a lead-lined 
door,  and  the  earth  itself  on  the  exterior 
side. 

Items  from  the  pharmacy,  materials  from 
central  supply,  and  food  trays  are  delivered 
immediately  by  conveyor  systems.  Pneumatic 
tubes  hustle  written  messages  to  and  from 
all  parts  of  the  building,  and  patient  records 
are  handled  similarly.  Carefully  planned 
telephone  lines  and  signal  lights  virtually 
eliminate  bells  or  gongs  to  summon  hospital 
personnel. 

In  wide  hallways,  no  clutter  interferes 
with  the  traffic.  Scales,  stretchers  not  in 
use,  linen  supply  carts,  and  similar  items 
dwell  in  wall  indentions  until  they  are  need- 
ed. 

Also  housed  in  this  building  are  the  Olin 
Culberson  Research  Center  and  facilities  for 
training  intern  and  resident  physicians  and 
professional  nurses.  Much  postgraduate  edu- 
cation takes  place  here,  as  Scott  and  White 
serves  as  the  Temple  Division  of  the  Uni- 
versity of  Texas  Postgraduate  School  of 
Medicine.  The  Clyde  H.  Alexander  family  of 
Dallas  donated  funds  for  the  nearby  Alexan- 
der Nurses’  Residence,  which  accommodates 
64  students  of  the  Scott  and  White  School 
of  Professional  Nursing. 

Architect  for  the  hospital  was  Wyatt  Hed- 
rick of  Fort  Worth;  Ellerbe  and  Company 
of  St.  Paul,  Minn.,  was  the  consulting  archi- 
tect firm. 

In  a caravan  of  ambulances,  patients  were 
to  be  transported  from  the  old  to  the  new 
hospital  on  Dec.  15,  and  the  next  day  new 
registrations  began.  The  old  facilities  will 
be  sold  after  appraisal. 

Established  as  a private  hospital  in  1904 
by  Drs.  A.  C.  Scott  and  R.  R.  White,  Scott 
and  White  was  reorganized  as  a non-profit 
corporation  in  1949  under  the  name  of  Scott 
and  White  Memorial  Hospital  and  Scott, 
Sherwood  and  Brindley  Foundation.  Largely 
self-supporting,  it  is  governed  by  an  unpaid 
board  of  trustees  and  staffed  by  medical 
specialists  who  receive  fixed  salaries  from 
the  hospital  rather  than  fees  from  the  pa- 
tient. 


Botulism  Outbreak  Uses  Up 
All  Existing  Antitoxin 

Every  drop  of  the  rare  type-E  botulism 
antitoxin  known  to  exist  in  the  United  States 


was  used  in  treating  eight  victims  of  the 
recent  botulism  poisonings  in  Tennessee  and 
Michigan. 

According  to  an  article  in  the  Oct.  28  issue 
of  the  American  Druggist,  the  importance  of 
having  even  the  most  rarely  used  drug  was 
realized  in  the  poisonings  which  were  at- 
tributed to  contamination  of  smoked  white- 
fish  with  Clostridium  botulinum. 

Scientists  estimate  that  only  14  ounces  of 
the  deadly  botulism  toxin,  which  paralyzes 
nerve  function,  would  be  required  to  kill  the 
entire  population  of  the  world. 


Government  Loses  Case 
Against  Bayer  Aspirin  Maker 

The  U.  S.  Government  recently  tried,  with- 
out success,  to  prove  that  the  manufacturer 
of  Bayer  aspirin,  Sterling  Drug  Company, 
had  made  “false  and  misleading”  advertising 
claims. 

Within  a month  after  a study  supported 
by  a Federal  Trade  Commission  grant  was 
reported  in  the  Journal  of  the  American 
Medical  Association,  a Bayer  aspirin  adver- 
tisement in  Life  magazine  summarized  the 
investigators’  findings. 

According  to  the  Oct.  28  issue  of  Medical 
World  Neivs,  the  analysis  of  two  physicians 
and  a medical  statistician  on  the  efficacy  of 
Bayer  aspirin,  St.  Joseph’s  aspirin,  Bufferin, 
Anacin,  and  Excedrin  revealed  that  Bayer 
aspirin  had  a higher  “pain-relief”  score  than 
the  other  products  tested  and  that  it  was  in 
the  low-incidence  group  causing  upset  stom- 
ach. 

The  Federal  Trade  Commission  promptly 
sought  a temporary  injunction  to  forbid 
Sterling  Drug,  Inc.,  and  its  advertising  agen- 
cies from  placing  any  more  ads  which  al- 
legedly were  false  and  misleading. 

The  U.  S.  Court  of  Appeals  affirmed  a 
lower  court’s  refusal  to  grant  an  injunction 
against  the  company.  The  court  held  that 
“government-supported  medical  team”  was 
not  false  representation  that  the  govern- 
ment had  backed  the  advertisement’s  conclu- 
sions. Furthermore,  the  court  denied  the 
FTC’s  contention  that  the  publication  of  the 
article  in  JAMA  had  been  represented  as 
organized  medicine’s  endorsement.  The  court 
noted  also  that  conclusions  stated  in  the  ad 
were  literally  true. 
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97th  Annual  Session  To  Offer 
Wide  Range  of  Attractions 


l he  97th  Annual  Session  of  Texas  Medical 
Association  to  be  held  Thursday  through 
Sunday,  April  23-26,  in  Houston  will  offer  a 
wide  range  of  attractions  for  registrants. 
The  spacious  Shamrock  Hilton  Hotel  and  the 
attractive  Towers  Hotel,  both  located  in  the 
2100  block  of  Holcombe  Blvd.,  will  serve  as 
coheadquarters  for  the  meeting,  offering  an 
opportunity  for  swimming,  shopping,  and 
browsing.  Several  restaurants  in  the  hotels 
and  in  the  immediate  area  assure  hospitality 
and  good  food.  The  Texas  Medical  Center  is 
located  within  walking  distance  of  the  head- 
quarters. 

Social  events  planned  during  the  session 
will  include  alumni  banquets  and  fraternity 
parties  to  be  held  on  Saturday  evening,  April 
25.  Several  related  organizations  will  spon- 
sor cocktail  parties  and  dinners  for  their 
memberships. 

The  annual  Blue  Cross-Blue  Shield  func- 
tion sponsored  for  members  of  the  House  of 
Delegates  will  be  held  on  Friday  evening  at 
6 p.m.  An  outstanding  speaker  for  the  din- 
ner session  is  being  obtained. 

Dr.  Homer  A.  Taylor  of  Houston,  chair- 
man of  sports  events  for  the  1964  session, 
has  announced  that  the  annual  golf  tourna- 
ment will  be  held  on  Friday. 

The  Memorial  Service,  conducted  in  mem- 
ory of  physicians  and  wives  of  physicians 
who  have  died  during  the  preceding  year, 
will  be  held  Sunday,  April  26,  11:30  a.m.  at 
the  Shamrock  Hilton.  Dr.  Jared  E.  Clark  of 
Houston  and  Mrs.  G.  Bedford  Brown  of 
Angleton  will  serve  as  chairmen. 


House  of  Delegates 

The  business  agenda  will  be  full  with  nu- 
merous committee  meetings  being  held  and 
three  House  of  Delegates  sessions  scheduled. 
Several  committees  will  be  meeting  on  Wed- 
nesday evening  and  Thursday  morning  for 
dinner  and  breakfast  sessions.  The  House 
will  convene  on  Thursday  at  2 p.m.,  Friday 


at  7:30  p.m.,  and  Sunday  at  8:30  a.m.  Ref- 
erence committee  meetings  will  be  held 
Thursday  at  7 p.m. 

Highlight  of  the  scientific  program  will 
be  the  presentations  of  several  panels  com- 
posed of  prominent  out-of-state  guests  and 
Association  members. 

A panel  of  interest  to  all  physicians,  “Car- 
diac Arrest,”  will  be  offered  to  registrants 
before  a joint  session  of  the  Section  on  Sur- 
gery, Section  on  Obstetrics  and  Gynecology, 
and  the  Texas  Society  of  Anesthesiologists 
on  Friday,  April  24,  from  4 to  5 p.m.  Dr. 
Charles  L.  Eckert,  professor  and  chairman, 
Department  of  Surgery,  Albany  Medical  Col- 
lege, Albany,  New  York,  has  been  asked  to 
serve  as  moderator.  Other  panelists  will  in- 
clude Dr.  Willard  M.  Allen,  professor  of  ob- 
stetrics and  gynecology,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis;  Dr. 
Kenneth  K.  Keown,  professor  of  anesthesi- 
ology, University  of  Missouri  Medical  Cen- 
ter, Columbia ; Dr.  J.  W.  Alexander,  profes- 
sor of  obstetrics  and  gynecology,  Baylor  Uni- 
versity College  of  Medicine,  Houston ; and 
Dr.  Oglesby  Paul,  chief,  Division  of  Medi- 
cine, Passavant  Memorial  Hospital,  Chicago. 

Two  panels  will  be  offered  on  Saturday, 
April  25  from  2:30  to  5 p.m.  before  a joint 
session  of  the  Sections  on  Digestive  Diseases, 
Internal  Medicine,  Pathology,  Radiology,  and 
Surgery. 

A panel  on  “Diseases  of  the  Thyroid” 
will  be  moderated  by  Dr.  Mavis  P.  Kelsey, 
Kelsey-Leary-Seybold  Clinic,  Houston,  on 
Saturday  from  2 :30  to  3 :40  p.m.  Participat- 
ing with  Dr.  Kelsey  will  be  Drs.  William  O. 
Russell,  head  of  pathology,  M.  D.  Anderson 
Hospital,  Houston ; A.  Stone  Freedberg,  Beth 
Israel  Hospital,  Boston ; Charles  L.  Eckert, 
Albany,  New  York;  and  Walter  T.  Murphy, 
director,  Department  of  Therapeutic  Radi- 
ology, Roswell  Park  Memorial  Institute,  Buf- 
falo, New  York. 

A panel  on  “Gastrointestinal  Neoplasms” 
will  be  held  from  3:50  to  5 p.m.  on  Saturday 
with  Dr.  George  L.  Jordan,  Jr.,  of  Houston 
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moderating.  Panel  members  will  include  Drs. 
Albert  B.  Hagedorn,  consultant  in  medicine 
and  hematology,  Mayo  Clinic,  Rochester;  Na- 
than A.  Womack,  professor  and  head,  De- 
partment of  Surgery,  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill ; 
and  John  A.  Evans,  The  New  York  Hospital- 
Cornell  Medical  Center,  New  York. 

A panel  on  drug  effects  has  been  planned 
by  the  Section  on  Pediatrics  and  the  Section 
on  Obstetrics  and  Gynecology  Saturday,  Ap- 
ril 25,  from  4 to  5 p.m.  Announcement  of 
panelists  is  pending. 


Closed-Circuit  TV 

Several  special  programs  are  on  the  agen- 
da for  registrants.  Two  closed-circuit  televi- 
sion presentations  will  be  given  at  general 
meetings  on  Friday  and  Saturday.  Friday, 
Dr.  Mark  B.  Coventry,  Head,  Section  of  Or- 
thopedic Surgery,  Mayo  Clinic,  will  discuss 
“Low  Back  Pain.”  Saturday,  a demonstration 
of  various  electronic  equipment  with  minia- 
turized monitoring  and  transmitting  devices 
from  NASA  headquarters  has  been  tenta- 
tively planned. 

In  addition  to  several  related  organizations 
meeting  on  Thursday,  two  special  programs 
are  planned  that  day.  The  Texas  Academy 
of  General  Practice  has  scheduled  a seminar 
for  Thursday  afternoon  and  the  Texas  Com- 
mission on  Alcoholism,  in  cooperation  with 
the  University  of  Texas  and  the  Houston 
Council  on  Alcoholism,  will  offer  “A  Three- 
Phase  Treatment  Program  for  Alcohol  Ad- 
diction” on  Thursday  evening.  Dr.  R.  G.  Bell 
of  Willowdale,  Ontario,  Canada,  will  make 
the  address. 

Friday  morning,  the  Association’s  Com- 
mittee on  Disaster  Medical  Care  will  offer 
a symposium,  and  United  Cerebral  Palsy  of 
Texas  has  scheduled -an  all-day  symposium 
for  Saturday. 

The  Curbstone  Consultations,  a program 
of  informal,  round-table  discussions  in  ten 
medical  fields  to  be  held  simultaneously,  will 
be  presented  Friday  at  8 p.m. 


General  Meeting  Luncheons 

The  general  meeting  luncheons  will  feature 
the  addresses  of  the  President  of  the  Ameri- 
can Medical  Association  and  the  head  of  the 
Department  of  Nutrition,  School  of  Public 


Health,  Harvard  University.  Dr.  Edward  R. 
Annis  of  Miami,  AMA  President,  will  speak 
Saturday;  Dr.  Fredrick  J.  Stare,  Boston, 
will  speak  Friday. 

Papers  of  31  out-of-state  guest  speakers, 
and  some  60  special  speakers  and  150  Asso- 
ciation essayists  will  be  offered  during  the 
four-day  period. 

In  addition  to  the  Association  headquar- 
ters, the  Shamrock  Hilton  and  the  Towers 
Hotels,  and  to  the  Auxiliary  headquarters, 
the  Sheraton-Lincoln  Hotel,  first-class  ac- 
commodations may  be  secured  at  the  follow- 
ing hotels  and  motels: 

Hiway  House,  9300  South  Main ; Tidelands 
Motor  Inn,  6500  South  Main;  Las  Vegas  Mo- 
tor Hotel,  9604  South  Main;  The  Warwick, 
Main  Boulevard  and  Hermann  Avenue ; 

The  Hotel  Plaza,  5020  Montrose  Boule- 
vard; Twenty-Nine  Palms  Motor  Hotel,  9430 
South  Main  Street;  Grant  Hotel,  8200  South 
Main  Street;  Sun  Valley  Motor  Hotel,  1310 
Old  Spanish  Trail ; Holiday  Inn,  10319  South 
Main;  Sheriton  Oaks  Motel,  7021  South 
Main;  and  Surrey  House,  8330  South  Main. 

Mr.  E.  N.  Drake,  executive  assistant  man- 
ager, Shamrock  Hilton,  is  coordinating  ar- 
rangements for  housing  for  the  1964  Annual 
Session.  All  reservation  requests  should  he 
directed  to  him.  Requests  should  indicate 
first,  second,  and  third  preferences.  Insofar 
as  possible,  preferences  will  be  honored  and 
confirmation  of  reservations  will  be  sent  di- 
rectly to  the  individual  making  the  request. 


Oral  Cancer  Reduction 
Possible,  Dentists  Told 

The  oral  cancer  cure  rate  could  be  raised 
to  the  65  to  75  per  cent  level,  William  Miller, 
Jr.,  D.D.S.,  of  Dallas  told  the  American  Den- 
tal Association  annual  meeting  in  Atlantic 
City.  In  his  opinion  widespread  use  by  den- 
tists of  oral  exfoliative  cytology  could  great- 
ly diminish  the  40,000  new  cases  of  oral  can- 
cer in  the  United  States  every  year,  reports 
the  AMA  News  Oct.  28. 

Another  ADA  speaker,  Henry  C.  Sandler, 
D.D.S.,  of  Brooklyn,  said  studies  at  a Veter- 
ans Administration  hospital  showed  that  a 
substantial  portion  of  mouth  lesions  observed 
in  dental  practice  are  actually  early  manifes- 
tations of  cancer,  but  they  are  so  innocent 
in  appearance  that  biopsy  is  not  recommend- 
ed. 
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Vice-Chancellor,  Dean  Report 
On  South  Texas  Medical  School 


Reports  on  progress  toward  building  and 
opening  the  state’s  fourth  medical  school  re- 
cently have  been  made  to  the  Texas  State 
Journal  of  Medicine  by  Dr.  L.  D.  Haskew, 
vice-chancellor  of  the  University  of  Texas, 
and  Dr.  Robert  C.  Berson,  dean  of  the  South 
Texas  Medical  School. 

Application  for  two  federal  grants  toward 
construction  of  the  school  and  an  adjacent 
teaching  hospital  in  San  Antonio  will  be 
made  as  soon  as  machinery  can  be  set  up  in 
Washington  to  review  the  request  for  funds, 
according  to  Dr.  Haskew.  He  expects  this  to 
be  about  Jan.  1. 

Under  the  new  Health  Professions  Educa- 
tional Assistance  Act  of  1963,  signed  into 
law  on  Sept.  24,  up  to  two-thirds  of  the  cost 
of  construction  can  be  provided  by  the  fed- 
eral government. 

The  University  of  Texas  board  of  regents 
on  Nov.  8 approved  preliminary  plans  for 
the  medical  school  building  expected  to  cost 
$12,000,000.  Also  the  Bexar  County  Hospital 
District  has  approved  preliminary  plans  for 
the  proposed  $13,000,000  teaching  hospital. 
In  January  of  1961  citizens  of  Bexar  County 
passed  a $5,000,000  bond  issue  to  finance 
part  of  the  construction  of  the  teaching  hos- 
pital, this  amount  to  be  matched  by  other 
funds.  Applications  for  the  federal  grants 
must  be  made  concurrently  by  the  regents 
and  the  directors  of  the  hospital  district. 

Thus  by  March  or  April  Dr.  Berson  says  it 
may  be  possible  to  establish  a firm  time- 
table for  construction.  The  San  Antonio 
school,  which  will  have  the  largest  medical 
school  campus  in  Texas,  is  to  be  located  on  a 
100-acre  plot  in  the  Oak  Hills  section  of  the 
city.  The  site  is  part  of  the  South  Texas 
Medical  Center.  Dr.  Berson  expects  construc- 
tion of  the  school  and  hospital  to  take  two 
years. 

University  of  Texas  regents  hope  that  this 
medical  school,  the  third  in  its  system,  can 
be  ranked  from  the  outset  among  the  top 
one-third  in  the  nation.  Although  an  enter- 
ing (first-year)  class  is  not  expected  before 
1967,  the  school  on  Oct.  29  received  provi- 
sional accreditation  from  the  Association  of 


American  Medical  Colleges.  This  indicates 
that  plans  for  the  school  have  met  certain 
standards  of  this  association  of  which,  inci- 
dentally, Dr.  Berson  has  recently  been  elected 
president. 

The  original  plan  to  open  the  school  first 
to  third-  and  fourth-year  medical  students 
has  not  been  abandoned,  stated  Dr.  Haskew. 
If  a large  enough  faculty  can  be  secured, 
clinical  work  can  be  undertaken  before  1967 
using  the  facilities  at  Robert  B.  Green  Hos- 
pital, now  being  enlarged,  and  certain  re- 
sources available  at  nearby  military  installa- 
tions, the  Southwest  Research  Center,  and 
the  four  colleges  in  San  Antonio.  Depending 
on  the  acquisition  of  a faculty,  a third-year 
class  of  25  to  30  students  drawn  from  other 
schools,  particularly  overcrowded  ones  in  the 
East,  may  be  started  before  that  of  a first- 
year  class. 

It  may  be  practical  to  begin  certain  resi- 
dency programs  before  the  school  is  fully  op- 
erating, he  said. 

Dr.  Berson  this  past  summer  visited  a 
number  of  medical  schools  in  England,  Scot- 
land, Denmark,  and  Sweden  and  conferred 
with  many  people  about  effective  European 
ideas  and  programs  that  may  be  used  in  the 
new  Texas  medical  school.  He  is  now  at- 
tempting to  recruit  top-notch  faculty  mem- 
bers for  major  departments.  Earlier  this 
year  the  Legislature  appropriated  $369,739 
for  1963-1964  and  $770,841  for  1964-1965  for 
this  purpose  and  for  operation  of  the  school. 


Texas  Society  of  Pathologists 
To  Meet  in  Dallas  Jan.  25-26 

The  Texas  Society  of  Pathologists  will 
meet  in  Dallas  Jan.  25-26  at  the  Baker  Hotel. 

The  executive  meeting  will  be  held  Satur- 
day morning,  and  the  business  meeting  of 
the  society  will  be  held  during  the  afternoon. 
The  Caldwell  Award  banquet  will  be  at  7 
p.m. 

On  Jan.  26  from  9 a.m.  to  12  noon  there 
will  be  a scientific  session  entitled  “Aspects 
of  Pathology  of  Chest  Diseases.” 
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Personals 

Dr.  Hamilton  Ford  of  Galveston  is  a mem- 
ber of  the  board  of  regents  of  the  Southern 
Psychiatric  Association. 

- o - 

Texas  physician  Dr.  Thomas  Cronin  of 
Houston  has  been  elected  president  of  the 
American  Association  of  Plastic  Surgeons. 

- o - 

Dr.  Oliver  F.  Bush  of  Dallas  is  president 
of  the  American  Society  of  Anesthesiologists. 

- o - 

Dr.  W.  G.  Morrow,  Jr.,  of  El  Paso  is  vice 
president  of  Southwestern  Medical  Associa- 
tion. Secretary-treasurer  is  Dr.  Zigmund 
Kosicki  of  El  Paso. 

- o - 

New  officers  of  the  American  Cancer  So- 
ciety, Texas  Division,  include  Dr.  William 

D.  Seybold,  Houston,  president;  and  Dr.  B. 
L.  Aronoff,  Dallas,  president-elect. 

- o - 

Dr.  Murray  M.  Copeland  of  Houston  is 
vice  president  and  president-elect  of  the 
the  American  Cancer  Society,  Inc. 

- o - 

Dr.  Kurt  Lekisch  of  Midland  has  recently 
returned  from  Bethesda  Hospital,  Ambur, 
N.  Arcot  Dt.,  South  India. 

- o - 

Dr.  Robert  Hausman  of  San  Antonio  has 
gone  to  Surabaja,  Indonesia,  for  a two-year 
period  during  which  he  will  teach  as  visiting 
clinical  professor  of  forensic  medicine  of 
the  University  of  California.  He  is  being 
sponsored  by  the  State  Department. 

- o - 

The  Tarrant  County  Medical  Society’s  tra- 
ditional symbol  of  honored  distinction — the 
gold-headed  cane — has  been  passed  to  Dr. 
Walter  B.  West,  a Fort  Worth  general  prac- 
titioner since  1932.  He  received  the  cane 
from  last  year’s  winner,  Dr.  Truman  C. 
Terrell. 

- o - 

New  officers  of  the  Texas  Academy  of 
General  Practice  are  Dr.  Haden  E.  McKay 
of  Humble,  president;  Dr.  J.  Frank  Beall  of 
Nacogdoches,  president-elect;  Dr.  Durwood 

E.  Neal  of  Fort  Worth,  vice  president;  and 
Dr.  Guy  Denton,  Jr.,  of  Dallas,  treasurer. 

- o - 

Dr.  John  F.  Thomas,  Austin,  has  been 
elected  delegate  director  of  the  American 
Cancer  Society. 


Texans  Contributed  $77,000 
To  AMA-ERF  Last  Year 

A recent  study  indicated  that  three  out  of 
ten  medical  students  work  more  than  20 
hours  a week.  By  contributing  a record  $77,- 
000  this  past  year  to  AMA-ERF,  Texas 
physicians  and  Auxiliary  members  helped 
217  medical  students,  50  residents,  and  27 
interns  in  Texas  devote  more  time  to  pre- 
paring for  the  medical  profession  and  less 
to  working  on  part-time  jobs  to  meet  ex- 
penses. 

Earlier  this  year  county  societies  were 
asked  to  organize  fund-raising  campaigns  to 
be  conducted  from  October  through  Decem- 
ber. For  those  societies  which  preferred  not 
to  conduct  a fund-raising  campaign,  the  Tex- 
as Medical  Association  AMA-ERF  Commit- 
tee has  recommended  a voluntary  dues  as- 
sessment of  $25,  according  to  Dr.  Herbert 
A.  Bailey,  committee  chairman. 

MDs  Invited  To  Attend 
Total  Fitness  Conference 

Interested  physicians  are  invited  to  attend 
a conference  on  total  fitness  in  Austin  on 
Jan.  9. 

The  conference  will  be  cosponsored  by  the 
Texas  Medical  Association  and  the  Texas  As- 
sociation of  School  Administrators  in  co- 
operation with  the  Texas  Education  Agency. 
It  will  be  held  during  the  annual  meeting  of 
the  school  administrators  advisory  confer- 
ence. 

Dr.  Donald  C.  Dukelow  of  the  Department 
of  Community  Health  and  Health  Educa- 
tion, American  Medical  Association,  Chi- 
cago, will  be  the  principal  speaker  for  the 
meeting  which  is  scheduled  for  8 p.m. 

Pamphlets 

“Immunization  Information  for  Interna- 
tional Travel,”  a booklet  designed  for  travel- 
ers who  plan  to  go  abroad,  contains  informa- 
tion on  vaccination  requirements  of  foreign 
countries  and  for  entrance  into  the  United 
States,  recommended  immunizations  for  the 
traveler’s  own  protection,  the  international 
vaccination  certificates,  and  yellow  fever 
centers. 

It  is  pointed  out  that  travelers  who  fail  to 
follow  the  rules  of  the  International  Sanitary 
Regulations  of  the  World  Health  Organiza- 
tion are  apt  to  run  into  serious  difficulties 
and  delays. 
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Changes  in  immunization  requirements  oc- 
curring before  the  next  issue  of  “Immuniza- 
tion Information  for  International  Travel”  is 
published  in  1964  will  be  listed  under  “In- 
ternational Notes — Quarantine  Measures”  in 
the  weekly  Morbidity  and  Mortality  Report, 
published  by  the  Communicable  Disease  Cen- 
ter, Atlanta  22,  Ga.  Copies  of  this  report  are 
available  upon  request. 

The  booklet,  “Immunization  Information 
for  International  Travel,”  may  be  obtained 
from  the  Superintendent  of  Documents,  Gov- 
ernment Printing  Office,  Washington  25, 
D.C.,  for  35  cents  a copy.  There  is  a discount 
of  25  per  cent  for  100  or  more  copies  deliv- 
ered to  the  same  address. 

★ 

“Guide  to  Drug  Hazards  in  Aviation  Medi- 
cine” describes  2,500  drugs  and  how  they  af- 
fect airmen’s  ability  to  fly  safely.  Drugs  are 
evaluated  scientifically,  and  warnings  apply, 
intelligently  modified,  to  drivers  of  automo- 
biles. As  all  practicing  physicians  prescribe 
for  automobile  drivers,  this  booklet  is  a valu- 
able source  of  reference  for  practically  every 
doctor,  but  it  is  especially  useful  for  the 
physician  who  has  airmen  patients. 

The  booklet  may  be  obtained  from  Super- 
intendent of  Documents,  U.  S.  Government 
Printing  Service,  Washington  25,  D.  C.,  for 
55  cents  a copy. 

★ 

Narcotics  policies  of  the  American  Medical 
Association  are  available  in  a new  booklet, 
“Narcotics  Addiction,”  according  to  the  Oct. 
28  issue  of  AM  A News.  The  booklet  contains 
four  statements  on  narcotics  that  have  been 
approved  by  the  AMA  House  of  Delegates. 

Single  copies  are  free  to  physicians  and 
may  be  ordered  from  the  Department  of 
Mental  Health,  American  Medical  Associa- 
tion, 535  N.  Dearborn,  Chicago,  111.  60610. 

★ 

Physicians  and  dentists  providing  civilian 
care  to  dependents  of  the  United  States  uni- 
formed services  may  find  a manual  prepared 
by  the  Office  for  Dependents’  Medical  Care 
useful  in  preparing  and  submitting  claims 
for  care  under  the  Dependents’  Medical  Care 
Program.  The  manual  does  not  contain  a fee 
schedule,  but  it  provides  information  on  au- 
thorized care,  eligibility,  and  identification 
of  eligible  dependents. 

A copy  of  the  manual  will  be  mailed  to 


physicians  who  filed  at  least  one  claim  under 
this  program  during  the  past  three  years. 
Other  interested  physicians  may  obtain  a 
copy  from  the  fiscal  agent,  Dependents’  Med- 
ical Care,  Mutual  of  Omaha,  Box  1298,  Oma- 
ha, Neb.  68101.  Physicians  are  requested  to 
provide  their  Internal  Revenue  Service  iden- 
tification number  (employer  identification 
number,  personal  Social  Security  number) 
when  writing  the  agent. 

★ 

In  “The  Retarded  Child  Gets  Ready  for 
School,”  the  differences  between  the  learning 
processes  of  the  normal  and  those  of  the  men- 
tally handicapped  child  are  outlined  by  the 
author,  Margaret  Hill,  education  chairman 
of  the  Wyoming  branch  of  the  National  As- 
sociation for  Retarded  Children.  It  is  pointed 
out  that  with  these  differences,  the  retarded 
child  requires  different  education. 

“Learning  readiness  is  a prerequisite  to 
efficient  learning  for  all  people.  It  is  largely 
a spontaneous  process  for  the  normally  intel- 
ligent, but  must  be  presented  as  formal  edu- 
cation for  the  mentally  retarded,”  according 
to  Mrs.  Hill. 

Much  of  the  pamphlet  is  devoted  to  guid- 
ance for  home  teaching  by  parents  of  the  re- 
tarded child  to  prepare  him  for  school. 
Through  the  contrasts  in  the  story  of  two 
twin  boys,  one  of  whom  is  retarded,  a de- 
tailed program  of  what  the  retarded  child 
can  be  taught  at  home  in  preparation  for 
school  is  given,  and  the  necessity  of  this 
home  preparation  is  stressed.  Mrs.  Hill 
points  out  that  parents  will  need  to  teach  the 
retarded  child  skills  and  habits  for  day-to- 
day  living.  Education  of  the  retarded  child 
will  determine  how  successful  he  will  be  in 
leading  as  normal  a life  as  possible,  accord- 
ing to  Mrs.  Hill. 

Also  discussed  in  the  pamphlet  are  the  dif- 
ferent classifications  of  retardation  and  po- 
tential for  learning  in  these  classes,  the  vari- 
ous kinds  of  public  education  arrangements, 
and  what  can  be  achieved  through  commun- 
ity action. 

“The  Retarded  Child  Gets  Ready  for 

School”  is  a valuable  guide  written  in  simple, 
yet  colorful,  detail  for  parents,  teachers,  and 
others  who  are  in  a position  to  “teach  and 
encourage.” 

“The  Retarded  Child  Gets  Ready  for 

School”  is  available  for  25  cents  from  the 
Public  Affairs  Committee,  22  East  38th 
Street,  New  York,  N.  Y.  10016. 
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MEDICOLEGAL  NOTES 


Lack  of  Care  Imposes 
Liability  on  Radiologist 


RECENT  Louisiana  appellate  court  case 
points  up  the  need  of  both  physicians  and 
hospitals  to  constantly  re-evaluate  proced- 
ures so  that  possible  trouble  spots  may  be 
eliminated  before  malpractice  litigation  ap- 
pears. 

A radiologist  and  the  hospital  where  he 
worked  were  held  liable  for  injuries  to  a 71- 
year-old  woman  who  fainted  and  fell  while 
x-rays  were  being  taken.  The  Louisiana  court 
held  that  even  though  it  was  not  customary 
for  radiologists  in  the  locality  to  take  a pa- 
tient’s medical  history  before  starting  the 
x-ray  procedure,  the  radiologist  was  negli- 
gent because  he  did  not  take  the  history  since 
it  would  have  disclosed  that  one  of  the  pur- 
poses for  the  examination  was  to  determine 
the  cause  of  the  patient’s  fainting  spells.  The 
hospital,  because  its  employees — the  nurse 
and  technician — failed  to  take  the  medical 
history,  was  also  held  liable  for  the  injuries 
sustained  by  the  patient. 

The  elderly  woman  was  admitted  to  the 
hospital  for  a general  checkup  after  com- 
plaining of  stomach  pains,  fatigue,  and  faint- 
ing spells.  On  the  day  she  was  admitted  to 
the  hospital  she  was  taken  to  the  x-ray  lab 
for  chest,  gallbladder,  and  gastrointestinal 
x-rays.  While  the  x-rays  were  being  taken, 
the  patient,  standing  on  the  footboard  of  the 
x-ray  table,  suddenly  fainted  and  fell.  Nei- 
ther the  physician-radiologist  nor  the  nurse 
or  technician  were  aware  that  she  had  fallen. 
She  sued  for  injuries  sustained  as  a result  of 
the  fall,  which  later  required  surgery,  and 
for  complications  arising  from  such  surgery. 

The  opinion  of  the  court  discloses  that  ex- 
pert testimony  was  introduced  by  the  hos- 
pital and  the  physician  that  it  was  not  the 
custom  in  private  hospitals  in  the  locality  for 
the  attending  physician  to  furnish  the  radi- 
ologist with  a patient’s  medical  history.  How- 
ever, in  teaching  institutions  it  was  a re- 
quirement that  a patient’s  clinical  history  be 
placed  on  a request  for  an  x-ray  examina- 
tion. Inasmuch  as  the  legal  theory  of  reason- 
able foreseeability  was  at  issue,  and  inas- 
much as  the  precaution  of  taking  the  medical 


history  would  have  made  those  taking  the 
x-rays  more  alert  to  the  patient’s  disorder, 
the  court  said  that  the  fact  that  the  precau- 
tion is  not  customarily  taken  by  the  doctors 
in  the  locality  is  no  defense  to  a malpractice 
suit. 

To  hold  otherwise  would  be  to  exempt  a doctor 
from  even  willful  negligence  on  the  unsound 
ground  that  others  in  the  profession  do  likewise. 
Regardless  of  the  custom  in  the  locality  a doctor 
is  under  a duty  to  exercise  reasonable  care  and 
skill,  together  with  his  best  judgment. 

From  the  court’s  opinion  it  would  seem 
that  the  radiologists  and  x-ray  technicians 
are  trained  to  watch  for  and  guard  against 
the  type  of  incident  made  the  basis  of  this 
litigation.  In  this  case,  had  the  patient’s 
medical  history  been  taken,  those  connected 
with  the  x-ray  procedures  would  have  been 
more  cautious  and  watchful. 

Finally,  the  hospital  was  held  negligent  on 
the  additional  ground  that  the  floor  nurse 
failed  to  enter  a history  on  the  patient’s  x- 
ray  requisition  card.  Thus,  what  has  proved 
to  be  an  expensive  lesson  for  those  in  this 
case  may  well  serve  as  a warning  to  others 
enabling  them  to  prevent  such  occurrences. 

—Philip  R.  Overton,  LL.B.,  Austin. 


Auxiliary  Members  To  Join 
Physicians  at  Conference 

Members  of  the  Woman’s  Auxiliary  will 
hold  a legislative  workshop  in  Austin  Jan. 
18,  simultaneously  with  the  Texas  Medical 
Association  Conference  on  Medical  Service 
and  Legislation  and  the  Orientation  Pro- 
gram. The  ladies  will  have  a separate  meet- 
ing but  are  expected  to  join  their  husbands 
for  part  of  the  TMA  program. 

The  meeting  at  the  Headquarters  Building 
will  begin  at  8 :30  a.m.  and  is  expected  to 
adjourn  at  approximately  4 p.m.  Members  of 
the  Auxiliary  have  been  invited  to  luncheon 
at  the  Building  as  guests  of  TMA. 
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New  Films  in  TMA  Library 

Football  Injuries — Cause  and  Prevention.  Sound, 
color,  23%  minutes,  1963. 

This  film  is  designed  primarily  for  the  high 
school  coach  and  his  team.  It  will  also  inter- 
est the  physician  and  others  concerned  with 
injuries  resulting  from  this  contact  sport. 


Human  Growth.  Sound,  color,  19%  minutes,  lay, 
1962. 

Animation  depicts  the  normal  pattern  of 
growth  and  development  of  boys  and  girls 
from  conception  to  teenage  with  emphasis 
on  bodily  changes  during  adolescence.  This  is 
an  excellent  film  for  adult  audiences  inter- 
ested in  proper  sex  education  for  their  chil- 
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dren.  The  film  is  basically  designed  for  use 
by  the  regular  classroom  teacher  in  grades 
6 to  9 as  an  integral  part  of  life  science, 
health,  homemaking,  and  related  courses. 


Is  Smoking  Worth  It?  Sound,  color,  19  minutes,  lay, 
1962. 

This  film  is  used  to  motivate  high  school 
students  to  discuss  health  hazards  involved  in 
cigarette  smoking.  It  presents  valid  reasons 
for  giving  up  smoking,  and  for  those  who 
have  not  begun  to  smoke,  the  advantages  of 
not  starting.  There  is  also  an  adult  sequence 
which  dramatizes  some  of  the  difficulties 
encountered  by  adults  in  giving  up  cigarettes 
after  a long  period  of  smoking.  The  film  also 
shows  the  percentages  of  the  increased  death 
rate  from  lung  cancer  in  the  past  30  years 
and  demonstrates,  with  use  of  a smoking 
machine  and  other  laboratory  techniques,  the 
per  cent  of  cancer-causing  chemicals  found 
in  tobacco  tar  that  remains  in  the  smoker’s 
lungs. 


New  Books  in  TMA  Library 

American  Board  of  Legal  Medicine,  Inc.:  Col- 
lected Papers,  1956-59,  New  York,  Central  Book  Co., 
Inc.,  1960. 

Year  Book  Medical  Publishers:  Year  Book  of 
Anesthesia,  1963-64  ed.,  Stuart  C.  Cullen,  ed.,  Chi- 
cago, Year  Book  Medical  Publishers,  1963. 

McBride,  E.  D.:  Disability  Evaluation  and  Prin- 
ciples of  Treatment  of  Compensable  Injuries,  6th 
ed.,  Philadelphia,  J.  B.  Lippincott  Co.,  1963. 

Year  Book  Medical  Publishers:  Year  Book  of  Ob- 
stetrics and  Gynecology,  1963-64  series,  J.  P.  Green- 
hill,  ed.,  Chicago,  Year  Book  Medical  Publishers, 
1963. 

American  Medical  Association:  Proceedings  of 
Fourth  National  Conference  on  Medical  Aspects  of 
Sports,  American  Medical  Association,  Chicago, 
1963. 

Gleason,  M.  N.,  et  al.:  Clinical  Toxicology  of 
Commercial  Products;  Acute  Poisoning,  Home  and 
Farm,  2nd  ed.,  Baltimore,  Williams  & Wilkins  Co., 
1963. 

American  Academy  of  Ophthalmology  and  Oto- 
laryngology: Hearing  Sensitivity  and  Related  Fac- 
tors in  Children,  Pittsburgh,  University  of  Pitts- 
burgh, 1963. 

Lund,  H.  Z.,  and  Kraus,  J.  M.:  Melanotic  Tumors 
of  Skin,  Washington,  D.  C.,  Armed  Forces  Institute 
of  Pathology,  1962. 

McGraw,  L.  W.,  and  Burnham,  S.:  Resistive  Ex- 
ercises in  Development  of  Muscular  Strength  and 
Endurance,  Austin,  University  of  Texas,  1963. 

U.  S.  Army  Medical  Service:  Preventive  Medicine 
in  World  War  II;  vol.  6,  Communicable  Diseases, 
Malaria,  Coates,  J.  B.,  Jr.,  ed.,  Washington,  D.C., 
Office  of  the  Surgeon  General,  1963. 


Meigs,  J.  V.,  Ed.:  Progress  in  Gynecology,  vol.  4, 
New  York,  Grune  & Stratton,  1963. 

Gray,  L.  A.:  Vaginal  Hysterectomy;  Indications, 
Technique,  and  Complications,  2nd  ed.,  Springfield, 
111.,  Charles  C Thomas,  1963. 

Marquis — Who’s  Who,  Inc.:  Directory  of  Medical 
Specialists,  vols.  10  and  11,  Chicago,  A.  N.  Marquis 
Co.,  1961  and  1963. 

Veterans  Administration,  Department  of  Medicine 
and  Surgery:  Transactions  of  22nd  Research  Con- 
ference in  Pulmonary  Diseases,  Washington,  D.C., 
Veterans  Administration,  Department  of  Medicine 
and  Surgery,  1963. 

Rock,  J. : The  Time  Has  Come,  New  York,  Alfred 
A.  Knopf,  Inc.,  1963. 

Nichols,  H.  T.:  Open-Heart  Surgery  for  Mitral 
Stenosis,  Springfield,  111.,  Charles  C Thomas,  1963. 

Greenblatt,  R.  B.:  The  Hirsute  Female,  Spring- 
field,  111.,  Charles  C Thomas,  1963. 

Mariel,  Sister  M.:  Outline  of  Pharmacology  and 
Therapeutics,  Springfield,  111.,  Charles  C Thomas, 
1963. 

Furst,  A. : Chemistry  of  Chelation  in  Cancer, 
Springfield,  111.,  Charles  C Thomas,  1963. 

Koppanyi,  T.,  and  Karczmar,  A.  G. : Experimental 
Pharmacodynamics,  3rd  ed.,  Minneapolis,  Burgess 
Publishing  Co.,  1963. 

Wales,  A.  P.,  Organization:  International  Library 
Directory;  A World  Directory  of  Libraries,  1st  ed., 
A.  P.  Wales  Organization,  London,  1963. 

Cailliet,  R.:  Low  Back  Pain  Syndrome,  Phila- 
delphia, F.  A.  Davis  Co.,  1962. 


Book  Notes 

Books  reviewed  in  this  column  are  available  from  TMA  Me- 
morial Library. 


Medical  Hydrology.  Sidney  Licht,  M.D.,  Ed.  714  pp. 

Baltimore,  Waverly  Press,  Inc.,  1963.  $16. 

This  book  is  the  seventh  volume  of  the 
Physical  Medicine  Library.  It  consists  of  a 
world  spa  directory  and  28  chapters  written 
by  33  different  authors. 

The  first  four  chapters  consist  of  a de- 
scription of  water,  its  geo-chemistry,  physi- 
ology, and  physiological  changes  produced  by 
heat.  Chapters  8 through  12  are  also  given 
to  physical  medicine,  consisting  of  thera- 
peutic pool  exercises  in  water,  underwater 
exercise  in  neurologic  lesions,  medical  as- 
pects of  swimming,  and  hydrotherapy.  All 
the  other  chapters  of  the  book  are  given  over 
to  description  of  spas  and  spa  therapy. 

F or  the  physician  who  is  not  familiar  with 
the  spa,  the  chapters  on  the  prescription  of 
spa  therapy  and  what  the  spa  is  are  en- 
lightening. This  book  is  neither  for  nor 
against  spa  therapy  but  makes  a real  effort 
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to  present  all  the  known  facts,  ideas,  and 
theories  concerning  this  form  of  therapy. 
Since  spas  vary  so  much  as  to  their  physical 
plant,  their  medical  supervision,  or  lack  of 
such  supervision,  it  is  important  that  the 
physician  nowadays  refer  to  a book  of  this 
type  to  first  find  out  what  modern  day  spas 
are  all  about,  and,  second,  to  refer  to  the  ex- 
cellent directory  in  the  back  of  this  book  to 
find  out  details  of  spas  in  particular. 

We  all  know  that  there  is  a struggle  be- 
tween those  who  are  for  and  those  who  are 
against  spa  therapy,  but  as  Dr.  Licht  points 
out,  “a  patient  with  progressive  joint  stiffen- 
ing will  prefer  to  sit  out  the  debate  in  the 
soothing,  warm  bath  of  a spa.”  This  book  is 
especially  recommended  to  general  practi- 
tioners, internists,  and  physiatrists. 

— Neil  Buie,  M.D.,  Marlin. 


Surgical  Gastroenterology.  Warner  F.  Bowers,  M.D., 
Ph.D.  498  pp.  Springfield,  111.,  Charles  C Thomas, 
1960.  $10.50. 

|n  this  book  Colonel  Bowers  has  attempted 
to  integrate  the  medical  and  surgical  view- 
points in  the  management  of  gastrointestinal 
disease.  His  avowed  purpose  is  to  bring  about 
a better  understanding  between  the  general 
practitioner,  the  internist,  and  the  gastro- 
enterologist on  the  one  hand  and  the  surgeon 
on  the  other,  in  order  that  each  side  may  be 
aware  of  the  other’s  particular  problems.  The 
book  is  specifically  directed  toward  the  fam- 
ily doctor  and  is,  in  fact,  dedicated  to  him. 
As  the  author  states  in  the  preface,  “It  is 
essential  that  he  (the  family  doctor)  have 
medical  and  surgical  facts  at  hand  because 
it  has  been  well  said  that  all  reasonable  men 
agree  if  they  thoroughly  understand  what 
they  are  talking  about.” 

If  1 were  to  make  any  criticism  of  this 
book  it  would  be  that  the  surgeon  in  Colonel 
Bowers  has  rather  overwhelmed  his  attempt 
to  be  objective  with  regard  to  medical  man- 
agement of  gastrointestinal  disease.  In  my 
judgment,  the  book  constitutes  an  excellent 
review  for  the  surgeon,  and  the  internist  and 
gastroenterologist  will  find  much  food  for 
thought  in  its  pages.  The  greatest  value  of 
this  volume,  however,  will  be  to  the  general 
practitioner  who,  in  the  words  of  Colonel 
Bowers,  ‘‘recognizes  the  perimeters  of  his 


own  field,  but  whose  understanding,  skill, 
and  judgment  set  the  standard  of  medical 
care  for  the  entire  medical  team.”  The  book 
is  printed  on  good  quality  paper  and  type  is 
large  and  legible.  I recommend  it  as  a valu- 
able addition  to  the  library  of  the  family  doc- 
tor, and  as  a general  review  for  the  surgeon 
and  the  internist. 

— Robert  Franken,  M.D.,  San  Angelo. 


Advances  in  Rheumatic  Fever.  May  G.  Wilson,  M.D. 
249  pp.  New  York,  Hoeber  Medical  Division,  Har- 
per & Row,  Publishers,  Inc.,  1962.  $10. 

T His  monograph  concerns  the  many  impor- 
tant advances  which  have  been  made  in  our 
knowledge  of  the  epidemiology,  natural  his- 
tory, diagnosis,  and  treatment  of  rheumatic 
fever  and  rheumatic  heart  disease  in  the  last 
20  years.  It  is  a supplement,  not  a revision,  of 
the  former  monograph,  “Rheumatic  Fever,” 
which  covered  the  period  1916-1940. 


Specific  and  Nonspecific  Factors  in  Psychopharma- 
cology. Max  Rinkel,  M.D.,  Ed.  174  pp.  New  York, 
Philosophical  Library,  1963.  $3.75. 

This  small  volume  is  a collection  of  papers 
read  at  the  Third  World  Congress  of  Psychi- 
atry in  Montreal  in  June,  1961.  The  papers 
form  ten  chapters  and  vary  considerably  in 
length  and  content,  but  each  presents  a de- 
scription of  experimental  work  with  which 
its  author  has  been  identified.  The  book  is 
therefore  research  oriented,  but  anyone  in- 
terested in  psychopharmacology  will  find 
something  of  interest.  The  subjects  covered 
by  the  papers  may  be  easily  summarized  by 
quoting  one  of  the  writers,  Sidney  Malitz, 
who  gives  the  following  equation  : 

E ==  (P  X T)  ±e±En±g  + h + i + j 
in  which  E = drug  effects,  P = physiologic 
characteristics  of  the  drug,  T = target  symp- 
toms, e = ego  strength  of  the  patient,  En  = 
environment  of  the  patient,  g = dose  and 
route  of  the  drug,  h = personality  character- 
istics of  patient,  i = expectations  of  the  pa- 
tient, and  j = expectations  of  therapist.  This 
book  represents  an  important  contribution  to 
the  growing  awareness  of  the  complexity  of 
drug  evaluation. 

— A.  Chapman  Isham,  M.D.,  Lubbock. 
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Recent  Deaths 


DR.  C.  V.  BINTLIFF 

Dr.  Charles  V.  Bintliff,  a Texarkana  gen- 
eral practitioner,  died  in  an  airplane  crash 
near  College  Station  on  Sept.  12.  The  49- 
year-old  physician  was  co-owner  and  pilot  of 
the  plane.  Also  killed  were  Dr.  John  Ellis 
Gill,  Texarkana  ophthalmologist,  and  George 
Barlow,  Texarkana  businessman  and  former 
physical  therapist. 

Dr.  Bintliff  was  born  Feb.  28,  1914,  in 
Glendale,  Calif.,  and  attended  elementary  and 
high  school  in  Houston.  He  received  a bache- 
lor of  science  degree  in  geology  from  the 
University  of  Texas  in  1938  and  was  work- 
ing on  his  master’s  degree  in  micropaleon- 
tology when  he  entered  the  University  of 
Texas  Medical  Branch  in  Galveston.  He  re- 
ceived his  M.D.  degree  in  1943  and  interned 
at  City  Hospital,  Boston.  In  1944  he  served 
a residency  at  Brackenridge  Hospital  in  Aus- 
tin. 

From  1945  until  1949,  Dr.  Bintliff  was 
Physician  for  Men  and  Team  Physician  for 
the  University  of  Texas  in  Austin.  He  was 
director  of  the  base  hospital  at  Red  River 
Army  Depot,  near  Texarkana,  in  1949  and 

1950,  and  had  maintained  a general  practice 
in  medicine  and  surgery  in  Texarkana  since 

1951. 

Dr.  Bintliff  was  a member  of  the  Ameri- 
can Medical  Association,  the  Texas  Medical 
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Association,  and  the  state  medical  associa- 
tions of  Arkansas  and  California  where  he 
was  also  licensed  to  practice.  He  was  a char- 
ter member  of  the  Flying  Physicians  Asso- 
ciation and  had  been  a member  of  its  board 
of  directors.  He  was  a member  of  the  Bowie 
County  Medical  Society  and  had  been  secre- 
tary in  1952,  vice  president  in  1957,  and  a 
delegate  in  1955  and  1963.  He  had  also  served 
as  chairman  of  the  medical  committee  of  the 
Texarkana  Red  Cross  disaster  program. 

He  was  on  the  medical  and  surgical  staffs 
of  both  Wadley  and  St.  Michael’s  hospitals, 
having  been  a member  of  the  Wadley  execu- 
tive committee  in  1961,  and  had  served  as 
secretary  of  the  St.  Michael’s  staff  in  1955 
and  1962.  He  was  president  of  the  St.  Mi- 
chael’s staff  at  the  time  of  his  death. 

Dr.  Bintliff  was  a communicant  of  St. 
James  Episcopal  Church  in  Texarkana  and 
had  served  as  a vestryman  in  that  parish. 

His  survivors  include  his  wife  (the  former 
Ann  Humphrey  whom  he  married  in  Tex- 
arkana in  1941)  ; a daughter,  Mrs.  Michael 
R.  Pearson  of  Austin ; two  sons,  Charles 
Henry  Bintliff,  a premed  student  at  the 
University  of  Texas,  and  David  Bintliff,  a 
student  at  St.  James  Day  School;  and  one 
grandson,  Matthew  Richard  Pearson. 


DR.  J.  C.  ELLINGTON 

Dr.  Jesse  Cox  Ellington,  who  assumed  his 
duties  as  Galveston  county  health  director  on 
Oct.  1,  died  in  Galveston  County  Memorial 
Hospital  on  Oct.  8.  Death  was  attributed  to 
myocardial  infarction  with  congestive  heart 
failure. 

He  served  in  the  Army  Medical  Corps  dur- 
ing World  War  II  and  later  retired  from  the 
Reserves  as  a colonel.  In  1956,  he  came  to 
San  Antonio  as  city  health  director,  a posi- 
tion he  held  until  his  appointment  in  Galves- 
ton county. 

Born  in  Murfreesboro,  Tenn.,  on  Sept.  1, 
1900,  he  was  the  only  son  of  Jesse  C.  and 
Annie  (Cox)  Ellington.  He  attended  Webb 
School  in  Bell  Buckle,  Tenn.,  and  received 
the  bachelor  of  arts  and  doctor  of  medicine 
degrees  from  Vanderbilt  University,  Nash- 
ville. 

He  interned  at  Charity  Hospital  in  New 
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Orleans  and  later  did  postgraduate  work  at 
Johns  Hopkins  University  from  which  he 
earned  the  master  of  public  health  degree. 
He  practiced  briefly  in  Atlanta,  Ga. 

After  working  with  the  Tennessee  State 
Health  Department  he  went  to  Colon,  Pana- 
ma, as  director  of  public  health  of  that  city. 
Four  years  later  he  assumed  the  same  posi- 
tion in  Panama  City,  Republic  of  Panama. 
After  14  years  there,  he  returned  to  the 
United  States  to  be  director  of  health  for 
the  city  of  Lynchburg,  Va.  Seven  years  later 
he  assumed  the  San  Antonio  position. 

He  was  certified  by  the  American  Board 
of  Preventive  Medicine  in  1950. 

Dr.  Ellington  was  a member  of  the  Bexar 
County  Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Association,  and 
the  American  Public  Health  Physicians.  He 
was  a fellow  of  the  American  Public  Health 
Association  and  of  the  American  College  of 
Preventive  Medicine. 

A Rotarian  and  golf  enthusiast,  Dr.  El- 
lington was  an  elder  in  the  North  wood  Pres- 
byterian Church  of  San  Antonio. 

He  and  Mrs.  Ellington,  the  former  Eliza- 
beth Roark  of  Franklin,  Ky.,  were  married 
in  her  hometown  on  June  28,  1930. 

Dr.  Ellington  was  a member  of  several 
fraternities  including  Phi  Beta  Kappa,  Al- 
pha Omega  Alpha,  Phi  Chi,  and  Sigma  Chi. 
He  had  served  as  president  of  the  Rotary 
clubs  of  both  Colon  and  Panama  City,  Re- 
public of  Panama. 

He  was  decorated  by  the  government  of 
the  Republic  of  Panama  with  the  Order  of 


Balboa  for  his  work  in  promoting  public 
health  and  inter-American  friendship. 

He  is  survived  by  his  wife;  a daughter, 
Miss  Elizabeth  R.  Ellington,  both  of  San  An- 
tonio; two  sons,  Jesse  C.  Ellington,  Jr.,  of 
Pearisburg,  Va.,  and  Richard  T.  Ellington, 
a student  at  Southwestern  Medical  School 
in  Dallas;  a sister,  Mrs.  D.  M.  Ellison  of 
Baton  Rouge,  La. ; three  grandchildren,  two 
nieces,  a nephew,  and  other  relatives. 

Burial  was  at  the  Fort  Sam  Houston  Na- 
tional Cemetery,  San  Antonio. 

DR.  J.  H.  JERNIGAN 

Dr.  James  Harve  Jernigan,  long-time 
Childress  general  practitioner,  died  there  in 
a nursing  home  after  an  illness  of  several 
months.  He  had  been  retired  since  1961. 

Dr.  Jernigan  was  born  Nov.  19,  1877,  in 
Bradyville,  Tenn.,  the  only  son  of  A.  J.  and 
Rebecca  Jane  Jernigan.  He  was  educated  at 
Winchester  Normal  school  and  was  gradu- 
ated with  honors  in  1901  from  the  University 
of  Tennessee  from  which  he  received  his 
medical  degree.  In  1951  he  received  the 
“Golden  T”  from  the  University  of  Tennes- 
see for  50  years  of  outstanding  service  in 
the  medical  profession. 

He  began  his  practice  in  Tennessee  but  in 
1905  moved  to  Cooper,  Tex.  In  1910  he  es- 
tablished his  practice  in  Childress.  During 
World  War  I he  was  commissioned  a captain 
in  the  medical  corps  and  served  at  Camp 
Dodge,  Iowa,  until  the  end  of  the  war.  After 
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brief  periods  of  postgraduate  work  at  Mayo 
Clinic  and  the  Cooke  County  Hospital  in  Chi- 
cago, he  returned  to  Childress. 

In  1928  he  was  appointed  surgeon  for  the 
Fort  Worth  and  Denver  Railway  and  later 
was  the  Burlington  division  surgeon.  He  had 
served  as  both  city  and  county  health  offi- 
cer. 

In  1957  he  made  a conservative  estimate 
that  he  had  delivered  some  8,000  babies  in 
the  Childress  area. 

He  was  a charter  member  of  the  Childress 
Rotary  Club  and  the  Cox-Furr  Post  No.  65 
of  the  American  Legion.  He  had  served  on 
the  Childress  school  board  and  was  a member 
of  the  Baptist  church.  He  had  been  a Mason 
for  60  years. 

Elected  to  honorary  membership  in  Texas 
Medical  Association  through  the  Armstrong- 
Donley-Childress-Collingsworth  - Hall  - Wheel- 
er Counties  Medical  Society,  Dr.  Jernigan 
was  a member  of  the  American  Medical  As- 
sociation. He  was  a former  president  and 
secretary  of  his  county  medical  society. 

Survivors  include  his  wife;  one  daughter, 
Mrs.  Woodrow  Carter  of  Overton,  and  one 
granddaughter. 

DR.  H.  T.  DAVIDSON 

Dr.  Harry  T.  Davidson,  Austin  physician 
and  surgeon,  died  unexpectedly  during  the 
night  at  his  home  on  Sept.  18.  He  was  57. 

Dr.  Davidson  had  lived  in  Austin  for  20 
years,  coming  from  Seagraves  where  he, 
with  two  other  physicians,  had  owned  and 
operated  a clinic  and  hospital  for  six  years. 

A native  of  Waldron,  Ark.,  he  grew  up  in 
West  Texas  and  attended  Eastland  high 
school.  He  worked  with  the  Gulf  Oil  Corpo- 
ration in  Venezuela  before  entering  the  Uni- 
versity of  Texas  and  receiving  his  M.D.  de- 
gree from  Baylor  University  College  of  Medi- 
cine in  1933. 

He  interned  at  Parkland  Hospital  in  Dal- 
las and  served  a residency  there,  followed  by 
a residency  in  surgery  at  Dallas  Methodist. 
During  1935-1936  he  was  with  the  State 
Department  of  Health  in  Dallas.  The  next 
year  he  practiced  in  Longview  and  from 
there  went  to  Seagraves. 

Dr.  Davidson  was  active  in  the  work  of 
the  Elks  club.  He  served  two  terms  in  1957- 
1959  as  exalted  ruler  of  Elks  Lodge  201  in 
Austin.  The  Elks  lodge  there  was  constructed 
under  his  leadership.  He  was  active  in  the 
support  of  the  Elks  Crippled  Children’s 


Home  at  Ottine  and  devoted  much  of  his  time 
to  that  hospital. 

Dr.  Davidson  was  a member  of  the  Uni- 
versity Methodist  Church  of  Austin. 

He  was  a member  of  the  Travis  County 
Medical  Association,  the  Texas  Medical  As- 
sociation, and  the  American  Medical  Associa- 
tion. 

Survivors  include  his  wife,  Mrs.  Geneva 
Luneil  (Cotney)  Davidson;  son,  Harry  Ted 
Davidson,  Jr.,  of  Georgetown ; and  his  moth- 
er, Mrs.  Annie  Laura  (Taff)  Davidson  of 
Austin. 


DR.  C.  G.  TURNER 

Dr.  Claude  Gary  Turner,  58,  of  Houston 
died  Oct.  4 in  a Houston  hospital. 

A surgeon,  he  was  a native  of  Bremond, 
but  had  lived  in  Houston  53  years.  He  was 
born  Oct.  12,  1904,  the  son  of  Claude  and  Jo 
(Gary)  Turner.  He  attended  Houston  public 
schools  and  received  a bachelor  of  arts  degree 
from  Rice  Institute  (now  Rice  University). 
He  was  graduated  from  the  University  of 
Texas  Medical  Branch  in  1930.  He  spent  two 
years  at  Cleveland  City  Hospital,  Cleveland, 
Ohio,  serving  an  internship  and  residency, 
and  then  served  a second  residency  at  Evan- 
gelical Deaconess  Hospital,  also  in  Cleveland. 
Dr.  Turner  began  his  practice  in  Houston 
in  1933.  He  was  an  assistant  clinical  profes- 
sor of  surgery  at  Baylor  University  College 
of  Medicine  and  editor  of  Medical  Records 
and  Annals. 
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He  was  in  the  U.  S.  Naval  Reserve  during 
World  War  II  and  held  the  rank  of  com- 
mander. 

He  was  on  the  staffs  of  Memorial  Baptist, 
St.  Joseph’s,  and  Medical  Arts  hospitals  and 
on  the  visiting  staff  of  Hermann,  St.  Luke’s 
Episcopal,  Riverside  General,  and  St.  Eliza- 
beth’s hospitals. 

Dr.  Turner  was  a Presbyterian. 

He  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American 
Medical  Association,  Texas  Medical  Associa- 
tion, Postgraduate  Medical  Assembly,  Harris 
County  Medical  Society,  Southern  Medical 
Association,  and  Southwestern  Surgical  Con- 
gress. 

Survivors  include  his  wife,  Mrs.  Jane  M. 
Turner;  daughter,  Miss  Claudia  Turner; 
sons,  Philip  Turner  and  Jeffrey  Turner; 
mother,  Mrs.  Claude  Turner,  all  of  Houston ; 
brothers,  Robert  V.  Turner  of  Houston, 
Frank  R.  Turner  of  Dallas,  C.  Q.  Turner  of 
Odessa,  and  Jo  T.  Turner  of  Judibana,  Fal- 
con, Venezuela. 

DR.  T.  J.  LaMOTTE 

Dr.  Thomas  Jefferson  LaMotte  of  Harlin- 
gen died  in  a hospital  there  Oct.  1,  following 
a heart  attack.  He  was  57. 

Dr.  LaMotte  was  past  president  of  the 
Harlingen  and  Stuart  Place  school  boards; 
the  Cameron-Willacy  Counties  Medical  Soci- 
ety; and  the  Valley  Baptist  Hospital  staff. 
He  was  acting  director  of  the  Cameron  coun- 
ty health  department  from  1961  to  April, 
1963.  He  was  also  chairman  of  the  Local 
Medical  Advisory  Committee,  Selective  Serv- 
ice System. 

Dr.  LaMotte  was  born  in  Columbia,  S.C., 
March  9,  1906.  He  was  a graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  Lou- 
isville, Ky.,  and  interned  at  Robert  Parker 
Hospital  in  Sayre,  Pa.,  and  served  his  resi- 
dency in  eye,  ear,  nose  and  throat  at  Tulane 
University  in  New  Orleans.  His  early  educa- 
tion was  at  Hopkinsville,  Ky.,  Presbyterian 
College  at  Clinton,  S.C.,  and  the  University 
of  Louisville. 

He  moved  to  Harlingen  in  1935  and  start- 
ed an  eye,  ear,  nose  and  throat  practice.  He 
was  the  founder  of  the  Valley  Eye,  Ear, 
Nose  and  Throat  Clinic  there. 

Dr.  LaMotte  was  a 32nd  degree  Mason  and 
a member  of  the  San  Antonio  Consistory 
and  the  Alzafar  Shrine  Temple  of  San  An- 
tonio. He  was  a life  member  of  the  Kiwanis 
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Club  and  a member  of  the  Elks  lodge. 

He  was  a member  of  the  Texas  and  Ameri- 
can Medical  Associations. 

Dr.  LaMotte  was  an  enthusiastic  sports- 
man, interested  in  hunting  and  fishing. 
Shortly  before  his  death  he  had  gone  on  an 
antelope  hunting  trip  in  the  Big  Bend  section 
of  Texas.  He  was  a member  of  the  Valley 
Sportsmen  Club. 

He  is  survived  by  his  wife,  Mrs.  Nita  La- 
Motte; a daughter,  Mrs.  Carolyn  Simmons 
of  Claremore,  Okla. ; three  sons,  Dickie  La- 
Motte of  Dallas,  Tommie  LaMotte  of  Min- 
neapolis, Minn.,  and  Eddie  LaMotte  of  Har- 
lingen; four  brothers,  Dr.  Louis  LaMotte, 
Maxton,  S.C.,  Frank  LaMotte  of  Columbia, 
S.C.,  A.  G.  LaMotte  of  Phoenix,  Ariz.,  and 
Edward  G.  LaMotte  of  Hopkinsville,  Ky. ; 
and  three  grandchildren. 

DR.  A.  A.  TREECE 

Dr.  Angus  A.  Treece,  a resident  of  Fabens 
for  23  years,  died  in  an  El  Paso  hospital  on 
Sept.  9.  He  was  57. 

Dr.  Treece  was  owner  of  the  Fabens  Hos- 
pital and  the  Sunset  Medical  Clinic  in  El 
Paso.  He  was  a director  of  the  Citizens  State 
Bank  of  El  Paso. 

He  was  born  Feb.  8,  1906,  in  Carterville, 
111.  His  parents  were  Thomas  and  Lillie 
(Phemister)  Treece.  He  first  attended  school 
in  Collegedale,  Tenn.,  and  McAllen,  Tex.,  and 
later  went  to  Madison  College  in  Nashville, 
Tenn.  He  was  graduated  from  Loma  Linda 
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University  Medical  School  in  Los  Angeles  in 
1938.  He  interned  at  Nashville  General  Hos- 
pital in  Nashville,  Tenn.,  and  later  served  a 
residency  there.  He  did  postgraduate  work 
at  Vanderbilt,  Tulane,  and  the  University  of 
California  at  Los  Angeles.  He  was  a diplo- 
mate  of  the  National  Board  of  Medical  Ex- 
aminers. 

He  married  the  former  Vera  Grace  Houx 
of  Los  Angeles  on  June  13,  1937. 

Dr.  Treece  was  a member  of  the  El  Paso 
County  Medical  Society,  the  Texas  Medical 
Association,  the  American  Medical  Associa- 
tion, and  the  Academy  of  General  Practice. 

He  is  survived  by  his  widow ; two  daugh- 
ters, Mrs.  William  West  of  Eureka,  Calif., 
and  Mrs.  Tony  Kendrick  of  El  Paso ; one  son, 
Tom  of  El  Paso;  four  grandchildren;  his 
mother,  Mrs.  George  Anderson  of  Fabens; 
two  sisters,  Mrs.  Richard  Estes  of  El  Paso 
and  Mrs.  William  Wieskus  of  Indianapolis, 
Ind. 


DR.  A.  E.  CARMIGNANI 

Dr.  Amedeo  Ernest  Carmignani  died  Oct. 
17  at  his  home  in  Galveston.  His  health 
had  not  permitted  the  42-year-old  ophthal- 
mologist to  practice  for  some  time. 

He  was  born  April  2,  1921,  in  Galveston, 
the  son  of  Corinto  and  Theresa  K.  (DePug- 
lio)  Carmignani.  He  grew  up  in  Galveston 
and  attended  school  there. 

He  spent  three  and  one-half  years  at  the 
University  of  Texas  before  returning  to  his 
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home  city  to  attend  the  Medical  Branch  and 
receive  his  M.D.  degree. 

He  served  two  years  in  the  Army  Medical 
Corps  and  was  honorably  discharged  as  a 
captain. 

The  young  physician  served  his  intern- 
ship at  Roper  Hospital  in  Charleston,  S.C., 
and  his  residencies  at  St.  Mary’s  Infirmary 
and  John  Sealy  Hospital,  Galveston,  and  Jef- 
ferson Davis  Hospital,  Houston.  He  did  post- 
graduate work  at  Tulane  University  College 
of  Medicine  for  a year. 

During  his  brief  career,  Dr.  Carmignani 
practiced  in  Galveston,  El  Campo,  and  Hous- 
ton. 

He  was  a member  of  the  Galveston  County 
Medical  Society,  Texas  Medical  Association, 
and  the  American  Medical  Association.  Dr. 
Carmignani  was  a Roman  Catholic.  He  is 
survived  by  a son,  Corinto  Joseph  Carmig- 
nani, Galveston;  a daughter,  Vera  Katherine 
Carmignani,  Austin;  his  parents;  and  two 
sisters,  Anna  Marie  Carmignani  and  Mrs. 
Bedford  McKenzie,  all  of  Galveston. 

DR.  F.  McKEE 

A lifelong  resident  of  Fort  Worth,  Dr. 
Frank  McKee,  68,  died  Aug.  22.  He  had  lived 
on  a farm  east  of  Fort  Worth  in  Tarrant 
County. 

Dr.  McKee  was  born  in  Fort  Worth  in 
1894  and  attended  public  school  there.  He 
attended  Texas  Christian  University  and  re- 
ceived his  M.D.  degree  from  Baylor  Univer- 
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sity  School  of  Medicine  in  1919.  He  interned 
at  Memphis  General  (now  John  B.  Gaston) 
Hospital  in  Memphis,  Tenn.,  from  1919  to 
1920  and  was  house  physician  and  surgeon 
there  from  1920  to  1921  when  he  returned  to 
Fort  Worth  to  practice  general  medicine  and 
surgery. 

Dr.  McKee’s  parents  were  W.  C.  W.  and 
Martha  Isabelle  (Hackett)  McKee.  His  wife 
is  the  former  Susan  Elizabeth  Sutton  whom 
he  married  on  Nov.  11,  1920,  at  Marion,  Ark. 

He  was  a member  of  the  Tarrant  County 
Medical  Society,  the  Texas  Medical  Associa- 
tion, and  the  American  Medical  Association. 
Dr.  McKee  was  a charter  member  of  St. 
Luke’s  in  the  Meadow  Episcopal  Church  in 
Fort  Worth. 

Survivors  include  his  wife;  two  sons,  Dr. 
Frank  S.  McKee  and  Dr.  Richard  McKee; 
two  daughters,  Mrs.  Gilbert  R.  Gardiner  and 
Mrs.  George  G.  Curl;  a brother,  Walter  Mc- 
Kee, all  of  Fort  Worth;  three  sisters,  Mrs. 
P.  K.  Lipps  and  Mrs.  Steve  Kelton  of  Fort 
Worth  and  Mrs.  C.  G.  Andrews  of  Tulsa; 
and  eight  grandchildren. 

DR.  S.  L.  AUTREY 

Dr.  Stacy  L.  Autrey,  75,  of  Trinity  died 
on  Oct.  27  after  a long  illness. 

Elected  to  inactive  membership  in  Texas 
Medical  Association  in  1962,  the  physician 
had  retired  the  year  before  because  of  his 
health.  He  had  been  in  practice  42  years. 

He  was  born  in  Fayetteville,  N.C.,  on  July 
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25,  1885.  His  parents  were  Alfred  and  Eliza- 
beth (Johnson)  Autrey.  He  attended  high 
school  in  Lumber  Bridge,  N.C.,  and  received 
his  M.D.  degree  from  North  Carolina  Medi- 
cal College  on  April  26,  1909.  He  interned  at 
Charlotte,  N.C. 

He  was  a member  of  the  American  Medi- 
cal Association  and  an  inactive  member  of 
Walker-Madison-Trinity  Counties  Medical 
Society. 

A Presbyterian,  he  was  a member  of  the 
Masonic  Lodge  and  the  local  chamber  of 
commerce.  His  hobbies  were  ranching  and 
hunting. 

His  wife  is  the  former  Mabel  Clare  March 
of  Livingston.  They  were  married  Dec.  21, 
1913,  at  Livingston. 

Dr.  Autrey  is  survived  by  his  wife  of  Trin- 
ity; one  daughter,  Mrs.  Howard  L.  Griffin 
of  Huntsville;  and  two  grandchildren. 

DR.  D.  B.  YOUNG 

Dr.  David  B.  Young,  38,  of  Pasadena  died 
Sept.  22  in  a local  hospital.  He  had  been  ill 
about  eight  weeks. 

A native  of  Oklahoma  City,  Dr.  Young 
spent  most  of  his  childhood  in  Dallas  and 
attended  schools  there.  He  was  graduated 
from  Southern  Methodist  University  in  1947 
and  from  Southwestern  Medical  School  in 
1951.  After  interning  in  Columbus,  Ohio,  at 
Ohio  State  University  Hospitals,  he  began 
practice  in  Stephenville,  Tex.  In  1956  he 
moved  to  Pasadena. 
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On  Oct.  17,  1943,  he  married  Doris  Jean 
Haydon  of  Dallas  at  McKinney,  Tex. 

During  World  War  II  he  was  an  Army  Air 
Force  flight  officer. 

He  was  affiliated  with  the  Episcopal 
church,  the  Lions  Club,  and  Phi  Beta  Pi  med- 
ical fraternity. 

He  was  a member  of  Harris  County  Medi- 
cal Society,  Texas  Medical  Association, 
American  Medical  Association,  and  Ameri- 
can Heart  Association.  He  was  a former  sec- 
retary of  the  Erath-Hood-Somerville  Coun- 
ties Medical  Society. 

His  hobbies  were  golf  and  painting. 

He  was  on  the  staffs  of  Pasadena  Bay- 
shore,  Pasadena  General,  Medical  and  Surgi- 
cal and  Southmore  Hospitals. 

He  is  survived  by  his  wife;  one  daughter, 
Rebecca  Jean  Young;  two  sons,  David  B. 
Young,  Jr.,  and  Scott  H.  Young,  all  of  Pasa- 
dena; his  parents,  George  B.  Young  of  Dallas 
and  Mrs.  J.  E.  Bridenbaker  of  Houston ; and 
two  brothers,  George  V.  Young  of  Park  For- 
est, 111.,  and  William  H.  Young  of  Mesa,  Ariz. 


DR.  E.  D.  PRICE 

On  June  4,  Dr.  Elwyn  Dene  Price  died  of 
a coronary  occlusion  at  El  Paso,  where  he 
had  lived  42  years. 

Dr.  Price  was  born  Jan.  18,  1885,  at  Ver- 
sailles, Mo.  His  parents  were  Elwyn  and  Eliz- 
abeth (McNair)  Price.  He  married  Flossie 
Canfield  in  1941  at  El  Paso.  She  died  in  1945. 


Dr.  Price  attended  high  school  in  Versailles 
and  St.  Louis.  He  graduated  from  Washing- 
ton University  School  of  Medicine  in  St.  Lou- 
is in  1910.  From  1911  to  1917  he  served  his 
internship  and  residency  at  A.T.  and  S.F. 
Hospital  in  Topeka,  Kan.,  and  Fort  Madison, 
Iowa.  He  specialized  in  diseases  of  the  chest. 

He  was  a member  of  the  El  Paso  County 
Medical  Society,  the  Texas  Medical  Associa- 
tion, and  the  American  Medical  Association. 
In  1956  he  was  elected  to  inactive  member- 
ship in  the  Texas  Medical  Association. 

Dr.  Price  is  survived  by  a stepson,  Buster 
Stoddard  of  El  Paso ; one  brother,  Avery  W. 
Price  of  Glencoe,  Mo. ; and  two  sisters,  Mrs. 
D.  L.  C.  Kauffman  and  Mrs.  J.  C.  Settle,  both 
of  Versailles. 


DR.  M.  L.  MONROE 

Dr.  Myrick  L.  Monroe  of  Kerrville  died 
at  a local  hospital  there  on  Sept.  4.  Death  re- 
sulted from  mesenteric  artery  thrombosis. 

Dr.  Monroe  was  one  of  the  owners  of  the 
Veatch  Clinic  in  Pasadena  from  1950  to  1956. 
He  came  to  Kerrville  Feb.  9,  1956,  and  was 
clinical  director  of  the  Legion  State  Tubercu- 
losis Hospital  for  19  months  before  joining 
the  medical  staff  of  the  Veterans  Adminis- 
tration Hospital,  a post  he  held  until  his 
death. 

He  was  born  Jan.  8,  1915,  in  Paris,  Tex., 
and  received  his  bachelor  of  science  degree 
from  Stephen  F.  Austin  State  Teachers  Col- 
lege in  Nacogdoches.  He  was  graduated  with 
the  doctor  of  medicine  degree  in  1939  from 
the  University  of  Texas  Medical  Branch.  His 
internship  was  at  St.  John’s  Hospital,  Tulsa, 
Okla.  In  1947  he  served  a residency  in  in- 
ternal medicine  at  Southern  Pacific  Hospital, 
Houston.  He  had  done  postgraduate  study  at 
Pratt’s  Diagnostic  Clinic  and  Boston  City 
Hospital,  both  in  Boston. 

He  was  in  general  practice  but  gave  spe- 
cial attention  to  internal  medicine. 

He  had  practiced  in  Jasper  during  the 
years  1940-1941  and  in  Gainesville  from  1949 
to  1950  before  going  to  Pasadena. 

During  1941-1946  he  was  in  the  Army  and 
was  a prisoner  of  war  of  the  Germans  for 
almost  two  years. 

He  was  a member  of  the  Kerr-Kendall- 
Gillespie-Bandera  Counties  Medical  Society, 
the  Texas  Medical  Association,  and  the 
American  Medical  Association. 

Survivors  include  his  wife,  Dorothy;  two 
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sons,  Myrick  L.,  Jr.,  and  Scott  W.,  II;  and 
his  parents,  Mr.  and  Mrs.  Scott  W.  Monroe 
of  Kerrville. 


DR.  C.  E.  FORD 

Dr.  Charles  Edward  Ford,  43,  a Hitchcock 
physician,  died  at  his  home  Oct.  5.  Death  re- 
sulted from  coronary  occlusion. 

The  founder  of  the  Hitchcock  Youth  De- 
velopment organization,  Dr.  Ford  was  active 
in  medical  and  civic  organizations  in  his 
area.  He  was  a member  of  the  Galveston 
County  Medical  Society,  Texas  Medical  As- 
sociation, the  American  Medical  Association, 
and  the  Association  of  American  Physicians 
and  Surgeons,  and  was  on  the  staff  of  Gal- 
veston County  Memorial  Hospital.  He  be- 
longed to  the  Elks  Lodge  and  the  Lions  Club, 
was  a former  school  board  president,  and 
was  interested  in  Boy  Scout  activities. 


Dr.  Ford  was  born  Feb.  23,  1920,  in  Cor- 
rigan, Tex.,  the  son  of  Frank  W.  and  Dixie 

L.  (Bumstead)  Ford.  He  attended  school  in 
Trinity,  Tex.,  and  did  premedical  study  at 
the  University  of  Texas.  He  received  his 

M. D.  degree  from  the  University  of  Texas 
Medical  Branch  in  Galveston  and  interned  at 
Brackenridge  Hospital  in  Austin. 

Dr.  Ford  had  practiced  in  Hitchcock  since 
1958.  He  spent  six  years  in  the  U.  S.  Army 
Medical  Corps.  His  hobbies  included  photog- 
raphy, golf,  hunting,  and  fishing.  He  was  a 
Baptist. 

Survivors  include  his  wife,  Miriam;  two 
daughters,  Patricia  Ann  and  Mary  Evelyn 
of  Hattiesburg,  Miss. ; three  sons,  Charles 
Edward,  Jr.,  and  Frank  William,  both  of 
Hattiesburg,  and  Dan  David  of  La  Marque; 
his  mother,  Mrs.  Dixie  L.  Ford  of  Houston; 
and  four  sisters,  Mrs.  Earlene  Lee  of  Alvin, 
Dorothy  Marie  Ford  of  Dallas,  Mrs.  Vivian 
Weibel  and  Mrs.  Mary  Louise  Duncan,  both 
of  Houston. 


S.S.  HOPE  Sails  Again 
For  South  America 

The  teaching-training  hospital  ship  S.S. 
HOPE  has  made  her  second  voyage  to  South 
America,  this  time  to  the  port  of  Guayaquil 
in  Ecuador.  She  will  remain  in  Ecuador  for 
at  least  ten  months. 

Last  March,  the  former  United  States 
Navy  hospital  ship  concluded  a ten-month 
visit  to  Trujillo  in  northwestern  Peru.  In 
1960  and  1961,  she  visited  both  Indonesia 
and  South  Viet  Nam  during  her  initial  voy- 
age. 

Eighty-three  doctors,  nurses  and  paramed- 
ical personnel,  including  a Catholic  priest 
and  a Protestant  minister,  representing  21 
states,  the  District  of  Columbia,  and  Canada 
were  aboard  the  HOPE  when  she  left  New 
York  Nov.  20.  This  group  comprises  the 
permanent  staff  of  the  ship  and  will  remain 
with  the  vessel  for  the  duration  of  its  voy- 
age. The  permanent  staff  is  augmented  by 
rotating  teams  of  approximately  30  physi- 
cians and  dentists  who  serve  for  periods  of 
two  months  until  replaced  by  newly-appoint- 
ed rotators.  Seven  first-team  rotators  sailed 
from  New  York  and  the  remaining  physi- 
cians and  dentists  met  the  ship  in  Guaya- 
quil upon  its  arrival. 


HOPE’S  medical  personnel  teach  and  train 
the  local  medical  representatives  through 
the  counterpart  system.  Every  member  of 
HOPE’S  medical  corps  works  with  one  or 
more  counterparts,  teaching  and  training 
them  in  American  techniques,  methods,  and 
procedures,  thus  establishing  a legacy  of 
learning  which  remains  long  after  the  ship 
departs. 

Nearly  2,000  medical  and  technical  per- 
sonnel have  been  trained  in  Indonesia,  South 
Viet  Nam,  and  Peru  by  the  HOPE  staff. 

Project  HOPE,  principal  activity  of  the 
People-to-People  Health  Foundation,  Inc.,  is 
a non-profit  organization  founded  in  1958  by 
Dr.  William  B.  Walsh,  the  Foundation’s 
current  president,  to  bring  medical  teaching 
and  training  to  peoples  of  newly-emerging 
nations. 


121  -Year-Old  Insured 

A 121-year-old  Florida  storekeeper  is  be- 
lieved to  be  the  oldest  person  in  the  United 
States  to  own  a health  insurance  policy.  The 
health  of  the  storekeeper  is  said  to  be  good, 
according  to  the  Oct.  28  issue  of  the  AMA 
News. 
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Coming  Meetings 


American  Medical  Association,  Annual  Meeting,  San  Francisco, 
Calif.,  June  21-25,  1964.  Dr.  F.  J.  L.  Blasingame,  535  Dear- 
born, Chicago  10,  Exec.  Vice  Pres. 

Texas  Medical  Association,  Houston,  Annual  Session,  April  23- 
26,  1964  ; Austin,  Public  Relations  Conference,  Sept.  19,  1964  ; 
Austin,  Conference  for  County  Medical  Society  Officials,  Jan. 
18,  1964.  C.  L.  Williston,  1801  N.  Lamar,  Austin,  Exec.  Sec. 


Current  Meetings 


DECEMBER 

Southern  Surgical  Association,  Hot  Springs,  Va.,  Dec.  10-12, 
1963.  Dr.  J.  D.  Martin,  Jr.,  Emory  U.,  Atlanta  22,  Ga.,  Sec. 
Texas  Academy  of  Internal  Medicine,  San  Antonio,  Dec.  14-15, 
1963.  Dr.  Warren  W.  Moorman,  901  W.  Leuda,  Fort  Worth, 
Sec. 

Texas  Rheumatism  Association,  San  Antonio,  Dec.  13-14,  1963. 

Dr.  J.  Kemper,  6655  Travis,  Houston,  Sec. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Houston, 
Dec.  6-7,  1963.  Dr.  O.  Suehs,  14  Medical  Arts  Square,  Austin, 
Sec. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  5-7, 
1963.  Dr.  M.  H.  Crabb,  1714  Medical  Arts  Bldg.,  Fort  Worth. 
Sec. 


JANUARY 

International  Medical  Assembly  of  Southwest  Texas,  San  An- 
tonio, Jan.  30- Feb.  1,  1964.  S.  E.  Cockrell,  Jr.,  202  W.  French 
Place,  San  Antonio,  Exec.  Sec. 

Texas  Radiological  Society,  Dallas,  Jan.  30-31,  1964.  Dr.  R.  P. 

O’Bannon,  1217  West  Cannon,  Fort  Worth,  Sec. 

Texas  Society  of  Pathologists,  Inc.,  Dallas,  Jan.  25-26,  1964.  Dr. 
V.  A.  Stembridge,  Southwestern  Medical  School,  Dallas,  Sec. 


National  and  Regional 

American  Academy  of  Allergy,  San  Francisco,  Feb.  7-12,  1964. 
Mr.  J.  O.  Kelley,  756  N.  Milwaukee  St.,  Milwaukee  2,  Exec. 
Sec. 

American  Academy  of  Dermatology,  Inc.  Dr.  R.  R.  Kierland, 
Mayo  Clinic,  Rochester,  Sec. 

American  Academy  of  General  Practice,  Atlantic  City,  April  11- 
17,  1964.  Mr.  M.  F.  Cahal,  Volker  Blvd.,  at  Brookside,  Kansas 
City  12,  Exec.  Sec. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chi- 
cago, Oct.  18-23,  1964.  Dr.  W.  L.  Benedict,  15  2nd  St.,  S.W., 
Rochester,  Minn.,  Sec. 

American  Academy  of  Pediatrics,  Philadelphia,  April  20-22, 
1964.  Dr.  E.  H.  Christopherson,  1801  Hinman,  Evanston,  111., 
Exec.  Dir. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot 
Springs,  Va.,  Sept.  10-12,  1964.  Dr.  C.  L.  Randall,  100  Meadow 
Road,  Buffalo  16,  Sec. 

American  Association  of  Plastic  Surgeons,  Chicago,  May  13-16, 
1964.  Dr.  R.  M.  McCormack,  260  Crittendon  Blvd.,  Rochester, 
N.Y.,  Sec. 

American  Association  for  Thoracic  Surgery,  Montreal,  Canada, 
April  27-29,  1964.  Dr.  H.  T.  Bahnson,  Johns  Hopkins  Hosp., 
Baltimore  5,  Sec. 

American  Cancer  Society,  New  York  City,  Oct.  28-30,  1964.  Mr. 
G.  Whittlesey,  521  W.  57th,  New  York  19,  Sec. 

American  College  of  Allergists,  Bal  Harbour,  Fla.,  March  1-6, 
1964.  Dr.  John  D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo., 
Treas. 

American  College  of  Chest  Physicians,  San  Francisco,  Calif., 
June  18-22,  1964.  Mr.  M.  Kornfeld,  112  E.  Chestnut,  Chicago 
11,  Exec.  Dir. 

American  College  of  Gastroenterology,  New  York  City,  Oct.  18- 
22,  1964.  Mr.  D.  Weiss,  33  W.  60th,  New  York  23,  Exec.  Dir. 


American  College  of  Obstetricians  and  Gynecologists,  Miami 
Beach,  Fla.,  May  17-22,  1964.  Mr.  D.  F.  Richardson,  79  W. 
Monroe,  Chicago  3,  Exec.  Sec. 

American  College  of  Physicians,  Atlantic  City,  April  6-10,  1964. 
Dr.  E.  C.  Rosenow,  Jr.,  4200  Pine,  Philadelphia  4,  Exec.  Dir. 

American  College  of  Radiology,  Tucson,  Ariz.,  Feb.  2-8,  1964. 

Mr.  W.  C.  Stronach,  20  N.  Wacker,  Chicago  6,  Exec.  Dir. 
American  College  of  Surgeons,  Chicago,  Oct.  4-9,  1964.  Dr.  R.  S. 

Myers,  55  East  Erie,  Chicago,  Sec. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Bos- 
ton, Aug.  23-28,  1964.  Dr.  Glenn  Gullickson,  30  N.  Michigan, 
Chicago  2,  Exec.  Dir. 

American  Dermatological  Association,  Hawaii,  June  27- July  2, 
1964.  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32,  Sec. 
American  Gynecological  Society,  Hot  Springs,  Va.,  May  25-27, 
1964.  Dr.  C.  J.  Lund,  260  Crittenden  Blvd.,  Rochester  20, 
N.  Y.,  Sec. 

American  Heart  Association,  Oct.  20-26,  1964.  Mr.  Rome  A. 

Betts,  44  E.  23rd,  New  York  10,  Sec. 

American  Hospital  Association,  Chicago,  Aug.  24-27,  1964.  Dr. 

Edwin  L.  Crosby,  840  North  Lake  Shore  Dr.,  Chicago  11,  Sec. 
American  Medical  Women’s  Association.  Dr.  Jessie  Brodie,  1790 
Broadway,  New  York  19,  Exec.  Sec. 

American  Neurological  Association,  Atlantic  City,  June  15-17, 
1964.  Dr.  M.  D.  Yahr,  710  W.  168th,  New  York  32,  Sec. 
American  Proctologic  Society,  Philadelphia,  May  10-14,  1964.  Dr. 

N.  D.  Nigro,  7815  East  Jefferson,  Detroit  14,  Sec. 

American  Public  Health  Association,  Inc.,  New  York  City,  Oct. 
5-9,  1964.  Dr.  B.  F.  Mattison,  1790  Broadway,  New  York  19, 
Exec.  Sec. 

American  Society  of  Anesthesiologists,  Bal  Harbour,  Fla.,  Oct. 
11-14,  1964.  Mr.  J.  W.  Andes,  515  Busse  Highway,  Park 
Ridge,  111.,  Exec.  Sec. 

American  Society  of  Clinical  Pathologists,  New  Orleans,  Feb. 
19-23,  1964.  Miss  Eleanor  F.  Larson,  445  Lake  Shore  Drive, 
Chicago  11,  Mgr. 

American  Surgical  Association,  Hot  Springs,  Va.,  April  1-3, 
1964.  Dr.  W.  Altemeier,  Cincinnati  General  Hospital,  Cincin- 
nati 29,  Sec. 

Association  of  American  Physicians  and  Surgeons,  Inc.,  Chicago, 
April  3-4,  1964.  Mr.  H.  E.  Northam,  185  N.  Wabash,  Chicago 
1,  Exec.  Dir. 

International  College  of  Surgeons,  Vienna,  Austria,  May  11-16, 
1964.  Dr.  W.  F.  James,  1615  Lake  Shore  Dr.,  Chicago,  Sec. 
Medical  Society  of  United  States  & Mexico.  Dr.  C.  Kalil,  200 
East  Monterey  Way,  Phoenix,  Sec. 

Radiological  Society  of  North  America.  Mr.  M.  D.  Frazer,  1744 
S.  58th  St.,  Lincoln,  Neb.,  Sec. 

South  Central  Association  of  Blood  Banks,  Oklahoma  City, 
March  27-28,  1964.  L.  R.  Guy,  Ph.D.,  2927  Maple,  Dallas  4, 
Sec. 

Southern  Medical  Association,  Memphis,  Tenn.,  Nov.  16-19, 
1964.  Mr.  R.  F.  Butts,  2601  Highland,  Birmingham  5,  Exec. 
Sec. 

Southern  Psychiatric  Association,  Kansas  City,  Mo.,  Oct.  2-4, 
1964.  Dr.  Sullivan  Bedell,  1103  Barrs  St.,  Jacksonville,  Fla., 
Sec. 

Southwest  Allergy  Forum,  Hot  Springs,  Ark.,  April  5-7,  1964. 
Dr.  Purcell  Smith,  Jr.,  P.  O.  Box  7008,  Little  Rock,  Ark.,  Sec. 

Southwest  Regional  Cancer  Conference.  Tony  W.  Halbert,  905 
5th  Ave.,  Fort  Worth,  Sec. 

Southwestern  Medical  Association,  Las  Vegas,  Nev.,  October, 
1964.  Dr.  Grady  Morrow,  1900  N.  Oregon,  El  Paso,  Sec. 

Southwestern  Society  of  Nuclear  Medicine,  Houston,  March,  1964. 

Dr.  J.  R.  Maxfield,  Jr.,  2711  Oak  Lawn,  Dallas,  Sec. 
Southwestern  Surgical  Congress,  San  Antonio,  April  26-29,  1964. 
Dr.  R.  B.  Howard,  301  Pasteur  Bldg.,  Oklahoma  City  3,  Okla. 


State 


South  Texas  District,  American  College  of  Surgeons,  Corpus 
Christi,  May  15-16,  1964.  Dr.  Sanford  Glanz,  2425  Medical 
Center,  Corpus  Christi,  Sec. 
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Texas  Academy  of  General  Practice,  Corpus  Christi,  Oct.  12-14, 
1964.  Mr.  D.  C.  Jackson,  1905  N.  Lamar,  Austin,  Exec.  Sec. 
Texas  Air-Medics  Association,  Houston,  April  23-26,  1964.  Dr. 

C.  F.  Miller,  Box  1338,  Waco,  Sec. 

Texas  Association  for  Mental  Health.  Frank  B.  Self,  4004  N. 
Lamar  Blvd.,  Austin,  Exec.  Sec. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Corpus 
Christi,  Feb.  29,  1964.  Dr.  H.  W.  Savage,  815  Fifth  Ave.,  Fort 
Worth,  Sec. 

Texas  Association  of  Public  Health  Physicians,  Houston,  April 

23,  1964.  Dr.  W.  S.  Brumage,  2600  Westover  Rd.,  Austin,  Sec. 
Texas  Chapter,  American  Academy  of  Pediatrics,  Houston,  April 

24,  1964.  Dr.  G.  K.  Womack,  1402  Nueces,  Austin,  Sec. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Houston, 

April  26,  1964.  Dr.  Rodger  G.  Smyth,  331  W.  Nueva  St.,  San 
Antonio,  Sec. 

Texas  Dermatological  Society,  Houston,  April  25,  1964.  Dr.  M.  A. 

Forbes,  607  W.  14th  Street,  Austin,  Sec. 

Texas  Diabetes  Association,  Houston,  April  26,  1964.  Dr.  John 
W.  Chriss,  2436  Morgan,  Corpus  Christi,  Sec. 

Texas  Division,  American  Cancer  Society,  San  Antonio,  No- 
vember, 1964.  Mr.  C.  W.  Reimann,  5014  Bull  Creek  Rd.,  Aus- 
tin 3,  Exec.  Sec. 

Texas  Heart  Association,  Dallas,  Sept.  25-27,  1964.  Mr.  E.  T. 

Guy,  2480  Times  Blvd.,  Houston  5,  Exec.  Sec. 

Texas  Industrial  Medical  Association,  Houston,  April  23,  1964. 
Dr.  R.  R.  Dugan,  Continental  Oil  Co.,  Box  2197,  Houston,  Sec. 

Texas  Neuropsychiatric  Association,  Houston,  April  26,  1964. 
Dr.  E.  I.  Bruce,  Jr.,  1014  Strand,  Galveston,  Sec. 

Texas  Ophthalmological  Association,  Houston,  April  23-26,  1964. 

Dr.  Harold  Hunt,  150  Eighth  St.,  S.E.,  Paris,  Sec. 

Texas  Orthopaedic  Association,  Houston  April  23-26,  1964.  Dr. 

Margaret  Watkins,  3503  Fairmount,  Dallas,  Sec. 

Texas  Otolaryngological  Association,  Houston,  April  23-26,  1964. 

Dr.  J.  P.  Moran,  3154  Reid  Dr.,  Corpus  Christi,  Sec. 

Texas  Pediatric  Society.  Dallas,  Sept.  24-26,  1964.  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Sec. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Houston. 
April  23-26,  1964.  Dr.  D.  Hoehn,  Doctor's  Bldg.,  Fort  Worth, 
Sec. 

Texas  Proctologic  Society,  Houston,  April  23,  1964.  Dr.  T.  Mel- 
ton, 636  Hermann  Professional  Bldg.,  Houston,  Sec. 

Texas  Public  Health  Association,  Austin,  Feb.  23-26,  1964.  J.  N. 

Murphy.  Jr.,  P.O.  Box  5192,  Austin  31,  Sec. 

Texas  Rehabilitation  Association.  D.  Preston,  3700  Worth,  Dal- 
las 10,  Sec. 

Texas  Society  of  Anesthesiologists,  Houston,  April  26,  1964.  Dr. 

L.  Duflot,  173  San  Marino,  Galveston,  Sec. 

Texas  Society  of  Athletic  Team  Physicians,  Houston,  April  23, 
1964.  Dr.  Dan  Spivey,  818  Frank  St.,  Lufkin,  Sec. 

Texas  Society  on  Aging,  Clinical  Medicine  Section.  Mrs.  Edith 
DeBusk,  Rio  Grande  Bldg.,  Dallas,  Sec. 

Texas  Society  of  Plastic  Surgeons,  Houston,  April  23,  1964.  Dr. 

W.  C.  Sellman,  Jr.,  610  Medical  Arts  Bldg.,  Dallas,  Sec. 
Texas  State  Board  of  Examiners  in  Basic  Sciences,  April,  1964. 
Mrs.  Maria  P.  Hathaway,  1012  State  Office  Bldg.,  Austin, 
Exec  Sec. 


Texas  Surgical  Society,  Waco,  April  5-7,  1964.  Dr.  W.  B.  King, 
Jr.,  2320  Columbus  Ave.,  Waco,  Sec. 

Texas  Traumatic  Surgical  Society,  Houston,  April  23,  1964.  Dr. 

J.  C.  Long,  805  W.  8th,  Plainview,  Sec. 

Texas  Tuberculosis  Association,  Austin,  March  19-21,  1964.  Mrs. 

Pauline  K.  Matthis,  2406  Manor  Road,  Austin,  Exec.  Dir. 
Texas  Urological  Society,  Austin,  Feb.  8-9,  1964.  Dr.  B.  C.  Bates, 
1108  Nueces,  Austin,  Sec. 

United  States-Mexico  Border  Public  Health  Association,  Monter- 
rey, Mexico,  March  2-5,  1964.  Dr.  U.  Blanco,  501  U.  S.  Court 
House,  El  Paso,  Sec. 


District 

First  District  Society,  El  Paso,  Feb.  1,  1964.  Dr.  William  R. 
Gaddis,  1223  Mills  Bldg.,  El  Paso,  Sec. 

Third  District  Society,  Amarillo,  Oct.  3,  1964.  Dr.  E.  K.  Jones, 
604  W.  8th,  Amarillo,  Sec. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  10-11, 
1964.  Dr.  Sanford  Glanz,  2425  Morgan,  Corpus  Christi,  Sec. 

Seventh  District  Society.  Dr.  R.  Lucas,  502  W.  13th,  Austin, 
Sec. 

Eighth  District  Society.  Dr.  Weldon  G.  Kolb,  421  S.  Oak,  La 
Marque,  Sec. 

Ninth  District  Society,  Huntsville,  March  19,  1964.  Dr.  William 
Sherrill,  3618  Mt.  Vernon,  Houston,  Sec. 

Tenth  District  Society.  Dr.  I.  M.  Richman,  3280  Fannin,  Beau- 
mont, Sec. 

Eleventh  District  Society,  Athens,  Tex.,  Spring,  1964.  Dr.  F. 
Verheyden,  400  S.  Ragsdale,  Jacksonville,  Sec. 

Twelfth  District  Society,  Temple,  Feb.  8,  1964.  Dr.  Walker  Lea, 
Scott  and  White  Clinic,  Temple,  Sec. 

Thirteenth  District  Society.  Dr.  R.  D.  Moreton,  1217  W.  Can- 
non, Fort  Worth,  Sec. 

Fourteenth  District  Society. 

Fifteenth  District  Society. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Sept.  13,  1964. 
Dr.  A.  O.  Jensen,  Suite  N-l,  Medical  Center,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas.  March  15- 
18,  1964.  Dr.  W.  O.  Tschumy,  1616  Medical  Arts  Bldg.,  Dallas, 
Sec. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
2-4,  1964.  Dr.  Mannie  D.  Paine,  Jr.,  1430  Tulane  Ave.,  New 
Orleans  12,  Exec.  Sec. 

Oklahoma  City  Clinical  Conference,  Oklahoma  City,  Oct.  26-28, 
1964.  Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Exec.  Sec. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July 
16-18,  1964.  Mrs.  W.  H.  Dahme,  412  Jesse  H.  Jones  Library 
Bldg.,  Houston  25,  Exec.  Sec. 

Private  Clinics  and  Hospitals.  Mr.  R.  L.  Heath,  Malone-Hogan 
Clinic,  Big  Spring,  Sec. 
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New  (2nd)  Edition  . . . from  Saunders 

Bockus 

GASTROENTEROLOGY 

Volume  I — Stomach  and  Esophagus 

The  first  volume  of  this  highly-respected  3- 
volume  work  has  been  completely  revised. 

The  entire  work,  covering  management  of 
every  known  disease  and  condition  of  the 
stomach  and  intestines,  will  offer  one  of  the 
most  superbly  comprehensive  and  author- 
itative works  on  gastroenterology  available  in 
any  language.  The  author  emphasizes  a 
sound  clinical  approach  to  each  problem,  and 
carefully  explains  the  causes  and  mechanisms 
responsible  for  each  complaint.  Volume  / in- 
corporates all  important  advances  in  therapy 
for  diseases  of  the  esophagus  and  stomach. 
New  chapters  are  included  on  topics  such  as: 
Oral  Manifestations  of  Internal  Disease;  Tests 
Employed  in  the  Study  of  Esophageal  Func- 
tion and  Disease.  More  than  150  pages  are 
devoted  to  modern  methods  of  diagnosis  and 
management  of  peptic  ulcer,  with  special  em- 
phasis on  complications.  A particularly  sig- 
nificant new  section  shows  vivid  endoscopic 
views  of  the  esophagus  and  stomach — a num- 
ber appear  in  full  color. 

By  Henry  L.  Bockus,  M.D.,  Professor  of  Medicine,  University  of  Pennsylvania 
Graduate  School  of  Medicine,  with  contributions  by  31  present  and  former  associ- 
ates at  the  University  of  Pennsylvania  School  of  Medicine.  Three  Volumes  totaling 
about  3000  pages,  7"  x 10",  with  about  600  illustrations. 

Volume  I,  Esophagus  and  Stomach.  $25.00.  New  (2nd)  Edition  Just  Ready 

Volume  //,  Small  and  Large  Intestine,  Colon  and  Peritoneum,  Ready  August  1963. 
Volume  111 , Liver  and  Biliary  Passages,  Gall  Bladder  and  Pancreas,  Ready  January, 
1964. 
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fin  Friedlander's  Pneumonia313 

\lthough  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
3 good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 


[In  Hemophilus  Influenzae  Pneumonia3,4,13,14 

li 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

| In  Staphylococcal  Pneumonia1 8,13 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis4,10’11 

This  condition  is  most  often  caused  by  H.  influenzae , most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 


In  Pneumonias  Due  to  Gram-negative  Bacilli9 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum , and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 


In  Staphylococcal  Empyema12 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 

results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphemco  shou  d be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  no  be i used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  triv.al  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 
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IN  MEDICINE  and  SURGERY 
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Scott  and  White  Conference  in  Medicine  and  Surgery 
Temple,  Texas 
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New  (2nd)  Edition — from  Saunders! 
Emmett — 

CLINICAL  UROGRAPHY 

This  2-volume  atlas  and  reference  work  is  a 
brilliant  revision  of  the  well-known  Braasch 
and  Emmett’s  Clinical  Urography — one  of 
those  works  which  stand  as  land-marks  in 
their  fields,  universally  admired  and  critically 
acclaimed.  The  New  ( 2nd ) Edition  carries  on 
this  superb  tradition.  It  covers  and  illustrates 
in  detail  just  about  every  known  disorder  and 
anomaly  of  the  urinary  tract  susceptible  to 
urographic  diagnosis.  The  book  contains  over 
1500  beautifully  reproduced  urograms,  hun- 
dreds of  them  new  or  enlarged  for  this  edi- 
tion. They  are  models  of  clarity  and  instruc- 
tive value,  showing  you  findings  as  they  actu- 
ally appear.  Text  material  is  arranged  under 
pathologic  headings  and  provides  you  with 
down-to-earth  clinical  discussions  of  tech- 
nique, interpretation,  terminology,  cautions, 
differential  diagnosis,  etc.  This  New  (2nd) 
Edition  incorporates  four  new  chapters — 
Special  Methods  of  Examination — Embryol- 
ogy  of  the  Genitourinary  Tract — Vascular 
Disease  and  Renal  Hypertension:  Miscellane- 
ous Vascular  Lesions  Affecting  the  Urinary 
Tract — Urologic  Applications  of  Radioactive 
Material.  These  two  volumes  represent  a 
standard  in  the  field.  Those  who  wish  to  keep 
abreast  of  modern  urographic  diagnostic 
methods  will  want  this  revision  in  their 
library. 
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By  John  L.  Emmett,  A.B.,  M.D.,  M.S.  in  Urology,  Consultant  in  Urology,  Mayo 
Clinic;  Professor  of  Urology,  Mayo  Foundation,  Graduate  School,  University  of 
Minnesota.  Two  volumes,  1293  pages,  1975  illustrations,  7"  x 10".  About  $45.00. 

New  (2nd)  Edition — Ready  January , 1964 
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With  modern,  intelligent  therapy,  epilepsy  has  an  excellent  prognosis.  “Well  over 
90  per. cent  of  the  patients  can  be  adequately  controlled  so  that  they  can  lead  a 
normal  life  and  take  a useful  and  respectable  position  in  society.”1 
Diphenylhydantoin  sodium  is  generally  regarded  as  the  standard  in  anticonvulsant 
medication  because  of  its  effectiveness  in  controlling  grand  mal  and  psychomotor 
seizures.2 10  It  possesses  a wide  margin  of  safety,  and  the  incidence  of  side  effects 
is  minimal.4  With  this  agent,  oversedation  is  not  a problem.3  Moreover,  its  use  is 
often  accompanied  by  improvement  in  the  patient’s  memory,  intellectual  per- 
formance, and  emotional  stability.11 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions. 
Toxic  effects  are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  generalized  morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Eruptions  then  usually  subside.  Though  mild  and  rarely  an 
indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling 
of  unsteadiness.  All  usually  subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  agranulocytopenia,  and  pancytopenia  have  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combination  with  diplopia  and 
ataxia  indicates  dosage  should  be  reduced.  Periodic  examination  of  the  blood 
is  advisable. 


DILANTIN  (diphenylhydantoin  sodium)  is  available  in  Kapseals  of  0.03  Gm.  and 
0.1  Gm.,  bottles  of  100  and  1000. 

REFERENCES:  (1)  Maltby,  G.  L.:  J.  Maine  M. A.  48:257,  1957.  (2)  Roseman,  E.:  Neurology  11:912, 
1961.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  (4)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  W.  B.  Saunders  Company,  1958,  p.  120.  (5)  Crawley, 
J.  W.:  M.  Clin.  North  America  42:317,  1958.  (6)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Con- 
vulsive Disorders  in  Children,  Springfield,  III.,  Charles  C Thomas,  1954,  p.  190.  (7)  Ibid.:  Postgrad. 
Med.  20:584,  1956.  (8)  Merritt,  H.  H.:  Brit.  M.  J.  1:666,  1958.  (9)  Carter,  C.  H.:  Arch.  Neurol.  & Psy- 
chiat.  79:136,  1958.  (10)  Thomas,  M.  H„  in  Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures, 
Baltimore,  The  Wiliiams  & Wilkins  Company,  1956,  pp.  37-48. 

(11)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 
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THE  SCOTT  and  WHITE  CONFERENCE 
! IN  MEDICINE  and  SURGERY 

TWELFTH  ANNUAL  MEETING:  FEBRUARY  16, 17,  18, 1964 

A PRACTICAL  MEETING 
FOR  THE  PRACTICING  PHYSICIAN 

A Conference  to  Aid  you  in  Your  Everydoy  Practice 

GUEST  LECTURERS 

Robert  J.  Coffey,  M.D.  George  G.  McHardy,  M.D. 

Professor  of  Surgery  and  Internist,  Browne-McHardy  Clinic; 

Director  of  Department  of  Surgery  and  Senior  Gastroenterologist, 

Georgetown  University  Medical  Center  Touro  Infirmary 

Washington,  D.C.  New  Orleans,  Louisiana 

Walter  H.  Judd,  M.D. 

Former  Medical  Missionary  to  China 
and  Minnesota  Congressman 
Minneapolis,  Minnesota 

Registration  fee  of  $25.00  includes  lectures,  demonstrations,  hospitality  hour,  luncheon  and  dinner 

Planned  entertainment  for  wives 
For  further  information  write  to: 

John  F.  McKenney,  M.D.,  Chairman 
Scott  and  White  Conference  in  Medicine  and  Surgery 
Temple,  Texas 
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